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This Month’s Special Section 


Presidential Papers: 1970 


NEVITABLY, ONE MUST be influenced by the 
mood of the times. And so I confess that 
€ social turmoil of the past few years has 
rongly influenced my thoughts and has 
d me to the realization that man's under- 
anding of his physical environment is far 
reater than his understanding of himself, 
espite the contribution of many men of 
enius. We need a more complete science 
f man to solve the societal problems that 
omplicate his life. With characteristic elo- 
uence and clarity, Rome raised the issue 
f the significance of psychiatry in social 
ffairs in his presidential address in 1966. 
would strongly support his position. With- 
ut abdicating our role as physicians to 
ecome “‘alienists,” or yet becoming cari- 
atures of Don Quixote, we should begin 
consider issues in fields that were once 
eripheral or even foreign to us. 

While considering some of the problems 
day, we would do well to recall Freud's 
ords: “If we cannot see things clearly, we 
ill at least see clearly what the obscurities 
re"(1). 


he Physician's Concern as Clinician 


We must proceed from the solid base of 


e modern medical model is not just dis- 


Read at the 123rd annual meeting of the American 
MU Association, San Francisco, Calif, May 
-15, 1970. à 
Dr. Waggoner was 98th president of the American 
Sychiatric Association. He is professor and chairman, 
partment of psychiatry, Neuropsychiatric Institute, 
niversity Hospital, University of Michigan, Ann 
rbor, Mich. 48104. 


mer. J. Psychiat. 127:1, July 1970 


ur clinical knowledge fully aware that . 


The Presidential Address: 
Cultural Dissonance and Psychiatry 


BY RAYMOND W. WAGGONER SR., M.D., SC.D. 


ease-oriented. Many nonphysicians have 
been pejorative about our devotion to the 
medical model. They have failed to grasp 
the scope of the physician's clinical concern 
with all the factors, both internal and ex- 
ternal, involved in his patient's problems. 
They have failed to see that there are many 
of us who are concerned about man's role 
in environmental dissonance. The term 
"dissonance," although sometimes used as 
a musical term, also connotes discord, 
disagreement, and incongruity. 

It is vital that we concern ourselves with 
the appropriateness of the medical model 
in the field of mental health, even though 
some of the negative comments seem per- 
suasive—especially to those persons with- 
out a medical background. At the present 
time we do not know how important some 
undiscovered biological factor that makes 
an individual susceptible to some form of 
mental disease may be. Presuming the 
presence of such a factor, when the appro- 
priate precipitant occurs symptoms develop 
and result in behavioral manifestations that 
are disruptive to individuals, families, and 
society. The person with a mental illness 
needs care and protection and society needs 
guidance and security in much the same 
way as would be true in some somatic dis- 
eases. 

It is quite clear that the nature of illness 
is an important element in cultural defini- 
tion and in mental illness. The sick person 
in most situations is entitled to attention 
from his fellows. A culture tends to meet 
human needs but at the same time requires 
an appropriate response by those who 
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make up the group. 

An implied concept of a biological basis 
for mental disease was propounded by 
Hughlings Jackson in his theory of evolu- 
tional levels. According to Jackson, dis- 
solution of the highest level brings into 
sharp relief the manifestations of lower 
levels; by the same token dysfunction of 
the higher emotional levels of control per- 
mits overaction of the lower levels. If it is 
permissible to view society as an organism, 
one might conjecture that when the higher 
ideational levels of that organism, as re- 
flected in the process of social organization 
and adjustment, become dysfunctional, 
more hostile or aggressive acts of members 
of that society come into play. 


Society as a System 


Leighton in his theoretical formulations 

of a theory of man in relation to culture 
projects two constructs representing human 
beings at opposite extremes. One is an 
idealized model of a functioning community 
unit and the other a collection of human 
beings existing side by side in the same 
geographic area but unpatterned in their 
relations to each other. He postulates that 
“since the model is by definition a perfectly 
functioning unit of energy exchange, or 
quasi-organism, it constitutes a system of 
interdependent parts able to maintain 
itself despite changes in the surrounding 
sociocultural and physical environment.” 
_ By contrast a collection of human beings 
is posed as nonfunctional. It has “no socio- 
cultural integration.” Instead there are 
members or individuals occupying the 
same geographical area but having no 
patterned encounters with each other. Such 
unity as exists is based on sharing physical 
space, on frequency of interaction (even 
if unpatterned), and on the absence of 
current membership in any of the com- 
munities that may lie adjacent to the col- 
lection(2). 

These theoretical concepts are posed 
only as conceptual frames within which the 
psychiatrist can consider the extent to 
which he may and perhaps must view society 
as a system. It might be pointed out that for 
him to do so is to quicken his departure 
from the dyadic relationship with the in- 
dividual patient, a relationship that appar- 
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ently is becoming increasingly anachronislj | 

It is possible that an understanding 
the social organism and how it functij | 
confers upon the psychiatrist an insij| 
into the individual human psyche. Let | 
make it clear that I do not claim for q 
profession the omniscience necessary | 
cure society's ills, but I do think we have 
contribution to make. This area of socid | 
interrelationship represents a broad i) 
important frontier that should not be li 
only for the sociologists and political scit 
tists to explore. l 

The fact is that we are faced with mà 
problems, and we must have some undi 
standing of each before we can develop 
appropriate remedy. There is continuj 
and increasing involvement of governmt 
and other agencies in what was once 
sidered to be primarily private and fa 
affairs. Nevertheless I submit that for t 
long we as psychiatrists have focused | 
the mental health of the individual. 
time has arrived when we must turn 
attention also to the pathology of the td 
environment and its treatment. To qu 
Chapman, “The traditionally haughty d. 
aloof attitude of academia toward the f 
litical process is now paying us evil di) 
dends"' (3). 

The subject I have chosen is a respo 
to some of the experiences I have had d 
ing the past year as I have travelled ab 
the country and have had the pleasure 
honor of attending meetings of dist 
branches and of various psychiatric as 
ciations. It seems to me particularly ! 
portant that we as psychiatrists who 
trained in the mental health field and 
presumably have some expertise in inl 
personal and group interactions sho 
direct some of our attention to these pf 
lems. 


During recent years there has been 
progressive world-wide increase in so 
chaos, and social equanimity has b 
continually threatened. We might 
consider carefully how much of the pres 
so-called “activism” is due to what so 
have termed the “futility of existence," or 
Frankl has put it, “Existential frustration” 
There is no question but that the remark 
technological developments that 
Occurred in the last half century have 
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outdistanced society’s capacity to cope 
with them. This can only serve to increase 
anxiety and distress as well as to widen 
the culture gap. It seems almost as though 
we have been so mesmerized by the phe- 
nomenal accomplishments of physical 
science that we have made little real prog- 
ress in the solution of social problems. 

During the past few decades physical 
and chemical pollutants have contaminated 
our air and water, and psychological pollu- 
tants have contaminated our society. During 
most of man’s several thousand years of 
so-called civilized existence on this planet, 
technological progress was so slow that 
the disturbance of ecological balance was 
relatively minor and mostly local in effect. 
But in the last half-century, which represents 
perhaps only one percent of the so-called 
civilized order, such remarkable changes 
have occurred that now man threatens his 
own existence. It is quite clear that the rate 
of environmental change has far outrun 
the rate of evolutionary adaptation. Man 
is biologically and genetically similar to the 
man of many generations ago, but the 
patterns of the institutions regulating his 
behavior are significantly different. 

The effect on the interpretation of illness 
or health of these changing patterns is 
certainly difficult to determine. Although 
the practical application of the psychia- 
trist’s knowledge of personality and per- 
sonality development to social problems 
has yet to be tested, this does not vitiate 
the assumption that the psychiatrist can 
play an important role. This role would 
have greater validity and be more meaning- 
ful if used in collaboration with workers 
from other professional disciplines. 


Overpopulation 


One of the major factors underlying man's 
distress is the overpopulation problem. It 
has been projected that by the year 2000, 
the United States will have a population of 
approximately 300 million. This will occur 
in spite of a sharp reduction in the birth 
rate. Population density itself is said to 
lead to serious psychological problems even 
if provision is made for the bare necessities 
of life. But the stark fact is that there is no 
promise that the bare necessities are to be 
provided, Consider also, if you will, the 
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have-not areas of the world, or those that 
are less affluent and where population con- 
tinues to climb at a continually accelerated 
rate. It is not difficult to believe that unless 
some major catastrophe occurs, the popula- 
tion on the earth will at least double by the 
year 2000. There is even now great difficulty 
in making available enough food for survival, 
and a high starvation death rate prevails 
in some areas. If the population of the 
world is doubled, then there must be a 
remarkable increase in such life-supporting 
factors as food. It is reported that every 
day at least 10,000 deaths occur as a result 
of malnutrition. This rate will inevitably 
increase as world population increases. 
Thus the question of population control is 
brought into sharp focus. 

Many different methods for the control 
of population increase have been suggested. 
It is reported that in Japan more than 42 
percent of the women in their fertile period 
of life now use contraception. Abortion 
as another method of population control 
is a simple procedure, carried out legally 
in some countries. An interesting and con- 
troversial publication, the GAP report en- 
titled The Right to Abortion: A Psychiatric 
View, discusses the problem at length. In 
essence, our own Association’s position 
statement on abortion reflects the basic 
philosophy of the GAP formulation. 


Another factor in overpopulation has to 
do with the extension of the life span, and 
I suggest to you that this presents an issue 
of immediate relevance. It poses questions 
of great moment concerning the philosophy 
of our approach to life. How we are to 
channel our future energies and resources 
depends on the answers we develop. Medi- 
cine has encouraged the diversion of huge 
national resources into furthering the de- 
velopment of ever-new techniques to keep 
the individual alive for one more day, how- 
ever torturing these techniques may be. 
The medical profession has developed extra- 
ordinary means to prevent death, some of 
which result in unnecessary pain for the 
patient. I believe that sometimes the phy- 
sician should exercise his responsibility to 
protect the patient from guilt-ridden rela- 
tives who insist upon the use of all possible 
means of prolonging life. It is necessary to 
understand the unconscious motivations 


[43] 


a 


4 


of both the physician and the relatives and 
to allow the patient to have some dignity 
in his last moments of life. Few are the 
teachers among us who have taught that 
death is a gentle, blessed thing and a fitting 
end for those who have tired of the struggle 
in mind and body. We have prolonged the 
life of many beyond the age that they can 
be productive and satisfied. Can it be that 
in our frenetic efforts to prolong life we 
have neglected appropriate concern with 
the quality of life? It may be, I venture, 
that the next decade will call for a shift in 
strategy. One thing seems certain: If we 
do not succeed in mounting a civilized, 
humane attack on our growing population 
problem, that problem in the long run will 
be solved for us apocalyptically by one or 
more of the four horsemen—war, famine, 
pollution, and pestilence. 


“Search for a Future" 


Of course there are those who, with ob- 
vious justification, consider that the most 
serious immediate threat to man's existence 
lies in the nuclear arsenals of the world. 
Man's history supplies not the slightest 
evidence that a nuclear Armageddon is or 
is not imminent. Our only comfort must 
derive from a faith that when the chips 
are down, man will choose life, not death. 
Thus, with the multiple threats to our very 
existence, it is not difficult to sympathize 
with the present generation's "search for 
a future." 

It is quite obvious that our culture is 
undergoing a significant transition that is 
very threatening to those in authority. Acts 
of violence may initiate “positive feed- 
back loops" and increase the rebellious and 
militant activity of the younger generation. 
Much of what we read and hear only 
serves to sharpen our dismay. It does ap- 
pear that some of the most gifted persons 
in our society have become disaffected 
and alienated. But I cannot help but be- 
lieve that much of the so-called rebellion 
contains within it the potential for a better 
and more healthy society. Important ad- 
vancements may develop from what appears 
to be only confusion. It is necessary to con- 
sider things in their proper perspective: the 
interpretations of youth are quite different 
from those of their elders. Since opinions, 
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values, and judgments vary so widely, such 
considerations must be a part of our unde 
standing of the social fabric. Clearly them 
is a serious contradiction between ou 
espoused democratic ideals and the reali 
of our national authoritarian practices 
Somehow a congruence of this polarity 
must be achieved. Is there a role for tht 
psychiatrist with his knowledge of persona 
ity and of group behavior in this overall 
picture? I sincerely believe there is. 


APA's Social Interests 


There is much promising evidence of à 
growing consensus within the ranks of the 
Association in support of an affirmative 
answer to that question. Indeed, the trustees, 
stimulated in many instances by the Asii 
sembly of District Branches, have already 
adopted forthright positions on many Ql 
these issues, including racism, violenc 
alcoholism, drug abuse, and abortion. We 
are now in the process of developing 
opinion survey techniques that will enable: 
us to elicit membership opinion on social 
issues, in turn enabling the Association t 
adopt positions that will have broad mem 
bership support. This kind of social interest 
must spread throughout our membership) 
because somehow we must bring about 
new and more successful social mutations. 7 

Spiegel has suggested that the arousal of 
aggression for destructive purposes, includ 
ing the killing of one’s own species, is all 
innate behavior potentially capable 0 
being aroused in all men. Nearly a century 
ago Schopenhauer said, "Really there is à 
wild beast in the heart of every man, waiting 
only for the opportunity to storm and rage 
to hurt others, and, if they should bar his) 
way, to destroy them: this is the source oM 
our eagerness for battle and for war." Andi 
in another place, “It is the will to live which) 
grows more and more embittered by thé 
constant sorrow of existence and seeks të 
alleviate its own torment by inflicting !! 
on others"'(5). 

I do not fully hold with these comments, 
although certainly each harbors an element 
of truth. Moses states: 


Any confinement, change in food supply of 
absence of natural predators radically changes 
the total behavior patterns. The murderous agi 
gressiveness and sexual competitiveness 
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certain confined primates and their opposite 
behavior (cooperativeness, minimal aggressive- 
ness and sexual sharing) in the free ranging state 
is most instructive. In considering man’s innate 
propensities, the “naturalness of his environ- 
ment” must always be kept in mind(6). 


If this finding is applicable to humans, then 
the overcrowding in our cities can be a 
partial explanation for the increase in 
social aggression and crime. 


Rivalry, hostility, and conflict are some- 
times considered to be normal relation- 
ships among individuals as well as states, 
but all too often national conflicts explode 
into wars and eventually lead to blood 
baths, as evidenced by many incidents in 
history, most recently the much-publicized 
Viet Nam incident. In 1941, George H. 
Stevenson said in his presidential address, 
“Important and valuable as are the psy- 
chiatric services rendered in time of war, I 
would suggest that preventive psychiatry 
has a still greater work to do in time of 
peace to assist in the efforts to prevent the 
occurrence of wars.” The suggestion of 
Spiegel that research directed toward an 
understanding of these mechanisms (par- 
ticularly in the early life of the individual) 
and of environmental controls, is certainly 
feasible and we should take the responsi- 
bility for instigating and developing such 
research. 

The culture establishes barriers that are 
presumed to be appropriate. But when such 
barriers come into conflict with basic drives, 
some kind of reaction to this confronta- 
tion must occur. When this conflict results 
in a change of the status quo for the better, 
then we can applaud that conflict. On the 
other hand, if such forces simply stimulate 
a rebellion, primarily for the purpose of 
destruction without at the same time pro- 
viding a pattern for improvement, then 
obviously it should be dealt with by neces- 
sary and appropriate control. At the same 
time the social system must be designed 
with the best interests of all minorities in 
mind. Unfortunately, it is extremely diffi- 
cult to keep prejudice and bias from dis- 
torting our vision so that we may not 
really know when or what quality of 
control is required. We may not see clearly 
whether or not the change that is demanded 
may lead to improvement. 
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The Problem of Racism 


In the past few years there has been 
organized and sometimes unorganized 
resistance against authority from a number 
of minority groups. The source of the most 
significant of these reactions is the question 
of racism, not only of the traditional racism 
of whites against blacks but in essence a 
new and militant racism of minority groups 
against the majority. Racism is the belief 
that one’s own race is superior to another, 
with the use of aggression and control to 
enforce that belief. Let me emphasize that 
it is time for /ess attention to be paid to the 
racial background of ethnic groups and 
more attention to a compassionate under- 
standing of the problems of those with 
whom we are associated, no matter which 
direction—minority to majority or majority 
to minority—is involved. This problem in- 
cludes not only blacks but other minority 
groups as well. These groups represent those 
who have become grossly disenchanted be- 
cause of social contradictions. Such prob- 
lems must be dealt with, and promptly. I 
suggest that too much attention is focused on 
affluence vs. poverty when in reality this 
may be only a surface manifestation ofa 
much larger and more stubborn problem. 


The significance of environmental stresses 
upon the individual has brought about a 
shift of emphasis from the intrapersonal 
to the interpersonal and. social contacts in . 
mental illness. This position is indicative 
of what I consider to be our responsibility 
in contributing to the molding of our 
culture. Many of the members of our pro- 
fession have taken a strong position with 
reference to psychiatric responsibility in 
the national pattern as well as the applica- 
tion of our knowledge to the easing of 
international tensions. 


Need for a Better Delivery System 


The cost of educating a physician has 
increased tremendously. This is in direct 
relationship to the remarkable increase in 
the cost of health services and the unfortu- 
nate fact that there is a great need for better 
and more efficient delivery of health ser- 
vices, including mental health services. In 
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reaction to this need, a commission! has 
been appointed by the American Psychi- 
atric Association made up of a number of 
members of the Association together with 
a list of expert consultants. Their charge 
is to develop a new, innovative, and more 
efficient method for the delivery of mental 
health services, in conjunction with other 
health services. 

Gardner says, 

The health professionals must act at once to 
redesign the system of health services in this 
country. It is outworn, expensive and out- 
rageously inefficient. Health professionals 
could modernize it. If they don't pressures from 
outside, particularly from governmental initia- 
tives, will increase enormously. Our best hope 
here is the ferment among young health pro- 
fessionals(7). 


It has been said that there is a growing 
depersonalization in every  patient-phy- 
sician relationship—that there are now 17 
full-time health-related assistants for every 
doctor whereas 30 years ago there were 
two. This indicates a trend about which 
Bartemeier warned in his 1952 presidential 
address, when he strongly emphasized the 
need for interpersonal involvement: 


What greater scourge could befall psychiatry 
than becoming impersonal—which means losing 
sight of the person of the patient?... The whole 
tradition of medicine is based on healing and 
caring for the sick as persons, through con- 
stant personal contact between the doctor and 
the patient. 

Today we in psychiatry are aware of this 
tradition more keenly than in many other 
branches of medicine. The cultivation of the 
personal, humanistic contact with the patient 
has been maintained in psychiatry, because 
human psychology and human problems are 
still our major point of interest. 


To reinforce this point, Braceland, at the 
Convocation session of the APA in 1956, 
said, 

One of the principles we have to teach con- 
cerns the great therapeutic value of a warm, 
kindly, understanding interest in and attention 


‘Dr Waggoner has appointed the following mem- 
bers and consultants: Drs. Harvey J. Tompkins, chair- 
man, Walter Fox, Robert W. Gibson, Robert J. Weiss, 
Leo Madow, Paul V. Lemkau, Charles B. Wilkinson, 
George E. Gardner, John Knowles, Melvin A. Glasser, 
William J. Horvath, Simon Ramo, Joseph T. English, 
Julius W. Hill, Joseph J. Baker, Richard Palmer, 
Matthew R. McNulty, Jr., Morton Kramer, George 
A. Silver, Paul Wilson, and Donald Hammersley. 
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to our patients and the problems they bring 
fore us. It is said now that physicians have slippa . 
a notch in the affections of people and the 
doctors no longer hold that honored plag, 
which once was theirs. There is some truth jj. 
this statement and the reason for this fall fron 
grace lies in the fact that as the doctors becam 
more scientific, they grew away from peopl 
Rarely does one hear of a physician being cri 
cized for lack of scientific acumen; rather 
difficulty stems from some real or fantasi 
slight, some evidence of undue haste or lack d 
interest. | 


As psychiatrists, we should at all is 


avoid any trend toward dehumanizati 
in relationship with our patients. Is it pos 
ble to make shortcuts in the delivery 
mental health services or, for that matte 
any health service without a trend towa 
dehumanization? If we try an experiment 
approach, it should not only be label 
as such, but, I submit, it should have hum 
ization built into it. 


Prevention of Mental Illness 


A matter of vital importance that mu 
be considered is that of prevention. Ow 
the years many of us have talked at lengi 
about the prevention of mental illness, 
unfortunately very little is known abo 
causative factors in mental illness. I a 
particularly concerned about the need. 
provide an adequate environment in whi 
the child can best develop. Over the yea 
we have developed many educational pf 
grams. So far as I am aware, they have n 
significantly emphasized the basic proble 
of how parents are to provide an envirol 
mental setting with maximum potenti 
for healthy child development and minim 
potential for planting the seeds of men 
disorder. We may not have sufficient know 
edge of the variable factors in such an e 
vironmental setting, but surely our reserVo 
of clinical knowledge encompasses mu 
that should be told to parents. More shou 
be made of what we do know. 

Let me quote from our Association 
position statement on the final report 
the Joint Commission on Mental Health 
Children: 

There is telling need and promise of extreme 
productive result in improving our presen 
inadequate medical services to the child in M 
first five years of life, especially by providi 
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family planning services, sound prenatal care, 
improved obstetrical management, and com- 
prehensive pediatric services. In the age range 
one to five, it is the general physician, the ob- 
stetrician, the pediatrician, and the child psy- 
chiatrist who can play the most telling roles in 
providing these services. 

A new mechanism, a new “thing,” something 
that might be titled “child and family develop- 
ment center," is needed to ensure the avail- 
ability of comprehensive health services through- 
out the first five years of life, including not only 
pediatric care, but also genetic counselling, 
child neurology, child psychiatry, obstetrics, 
gynecology, and related services. 


The question has yet to be answered why 
some children raised in deplorable settings 
become exemplary adults, while others 
raised in comparative comfort become 
human derelicts. There must be some kind 
of genetic factor that makes possible ad- 
equate development in a negative environ- 
ment as opposed to unhealthy development 
in what is presumed to be a healthy en- 
vironment. 

Present data seem to suggest some kind 
of physiologic factor that makes the soil 
fertile for the development of an unhealthy 
personality. The significance of this, of 
Course, is the need for research that extends 
beyond psychological and environmental 
variables, We must also conduct extensive 
basic research into the kind of physiologic 
factors that may be present and that may 

roduce fertile soil for the development of 

sychopathologic reactions when triggered 
by environmental factors. There are some 
ndications that the psychological permis- 
iveness of the 1940s may be a factor in the 
resent dissonance because of its influence 
n the infant of that period. It has been 
enerally accepted that there are critical 
eriods in personality development. We 
hould know more about those periods and 
ake this information available to parents. 

It is hoped that a program for the educa- 
ion of senior high school students and of 
ollege students in those practices that may 
ead to the healthiest kind of environmental 


Eckstein states, Educational systems not 
nly have inner purpose; they are dependent 
fn the weaknesses and strengths of the total 
Social system. As such they are properly a 
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reflection of social change and thus cannot 
be static without mirroring some stasis in 
the larger society.” And further, “Is it pos- 
sible to create a social system and educa- 
tional institutions that have built-in mech- 
anisms of change, so that these institutions 
never have to become outdated or permit 
the devastating crises we are experiencing 
today in our own country?"(8) Thus he 
refers to learning as a process. In this frame 
of reference what I am suggesting should 
begin with the earliest school period, al- 
though as a practical matter it could be de- 
veloped in high school and college now and 
then instituted earlier as our knowledge 
from research makes such development 
possible. 


Some Recommendations 


To highlight some of the factors that 
seem to be of vital importance, let me sum- 
marize by indicating some of the recom- 
mendations I would like to make: 

1. The Commission on the Delivery of 
Mental Health Services should be continued 
for at least five years and should be ex- 
panded. One cannot but reflect on the in- 
novative leadership role our own Associa- 
tion has already played in the development 
of the community mental health center as a 
new instrument for the delivery of health 
services, I am most sanguine about the 
commission's potential for formulating a 
truly rational and comprehensive plan for 
the delivery of services to all citizens, and 
within the framework of a total health 
delivery system. 

2. A training program pattern for poten- 
tial parents of senior high school and college 
age in the environmental needs for the 
healthiest kind of child development should 
be developed. It is hoped that such a pro- 
gram would provide opportunity for these 
young people to witness problems in growth 
and development in such facilities as well 
baby clinics and day care centers that have 
psychiatric and psychological advisors. In 
this connection, research into factors under- 
lying healthy environmental settings, re- 
ferred to previously, should be initiated. 

3. Counseling centers for potential parents 
seeking advice should be established, per- 
haps in association with community or 
neighborhood health centers. The assistance 
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of physicians who are required to do pre- 
marital examinations should be enlisted 
in this activity. 

4. The establishment of a Presidential 
Advisory Council on Children, as recom- 
mended by the Joint Commission on Mental 
Health of Children and approved by the 
APA, should be strongly urged on all con- 
cerned; it should be empowered to under- 
take or sponsor comparative environmental 
studies. 

5. Careful consideration should be given 
to the development of a new institution for 
the evolution of patterns that will implement 
the use of the information we now have 
available. The Joint Commission on Mental 
Illness and Health was such an institution, 
and much was accomplished by it. The 
new institution should pick up where the 
Joint Commission left off. 

In sum, I plead for a psychiatry that is 
involved with fundamental social goals. I 
plead for a psychiatry that will eschew iso- 
lation altogether and assume its proper 
leadership role in advancing the total health 
of our nation. I plead for a psychiatry that 
is at once concerned with individual liberty 
and communal responsibility. And I ask 
of psychiatrists that they be not only prag- 
matists but also dreamers with a vision of 
the future. 


A Word of Appreciation 


In conclusion I would like to express my 
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great and sincere appreciation to you, 
members and fellows of the American P 
chiatric Association for having done} 
the honor of making me your Presiden 
should also like to express my genuine; 
preciation to those dedicated members 
our central office staff who have been 
helpful in the resolution of so many pr 
lems. I am particularly indebted to D 
Barton and Hogan, to Mr. Robinson, 4 
to the secretaries both in the central ofi 
and in my own office who have responi 
in many instances during the past year] 
beyond the call of duty. | 
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Response to the Presidential Address 


BY ROBERT S. GARBER, M.D. 


UR DISTINGUISHED and scholarly presi- 

dent, in the tradition of his predecessors, 
has presented us today with a series of fresh 
insights into whither we, as a profession, are 
tending. As I listened I was reminded of Dr. 
John C. Whitehorn’s introductory comment 
about presidential addresses in the book New 
Directions in Psychiatry that the Association 
published last year. He noted that the ad- 
dresses, delivered at the end of an exhaust- 
ing year, seldom showed evidence of fatigue 
but rather an intense personal devotion to 
the cause and a glowing earnestness of pur- 
pose that have sustained the man in these 
arduous labors. They have also served to gen- 
erate an emotional rapport with the listener 
or the reader toward a like devotion. 

I congratulate Dr. Waggoner for main- 
taining the tradition in so exemplary a man- 
ner, for I have considerable personal knowl- 
edge of the incredible energy he has put into 
his year in office, and I feel confident you 
will all agree that he has indeed generated a 
meaningful rapport with us that will quicken 
a like devotion to the advancement of our 
science in service of mankind. 

Dr. Waggoner has eloquently pleaded 
that psychiatry, proceeding from a solid base 
of clinical knowledge, must reach out to 
help construct a more complete science of 
man to help solve the great societal problems 
that now clearly threaten man's very exis- 
tence on this planet. He claims no final an- 
swers for our profession but merely urges 
that we share with other sciences and disci- 
plines in a massive mobilization of knowl- 
edge to forestall, and we hope prevent, ulti- 
mate disaster. He has been bold enough to 
Suggest specific areas in which psychiatry 
could make a singular contribution to such 
a massive effort, such as mounting an educa- 


Read at the 123rd annual meeting of the American 
To ntig Association, San Francisco, Calif., May 

-15, 1970. ; 
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tional program for all young people in op- 
timal child rearing practices, and by playing 
a telling role in leading the nation to a far 
more serviceable system for the delivery of 
mental health services. 

I myself do not see how we as psychia- 
trists can follow any other course, both in 
our role as professionals and as enlightened 
citizen advocates. (It behooves us always to 
distinguish in which capacity we speak.) 
Even if we were disposed to tend our own 
gardens, I am most doubtful that society 
would allow us the luxury of that free choice. 
We have entered an age of disturbed concern 
about our future as the reality dawns on 
ever greater numbers of us that man is losing 
his rapport with nature. Worse yet, he has 
entered into deadly combat with her in a 
battle that he senses he cannot possibly win. 
He can, however, entertain the possibility of 
an orderly retreat. How to manage that re- 
treat is, I suggest, the crucial question of our 
times. Our colleagues from the other biolog- 
ical, behavioral, and medical sciences have 
documented the ecological crisis in most 
frightening detail, some of which Dr. Wag- 
goner has pointedly cited. It will no longer 
do to pass the matter off with a quip that 
ecology is like the weather: everybody talks 
about it but no one does anything about it. 


It is difficult to know, in the context of 
the great social, political, and ecological 
crises of our time, exactly what it is that 
society expects of psychiatry. But I strongly 
suspect that it has to do with the hope, if 
not the expectation, that psychiatry can con- 
tribute something to the shaping of human 
values as they underlie decision making in 
public policy formation. 

Some of us were recently privileged to at- 
tend a Public Policy Conference conducted 
for us by the Brookings Institution. The fac- 
ulty comprised a range of brilliant political 
scientists, systems planners, geographers, 
economists, and their kind. If their spelling 
out of the nature of societal problems from 
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their special vantage points was most in- 
formative, it was also most sobering. In al- 
most every instance in the dialogue that fol- 
lowed their presentations, they conveyed to 
us, in effect: *Now you see how much worse 
the problem is than you may have thought, 
and how little time there is to alter public 
policy if we are to thwart disaster. Our value 
systems must be changed, and quickly. We 
don’t know how to do it. Can the power 
structures of the Western world and those 
who elect them be persuaded to share their 
affluence and reduce their rates of consump- 
tion of nature's bounty? Can the citizenry 
learn to be comfortable with less security in 
the international sphere that we may divert 
substantial resources from the military to 
further our domestic security? Or will our 
aggressive instinctual drives prompt us to 
sustain unabated battle with nature into the 
inevitable end? Can you in psychiatry help 
answer these questions?" 

Such are the cries for help that I hear from 
our friends in the other sciences. They do not 
ask us to become experts in their fields but 
only whether our expertise can contribute 
to the underlying problem of changing hu- 
man values. If we can manage it from time 
to time with one or a group of patients, can 
we not do it with society as a whole? I sense 
growing consensus among us that we must 
try. 

Still, we must be cognizant that the na- 
ture of the challenges Dr. Waggoner has 
posed and some of his propositions for at- 
tacking them will be disturbing to significant 
numbers of us. He would, for example, de- 
part the dyadic model with all deliberate 
speed. He believes that we, as physicians, 
have been too long preoccupied with the 
lengthening of the life Span to a point of 
small return, and he would redirect us to 
more telling concern with the quality of life. 

There are those among us who will take 
issue with him. They will Say we are treading 
dangerously outside our area of competence; 
they will say that we are oversold and under- 
staffed already; they will say that any at- 
tempt to speak collectively for psychiatrists 
on public issues will prove divisive of our 
ranks; they will say that we are already 
undergoing an identity crisis as a profession 

and find ourselves in a state of intellectual 
disarray. 
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So we may anticipate, with some con $ 
dence, that the dialogue within our rani 
will continue to ebb and flow in many dir n 
tions as we work toward at least partial cq 0 
sensus. It is, in my view, the historii 
mission of the American Psychiatric Ass | 
ciation to provide the framework, (j| 
mechanisms, and the atmosphere in whi 
the dialogue can take place. Ensuring thy 
we continue to serve that mission and- 
hope—speed the processes by which we 
rive at sufficient consensus to justify acti] | 
will be the priority concern of my preside 
For in the final analysis, whatever collectii 
contribution psychiatry may make to thed 
leviation of man’s critical condition will d 
pend importantly on the productivity of 0 
Association’s Assembly, councils, comm 
tees, and task forces. 


Response to Discontent 


In closing, I should like to add a bri 
postscript to my response to the presiden 
address that is not entirely unrelated to D 
Waggoner’s delineation of cultural di 
sonance. Within our own ranks we have 
perienced a certain modest degree of di 
sonance in the past few years. It has takt 
the form of expressions of gross discontel, 
with what is most often referred to as a lat 
of relevance in the Association's programi 
and policies and those who have taken th 
lead in formulating them. 1 

I for one would like to express the prie 
I feel in our Association's responsiveness! 
this discontent. By responsiveness I have 
mind, for example, the incorporation inl 
our annual meeting programs of many sU 
jects focusing on the social ferment of 0! 
times, and the dedication of the next t 
years of program planning to the theme 4 
alternatives to violence in our society. I ali 
have in mind the fact that we have gone ! 
small distance toward ensuring that minol 
ties among us shall be appropriately rep! 
sented in our political structure. Our maj% 
communications media have admirabl 
and consistently opened their pages to tH! 
expression of a wide range of membe 
Ship opinion. The Assembly of Distri 
Branches is increasingly becoming a liv 
forum whose deliberations carry end 
mous influence in policy formation, and ea 
of its six geographical areas is now rep" 
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ented on the Board of Trustees. 

Thus we are demonstrating in significant 
1easure how greater harmony can evolve out 
f dissonance, providing there is will to 


H 


achieve it on the part of everyone concerned. 
I believe that we collectively do have that 
will, and I propose to do all I can to make 
it felt in the coming year as your President. 


Raymond Walter Waggoner, Sr., M.D. 
Ninety-Eighth President, 1969-1970 


BY LEO H. BARTEMEIER, M.D. 


N THE HISTORY of the Association, 1937 

was a year of progress for American psy- 
hiatry. Under the leadership of Dr. Macfie 
Campbell, 500 members attended the an- 
iual meeting of the Association in Pitts- 
urgh. During his presidential address, Dr. 
Campbell called attention to "the appeal 
ient out in 1935 to all the statesmen of the 
vorld by a group of psychiatrists and psy- 
:hologists from 27 countries." 

This appeal had been formulated by the 
Committee for War Prophylaxis of the 
Netherlands Medical Association. It in- 
luded the statement that “if war is to be 
srevented, the nations and their leaders 
must understand their own attitude towards 
war. By self-knowledge a world calamity 
may be prevented.” Dr. Campbell com- 
mented on “the polite replies to this appeal 
received from many statesmen” and he 
speculated on “the actual reaction to its 
reception by these men. in high position— 
a shrug of the shoulders, a tolerant smile, 
a sigh over lost illusions and, perhaps at 
best, a brief detached survey of its impli- 
cations," The wisdom of Macfie Campbell 
in his further discussion of the appeal by 
our colleagues in the Netherlands in 1935 
is apparent if one reads it today. The appeal 
itself, as a historical document, is significant 
for the fact that as early as 1935, psychiatry 
and psychology were already in action in 
the field of international relations. 

In 1937 in our own country Albert Deutsch 
published his magnificent book The Men- 


Dr. Bartemeier is medical director, the Seton Psy- 
bs Institute, 6400 Wabash Ave., Baltimore, Md. 
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tally Ill in America(1). In the same year 
Dr. Winfred Overholser became superin- 
tendent of St. Elizabeths Hospital. And 
out at the University of Michigan, the dean 
of the medical school, Dr. Albert Fursten- 
berg, appointed a 35-year-old associate 
professor of neurology as professor of psy- 
chiatry and director of the Neuropsychiatric 
Institute in Ann Arbor. In retrospect, it is 
obvious that the dean of the medical school 
who appointed Raymond Waggoner to 
this position was a good menschen kenner, 
for the resistance to psychiatry following 
the death of Albert Barrett was great in- 
deed. But the dean knew his man. His in- 
tuitive capacity of correctly appraising the 
character and personality of Ray Waggoner 
included more than the definition of men- 
schen kenner ordinarily signifies. He knew 
that Ray was the man for the social and 
professional climate of the university at 
that time. 

When our esteemed President received a 
cablegram from Dean Furstenberg request- 
ing him to accept the appointment, he was 
on sabbatical leave at the Maudsley and 
Queen's Square Hospital in London. He 
thought someone was playing a joke on 
him; it was not until three weeks later that 
the mislaid letter from the dean was dis- 


covered. 
Early Accomplishments 


Although he was only 35 years of age at 
the time, he had already manifested re- 
markable progress in his professional at- 
tainments. Having completed his college 
education at the University of Michigan at 
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the age of 19, he graduated from medical 
school at his home university at the age of 
22. By the time he was 29, he had been 
awarded the degree of Doctor of Science 
in psychiatry and neurology by the graduate 
school of medicine at the University of 
Pennsylvania. At the time of his appoint- 
ment as professor of psychiatry he was 
approaching his 36th birthday and had 
already published some 24 articles in the 
neurological and psychiatric journals. 

It is of interest to note that in 1929, at 
the age of 28, he had selected as a thesis 
toward his degree of Doctor of Science 
"Personality Studies in Children With 
Particular Reference to Chorea Minor.” 
In selecting this thesis, Ray was already 
manifesting his deep concern for the psy- 
chological problems of children, which has 
persisted throughout the years. In 1955 he 
saw the completion of the beautiful Chil- 
drens’ Psychiatric Hospital, which now in- 
cludes an innovative program for the train- 
ing of child psychiatrists not found else- 
where. A group of pre-school children who 
are healthy in all respects are in a day-care 
program. The unique opportunity to com- 
pare their behavior with that of neurotic 
children of the same ages has been developed 
by Dr. Raymond W. Waggoner, Jr., who 
is certified in child psychiatry and who holds 
the rank of assistant professor on the staff 
of the university medical school. 

Within a year after his appointment in 
1937, the young professor of psychiatry 
assisted in drafting legislation that author- 
ized the replacement of the state psycho- 
pathic hospital with the Neuropsychiatric 
Institute. This new facility was thereby 
transferred to the university regents and 
became directly affiliated with the University 
Hospital. The new statute provided for the 
treatment of other than psychotic patients 
and eliminated the commitment of pa- 
tients to the Institute. This meant that a 
number of patients who were not psychotic 
and who were in need of hospitalization 
could be admitted; such patients were use- 
ful in the training of residents. 


Influence with Legislature 


Throughout the 33 years of his phenom- 
enal career at the University of Michigan, 
Ray has consistently won the support of 
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the state legislators in providing the 
he has requested. When he presented 
need for the establishment of the 
Health Research Institute to his state | 
lators in 1954-1955, he emphasized 
necessity for basic research. He told 
they could not anticipate much evidenc 
clinical benefit for several years. 1 
granted an appropriation and have | 
tinued ever since to support this vi 
search. In this connection Ray has po 
out that in the reorganization of the 
tional Institute of Mental Health “i 
adopted some of the plans we had sel 
at M.H.R.I." 


As one who has known Ray Waggi 
closely for many years, I feel it is obvi 
why he has always won the support of 
legislature, When he appears before tl 
each year he has his facts clearly asse 
and is well prepared to answer questi 
More importantly, however, he speaks t 
language and as though he were one of th 
He is ever kindly and considerate of t 
feelings and speaks convincingly in pres 
ing the need for new developments as } 
as for the ever-increasing budget for 
Neuropsychiatric Institute. 


Our illustrious President was a key fij 
in drafting legislation to create the Mich 
State Department of Mental Health 
1945. In the 1960s he helped form 
recommendations for state mental hé 
services as chairman of a committee ol 
Michigan Society for Mental Health. 
many years he visited all the state hosp 
in Michigan and served on several 
ribbon committees in the field of m 
health. His dedication to improving: 
care of the mentally ill in his native S 
has likewise extended to the federal govi 
ment. In 1943 he became an advisor to 
director of the Selective Service Sy: 
In 1948-1949 he functioned as a consuli 
to the Surgeon General in both the 
Eastern and European theaters and in I 
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The history of Ray Waggoner's profes- 
sional career is the history of his dedica- 
tion and achievement in behalf of his family, 
his students, his university, his native state, 
and the government of his country. From 
the time of his appointment as professor 
of psychiatry he steadily developed the 
teaching and training of residents, medical 
students, clinical psychologists, psychiatric 
social workers, and other paramedical 
personnel into one of the largest scientific 
organizations within the great body of the 
University of Michigan. Only a truly healthy 
individual is capable of continuously func- 
tioning as the skillful administrator of an 
ever-expanding department of psychiatry 
and steadily welding it into other depart- 
ments of medicine and into other disciplines. 
Only a healthy individual has the energy 
available to consistently contribute so con- 
structively to the numerous personal needs 
of the large number of persons within and 
without the psychiatric empire he has 
created. 


Early Life 


Raymond Walter Waggoner was born on 
a farm near Carson City, Mich., on August 
2, 1901, into a comfortable middle-class 
family. The first three sons in this family 
comprise a group, the youngest of whom 
is eight years older than Ray. But Ray was 
the first born in the second group of three 
brothers in this family of six sons, and his 
two younger siblings both became physi- 
cians. The first of these was a prominent 
obstetrician who subsequently left his pro- 
fessional career to become the president 
of a manufacturing corporation that sup- 
plies stampings for the Big Three in the 
automobile industry. Ray's youngest brother 
is professor of otolaryngology at Wayne 
State University in Detroit. 

On April 12, 1932, Ray married the lovely 
Marion Donnelly, who was born in Phelps, 
N. Y., and who had graduated from Wayne 
University in Detroit. Ray and Marion have 
been blessed with a son and a daughter and 
now have four grandchildren. Ray Junior 
has followed his father in his professional 
career and is certified in both adult and 
Child psychiatry. He is an important mem- 
ber of the staff of the Childrens’ Psychiatric 
Hospital and, like his father, develops new 
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ideas for the training of the residents in 
his chosen specialty. His sister, Karen, who 
is two years younger than Ray Junior, is 
married, the mother of two children, and 
lives with her husband in Ann Arbor. 

Having spent his boyhood on a Michigan 
farm it is of interest to note that Ray's 
brain clock continues to be set for a very 
early morning awakening. He begins work- 
ing very hard throughout a long day, al- 
though in 1967 a coronary illness forced 
him to some limitation of his activities. Ray 
and Marion live on a 33-acre plot of land 
on the outskirts of Ann Arbor, and farming 
has been Ray's primary avocation for many 
years. Their beautiful country home was 
built for them by one of Ray's brothers. 
Marion's excellent taste in selecting their 
household furnishings and collecting many 
objects of art through the years has made 
their home a very attractive and comfortable 
setting for their house guests, their friends, 
and their annual parties for the residents in 
training. 


Service to APA 


Raymond Waggoner has a long and un- 
usual history of service to the American 
Psychiatric Association. Two years after 
he became a Fellow of the Association he 
was elected a member of Council (1943- 
1947). He was again elected to this posi- 
tion (1954-1957) and for the second time 
became an important officer of the Asso- 
ciation. Very few colleagues have enjoyed 
the distinction of being so highly honored. 
Over a period of nine years Ray assumed 
the chairmanship of three committees and 
for six years served as an active member 
of five different working committees. It is 
estimated that he has contributed a total 
of 21 years of service to the Association. 
Very few psychiatrists have ever been so 
dedicated to the progress of psychiatry or 
have worked so continuously and so con- 
structively within the framework of the 
Association. It is also most unusual for 
him to have been elected a Vice President 
and then to have been elevated to the 
Presidency. This is a mark of great honor; 
it also showed great wisdom on the part of 
the membership to have decided that in 
these perilous times Ray was the man for 
the job. One is again reminded of Dean 
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Patterns of Drug Use Among College Students: 
A Preliminary Report 


BY GEORGE L. MIZNER, M.D., JAMES T. BARTER, M.D., 


AND PAUL H. WERME, M.A. 


| 
| 
In a large survey of college student drug use 
in the Denver-Boulder metropolitan area, 
D one-third of students admitted to 
having used illegal drugs. The most com- 
monly used illegal drug was marijuana, 
which had been used by 26 percent of the 
students. Amphetamines had been used by 
14 percent and LSD by five percent. The 
‘authors explore attitudes toward drug use 
nd drug legislation as well as mood states 
RH reasons for drug use. Patterns of drug 
use are contrasted with a variety of demo- 
raphic variables and with different college 
nd university characteristics. 


IW) ECENT YEARS have produced a mount- 
ing flood of scientific and popular liter- 
Ature on drugs. Proponents and opponents 
of the use of marijuana and other psycho- 
active drugs have been equally vociferous 
n their praise and condemnation of these 
Substances. Much legislation has been pro- 
Posed and some enacted in an effort to 
control their use and distribution. 

Much of the concern has focused on our 
young people, and estimates of the fre- 
Guency of drug use on college campuses 
have been numerous and have varied wide- 
]y(1-13). Despite this, few large-scale studies 
have been done that were likely to yield re- 
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Miami Beach, Fla, May 5-9, 1969. — “ 
1 Dr. Mizner is director, adult psychiatric out-patient 
ivision, department of psychiatry, University of Col- 
[rado Medical School, 4200 E. 9th Ave., Denver, Colo. 
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‘Health Services, Sacramento County, California, where 
Dr. Barter is deputy director and Mr. Werme is mental 
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liable figures on drug use patterns, attitudes 
toward drug use, and the incidence of drug 
use among college students. 

In the present study, conducted in the 
fall of 1968, questionnaires were mailed to 
all 41,587 undergraduate and graduate stu- 
dents at nine participating universities, 
colleges, and professional schools in the 
Denver-Boulder metropolitan area. After 
adjustment for nondeliverable question- 
naires, 39,766 were actually delivered to 
students. 

The questionnaire addressed itself to 
the following issues: frequency of drug use, 
mood states of students at the time of drug 
use, age at first use and reasons for contin- 
uing or discontinuing drug use, attitudes 
toward drug use, plans for future drug use, 
and attitudes toward drug legislation. There 
were also items designed to measure the ex- 
tent of alienation of the student, as well as 
classification data that included sex, age, 
marital status, academic year, field of con- 
centration, living situation, religion, ethnic 
origin, parental income, and social class. 

This effort focused primarily on the use 
of amphetamines, marijuana and LSD, but 
also included a brief survey of other hallu- 
cinogens, stimulants, hypnotics, tranquil- 
izers, alcohol, and glue sniffing. 

We are indebted to Professor Kenneth 
Eells(1), who conducted a similar survey 
at the California Institute of Technology, 
for permission to use some of his question- 
naire items and his basic methodology, 
which we have expanded and modified to 
suit our purposes. The method he used, 
which we have adopted, permitted us to 
follow up those students who did not re- 
spond, while protecting the anonymity. of 
the respondents. Included in the data mailer 
for each student was a questionnaire, in- 
struction card, business reply envelope, 
and business reply postcard containing the 
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Patterns of Drug Use Among College Students: 
A Preliminary Report 


BY GEORGE L. MIZNER, M.D., JAMES T. BARTER, M.D., 
AND PAUL H. WERME, M.A. 


In a large survey of college student drug use 
in the Denver-Boulder metropolitan area, 
almost one-third of students admitted to 
having used illegal drugs. The most com- 
monly used illegal drug was marijuana, 
which had been used by 26 percent of the 
students. Amphetamines had been used by 
14 percent and LSD by five percent. The 
authors explore attitudes toward drug use 
and drug legislation as well as mood states 
and reasons for drug use. Patterns of drug 
use are contrasted with a variety of demo- 
graphic variables and with different college 
and university characteristics. 


R= YEARS have produced a mount- 
ing flood of scientific and popular liter- 
ature on drugs. Proponents and opponents 
of the use of marijuana and other psycho- 
active drugs have been equally vociferous 
in their praise and condemnation of these 
Substances. Much legislation has been pro- 
Posed and some enacted in an effort to 
control their use and distribution. 

Much of the concern has focused on our 
young people, and estimates of the fre- 
quency of drug use on college campuses 
have been numerous and have varied wide- 
ly(1-13), Despite this, few large-scale studies 
have been done that were likely to yield re- 
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liable figures on drug use patterns, attitudes 
toward drug use, and the incidence of drug 
use among college students. 

In the present study, conducted in the 
fall of 1968, questionnaires were mailed to 
all 41,587 undergraduate and graduate stu- 
dents at nine participating universities, 
colleges, and professional schools in the 
Denver-Boulder metropolitan area. After 
adjustment for nondeliverable question- 
naires, 39,766 were actually delivered to 
students. 

The questionnaire addressed itself to 
the following issues; frequency of drug use, 
mood states of students at the time of drug 
use, age at first use and reasons for contin- 
uing or discontinuing drug use, attitudes 
toward drug use, plans for future drug use, 
and attitudes toward drug legislation. There 
were also items designed to measure the ex- 
tent of alienation of the student, as well as 
classification data that included sex, age, 
marital status, academic year, field of con- 
centration, living situation, religion, ethnic 
origin, parental income, and social class, 

This effort focused primarily on the use 
of amphetamines, marijuana and LSD, but 
also included a brief survey of other hallu- 
cinogens, stimulants, hypnotics, tranquil- 
izers, alcohol, and glue sniffing. 

We are indebted to Professor Kenneth 
Eells(1), who conducted a similar survey 
at the California Institute of Technology, 
for permission to use some of his question- 
naire items and his basic methodology, 
which we have expanded and modified to 
suit our purposes. The method he used, 
which we have adopted, permitted us to 
follow up those students who did not re- 
spond, while protecting the anonymity of 
the respondents. Included in the data mailer 
for each student was a questionnaire, in- 
struction card, business reply envelope, 
and business reply postcard containing the 
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name and address of the student. The in- 
structions to the student were to fill out the 
questionnaire and return it in the reply en- 
velope and return the postcard separately. 
Thus we had a record of which students 
returned the questionnaire, and we could 
follow up those who did not. 


Characteristics of the Sample 


The data to be presented in this paper 
are based on approximately 26,000 ques- 
tionnaires returned by the students; this 
represents a return rate of more than 66 per- 
cent. 

There are almost twice as many men as 
women in our sample, and 97 percent of 
the respondents are white. Of the nonwhite 
proportion of the sample there are more 
Orientals than Negroes. Undergraduates 
comprise 76 percent of the sample, and 
18 percent of the total are part-time students. 
In terms of religious background, 57 percent 
of the students come from a Protestant back- 
ground, 24 percent from a Roman Catholic, 
five percent come from a background of 
Judaism, and eight percent report no formal 
religious background. About two-thirds 
(65 percent) of the students do not live in 
any form of campus housing. These figures 
correspond closely to the composition of 
the total student population in the Denver- 
Boulder area. 

The question arises as to whether or not 
our survey can present an accurate reflec- 
tion of drug use among college students in 
this geographic area, It is generally assumed 
that many factors tend to influence results 
in a survey of this type. We hope that they 
offset one another, but we cannot be sure. 

Some drug users fear that even an anony- 
mous questionnaire is a trap that will make 
it possible to identify them and subject them 
to possible legal prosecution. In view of the 
police surveillance and sometimes harass- 
ment to which drug users have been subject, 
this is a fairly understandable concern. We 
assume, therefore, that some drug users were 
afraid to respond. We can only hope that 
they were balanced on the one hand by 
users whose desire to proselytize caused 
them to exaggerate the extent of their drug 
use and on the other hand by the indiffer- 

ence of nondrug users to this kind of ques- 
tionnaire. 
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DRUG USE AMONG COLLEGE STUDENTS 


We have some evidence for the existence 
of such attitudes in the comments that were 
written on the return postcards—comments 
such as: “I returned your questionnaire 
without filling it out because your classifica- 
tion data would make it easy for you w 
determine my identity,” or “I am a middle 
aged housewife taking a few courses for 
my own pleasure and somehow this whole 
issue doesn't concern me, so J haven't filled 
out your questionnaire," or “Free joint en- 
closed, turn on, baby," and, most frequent 
ly, **Please be sure to let us know the results 
as soon as they are available." 

No one can hope to eliminate completely 
the biases inherent in this type of research | 
but we are currently engaged in the analysis 
of a follow-up study to see if the initial non 
responders differ in significant ways from 
our present sample. 


Reported History of Drug Use | 


We find that, in our total sample. 14 per 
cent of students have at least once in thei 
lifetimes used amphetamines without 
doctor's prescription, 26 percent have use 
marijuana, and five percent have used LS 
(figure 1). It is readily apparent that the 
is a considerable amount of overlap amon 
the users (for instance, virtually no one ha 
used LSD who has not also used mark 
juana). 

In an attempt to clarify the degree ol 
overlap in drug use and also to distinguisl 
heavy drug users from those who have ust 
drugs on an experimental or casual basi 
the sample was broken down into a num 
ber of categories (table 1). In essence, thes 
represent the permutations and combina 
tions of possible drug use patterns. We havi 
rather arbitrarily defined experimental user 


FIGURE 1 
Reported History of AML Use in the Total Sample 
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TABLE 1 
Percent of AML Users in Each Category of Use (N=7,810) 


EXTENT OF USE 


DRUG USED EXPERIMENTAL CASUAL MODERATE-TO-HEAVY TOTAL 
B PERCENT D PERCENT t PERCENT D PERCENT 
Amphetamines only 512 6.6 320 41 247 32 1.079 13.8 
Marijuana only 1,751 224 1.062 13.6 895 11.5 3,708 47.5 
LSD only 18 0.2 3 0.0 o 0.0 21 0.3 
Amphetamines and 
marijuana 184 24 435 5.6 1,016 13.0 1,635 20.9 
Marijuana and LSD 16 0.2 57 07 300 3.8 373 48 
Amphetamines and 
LSD 2 0.0 3 0.0 5 0.0 10 0.1 
Amphetamines, marijuana, 
and LSD 5 0.0 34 04 945 12.1 984 12.6 
Total 2.488 31.9 1,914 24.5 3,408 43.6 7,810 100.0 


*f= frequency 


as those who have used one or more drugs 
a maximum of two times per drug; casual 
users as those who have used one or more 
drugs a maximum of nine times per drug; 
and moderate-to-heavy users as those 
who have used one or more drugs ten times 
or more. Again, we stress that the figures 
do not necessarily reflect current usage; 
they are based on reported lifetime histories. 

As can be seen from table 1, 48 percent 
of the users, or almost one-half, report that 
they have used only marijuana. There is a 
Significant number (14 percent) who have 
used only amphetamines (presumably to 


help them study, as a mood elevater, or for. 


weight and appetite control). The number 
of students who have used only LSD and 
no other drugs is negligible. It appears that 
almost all LSD users have also tried mari- 
juana and most have also used ampheta- 
mines, 

Students who have used marijuana, am- 
phetamines, or both but who have not used 
LSD account for 82 percent of the drug 
users. Thus only 18 percent of drug users 
have used LSD, as against 47 percent who 
have used amphetamines and 86 percent 
Who have used marijuana. 

If a student has used only one drug, the 
tendency is for him to have used that drug 
experimentally or casually rather than heav- 
ily. Of the single drug users, 76 percent fall 
Into the experimental or casual use category. 

If a student has used more than one drug, 
there is a marked tendency for him to fall 
into the moderate-to-heavy category. Of 
the poly-drug users, 75 percent are in the 
Moderate-to-heavy category, and only 

Percent fall into the experimental or 
casual category. One would anticipate that 
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this would be the case, but it is interesting 
to see such striking statistical confirmation. 

It is apparent that marijuana is the most 
frequently used drug and that a greater pro- 
portion of students have used it more fre- 
quently than they have the other two drugs. 
Figure 2 shows this clearly. When we plot 
each drug separately according to frequency 
of use, we see that the patterns for ampheta- 
mines and LSD are similar in that the per- 
centage of users decreases as the frequency 
of use increases. For marijuana this is not 
the case, and we see that a large percentage 
of those who have used the drug have used 
it more than 30 times. 

Although almost one out of three students 
report that at some time during their life 
they have participated in extralegal use of 
one or more of these drugs, most of the 
students have been experimental or casual 
users. It is also apparent from other analy- 
ses of these data that a greater percentage of 
younger students falls into the moderate- 
to-heavy use category (table 2). Older stu- 


FIGURE 2 
Frequency of Amphetamine, Marijuana, and LSD Use 
Among AML Users 
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TABLE 2 
Percent Experimental, Casual, and Moderate-to-Heavy AML Users in Each Age Group 


| 


| 
| 
DRUG USE AMONG COLLEGE STUDENTS, 
| 


AGE GROUPS EXPERIMENTAL CASUAL MODERATE: HEAVY 
N f' PERCENT t PERCENT PERCENT TOTAL PERCENT 
Under 18 95 25 263 23 24.2 47 49.5 100.0 
18-19 2.334 733 31.4 521 22.3 1,080 46.3 1000 
20-21 2,595 757 29.2 639 246 1,199 46.2 100.0 
22-23 1125 346 308 300 26.7 479 42.6 100.1 
24-25 646 222 344 160 24.8 264 40.9 100.1 
Over 25 1010 401 397 277 274 332 329 1000 


"f= frequency. 


dents, even though they have presumably 
had more opportunity for acquaintance- 
ship with drugs, have a more experimental 
or casual use pattern. 

The implications of this finding are far- 
reaching. They seem to lend support to the 
idea that the younger the user, the more 
reckless and indiscriminate is his pattern 
of use. Another possibility, however, is that 
heavy drug use is to some degree incompat- 
ible with remaining in college or graduate 
school. On this basis, we may speculate that 
the lower percentage of heavy users among 
the older students is due to a selection pro- 
cess that has systematically weeded out 
some of the heavy drug users. 


Estimate of Current Drug Use 


To arrive at an estimate of current usage, 
we turn to the questionnaire item that reads 
as follows: “The primary reason I am still 
using the drug after the first time is... .” 
The second response category for this item 
is: “I am no longer using this drug." There- 
fore, the number of responses to the second 
choice for this item may be taken as an 
indicator of the number of individuals who 
have discontinued use of each of the three 
major drugs. 

Of the total number of drug users giving 
usable responses to this item, 1,255 have 
used LSD, 3.499 have used amphetamines, 
and 6,366 have used marijuana. As can be 
seen in table 3, the proportion of individuals 
having discontinued use of marijuana is 
markedly less than for either of the other 


TABLE 3 
Percent of AML Users Who Have Discontinued Use 


two drugs. It also appears that the discon: 
tinuation rate for both LSD and ampheta 
mines may be set at approximately 3i 
percent of users. 

We may now arrive at an estimate ol 
current drug use for the total sample. Thi. 
may be accomplished by subtracting tht 
number of individuals reporting that they 
have discontinued use (table 3) from th 
number of individuals reporting a histor) 
of drug use (figure 1). On this basis, we esti 
mate that: 1) 2.8 percent of the studen 
are currently using LSD; 2) 7.4 percent art 
currently using amphetamines; and 3) 16: 
percent are currently using marijuana. 

One must be careful, however, in inter 
preting the latter finding. We note tha 
this estimate, when compared with reporte 
history of use (figure 1), almost halves i 
incidence figure for all three classes 9 
drugs. It may well be that our figure sy 
tematically underestimates current use. l 
is possible that students were willing to ad 
mit having used drugs in the past but wert 
unwilling to admit current use. We can onl 
state that the above estimate of current us 
is the best derivable from our data at thé 
present time. 


ROSS 


Plans for Future Use 


A critical portion of the study, from tht 
standpoint of prediction, was an attemp 
to estimate the potential for future drUE 


at that question read as follows: 


N 


i PERCENT DISCONTINUED 


Amphetamines 3.499 1.818 51.9 
Marijuana 6.366 2.508 39.4 
LSD 1.255 654 52.1 
“f= frequency. 
| 
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My plans for possible use of the drug in the 
next year may be described as (check the 
appropriate box for each drug) 


AMP MAR LSD 


(1) I definitely expect to use it 
more than once or twice. 

(2) I definitely expect to use it 
once or twice but probably 
will not continue using it 
beyond that. 

(3) I might use it once or 
twice, but I’m not very 
sure. 

(4) I have no present plans 
for using it, but I might 
change my mind. 

(5) Lam quite sure that I will 
not use it. 


There were 24,076 usable responses to 
this item. Of these, 6,961 (29 percent) re- 
ported a history of drug use and 17,115 
(71 percent) were nonusers. Table 4 presents 
the results for users (regardless of drug or 
drugs used), nonusers, and the total sample. 
The first two response choices were summed 
and are presented under the category "Plan 
to Use." Response choices 3 and 4 were 
considered to indicate uncertainty about 
future use and are presented under the 
"May Use" category. Response choice 5 
represents reasonable certainty on the part 
of the respondent that he or she will not 
use the drug in the future. Responses to 
this choice are presented under the "Will 
Not Use" category. 

As one would expect, individuals who 
report a history of drug use are more likely 
than nonusers to plan use of each of the 
three drugs. They are also more likely than 
nonusers to fall into the “May Use" cate- 
gory for each of the three drugs. 

The difference between users and non- 
users is greatest with respect to their plans 
for the future use of marijuana. Thirty-seven 
percent of drug users as against only one 
percent of nonusers definitely plan future 
use. Marijuana is also the only one of the 
three drugs for which the proportion of 
drug users definitely planning future use 
exceeds the percentage definitely planning 
not to use it. 

The opposite is true of LSD. It is clearly 
the least popular of the major drugs sur- 
veyed. Students appear less uncertain about 
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whether or not they will use it in the future, 
and the tendency is to decide against its use. 

For the total sample, without regard for 
prior use or nonuse, the following general 
statements may be made: 

1. Five percent of college students in our 
survey plan future use of amphetamines 
(and an additional 14 percent are uncertain 
about whether or not they will use it). 

2. Twelve percent of college students in 
our survey plan future use of marijuana 
(and an additional 21 percent are uncertain 
about whether or not they will use it). 

3. Two percent of college students in our 
survey plan future use of LSD (and an addi- 
tional nine percent are uncertain about 
whether or not they will use it). 

Again, it is possible that students are 
willing to admit to past usage but are reluc- 
tant to reveal definite plans for future use. 
Consequently, our figures may underesti- 
mate the future drug use plans of these 
students, It is possible that a sizeable pro- 
portion of our “May Use” category is 
accounted for by such cautious responding. 


Reasons for Use and Mood States 


We were interested in the intellectual and 
affective processes that influence student 
drug use. To assess this, a number of ques- 
tions were constructed that afforded re- 
spondents an opportunity to select one of 
a number of reasons and mood states bear- 
ing on these issues. 

We asked why students used these drugs 
in the first place. As seen in table 5 “to help 
study or get through exams" was the most 
frequently stated reason for the use of am- 
phetamines, accounting for 60 percent of 
the responses. Only ten percent listed the 
next most popular response— curiosity. 

Curiosity rated as the number one reason 
for use of marijuana the first time, account- 
ing for 58 percent of the responses, with 
another 26 percent feeling that the drug 
experience itself would be worthwhile. 
These two responses were also the most fre- 
quent ones listed for LSD usage, but in 
reverse order. Forty-five percent of first-time 
users felt that LSD would be a worthwhile 
36 percent listed curiosity 
We see the influence of the 
t religious aura that has 
d the use of LSD in this 
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Plans for Future Use Among AML Users and Nonusers $ 


DRUG USE AMONG COLLEGE STUDENTS 


TABLE 4 


AML USERS (N=6,961) 
AMPHETAMINES MARIJUANA 


f PERCENT f' PERCENT f 


tso AMPHETAMINES 


= 
NONUSERS (N=17, 115) | 
MARIJUANA iso | 
PERCENT f PERCENT 


PERCENT f PERCENT | 


Plan to use 1,006 144 2,593 372 483 6.9 96 06 177 1.0 59 031 

May use 2.181 313 2440 35.1 1463 210 1229 72 2,670 156 704 41 

Will not use 3.774 542 1,928 277 5015 72.0 15790 922 14268 83.4 16352 95.5 | 
Total percent 99.9 100.0 99.9 100.0 100.0 99.99 


"f= frequency, 


insistence on the essential experience as 
being worthwhile by almost half of the 
users, 

Interestingly, but perhaps not surpris- 
ingly, the least popular response choices 
for all drugs were: 1) “to defy people who 
said I should not” and 2) “to please my 
friends and not to be thought afraid.” To- 
gether these accounted for less than one 
percent of the responses. Clearly, it is un- 
acceptable to think of oneself as being 
influenced either negatively or positively 
by others. Yet, most careful observers of 
the drug scene, including the authors, have 
the distinct impression that this kind of 
influence is only too commonly a factor in 
drug usage. 

We felt that, in trying to understand the 
use of illegal and possibly dangerous drugs, 
it was important to know not only the 
reason why students used a drug in the first 
place, but also what mood they were in when 
they did so. The mood states offered did not 
suit the amphetamine users, 41 percent of 
whom checked the category entitled: “A 
mood other than those listed.” It is clear 
from other questions that, had we included 
“tired” or "sleepy" as mood states, we 
would have had a response to these options 
because three-fourths of all continuing users 
use amphetamines to help them study and 
to pep them up. 

For marijuana and LSD some interesting 
findings emerge. Fifty-five percent said they 
were happy or relaxed when they first used 
marijuana, with only 16 percent admitting 
to anxiety. The percentages for LSD are 
rather similar, with 48 percent claiming they 
were happy or relaxed, and 23 percent list- 
ing anxiety as their predominant affect, 

The least popular responses were: 1) lone- 
ly, 2) sexually inhibited, and 3) angry. Again, 
it seems as though negative emotions, inhi- 
bitions, or personal shortcomings are either 
not present or need to be denied. 
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In asking students why they continued 
drug use after the first occasion (table 6), 
76 percent of amphetamine users listed “I 
helps me study," and “It peps me up." With 
marijuana, “pleasure” or “fun” accounted 
for 68 percent of responses, with "It gives 
me greater insight into myself" accounting 
for only seven percent of responses. For 
LSD, 38 percent listed the acquisition of 
insight as their reason for continued use, 
and 31 percent felt it to be primarily pleasure 
able or fun. 


Reasons for Discontinuing Use 


In trying to determine why students dis 
continued the use of a particular drug, we 
encountered the greatest difficulty with thé 
response choices. As can be seen in table 1 
62 percent of those who had discontinued 
amphetamines and marijuana checked thé 
category, “Reason other than listed.” Fo 
LSD, this figure drops to 38 percent. It i$ 
significant that 24 percent became com 
vinced that LSD might be physically of 
genetically harmful, and an additional 18 
percent were concerned about the psycho 
logical harm it might do to them. It is clea 
that at least those students who discontinue) 
drug usage see LSD as being the drug most 
likely to harm them physically, genetically, 
or psychologically, There is some concert? 
(17 percent) about the physical harm asso 
ciated with amphetamine use, and there iS 
also some concern (16 percent) about thé 
legal consequences of using marijuana. O 
the other hand, since fear of legal conse 
quences was the primary reason for stopping 
among only 16 percent of the 3,094 students 
who have discontinued the use of marijuana 
we must question the deterrent effectivene! 
of the laws regulating the use of this drug. 1 

We also asked students about their atti 
tudes toward drug legislation. More thall 
24,000 responded to the question, and, 9 
these, 75 percent felt that amphetamin 
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TOTAL SAMPLE (N=24, 076) 


AMPHETAMINES MARIJUANA isp 

f PERCENT t PERCENT t PERCENT 
1,102 46 2.770 11.5 542 2.2 
3,410 14.2 5110 212 2.167 9.0 
19,564 812 16,196 67.2 21367 887 
100.0 99.9, 99.9 


should be legally prohibited to everyone ex- 
cept by medical prescription and 78 percent 
felt the same way about LSD. Only 39 per- 
cent, however, would impose similar restric- 
tions on the use of marijuana. Even so, only 
15 percent felt there should be no legal con- 
trols whatsoever on the sale and use of mari- 
juana, and the comparable figures for LSD 
and amphetamines are two percent and 
three percent, respectively. 


Academic Year and Type of Institution 


When undergraduate students are com- 
pared with graduate students in terms of 
drug usage, we find (figure 3) that the per- 
centage of undergraduate students who use 
amphetamines is almost equal to that of the 
graduates, However, about twice as many 
undergraduates as graduates have used mari- 
juana and LSD. 

Figure 4 presents the types of educational 
institutions surveyed; the percentage of drug 
use in each has been plotted. It is striking to 
note that in the two schools allied with 
medicine—the nursing school and the med- 
ical school—we see a high percentage of 
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FIGURE 3 


Percent Undergraduates and Graduates Reporting 
Histories of AML Use 
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amphetamine use. They are the only schools 
in which amphetamine use is almost as high 
as marijuana use. It seems reasonable to 
assume that this high usage of amphetamines 
is at least partly a response to the ready 
availability of these substances in the hospi- 
tal setting. This assumption is supported by 
the fact that amphetamine use is almost 
twice as high among junior and senior med- 
ical students as it is among medical students 
in their preclinical years. 

We were not surprised by the high inci- 
dence of amphetamine usage among the 
students at the medical center. We did not, 
however, anticipate the high percentage of 


TABLE 5 


Percentage Distribution of Reason for First 
Time Use Among AML Users (by Drugs) 


REASON FOR FIRST USE AMPHETAMINES | eee ARCET ' ‘SP pencent 
Because | was curious 382 102 SIR o DE i 
To defy people who said 

| should not 7 02 3 Us , Ki 
To please my friends or 

not to be thought afraid 25 97 it da p 3s 
For kicks 177 47 Sm E» 43 
làm not sure why 88 22 9 "s " 
To help with personal 

mb with persona A a 67 10 56 42 
| thought it would be worth- ori 

While for its own sake 140 37 1,676 257 594 à 
To help stud, 

ly or get ls 

throbahiaxarce 2,252 60.0 2 Be - 59 

Reasons other than listed 584 ES ape ; 1,333 100.1 
Total 3,751 100.0 6.531 100.1 : 
“f= frequency, 
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TABLE 6 
Percentage Distribution of Reason for Continuing 
Use Among AML Users (by Drugs) f 
| 
REASON CONTINUING AMPHETAMINES MARIJUANA tsp 4 
r PERCENT PERCENT ' PERCENT —— 
It brings me closer 
to people 7 04 129 32 13 24 I1 
It gives me greater | 
insight into myself 20 14 272 68 242 38.2 | 
It helps me to | 
understand others 4 02 44 1.1 24 38 
It helps me study 941 53.1 4 0.1 E 0.6 | 
It makes me more creative 24 14 111 28 24 38 . 
It is pleasurable (fun) 134 7.6 2,721 682 197 31.1 
It peps me up 413 23.3 23 06 3 05 | 
Reasons other than 
listed 229 12.9 687 17.2 126 199 F 
Total 1,772 100.0 3.991 100.0 633 1000 j 
—2 
"f= frequency. l 
| 
per 


marijuana use among these students. The 
combination of these two factors—amphet- 
amine use and marijuana use—places the 
medical center among the three institutions 
with highest overall reported lifetime drug 
usage. 

The next two schools are both urban 
commuter colleges. Both attract students 
mainly from the Denver area and contain a 
low percentage of out-of-state students. 
Many of these students fall into lower socio- 
economic groups. The difference between 
the two schools is that one is a branch of 
the state university, has somewhat higher 


TABLE 7 


Percentage Distribution of Reason for Discontinuing 
Use Among AML Users (by Drugs) 


centage of Oder une if dente Th 
second is a recently founded state colles 
with a greater percentage of younger fresl 
man and sophomore students than at tl 
branch university. We suspect that t 
contributes to the slightly higher rate @ 
marijuana and LSD usage at the latt 
school. dq 

If we now consider the two universiti 
at the bottom of figure 4, we see a rathi 
different picture. It is immediately appa 
ent that hallucinogen use is much great 
than at any of the other schools and a 


REASON DISCONTINUED AMPHETAMINES 


Lu PERCENT 


MARIJUANA iso 


' PERCENT ' PERCENT 


I have had a bad trip 
(an emotionally upsetting 


experience) 35 15 70 23 90 
| have not been able to 
get access to the drug 184 8.0 271 8.8 23 
| became convinced that 
it might be physically or 
genetically harmful to me 394 17.2 79 2.6 188 
| became convinced that it 
might be psychologically 
harmful to me 133 5.8 173 5.6 141 
| became afraid of the 
possible legal consequences 23 500 16.2 19 
| felt guilty about using it 24 113 36 7 
| was getting too 
dependent upon it 71 3.1 19 0.6 5 
| had to be hospitalized 
as a result of its use 12 0.5 4 0.1 11 
Reasons other than listed 1,421 61.9 1.865 60.3 302 
Total 2,297 100.1 3,094 100.1 786 


“t= frequency 
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FIGURE 4 
Reported Lifetime Drug Usage by Schools 
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phetamine use is greater only among stu- 
dents at the medical center. 

What accounts for this high prevalence 
of drug use? It has been suggested that the 
drug use rate in college populations tends 
to be higher in those schools with a pre- 
dominance of students from upper socio- 
economic groups(2) Also, drug use is said 
to be higher in the East and West Coast 
states. These two schools attract many 
students from the upper socioeconomic 
groups and have student bodies from all 
parts of the country, particularly from the 
East and West Coasts. We will need to an- 
alyze our data further to determine with 
certainty whether geographic distribution 
is a significant factor. We have data from 
other analyses in our study to support the 
idea that high socioeconomic status is pos- 
itively related to drug use. : 

The undergraduates at the private uni- 
Versity represent one of the wealthier groups 


Amer. J. Psychiat. 127:1, July 1970 


23 
E AMPHETAMINES 
[II] mariuana 
R so 
15 20 25 30 35 


PERCENT 


of students in the area. When we compare 
just the undergraduates at the two insti- 
tutions, we find that drug usage is higher 
at the private university. In this group of 
undergraduates, 37 percent have used mari- 
juana. The total marijuana use at this school 
is less than at the state university because 
of the higher rate of drug use among the 
graduate students at the state university. 

In comparing two men’s colleges, the 
small technical-engineering college shows 
less hallucinogen use than does the denom- 
inational men’s college. We believe that 
this lends support to the idea proposed by 
Blum(2) and others that engineering and 
physical science students are less likely to 
experiment with hallucinogens than are 
humanities and social science majors. 
Other analyses of the data support this 
hypothesis. 

We have presented the initial data from 
a survey of drug use among college stu- 
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dents, We believe that our results are a 
fairly accurate reflection of student drug 
use patterns in the Denver-Boulder area. 
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Systems Theory, Psychiatry, and School Phobia 


BY WILLIAM M. BOLMAN, M.D. 


In this systems approach to the syndrome 
of school refusal, the author illustrates how 
a unifying theory can be applied to a specific 
clinical problem in psychiatry. The ap- 
proach allows for an assessment of the con- 
tributions by various levels of the system 
to the production of the school-phobic 
child: the child himself (including neurologi- 
cal and psychological sublevels), the family, 
school, community, and broad societal 
patterns. Following this assessment, the 
clinician can choose those levels or inter- 
faces that offer the best possibility of 
leverage for change. 


A S THE RANGE of psychiatry extends to 
include molecules and communities, 
the need for connecting links and unifying 
theory becomes ever more essential if we 
are to remain a coherent discipline. Sys- 
tems theory has attracted particular at- 
tention as showing promise for such inte- 
gration, For example, in his 1966 Presi- 
dential address to the American Psychiatric 
Association Howard Rome declared that 
we have the tools to explore expanded 
areas of practice, "Electronic data pro- 
cessing methods have joined forces with 
systems theory, and this new technology 
makes it possible to rehearse the entire 
range of imaginable options”(1). Again, 
in the 1968 APA Presidential address, 
Henry Brosin discussed the problems of 
adaptation facing psychiatry and stated, 
“The basic concepts necessary for such 
self-correcting mechanisms are familiar 
to all of us in cybernetics, systems analysis, 
and comprehensive anticipatory design (2). 
Although systems theory may prove to 
be such a useful tool, it is still unfamiliar. 
Some of this is due to newness and some 
to the lack of immediately useful clinical 


— Dr. Bolman is director, Westside Community Men- 
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application. The goal of this paper is to 
apply a systems approach to a specific 
syndrome in order to illustrate the clinical 
advantages and limitations of such an ap- 
proach. I will not attempt a presentation of 
general systems theory, as the application 
should speak for itself. Also, there are 
several very recent and much better sources 
now available. In particular, the works of 
Bertalanffy(3, 4), Miller(5-7), and edited col- 
lections by Buckley(8) and Gray, Duhl, and 
Rizzo(9) are recommended. 

It is necessary, however, to make several 
general comments regarding the relation- 
ship of systems theory to psychiatry and to 
psychiatric disorders. 


Systems Theory and Psychiatry 


First, two quite different uses of the term 
“systems theory" must be distinguished. 
In one definition, prominent in the engi- 
neering and management sciences, “sys- 
tem" refers to "a set of objects together 
with relationships between the objects and 
between their attributes"(10). This view 
permits the study of a vast range of com- 
plex entities, especially as it focuses on the 
interrelationships between the components. 
At least part of the power of this approach 
is that it focuses upon problems or func- 
tions, a sort of metabolic view, instead of 
being bound by a structural or disciplinary 
view. 

To the extent that the units or system 
components being studied are measurable, 
this approach attempts to construct à 
mathematical model to approximate the 
system behavior as various components 
are altered. In some cases computer-based 
models can simulate the system's behavior, 
with powerful gains in technological effi- 
ciency. With the exception of the tech- 
nological power, the idea is similar to 
Freud’s description of thought as simulated 
or trial action(11). Bertalanffy has referred 
to this use of systems theory as being “mech- 
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anistic" (4). 

The second definition of systems theory 
recognizes that some of the systems or 
system components under consideration 
are individuals, groups, and communities 
and come with goals and values inextricably 
attached. Therefore a sufficient scientific 
theory must include human values. An 
excellent statement of this view appears 
in the introduction to a forthcoming book 
by Gray and associates: 


We must underline an important aspect of 
general systems theory at this point. If the focus 
of a generalized theory is only upon the inter- 
connections, as it is in the systems sciences, 
the tendency is to evolve a mechanistic model. 
Similarly, if the focus is only upon the specific 
disciplinary sciences, as was the case previously, 
the models became limited and isolated. We 
would insist that the systems sciences do not 
and should not be thought of as supplanting 
the disciplinary sciences, but rather as enriching 
and enlarging them. General systems theory ... 
provides a new type of science based on orga- 
nismic and open models in which humanistic 
values are a necessary part(9). 


Bertalanffy has referred to this view as 
being "organismic," by which term he in- 
cludes human values as an inseparable part 
of human behavior. For psychiatry, there- 
fore, we should be explicit that our theoreti- 
cal stance (molecules, individuals, com- 
munities) is that of a general systems theory. 
I do not mean to imply that “mechanistic” 
type studies are to be avoided by all right- 
thinking people. Indeed, they are essential, 
since they can permit us to make better 
choices regarding who gets treated, how, 
and at what costs. Two recent and good 
examples of the value of such studies are 
Levin's study in maternal and child 
health(12) and the analysis by Gorham 
and associates of the delivery of health 
services for the poor(13). Also, early find- 
ings of a systems analysis of the function- 
ing of local public health units look very 
interesting(14). Another area in which 
this type of systems analysis is proving of 
great potential is the planning and de- 
livery of mental health services in large 
populations. I have discussed the relevance 
of such studies for the development of pre- 
ventive psychiatry elsewhere(15). 

In turning now to the relationship be- 
tween general systems theory and psychi- 
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atric syndromes, it should be made clear, 
that no psychiatric disorder is a system | 
in terms of the definition above. At best, 
psychiatric disorder is what Miller has. 
termed an “abstracted system"(5): that is, | 
a set of data and concepts selected from 
the total field. Miller pointed out that 
many objects can be related to one another | 
in ways that reflect the selective interests 
of the viewer, hence abstracted. For pur- | 
poses of clarity he recommended that a | 
system proper should be a "concrete sys- 
tem," that is, one with substance (ultimate- 
ly mass, energy, and information). Thus, 
a cell, a person, a family, a school, and a 
community would be systems. For this 
reason, attempts to analyze a psychiatric 
disorder as a system per se would be 
wrong. I have attempted to reflect this 
distinction in the next section by calling | 
it a systems approach instead of systems 
analysis. 


School Phobia: A Systems Approach 


I have chosen school phobia as an exam- 
ple partly because of clinical familiarity 
with this syndrome as a child psychiatrist 
and partly because it is an especially clear 
example of the problems that require more 
comprehensive theory. 

Although school phobia is not a system 
as such, it is essential to define its bound- 
aries and levels in order to permit decisions 
about who needs treatment, what type !$ 
needed, and who should provide it. Be 
cause it has such a short history, it is pos- 
sible to show the outlines much more clearly 
than usual. The stages in the development 
of our knowledge about this syndrome 
are as follows: 


1. Identification of the Problem 


In the first stage refusal to attend school 
became identified as a condition worthy of 
professional concern. This occurred only 
as school attendance became mandatory: 
In the United States school attendance 
was gradually required during the 1800s. 
but attendance through 16 was not required 
until 1920 in some states. Hence, not only 1$ 
concern over school attendance of recent 
origin but the distinction between “truancy 
and “illness” explanations for school 
refusal continues to be quite variable aC- 
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cording to local attitude. 
2. Differentiation of Subtypes 


Next came the differentiation of subtypes 
of school refusal from within the total 
group of children. In 1932 Broadwin de- 
scribed a form of truancy that occurred in 
children who were actually suffering from 
a neurosis(16). The children in his six cases 
avoided going to school because of severe 
anxiety and obsessional ideas that some 
harm would befall the mother. In 1939 
Partridge(17) gave a thoughtful analysis of 
varieties of truancy in 50 cases he studied 
in detail and reported several cases like 
those of Broadwin. 

Several years later, Adelaide Johnson 
and co-workers described factors common 
to eight cases they had studied and intro- 
duced the term "school phobia’’(18). This 
term was intended for use in the same way 
as claustrophobia and the other phobias, 
and Johnson recognized that separation 
anxiety was the major element. Emanuel 
Klein expanded this finding and reported 
that, whether truancy was acute (as in 
school phobia) or chronic (as in truancy), 
there were three common elements: anxi- 
ety, aggression, and secondary gain(19). 
However, with the exception of Klein’s 
paper, in the next ten to 15 years the 
similarities between school phobia and 
other types of school refusal and truancy 
received much less attention than did the 
differences. 


3. Increasing Complexity 


The third step in the development of 
clinical knowledge ,was the increasing 
complexity as new aspects and connections 
were identified. It came to be recognized 
that some of these children had charac- 
terological or even psychotic disorders(20, 
21), and several reports called attention to 
the importance of depression in school- 
phobic children and parents(22, 23). The 
existence of bisexual conflicts was ex 
plored(24), and a study of the patterns 
of aggression revealed profound oral- 
sadistic conflicts originating in the very 
early mother-child relationship(25). Al- 
though the role of the mother had been 
recognized since Broadwin’s and Partridge’s 
classic papers, the involvements of other 
family members such as the father and the 
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maternal grandmother also became ap- 
parent. Malmquist(26), among others, 
concluded that in most cases school phobia 
was but one manifestation of a family dis- 
order. The types of children under this 
rubric were so varied that authors began 
to use the term "school refusal syndrome" 
in place of school phobia(27). 


4. Inclusion of the School 


In addition to the clarification of these 
intrapsychic, interpersonal, and familial 
determinants, the experiences of Wald- 
fogel, Coolidge, and Hahn(28), working 
directly with teachers and principals with- 
in the school system, added a new dimension. 
This was the contribution of the school as 
a social system to the identification of 
children with school phobia. These in- 
vestigators found that direct consultation 
within the school led to a tenfold increase 
in recognized cases within a three-month 
period. They commented, “It would seem 
then that many cases of school phobia 
persist undetected by ordinary referral 
methods and untreated over long periods. 
The bulk of these seem to be chronically 
crippled children operating with marginal 
adjustments, who need to be reached more 
urgently than those youngsters whose 
disturbances are more dramatic.” 

Strong support for this finding was re- 
ported in a longitudinal study of child de- 
velopment by Moore(29). He found that 
some degree of reluctance to attend school 
was present in 60 to 70 percent of a sample 
of six-, seven-, and eight-year-olds and that 
about one in five developed a serious aver- 
sion to school. s 

This combination of a very large reservoir 
of children as potential candidates for 
school phobia (or school refusal syndrome) 
plus awareness of the numbers of less 
dramatically symptomatic but chronically 
crippled and marginally adjusted children 
already in the schools raised a variety of 
problems that required expanded and in- 
novative psychiatric approaches within 
the school system. 

5. Other Social Variables 


Awareness of such epidemiological vari- 
ables as the sensitivity of the school’s de- 
tection system as being crucial in identifying 
cases of school refusal leads to the recogni- 
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tion that other social variables may have to 
be added to arrive at the necessary and suf- 
ficient conditions required to produce a 
school-phobic child. This attention to social 
variables raises some questions about con- 
ditions that might not ordinarily be con- 
sidered as related to school phobia and 
vividly illustrates the problem of the bound- 
aries of the school refusal syndrome. 

The first instance involves the behavior 
of children raised in severely deprived 
families in big city slums. The work of Riess- 
man, Deutsch and associates, and Paven- 
stedt(30-32) suggests that these children 
could be termed “preschool phobics.” The 
various combinations of neglect, abuse, 
inappropriate stimulation, and discontinu- 
ous life experience, added to confused pa- 
rental styles of thought, language, and life 
patterns, exposes many of these children 
to profound anxiety and unusual sensitiza- 
tion to separation early in their develop- 
ment. 

The impact of this on school performance 
is exceptionally well described by Mattick 
(33). In a preschool program for culturally 
disadvantaged children in severely dis- 
organized families, it was found that her 
group of children showed a striking and 
pathological /ack of anxiety upon leaving 
home and mother at the time they entered 
nursery school. Only after these children 
had attended nursery school for some 
months and felt much more secure in that 
setting were they able to show Separation 
anxiety. Examination of this phenomenon 
led to the conclusion that the experience 
Of separation and the associated anxiety 
was, for these children, such a threat that 
it had to be massively denied. In turn this 
denial led to severe constriction and in- 
ability to learn in the nursery school en- 
vironment. This suggests that these children 
are unable to become school phobics in the 
usual sense of showing anxious school re- 
fusal, because their anxiety over separation 
and school attendance had been handled 
by a more primitive defense mechanism. 
Thus their equivalent of school phobia 
would show itself as a profound learning 
disorder, one of the characteristics of the 
children called “culturally deprived," 

A second example involves the other side 
of the same set of environmental forces 
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that produce and maintain this superficial 
anxiety-free learning disorder that I ha 
loosely termed *'preschool phobia.” Tli 
concerns the role of the school and th 
community. Keppel's(34) description 4 
the “fortress school" in the slums, a larg 
dark, and ancient building barricaded ly 
a high iron fence and closed evenings an 
weekends against community involvemet 
Suggests that a school can be “phobic! 
A comparison between a school-pholi 
child and a child- or community-phobi - 
school may seem, at first, to be mosl| 
alliteration, without logical linkages. Qi 
the other hand there may be more pri 
found connections. In systems theo 
terms, they may reflect isomorphism. | 
We know there are general parallels be 
tween psychiatric disorder and disorganizé 
tion in the community, Also, there af 
many data on the harmful psychologic 
effects of fortress school ghetto educatiot 
We are not yet in a position to extend 
relationships more specifically to schol 
phobia, but there are some intriguing pos 
sibilities. For example, is anxious schol 
refusal (classical school phobia) more cort 
mon in good communities and good schoo 
where the disorder lies mostly at the int i 
Psychic, interpersonal, and familial levels 
Similarly, is the nonanxious, ““preschod: 
phobic” (culturally disadvantaged) chill 
one who also experiences the effects of tht 
phobic school and a disorganized co T 
munity? Is the suggestion that school phobit 
is rare among Negroes(24) a reflection " 
community forces such as poverty an 
racism or does it only reflect the fact that 
nobody has been counting? Finally, 
slum schools and communities improv 


anxiety that Mattick described among hê 
Preschoolers as their adjustment to schol! 
and their family conditions improved? | M 

To conclude this review of the boundari& 
of school phobia, it seems they are mue 
less clear than is usually thought. The # 
vances in understanding the /evels involv 
have brought about an expansion of ™ 
boundaries to include the following: 

l. The individual child. 
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equip the unsocialized newborn with the 
skills needed for adaptive survival and 
growth in the school system. 

3. The organization—in this case the in- 
dividual school and its structure and func- 
tions. This small social system has the task 
of the transmission of knowledge, and to- 
ward this goal the school has a series of 
differentiated functions among administra- 
tors, teachers, and needed specialists such 
as nurse, psychologist, or social worker. 
There are not only formal role relationships 
and communicative links but also a variety 
of personally defined roles and informal 
patterns of communication. In short, the 
school’s social system has both the assets 
and liabilities of a small bureaucracy(35). 
The report of a tenfold increase in recog- 
nized cases of school phobia as a result of 
working directly with principals and teachers 
indicates clearly that in the identification 
and early recognition of cases the organiza- 
tional level is by far the most important. 
The concepts of feedback and goal di- 
rectedness appear here as at the family 
level (eg, intrafamily communication, 
pupil-teacher-principal communication) 
and as they apply between levels (home- 
school communication). 

4. The community and its quality of 
organization or disorganization relating 
to families and schools. Issues of local versus 
centralized control of the schools and other 
important political concerns also emerge 
here, 

5. The society and the complex structure 
and functioning of federal, state, and local 
regulations and funding that involve the 
societal institutions of education and medi- 
Cine. Although this level might appear to 
be far removed from the final common 
pathway of the ego and the individual child, 
there are a number of ways in which insti- 
tutionalized patterns affect school atten- 
dance. Most obvious are those that arise 
from the regularization of the educational 
Process that accompanies the establishment 
of standards, The use of chronological age 
in determining eligibility for school results 
in the admission to school of immature 
children who meet the age requirement 
but excludes more mature children born 


a few days too late. 
Likewise, boys and girls are generally 
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treated the same in school, despite major 
developmental differences between them. 
The need to sit still for long periods of time 
and be taught, almost invariably, by 
women creates a school environment that 
favors girls and passive boys. It has been 
suggested that this institutional factor is 
responsible for the much higher incidence 
of learning and behavior disorder among 
boys than among girls in the latency age 
range. Another example of institutionalized 
practices that have received much critical 
note in relation to the learning problems 
of ghetto children is the widespread use of 
texts featuring Dick and Jane as white, 
Anglo-Saxon Protestants living in the green 
suburbs. 


Some Comments on Feedback and 
Goal Directedness 


Consideration of the many levels that in- 
fluence the manifestations of the school 
refusal syndrome and its diagnosis and 
treatment leads to some challenging prob- 
lems. First, it should be very clear that the 
syndrome has enough ambiguity and com- 
plexity to defy any straightforward method 
by which parents and professionals in the 
many disciplines involved can get together, 
communicate well, and agree on goals and 
methods for helping these unhappy children. 
The term used by some general systems 
theorists to describe this state is “‘equifinal- 
ity,” that is, “the same final state may be 
reached from different initial conditions 
and in different ways"(36). It is not hard 
to imagine a number of possible types and 
outcomes, depending upon the way the 
problem is defined. The list could include, 
in addition to the usual instances of school 
refusal syndrome: 

l. The child with minimal brain damage 
whose perceptual or information process- 
ing distortions are not usually identified in 
the cognitively less structured preschool 
years. School refusal here might require 
modification in the learning setting and at 
times in the central nervous (sub)system 
via medication. mil A 

2. The child with a normal variation in 
temperament (or constitution) as described 
by Chess(37). She drew attention to a par- 
ticularly unhappy combination of traits that 
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lead to self-reinforcing negative feedback 
reactions as follows: 

By contrast, the child with slow adaptability 
coupled with a negative first reaction to a new 
scholastic demand will have a double difficulty. 
Highly planned handling may be needed to 
prevent discouragement on the part of the child, 
teacher and parents. Discouragement tends to 
trigger a vicious cycle of interaction. The child 
avoids the subject matter, it is then assumed 
that his failure to learn is due to faulty motiva- 
tion, which is actually a secondary phenomenon. 

3. The child with transient, severe family 
stress such as death of a parent, which is 
not recognized or supported in the class- 
room, 

4. The child with chronic family stress 
who avoids school by psychological absence 
(daydreaming) or physical absence (truant- 
ing). 

5. The classical anxious school-phobic 
child whose anxiety is managed by medica- 
tion, and whose school attendance is 
achieved without modification of the basic 
conflicts. 

6. The normal child with a disturbed 
teacher or a “phobic” (ghetto) school. 

7. The "preschool-phobic" black child 
in a freedom school learning counterphobic 
techniques, some valuable and others not. 

Such a list could be extended ad libitum. 
My intent is to suggest the range and variety 
that may be encountered. My point is that 
I cannot see how this range of school re- 
fusal can be rationally treated as our ideas 
and services are now structured. In ex- 
ample | the treatment of choice may be 
medication. In example 5 medication is 
harmful. In example 6 community action is 
needed, but in example 7 it may have unin- 
tended side effects. 

It is precisely this type of confusion that 
has led to evolution of the systems empha- 
sis on the goal or end product of the process 
in question. Miller in particular has argued 
that this confusion results from reliance on 
abstracted or conceptual approaches in- 
stead of focusing on concrete systems such 
as children, families, groups, schools, 
communities, and their interrelationships. 

In any event, attention to the desired end 
results of school attendance leads one to 
select the quality of learning as the ultimate 
goal. With this criterion, the choice of 
strategy for influencing the result depends 
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on the assessment of the most strategi 
points of leverage. This might include drug 
individual therapy, behavior modificatiu 
family counseling or therapy, mental heal 
consultation in the schools, curricul 
changes such as the new math, improv 
school-community relations, communi 
development, social action, legislation, 
so on. Although there are still many loo 
definitions and a lack of clarity in speci 
relationships, such a systems approad 
can suggest an overall framework for d 
ciding what types of intervention (drug 
to legislation) are most appropriate whil 
at the same time indicating areas to whi 
the various professions can contribu 
without losing sight of the individual chi 
and the desired goal, 

Although we do not presently have men 
health or psychiatric facilities that provi 
this broad range of service, such a devel 
ment is not far off. Recently published 
scriptions of extraordinary expansions 
service come from the Bronx(38), M 
hattan(39), Chicago(40), and Baltimore(4l). 

A final comment on the contribution of! 
systems approach to the problem of findit 
a rational and effective choice of thera) 
for this complex syndrome is intended | 
link the separately discussed structural al 
functional aspects of levels, goals, and thé 
communicative ties. As one thinks abó 
the various types of school problems d 
countered in a psychiatric practice—undel 
achievement, hyperactivity, and sci 
refusal—a resolution of the problem occut 
as is often experienced, by the bringing i 
gether of the different levels or subsystel 
elements. Helping defensive parents and! 
defensive teacher to talk together, enlis 
ing the support of the principal(42), or talk 
ing with the child and family frequenti 
serve to redevelop common goals and I 
enhance cooperation. Lindemann(4 
Cumming and Cumming(44), Goodenou 
(45), and Marris and Rein(46) have provid 
instructive and useful examples of the pro’ 
lems encountered in interlevel efforts. N 
unexpected failure in an apparently effecti 
community psychiatric program in | 
university population recently led my e 
leagues and me to propose that any muli 
level project should include estimates 


Amer. J. Psychiat. 127:1, July [D 


WILLIAM M. BOLMAN 


the degree of synergism or antagonism that 
exists between the operative levels(47). 


‘Summary 


Systems theory has attracted particular 
interest in psychiatry because of its apparent 
ability to accommodate complex interac- 
tions involving a variety of levels from the 
|molecule to the community. In this paper 
I have attempted to describe several aspects 
of systems theory (level, subsystem, feed- 
back, goal-directedness) and to apply them 
‘to the clinical condition of school phobia. 
In the process, some implications for 
‘diagnosis, therapy, and training were brief- 
ly mentioned. Although the clinical appli- 
cations of a systems approach in psychiatry 
are still remote, compared with their ap- 
plications elsewhere, it seems clear that 
this approach is highly useful for theory 
Jand practice in both individual and popu- 
lation (public health) aspects. 

Clinically, a systems approach to a child 
showing school phobia (school refusal 
syndrome) would consist of: 

1, Attempting to estimate (at this stage 
of our knowledge by rough and mostly non- 
comparable measures) the relative con- 
tribution of the different system levels. 
These include: the child and the sublevels 
of neurological and psychological structure; 
the family and its various patterns of pa- 
rental roles and communication; the school 
and its relationships among child, teacher, 
principal, and pupil services; the community 
and its various competencies; and the in- 
fluence of regularized societal (social in- 
Stitutional) patterns of education and medi- 
cine on the preceding age, sex, tempera- 
mental, family, school, and community 
variabilities. 

2. After a rough estimation of the con- 
tribution of these levels has been made, 
deciding which levels or interfaces provide 
| the most likely point(s) of leverage for 

change. 

3. After a decision about which point(s) 
of leverage look most effective has been 
made, approaching them in a manner that 
Is most likely: a) to evoke cooperation from 
the primary level, b) to minimize nonco- 
Operation or antagonism from other levels, 
and c) to keep communications open $0 
that errors or misjudgments may be Cor- 
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rected by feedback from any of the other 
levels. 

4. Collecting multilevel data that will 
gradually permit the clinical behavioral 
sciences, including psychiatry, to develop 
therapeutic approaches that fit the com- 
plexity of the problem. 
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A Criticism of Psychiatry’s Board Examinations 


BY ALAN L. MORGENSTERN, M.D. 


The author questions the efficacy of the 
Board examinations in identifying "safe 
professional competency.” The lack of help- 
ful feedback from the examinations, the un- 
certainty about the behaviors that contribute 
to competence in clinical practice, the artifi- 
cial stresses related to a day of testing— 
these and other issues raise doubts about the 
current relevance of certifying examinations. 
In the contemporary atmosphere of reeval- 
uation of American educational premises 
and practices, the author suggests, it may be 
wise to reexamine the goals and functions 
of the Board. 


IP 1928 ADOLF MEYER made a sugges- 
tion that proved to be a nodal point in 
the formation of the American Board of 
Psychiatry and Neurology and its empha- 
sis on examination and certification. In his 
Presidential address to the American Psy- 
chiatric Association Meyer advocated “a 
first diploma testifying to the possession, 
on the part of the keen worker of the rank 
and file, of an adequate basic training; and 
a second diploma testifying to advanced 
Proficiency based on a record of practice 
and special creative work of note"(1). When 
this proposal was made there were three 
specialty boards in the United States. By 
1935, when the first psychiatry Board exam- 
inations were given, eight more boards had 
been organized and five more were created 
within the next four years. Meyer had artic- 
ulated the outlook of the era. p 

When Meyer made his suggestion psychi- 
atry was barely beginning to win tentative 
and grudging acceptance into medicine. 
here were only a handful of psychiatry 
residency programs and the terms “alienist” 


— 
_ Read at the 125th anniversary meeting of the Amer- 
ican Psychiatric Association, Miami Beach, Fla., 
May 53: 1969. FINE 

Dr. Morgenstern is associate professor of psyc iatry, 
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ackson Park Rd., Portland, Ore. 97201. 
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and “insane asylum” were not yet archaic. 
Freud had not written Civilization and Its 
Discontents, Sakel was just considering the 
use of insulin coma, and the phenothiazines 
were still a quarter of a century in the future. 
We will see that as the times have changed 
our techniques for testing and certifying psy- 
chiatrists have remained relatively static. 
The ambiguity of our work makes a seal 
of respectability very appealing. Counterfeit 
psychiatric expertness was a serious concern 
when the Board was founded. Freeman, 
Ebaugh, and Boyd(2) have described how 
the professional anarchy of the times en- 
couraged “many self-constituted specialists 
who, after a year in a state hospital or with 
no training at all, declared themselves com- 
petent and promulgators of all wisdom re- 
lating to emotional illness.” It seemed 
important to separate “the fully qualified 
specialist from the would-be specialist of 
inferior training and inadequate experi- 
ence”(3). The Board decided to make this 
distinction on the basis of training, recom- 
mendations, experience, and a test. The test, 
which is the focus of this paper, is meant 
to “identify safe professional competen- 
cy’”(4). I hope to document my skepticism 
that a day of testing can achieve this aim. 


Examinations Thrive Regardless of 
Their Disadvantages 


A colleague(5) has paraphrased Piran- 
dello and called specialty organizations 
“institutions in search of a function.” Test- 
ing quickly becomes one of the functions. 
The test function flourishes since creation of 
a specialty board quickly creates a clientele 
to be examined. We cannot be sure, however, 
that acceptance of the boards proves their 
value. The young psychiatrist has been con- 
ditioned to submit to testing. He has already 
coped with college boards, national boards, 
and perhaps state boards. It requires an 
enlightened and courageous person to con- 
sider the educational advantage of the 

[73] 


a 


34 


psychiatry boards and decline this final 
challenge. Boards are taken, and mountains 
are climbed, “because they are there.” 

The process of certification reflects our 
"credentials-conscious" society. Its dis- 
advantages for our vocation were persuasive- 
ly described by Coles(6): 


Some of the finest people in early dynamic 
psychiatry were artists, like Erik Erikson, school 
teachers like August Aichorn, or those, like Anna 
Freud, who had no formal training or occupation 
but motivations as personal as those of a brilliant 
and loyal daughter. Today we are obsessed with 
accreditation, levels of training, with status as 
scientists. These are the preoccupations of young 
psychiatrists. There are more lectures, more 
supervision, more examinations for specialty sta- 
tus, and thus the profession soon attracts people 
who take to these practices. Once there were the 
curious and bold; now there are the carefully 
well-adjusted and certified. 


Even our training centers can become en- 
grossed with preparing residents to pass 
Boards. If they surrender to this temptation 
they are transformed into “intellectual filling 
stations"(7), with Board preparation "the 
last chance for gas before entering the free- 
way." 

Postgraduate education recently advanced 
when the American College of Physicians 
initiated voluntary examinations for its 
members. Grades were returned privately 
and references were supplied. Participants 
described it(8) as “a humbling experience” 
but “the greatest thing the American College 
of Physicians had ever done.” This success- 
ful experiment illustrates a mature approach 
to testing physicians and helping them learn. 
It has stimulated plans for similar programs 
in pediatrics, radiology, and psychiatry. 
This innovation might even make board 
examinations redundant. Unfortunately, the 
increasing formalism of specialty boards 
makes it unlikely that they will abandon 
their certifying exams. Our social institu- 
tions seem inclined to become more hier- 
archical as they evolve. 


Do Psychiatry and Neurology 
Belong Together? 


As the candidate memorizes details of 
thalamic nuclei or the Arnold-Chiari mal- 
formation he may wonder whether psychia- 
try and neurology belong together. It is a 
vexing issue. Even as the Board was formed 
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relationships between the two speci 
were uncertain. At one of their first 
ings, we learn(9), "the neurologists 
psychiatrists looked at each other aq 
the conference table like strange bulldogs 
The two fields share many areas of j 
est, and some aspects of clinical neurol 
are especially cogent to our work. It is 
likely that a psychiatrist will demons 
knowledge he needs when quizzed onn 
anatomical models or sections of dise 
brain. These are exercises of rote. Pasi 
proves that the homework has been do 
but the information will soon be forgot 
Freeman(10) proposed the lenient view 
"if the candidate in psychiatry could d 
tinguish the pons from the cerebellum, 
the optic tract from the pyramidal tract] 
should pass in neuroanatomy.” This sym} 
thetic approach only perpetuates a itl 
A better approach would be to restructl 
or abandon the examination in basic neut 
ogy. l 


The Written Examination l 


Written sections were included in » 
atry's first Board examination and Wi 
briefly employed again in the 1940s. Int 
cent years the number of applicants W 
become so large that a screening test M 
been employed. One hundred questio 
an hour are answered by filling in spacest 
a form. The psychiatrist has two hours 
testing in his own field and one hour 
neurology. 

Why 100 questions an hour? A slow reall 
is penalized by this blitzkrieg of questiofi 
and it bears no relationship to his clin 
skills. Older candidates and those educi! 
abroad are rarely practiced in contend 
with such tests and they may be flab! | 
gasted by this mode of examination. Y 
artificially ambiguous questions that app 
in our Board exams add to the confusi? 
The unlucky candidate who spends ! 
much time unraveling these queries ™ 
exhaust his 60 minutes without finishing. 

Thorndike(1l) has pointed out ad"? 
titious factors that may affect scores. 1™ 
include 1 
the extent to which the individual is at home Wi 
tests and has a certain amount of sagacity “of 
regard to tricks of taking them, Freedom f 
emotional tension, shrewdness with regard 
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when to guess, and a keen eye for secondary and 
extraneous cues are likely to be useful in a wide 
range of tests, particularly those which are not 
well constructed. 


Unfortunately, the machine cannot mea- 
sure the quality of thought behind the answer. 
Hoffman(12) has shown that multiple-choice 
tests are usually “concerned with predeter- 
mined intellectual snippets, and not with the 
crucial ability to conceive, design, and actual- 
ly carry out a complex undertaking in an in- 
dividual way." These observations have been 
confirmed in several medical specialty exam- 
inations by C. M. Masserman(13). She found 
that “fewer than 10% of the questions mea- 
sure anything other than the candidates’ 
ability to recall isolated information; this 
feature is equally characteristic of essay and 
of objective examinations in the disciplines 
studied.” 

An example of this occurred in the screen- 
ing exam I took in 1967. Several questions 
| were based on an important study by White- 
horn and Betz(14), but answering the ques- 
tions depended upon remembering whether 
the authors had labeled a certain group “A” 
or “B.” The skills tapped by these questions 
are those used in memorizing nonsense sylla- 
bles. 
| Until our examinations have been studied 
| and statistically analyzed we will never know 
| their value(15). Unhappily, there seems to be 
lan iron curtain of silence between the Board 
;and its diplomates, We take the certification 
process seriously, but we have never been in- 
formed of the validity of our tests. We have 
not been told of the selection process for 
examiners or the grading methods. The body 
_ of knowledge and skills required of the candi- 
| dates has never been adequately defined. It is 
no wonder that this educational penumbra 
has created the fearful mystique of “taking 
the boards.” The candidates do not know 
| What is expected of them; I doubt that the 
| examiners know either. 


l Preparation, Feedback, and the 


uestion of “Competence” 
| 


|, Psychiatrists preparing for Board exam- 
|inations will agree with Gardner(16) that 
| "our institutional arrangements for lifelong 
| education are ridiculously inadequate, Most 
| educational institutions are still designed for 
| Young people who have nothing else to do." 
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The candidate may find that he sacrifices 
time from his family and the community 
with little chance to fulfill a learning agenda 
that reflects his own professional needs. The 
Board requires that five years elapse from the 
beginning of residency before application 
for examination can be made. Miller's(17) 
study for the American Board of Orthopae- 
dic Surgery points out how information is ac- 
quired in training at tempos that vary a great 
deal among residents and practitioners. We 
know that people learn at different speeds 
and there is little reason to insist that all psy- 
chiatrists wait five years before undertaking 
certification. Earlier examinations would 
also allow each candidate a better chance 
to remedy his deficiencies. 

The police function of comprehensive 
exams is unhappily clear: "they threaten the 
candidate into review he might not otherwise 
undertake"(18). This approach is unsuitable 
for mature physicians. Equally frustrating 
are the unclear requirements for passing, 
which leads a candidate to study most that 
which matters least. An example is the mem- 
orization of trivialities and esoterica of psy- 
chiatry's history. These preoccupations seem 
incredible at a time when health care services 
are in such short supply, but the candidate's 
descent to rote is an accurate response to the 
data accumulation motif of the examina- 
tions. In my own exams this trend was il- 
lustrated by questions on such topics as 
Kraepelinian psychiatry and the origins of 
psychoanalysis in the 19th century. One 
wonders how society benefits because psy- 
chiatrists can answer these questions re- 
garding their cultural heritage. 

Our examinations do not provide helpful 
feedback. Particular areas where further 
study is needed are not identified regardless 
of the outcome of the tests, and a unique 
opportunity for professional growth lies 
fallow. Even the oral examiners seem like 
blank screens to the aspirant. It may be ar- 
gued that this approach is unavoidable in 
this type of examination. It does not obviate 
the benefits of a letter to each candidate de- 
tailing specific weaknesses disclosed by the 
tests. This would add an educational dimen- 
sion to proceedings that are so artificially 
stiff they seem ritualistic. y 

When Adolf Meyer suggested specialty 
examinations there were six psychiatric 


[75] 


36 


residency programs in the United States. 
About 30 candidates presented themselves 
for the first test. Seven came from Hopkins 
and when five of them failed it was imme- 
diately known to Meyer, and remedial 
changes were made in the Phipps Clinic 
curriculum. Detailed feedback to training 
centers should still be possible in spite of 
psychiatry’s growth. Data processing equip- 
ment allows the National Board of Medical 
Examiners to provide item analysis to indi- 
vidual medical schools(19). Psychiatry 
Board exams could have a similar role for 
residency programs. Each training site would 
be helped in assessing its own effectiveness 
and deciding whether modifications in its 
program were needed. 

The Board aims at determining “the com- 
petence of specialists in psychiatry and 
neurology" (3). This brings us to the funda- 
mental questions “What does ‘competence’ 
mean in psychiatry?" and “How is it meas- 
ured?" 

A unique study of the clinical performance 
of physicians was undertaken in Utah several 
years ago(20, 21). Price and his colleagues 
worked with a diversified pool of about 500 
doctors; they sought *a more definite con- 
cept of what is implied by the term ‘a good 
physician'"(21). Over 200 indices were 
identified and 80 factors were eventually ap- 
plied to a group of urban Board-certified 
specialists. The variables included features 
as diverse as academic achievement and 
personal likeability. 

One conclusion was reached that is espe- 
cially pertinent to Board examinations. 
"Our study clearly demonstrates," the au- 
thors said, "that performance in formal 
education, as measured by grade-point aver- 
ages, comes out as a factor almost complete- 
ly independent of all the factors having to do 
with performance as a physician" (21). This 
finding casts doubt on the value of formal 
testing as a measure of clinical ability. 

Price's group faced many problems in 
their approach to the definition of compe- 
tence, even while studying physicians at 
home and with many sources of information 
about the practitioners over a good many 
years. The Board's examiners have a six- 
hour sample of behavior produced under 
stress at a location that may be across the 
continent from the candidate's office. There 
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is no evidence that they can measure 
iors basic to the practice of psychi 
Many of these behaviors remain undefi 
at present(13, 22). 

A single definition of “competence 
likely to be an illusion because of the di 
sity of challenges in the field of mi 
health. A more useful question is—" 
petent for what?" Before our first Bi 
examinations Meyer(23) contrasted 1| 
doing "intimate therapeutic work with 
dividual patients" with psychiatrists gi 
in administration or hospital 
Subspecialty boards are one approach 
the problems posed by individual inte 
and talents of medical practitioners. V 
fortunately, subspecialty groups soon 
gin giving examinations and awa 
certificates. The syndrome of "gallo 
multiple diplomatosis" is a reality. We 
to contend with the expanding frontier 
psychiatry by creating new professional 
stitutions and rituals. 


treatm 


The Oral Examination 


What do we hope to achieve in oral ex 
inations? What skills should they meas! 
Searching for the chimeric ideal of “clin 
competence" is likely to be unrewar! 
Problems more difficult than those of 
inition are involved; the complex tasks 
doctor are difficult to unravel into dis 
components. *Unlike other types of s 
tific equipment," remarked a studen 
of clinical judgment, *'a clinician is not ê 
tested, compared, or calibrated in the a 
getting clinical evidence." Y 

An approach to this quandary 1$ 
gested by the innovations of the Ame 
Board of Orthopaedic Surgery with 
collaboration of the Center for the Stud 
Medical Education at the University of 
nois(17). Thorough analysis led to a dec! 
“that the oral examination should be 
rected toward three elements: problem ® 
ing, observation and interpretation, 
inter-personal communication skills. 
stress is on behaviors that are most SU! 
for evaluation in face-to-face encoum 
A similar emphasis would be striking!) 
propriate in psychiatry. It would be 4 
come change from the present insiste? 
the recall of isolated bits of information 
characterizes our oral exams as much 3 
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written ones. 

| The examiners and associate examiners 
of the American Board of Psychiatry and 
Neurology are the instruments used to test, 
compare, and calibrate our peers. Exam- 
ining for the Board involves sacrifices that 
they deem worthwhile; their manifest ded- 
ication and courtesy are impressive. In spite 
of this we have no assurance they can achieve 
discriminative judgments that would make 
certification meaningful. Many studies indi- 
cate quite the opposite: comprehensive oral 
examinations often provide little validity and 
a low level of interexaminer reliability(13, 
17, 18, 25-29). 

Part of my criticism of the orals is based 
pon my own examinations in 1968. Fortu- 
ately this was my only chance to observe 
he examiners at work, but it imposes the 
andicap of a scanty data base and the haz- 
rds of retrospection. I have spoken to many 
olleagues who have taken the Boards and 
0 a few examiners. The views I express are 
y own. 
| All of my examiners were pleasant but 

ome did not ask important questions. There 
as scarcely any concern shown toward the 
ollection and interpretation of data or clin- 
cal problem solving. This is illustrated by 
he tactful withdrawal of each examiner as 
evaluated two psychiatric patients. These 
ere the times when observations of my 
bilities would mean something in spite of 
he strain of the examiner's presence. These 
te the skills that count. Recollection of 
inutiae does not count, but this theme 
ominated the examination. One man asked 
€ the home town of several prominent 
Sychotherapists; another wanted the name 
f Eugen Bleuler's hospital. Some question- 
T$ were preoccupied with small areas of 
heir own interest and others seemed to ask 

What am I thinking?" 

Board certification procedures have come 
nder increasing scrutiny in the last several 
ears. Carter(30) concluded that anesthesiol- 
gy “oral examinations, when conducted 
arefully and systematically, can be highly 
liable.” Other studies have been less san- 


uine. McGuire’s(27) valuable paper re- 
Orted: 


a that these oral examinations measured pre- 
ey the candidate’s ability to recall (rap- 
Y and under stress) isolated fragments of 
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information; (b) that candidates only rarely cited 
evidence for their answers; and (c) that standards 
to be employed in judging performance were not 
always clear nor were they uniformly applied. 
These investigations cast "serious doubt on 
the popular view that the oral examination 
as currently employed measures ‘how a can- 
didate thinks.’ ” 

The research most closely related to the 
psychiatry Boards was reported by Pokorny 
and Frazier(28). Psychiatric residents were 
examined using techniques similar to those 
of our Board. The 1965 examinations, 
“modeled closely after the psychiatry exam- 
ination of the American Board of Psychiatry 
and Neurology,” were especially disappoint- 
ing. That year none of the examinations 
“taken separately or grouped together, 
showed any significant correlation with the 
overall competence element of the supervi- 
sors’ ratings.” Pokorny and Frazier drew 
attention to the lack of a “universally ac- 
cepted standard of excellence” in psychiatry. 
They concluded, however, that oral exam- 
inations seemed “adequate for a simple 
pass-fail evaluation.” 

Their provocative studies illustrate the 
magnitude of effort in examining a few phy- 
sicians on their home grounds. McGuire(27) 
raised this issue in a form that invites self- 
scrutiny by each specialty. “When the high 
cost of the oral examination, in terms of 
professional time and energy, is weighed 
against the observational records of its re- 
liability and validity as a measure of pro- 
fessional competence, inevitably a question 
is raised about the value of the dividend 
which this enormous investment yields.” 
In short, is it worth it? 

The day of testing may be remembered for 
a lifetime. Two Canadian psychiatrists(31) 
have described their certifying tests and how 
“it seems virtually impossible for the candi- 
date to approach the examination with the 
kind of equanimity and confidence his elders 
assure him he should cultivate.” The experi- 
ence of being examined will place great 
demands upon the aspirant’s emotional 
homeostasis. Most candidates arrive at a 
hotel the day before the exam. How well 
they sleep that night may prove important, 
Early the next morning, holding doctors 
bags and exchanging gallows humor, they 
proceed to a hospital most of them have 
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never seen before. Their level of tension is 
extraordinary. Board examinations are seen 
as the final appraisal by the educational 
hierarchy—an ordeal rather than an oppor- 
tunity(18). 

The capacity to deal with the stress of a 
unique day of testing is an important arti- 
fact. The lucky candidate is gifted with what 
Pokorny and Frazier(28) called “testman- 
ship”; he plays the game well because he is 
bright, fluent, and sensitive to cues. The 
good "testman" also has had “more experi- 
ence in talking about psychiatry, such as 
during other oral examinations, in practice 
sessions, and in lecturing’’(28). He under- 
stands his examiner's image of the "good 
psychiatrist" and acts accordingly. 

Walter Freeman has devoted many years 
to the American Board of Psychiatry and 
Neurology, and he recently described its 
approach to examinations(10). The Board 
has planned 


to examine searchingly into the capacities of the 
candidates. If this required placing the candidates 
under stress, it was perfectly justified to do so, 
within limits. As a rule, the examiners explored 
the boundaries of knowledge possessed by the 
candidates, which meant that some topics dis- 
cussed were easy and others difficult. How the 
candidate conducted himself under stress, we 
thought, foretold to some extent how he would 
respond to stress later in his career. 

If this is the Board's philosophy I think 
it is mistaken. Mastering the stress of the 
examination only measures the candidate's 
capacity to deal with the ordeal of being 
examined. The examination does not mimic 
the emotional pressures of clinical practice. 
Some candidates cannot relax in the testing 
situation and no reliable picture of their abil- 
ities will emerge. They may become too quiet 
or perhaps disguise their fearfulness with 
loquaciousness or bravado. We are not justi- 
fied in concluding that their inept games- 
manship is related to their effectiveness as 
physicians. 

This issue was approached by Holt and 
Luborsky(32) in their book, Personality 
Patterns of Psychiatrists. They reasoned that 
“if present behavior is taken as a sample of 
what is to come, a representative situation 
should be provided. A very large part of a 
psychiatrist's or analyst's behavior will take 
place in situations that offer little stress, or 
a very different kind from that produced by 
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the evaluative eye of an Admissions (| 
mittee.” Thus they were “skeptical of 
value of ‘stress interviews’ or similar 
dures, the essence of which is to put aj 
on a very unpleasant spot and try tok 
about his ‘real personality’ from the 
he squirms.” 


Passing and Failing 


Passing the Boards is rarely a major 
in life. After a few months of be 
the new diplomate will resume his 
study habits, and interest in Forel on 
corpus callosum will vanish. There mj 
momentary reassurance from glanci 
the certificate but the practice of medi 
is an antidote for self-satisfaction. 
Braceland and Boyd(33) have empha 
the Board's view that hospital appointmd 
employment status, and salaries shoul 
be based upon certification. The Boardi 
such practices “alien to its philosophy! 
outside its field of influence. In facti 
Board is even more distressed about P 
things and protests them more frequ 
and more vehemently than its critics) 
with a corresponding lack of successi 
Unfortunately these protests cannot 5 
fective in a diploma-conscious society? 
ministrators and certificates will grav 
toward each other regardless of the Bol 
wishes. Certification is an adminis! 
convenience that is hard to resist; it! 
has value in the marketplace. 
A lively fear of failure animates the d 
dates. The Board, in Freeman's analogi 
is like the Ancient Mariner "who sto 
one in three." Conscience motivates 
psychiatrist to risk the exams, and f 
is certain to damage his self-esteem. Pe 
be awkward in the company of other M 
cians and believe they derogate him f 
devalues himself. His impressions are * 
but they are very human. It is a rare P 
who wonders out loud whether failure? 
onstrates inadequacies in the exam! 
rather than himself. Most of us are 100 
ful of the accusation of "sour grapes. 
The unsuccessful candidate is likely : 
compliant. He will reapply and resign a 
self to more memorization. Althove, 
will probably pass on the second atit 
his distress has been real enough " 
meantime. The extent of this distress ™ 
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unexpected finding in Mawardi’s(34) study 
of 160 physicians a good many years after 
they graduated from medical school. It was 
learned that “some doctors’ greatest dis- 
satisfaction has arisen from the fact they 
did not pass their specialty Boards. This 
seems to have a tremendous impact on them, 
particularly if they have studied for and 
taken their Board examination several 
times." One of these doctors commented to 
Mawardi: “I feel left out of a whole lot of 
things and probably it is the general reason 
for my not being happy in my field; it makes 
a lot of difference." 

The possibility of failure can have drastic 
consequences. *One of the reasons mature 
people stop learning," wrote John W. Gard- 
ner, “is that they become less and less willing 
to risk failure" (16). Our professional guild 
hopes to stimulate learning but it may acci- 
dentally stifle it. This risk occurs in many 
educational rituals but it is of special con- 
cern in medicine where we need continuing 
education for our patients’ welfare. Those 
who test us must confront the fact that the 
fear of failure can stimulate the avoidance of 
knowledge as easily as it stimulates its acqui- 
sition. 


The Future: To Disenthrall Ourselves 


I hope that this presentation will provoke 
debate that proves helpful to our profession. 
We should be aware, however, of impedi- 
ments to candid discussion. One obstacle is 
the respect the American Board of Psychia- 
try and Neurology has earned and its pre- 
eminent position in our specialty. It is 
disquieting to criticize the methodology of 
this distinguished group. 

Another barrier may be the impression 
that the examinations are the concern of 
the Board and not of the specialty as a 
Whole. This is true only in a technical sense. 
In every other way Board examinations ate 
a fact of life in the education and practice of 
psychiatrists, It is their wide acceptance that 
Tequires us to reconsider them. Another 
handicap to thoughtful consideration would 
be a reliance upon tradition and intuition 
or a virtuoso display of polemics. 

In recent years American education has 
had to take a new look at its premises and 
Practices. We have found new questions and 
hence new opportunities. One scholar(35) 
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made this point by quoting part of Lincoln’s 
address to Congress in 1862. "As our case 
is new,” said Lincoln(36), “so we must think 
anew and act anew. We must disenthrall our- 
selves ....” This is always true in the educa- 
tion of physicians. We are never freed of the 
task of liberating ourselves from comfortable 
traditions and "the dogmas of the quiet 
past” (36). 

Four decades have passed since Adolf 
Meyer's germinal suggestion of certifying 
examinations. It is surely time to learn what 
has been achieved and whether new concep- 
tualizations are appropriate to our era. The 
experience needed to judge Board examina- 
tions has accumulated in ample measure. It 
should be put to work. We should disenthrall 
ourselves. This is a good time to start. 
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DISCUSSION 


Davip A. Boyp, M.D. (Rochester, Minn,).— 
I am pleased that this paper has been presented. 
It is reassuring to learn that the Board still has 
sufficient significance to have its concepts and 
practices examined and evaluated and that the 
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profession cares enough to want it to be the 
possible agency for certification. It is not m 
intention to defend the Board but to attempti 
explain some of the issues raised. To try to mak 
it out as a perfect concept and instrument wou} 
be worse than pretentious; it would be foolharh 
and dishonest. But it is the best that sincere an 
devoted men have been able to formulate upi 
the present, even with its faults and defects, 

Dr. Morgenstern’s areas of skepticism ay 
criticism are like a pellet blast from a shotgs 
and I doubt that I can cover all of the “shot” 
the alloted time, His paper seems to fall into tw 
natural divisions, First, there is skepticism re 
garding the concept of certification, examination 
in general, prevailing social-professional ath 
tudes, and the stifling of personal developmen 
through the formalizing process, The second dii 
sion deals more directly with specific examin 
tion procedures. 

Dr. Morgenstern decries our "credentials 
conscious" society but it does exist in a very rel 
way. The Board did not create this society bi 
it is implied that by its existence Board ceri 
fication has become what attorneys call s 
“attractive nuisance," which seductively luré | 
candidates as a “mountain to be climbed bt 
cause it's there.” This is really a comment on ti 
status- and kudos-secking aspect of human mi 
ture, rather than on the concept of certification 
If the Board were to disappear other “mout 
tains” would still remain, such as instructi 
versus associate professor and supervising psych! 
atrist versus senior psychiatrist. 

In the same category of human nature I woul 
place the bitter, emotionally scarred candidat | 
who have failed in the examination. I have know 
individuals who remained bitter because thé 
failed in medical or law school or did not mi 
the football team, but these are not valid reaso® 
for abolition of these institutions. As long as mit 
aspires to improve his position he must a 
the chance of failure. Furthermore, the acti 
permanent failures are relatively few in numbéf 
The overwhelming majority, with persistent 
and further preparation, achieve certification. 

I cannot agree that the intensive study and the 
obtaining of a broad overview necessary to 
a certifying examination are stifling to the joy 
learning and vibrant intellectual growth we WOU 
achieve if not wasting our time in organi ü 
study. It is implied that this is what is keeping" 
from a whole new crop of Eriksons, Aichorti 
and Anna Freuds—persons who were “the as 
ous and bold." I would point out that we still ha” 
our share of those who are “curious and bold — 
and certified. "i 

When Dr. Morgenstern reviewed the cof! 
of the Board's examination, which is reali 
broad knowledge of basic and fundamen 
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data, he found that it did “not stimulate delight 
in learning.” Later, the necessity for review of 
the whole field for a comprehensive examination 
is referred to as a “police” function unsuitable 
for mature physicians. Such a criticism by epi- 
thet of opprobrium is quite popular these days 
although not always a correct description. How- 
ever, the widespread practice of voluntary, con- 
centrated, joyous learning is not quite realistic. 

To illustrate, let me say that for 20 years I have 
been very vocal in railing against job qualifica- 
tions or promotions, salary levels, bonuses, and 
staff appointments based on certification. In this 
regard I was joined by a colleague equally vocal. 
Then he took over a wavering installation and I 
found, to my dismay, that he was soon offering 
a 25 percent salary increase for certification. 
When I chided him, he answered, “I simply must 
continue with this staff and yet I must upgrade 
them. I have tried every other way to get them 
to improve their knowledge and skill and nothing 
else has worked." 

Several items were either mentioned or criti- 
cized in this paper, and I will discuss them briefly. 
First is the suggestion that the Board write to 
each unsuccessful candidate detailing his weak- 
nesses. This would be no small task for a small 
Staff already under a very heavy work load to at- 
tempt to reconstruct the whole examination and 
individual discussions of the examiners from 
their notes. When candidates write we do attempt 
to do this but usually they do not ask for this 
evaluation. The majority have observed their 
own deficiencies in the examination process. 
This is further verified by the number who come 
to talk with me during examinations and show 
quite accurate evaluation of how they are doing. 

The question is raised as to how examiners 
are selected. There is no secret concerning this. 
We have a large pool of experienced examiners 
in various areas of the country. As some drop out 
others are added, They are usually recommended 
by training program directors or other colleagues 
and are often known to our own directors who 
have worked with them in some other setting. 

These nominees are screened through our rec- 
ords as to background, professional achieve- 
ments, and performance in their examinations. 
At the examination they are indoctrinated and 
then they observe other examiners in action. 
Their own performance is watched by experi- 
enced examiners until it is believed that they can 
Perform adequately. Their performance is ob- 
Served through the examination by the director 
and older examiners and a decision is reached 
Tegarding participation in future examinations. 
For the four examinations in 1966-1967 in New 
York, Philadelphia, Chicago, and New Orleans, 
there was a total of 308 examiners. Approxi- 
mately 40 percent came from universities Or 
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medical schools; 28 percent from private prac- 
tice; 16 percent from state hospitals; six percent 
from private psychiatric hospitals; and about 
three percent each from city or state clinics, the 
federal services, and general hospitals. 

It is suggested that the examination in basic 
neurology be restructured. For several years 
we have been undertaking this modification, We 
hope to increase this progressively in the part I 
(written) examination and to structure the oral 
examination increasingly toward clinical aspects. 
The changes in the certifying process must come 
about gradually and deliberately or else a good 
many candidates may be injured. Capricious 
modifications that have not been carefully 
thought through and that could hurt a large num- 
ber of psychiatrists cannot later be casually dis- 
missed with “Well, I’m sorry that it did not 
work." 

It is suggested that a detailed analysis of the 
examination questions be made. It is an excel- 
lent suggestion; so good, in fact, that we began 
it four years ago with the National Board of 
Medical Examiners undertaking it. When suffi- 
cient data have accumulated, we should know 
more about our examination. 

A question is raised about the 100 questions 
per hour in the part I (Written) examination. The 
reason for this number is that it was the one sup- 
plied to us by the National Board of Medical 
Examiners, which helped us prepare the exam- 
ination. We have since learned that it was too 
many for our candidates and are reducing it for 
our examination to approximately 80 questions. 

Before moving on to a discussion of the actual 
examination I wish to clarify one more point. 
Dr. Morgenstern quotes Dr. Walter Freeman 
on several occasions regarding his recently pub- 
lished opinions on certification. For the record 
it should be noted that Dr. Freeman, who gave 
yeoman service in creating the Board, has had 
no connection with the Board for 23 years and 
therefore his comments should not be construed 
as reflecting current Board attitudes and policies. 

The written examination is not a screening de- 
vice, although in part it serves this function. It 
is a part of the total examination and definitely 
counts in the final evaluation. The written ques- 
tions are gleaned from many colleagues over the 
country; they are screened, edited, and some- 
times rewritten by a committee assisted by 
examination experts. They are then printed, 
distributed, and corrected by the National Board 
of Medical Examiners. Should anyone wish to 
contribute questions, I shall be happy to send 
full directions. Whenever we learn of someone 
who has developed considerable expertise in à 
certain area we write to him asking him to sup- 
ply questions. 


It is the oral clinical examination that creates 
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the greatest controversy. This is because it is not 
completely understood that our greatest interest 
is the identification of safe clinical competence. 
It is easy to ask what “competence” consists of, 
just as it was easy for Socrates to ask “What is 
truth?” Neither question is easily answered in a 
few sentences; rather, a whole essay is needed 
for even a partial reply. 

I would point out that each of us in his daily 
professional life makes an evaluation of profes- 
sional competence of colleagues. This is done by 
saying, “I will send him my patients because he 
is thoroughly competent” or “I would not send 
him a patient under any circumstances.” 

We believe that clinical competence is best 
evaluated by observing the candidate in a clin- 
ical setting, watching him actually manage a pa- 
tient, and then questioning him in depth about 
his findings. It might be partially defined as skill 
in establishing a physician-patient interaction, 
in conducting a clinical examination, in eliciting 
clinical data, in formulation, differential diag- 
nosis, and prognosis, and in outlining therapeu- 
tic management and knowledge of therapy. An 
effort is made to avoid an examination based on 
"recall," although it is impossible for any exam- 
ination to avoid this entirely. Every effort is made 
to have the opinions of several examiners based 
on simultaneous observation. The close correla- 
tion of grades given by different examining sec- 
tions without prior consultation suggests that 
this is a reasonably valid method. 

Now we must ask how these practices can be 
improved. It is not enough to say that we should 
“disenthrall ourselves" and “think anew and act 
anew.” Dr. Morgenstern cannot be accused of 
supplying constructive suggestions that are too 
rigidly specific or constrictive in nature. It is my 
opinion that the Board remains in a state of con- 


COMPLIMENT: A thing often paid by people who pay nothing else. 
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stant disenthrallment and is ever attempting tj 
“think anew and act anew.” It examines its com 
cepts and practices in special meetings at leas 
every two years, when the directors sit dow 
for two to four days in a meeting not connected 
with an examination. To this policy meeting, 
come new directors, eager and full of ideas for 
change, older directors who have been button 
holed by their own staff, friends, sponsoring 
societies, and total strangers with a host of sug 
gestions and criticisms. These are reviewed in 
detail and new examination techniques and im- 
provements in other boards are reviewed in 
depth. Advice has been sought and experts com 
sulted. Carefully considered innovations are in- 
stituted and plans are made for those gradual 
changes that appear to have validity. I do no 
believe that the word for Board progress is “stat 
ic" but rather “gradualism” and “practicality.” — 
No Board I have ever worked with has con 
sidered itself to be the fount of all wisdom and to 
have the final answers. All suggestions are welk 
come and if some of you can build us better oper 
ational and certifying procedures the Board wil 
squeaking with gratitude, beat a path to your 
door. | 
The Board is sincere in its desire for progress 
and worthwhile changes. It is made up of a group. 
of knowledgeable directors of some stature an? 
dedicated to doing a better job. It is like the old 
Irishman who, believing himself underpaid a 
the lumberyard, stole a plank each night. After 
a long time, his conscience troubling him, he 
went to confession where he was chided by me 
priest, who said, “Mike, before I give absol 
tion, you will have to make a novena.” Mike 
replied, “I will, Father. If you have the blue 
prints for one, I have the whole back yard ful 
of lumber.” 


—Horatio Smita 
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Catecholamines, a Dream Sleep Model, and Depression 


BY TREVOR N. ISKANDER, M.B., CH.B., AND RUDOLF KAELBLING, M.D. 


Chemically reduced catecholamine levels in 
cats unexpectedly resulted in an increase in 
paradoxical sleep. This and the probability 
that catecholamine disturbances are in- 
volved in depressive illness led the authors to 
theorize on the role of paradoxical sleep in 
the mechanisms maintaining emotions and 
behavior. A new theoretical model, based 
on physiological data, is proposed in which 
paradoxical sleep is considered to provide a 
release mechanism for the dissipation of the 
inhibited activity that results from the modi- 
fication of behavior by discrimination. The 
authors review some features of sleep and 
depression in light of these theoretical con- 
siderations. 


Ms. SLEEP RESEARCHERS would agree 
that there are two basic states of sleep, 
namely paradoxical or dream sleep, and 
nonparadoxical sleep, the latter being typi- 
fied by delta (slow-wave) type activity on the 
electroencephalogram. While these states 
do not normally exist independently of each 
other, they do appear to have some impor- 
tant function associated with each as evi- 
denced by the individual rebound activity 
of a state after selective deprivation of it(1). 


Paradoxical Sleep 


There is evidence that catecholamines are 
associated with paradoxical sleep function 
(2). This is not a surprising finding since 
these amines are also associated with sym- 
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pathetic nervous system activity and there 
is good evidence(2) that paradoxical sleep 
is accompanied by a state of activation of 
the autonomic nervous system. This is espe- 
cially true of the so-called “phasic” com- 
ponents of paradoxical sleep. This activa- 
tion contrasts with the absence of behav- 
ioral (motor) activation, the latter being 
inhibited during paradoxical sleep(2, 3). The 
pupils dilate during the phasic events of 
paradoxical sleep(4), the blood pressure 
and pulse rate increase in variability and 
tend to be raised(5), the oxygen consump- 
tion of the brain increases(6), and the cere- 
bral blood flow is increased(7), as is the 
brain temperature(8). Penile erections are 
also associated with paradoxical sleep(9). 


We believe that the phasic component of 
paradoxical sleep represents an ergotropic 
state equivalent to the behavioral activation 
seen during the awake state and essentially 
different from it only by the organism’s lack 
of motor interaction with the environment, 
Nonparadoxical sleep is, by contrast, more 
trophotropic. The concept of ergotropic and 
trophotropic states was introduced by Hess 
(10) and has been elaborated by Gellhorn 
(11). 

There is good evidence that when an or- 
ganism has been deprived of paradoxical 
sleep activity the subsequent awake activity 
is altered, becoming one of increased motor 
activity—whether it be increased fighting 
responses between rats(12, 13), increased 
appetite and sexual behavior in cats(14), or 
increased irritability and lack of “ego” con- 
trol in humans(1, 15). This suggests that 
paradoxical sleep activity is associated with 
the capability of the organism to modify, by 
a degree of inhibition, its awake responses 
to stimuli. 

In looking for an understanding of the 
basic functions of paradoxical sleep, it 1s 
important to recognize that it is present in 
the lowest mammals, for example the opos- 
sum(16). While paradoxical sleep is un- 
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doubtedly associated with uniquely human 
characteristics, as demonstrated by dream 
reports(17), an understanding of the prime 
function resulting from the development 
during evolution of paradoxical sleep will 
need to consider its presence in both the 
most primitive and the most elaborate mam- 
mal. We would like to point out that the 
phylogenetic evidence(18, 19) suggests that 
paradoxical sleep first appears at about the 
same time as the primitive neocortex, even 
though the centers sufficient for paradoxical 
sleep activity are all located in the phylo- 
genetically much older brain stem(2). 


Nonparadoxical Sleep 


The occurrence of delta sleep also appears 
to be related to the development of the neo- 
cortex in phylogeny, occurring first in rep- 
tiles(20). There is good evidence that this 
association of the neocortex and delta sleep 
is functional and present in the advanced 
mammal. For example, delta Sleep is vir- 
tually absent in the decorticate animal 
(2). This point is supported further by onto- 
genetic studies of sleep that show that the 
process of neocortical maturation is related 
to an increase of delta sleep activity(21, 22). 
Serotonin appears to be directly related to 
delta sleep activity as evidenced by experi- 
ments in which it has been depleted chemi- 
cally or by lesions of the serotoninergic neu- 
ron system(23), as well as when it has been 
administered(24), 


Total Sleep 


There is normally a relationship between 
paradoxical sleep and nonparadoxical sleep 
that is so sufficiently constant that a typical 
night of sleep activity can be confidently 
summarized for man(25). Furthermore, 
there appears to be normally a definite func- 
tional relationship between the two main 
states, with ample evidence that usually non- 
paradoxical sleep precedes paradoxical 
sleep, as if it “primes” the organism for 
paradoxical sleep activity(26). 

There is also some evidence that this time 
relationship may have existed in the phylo- 
genetic development of sleep states, al- 
though there is not enough evidence at pres- 
ent to prove or disprove this. It is important 
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in considering this point to distin 

manifestations of the “basic rest activi 
cycle(27) from those of the cycle of pa 
doxical sleep, nonparadoxical sleep, 

wakefulness. The two states of sleep oy 
however, be manipulated and subsequenl 
respond independently as exemplified byt 
selective deprivation and matching rebou 
activity demonstrated by Agnew and asi 
ciates(1). | 


Theoretical Model of Paradoxical Sleep | 


One of us (T. I.) has proposed an evo 
tional model, developed from physiologid 
data, for a basic function of paradox | 
sleep(28). This states that the develop 
of the neocortex in phylogenesis provi 
the organism with the capability to e 
by a degree of inhibition, the innate aro | 
response that follows a stimulus and 
the paradoxical sleep mechanism dissipat 
the remainder of that response, at a hif 
point in time, in such a way as not to engi 
der an environmental reaction. This syste 
reestablishes the homeostasis of the org 
nism both internally, in the classical sen 
and with the environment. The model t 
lates nonparadoxical sleep to the med 
nisms that are responsible for the modifit 
tion of the initial response, specifically P 
associated with the neocortex, which it 1 
is believed to be associated with the fi 
tions of attention and discrimination. | 

If such a model were true it would off 
an explanation for the development am 
mammals, and especially man, of the capt 
bility to live together tolerantly, allow! 
the development of specialization of fut 
tion within communities. This specializati 
would have the advantage of increasing 
ability of species to control, and hence D 
vive, the natural environment. c 

An important step in developing ©) 
model of sleep was an experiment that M 
performed to study the effects on parad je 
cal sleep of modifying, in cats, catech?" 
mine metabolism. This demonstrated 4 
lationship between paradoxical sleep 
catecholamine metabolism that cou 
evidence of a mechanism to mediate " 
delaying of ‘a response via changes er 
Properties and/or quantities of cate. 
amine stores. 


a 
xA 
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Twelve cats were prepared for polygraph 
recording. A cortical EEG was obtained 
from stainless steel screws inserted into the 
skull but not through the dura. Similar 
screws in the zygomatic arch bilaterally pro- 
vided an electro-oculogram. An electro- 
myogram was obtained from the nuchal 
muscles, using Michel skin clips. Record- 
ings were obtained for 24 hours continuous- 
ly, for 12 days. The experiment was carried 
out in two consecutive runs (identical except 
for the calendar dates and the use of six- 
and five-day periods, respectively, of adap- 
tation to the experimental situation). 

Care was taken to keep environmental 
conditions constant during the experiment, 
The temperature was maintained at 72°F, 
lights were switched on at 6 a.m. and off at 
6 p.m., and set times were scheduled for the 
twice-daily checks and care of the animals. 
Laboratory personnel made a point of en- 
tering the cubicle area as little as possible, 
but when they did they disturbed all the ani- 
mals equally. At the end of the adaptation 
period the animals were recorded to estab- 
lish baseline data for four days. 

During the fifth day eight cats were in- 
jected with laevo-alpha-methylparatyrosine 
(AMPT), in the insoluble form, suspended 
in normal saline. A dose of 80mg./kg. was 
administered intraperitoneally every six 
hours to a total of four injections for each 
animal. The drug used has been shown to 
inhibit tyrosine hydroxylase(29), the en- 
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zyme that is the rate-limiting step in cate- 
cholamine synthesis(30). Details on the use 
of this drug were obtained principally from 
the work of Hanson(31) and Moore and 
Rech(32). Four cats served as controls and 
were injected similarly with normal saline. 
The volume of the injections was based on 
the figure 5 cc./kg. Continuous polygraphic 
recordings were obtained up to the end of 
the seventh post-treatment day. 


Results 


Results are presented in table 1; they are 
plotted as the two sets of mean values for the 
drug and the control animals in figure 1. The 
decrease in paradoxical activity that is seen 
by the end of the 24 hours during which the 
drug was administered is significant when 
tested by an analysis of variance (p «0.001). 
The rise in paradoxical sleep activity seen in 
the subsequent 24 hours is also significant 
statistically to a similar degree. The increase 
in paradoxical sleep activity above baseline 
values ceased by the end of the second post- 
treatment day. There was no statistical dif- 
ference in paradoxical sleep activity between 
the four baseline days and the last four post- 
treatment days, indicating that paradoxical 
sleep activity had returned to baseline levels 
by the end of the experiment. 

The data on the AMPT inhibition of cat- 
echolamine synthesis show that this would 
occur from approximately six hours after 
the first injection until six hours after the 
fourth injection. During the time period of 


TABLE 1 
24-Hour Paradoxical Sleep Amounts Expressed in Minutes 


DRUG 


ADMINISTRA- 


BASELINE DAY TION DAY 
CAT 
NUMBER (KILOGRAMS) j 2 3 4 o 
Control cats 
2a 25 166 102 133 99 90 
Ad 26 168 132 100 144 135 
33 3.6 143 112 163 144 113 
M 32 142 153 118 107 123 
Drug-injected 
cats 
2 38 86 124 93,147 ^44 
28 25 109 117 122 132 65 
2 24 99 146 68 127 74 
42 26 » (123) 137 199 (MZ 98 
oe 27 179 145 139 198 76 
43 27 169 127 170 140 30 
E 37 185 211 160 220 82 
ail 29 126 192 116 163 64 
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POST-TREATMENT DAY 


1 2 3 4 5 6 7 
173 124 133 151 128 132 125 
126 82 107 50 191! 122 95 
175 101 118 153 146 128 148 
139 i106 168 119 134 110 93 

98 146 198 193 152 102 
26 96 139 128 144 77 M8 
202 204 183 165 164 149 188 
288 107 125 160 192 125 135 
136 210 119 12 107 106 146 
Died ^? 

64 165 189 159 203 
245 210 145 15! 138 138 184 
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Graphical Representation of Mean Values 
— Control cats H ever Drug-injected cats 
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synthesis inhibition, catecholamine store 
amounts can be expected to be depleted— 
on the dose schedule that we used, probably 
by 70 percent of baseline. From the time of 
the return of catecholamine synthesis, the 
catecholamine stores began to refill. This 
process would probably take up to three 
days for noradrenaline and a somewhat 
shorter time for dopamine. 

We did not have amine assays to corre- 
late with our drug schedule, but we did carry 
out a twice-daily behavioral check on the 
animals and found that the drug-treated 
ones were considerably behaviorally de- 
pressed for the 24 hours following drug ad- 
ministration, that they all showed slit-like 
meiotic pupils, and that they all showed 
gross depression of appetite. The rate of 
return to normal varied but was substan- 
tially achieved by the third post-treatment 
day. 

By scoring the awake activity for the 
fourth baseline day, the drug administration 
day, and the first post-treatment day, we 
found that the total sleep time when com- 
pared to the baseline value increased during 
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the drug treatment day by 18 percent an 
further increased during the first post-trea. 
ment day to 37 percent of baseline. 


Discussion of the Experimental Results 


Other studies with AMPT have show 
either no effect on sleep(33), although thi 
study only utilized 12 hours of recording out 
of each 24, or a decrease of paradoxical 
sleep activity without a rebound(34, 35). A | 
later study does, however, demonstrate i 
finding substantially similar to the one w | 
report, namely a significantly increased rate 
of paradoxical sleep activity followin 
AMPT pre-treatment(36). | 

We are impressed by our findings ofi 
definite correlation between increased pare 
doxical sleep activity with the condition d 
catecholamine depletion associated will 
catecholamine synthesis; this is in remark 
able contrast to the reduction of paradox. 
cal sleep activity during the period of cate 
cholamine depletion in which there was al 
inhibition of synthesis, The explanation d. 
this correlation is not obvious, but we would 
like to consider some possibilities. 

There is evidence that the rate of catechol 
amine synthesis is directly related to the dè- 
gree of depletion of catecholamine stort 
(37, 38). There is also evidence that this rat 
is directly related to the rate of nerve im. 
pulse flow(39). These facts suggest a form? 
negative feedback mechanism relating cate 
cholamine stores and neuronal transmissió 
to the rate of synthesis. It is possible thal 
decreased catecholamine stores result bol 
in increased synthesis and in increased ne 
ronal transmission, the latter being repre 
sented in our experiment by the increase 0 
paradoxical sleep activity. i 

It is important to point out that we do 9^ 
know if the increased neuronal activity E 
related to changes in the so-called “deep 
ie. less available, catecholamine stores E 
in the “superficial,” readily available, on 
or possibly is a function of the ratio betwe? 
the two. Certainly there is good evide 1 
that the catecholamines in these stores 9 2 
available for functional activity at quite 9^ 
ferent rates(40), the deep stores showing à 
greater time lapse in their mobilizatió 
when compared to the superficial ones. de 
fact that rebound activity after selective y 
privation of paradoxical sleep is direct 
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related to the degree of deprivation preced- 
ing it (although only up to a maximal value) 
is not unlike these time-related properties 
of catecholamine stores. 

It is also noteworthy that there appears 
to be a maximum amount of paradoxical 
sleep rebound activity above which the orga- 
nism does not go, even though the previous 
deprivation period be increased. These con- 
siderations would certainly be compatible 
with the possibility that paradoxical sleep 
activity is related to a physiological system 
having absolute values, such as catechol- 
amine stores. 

The phenomenon of denervation super- 
sensitivity(41) is also pertinent in consider- 
ing the question of paradoxical sleep and 
catecholamine metabolism. It is possible 
that a diminution of catecholamine avail- 
ability to the synaptic cleft would eventu- 
ally cause increased transneuronal activity, 
this in turn stimulating synthesis with a sub- 
sequent increase in catecholamine that 
would then be accompanied by a decrease 
toward normal values of paradoxical sleep 
activity. 

The fall in paradoxical sleep activity found 
during the day of drug administration is 
possibly related to the fact that one of the 
usual criteria used to define paradoxical 
sleep, the fall in tone of the nuchal muscles, 
is believed to be mediated via the locus ceru- 
leus, a nucleus rich in catecholamine. It 
should be noted that paradoxical sleep ac- 
tivity during this time was not totally inhib- 
ited but was reduced by approximately 50 
percent. 

One study has shown that AMPT did 
not prevent the rebound of paradoxical 
sleep activity following 90 hours of its se- 
lective  deprivation(42). The diminution 
that we found during the drug treatment 
day, however, contrasts this finding. If a 
negative feedback or denervation supersen- 
sitivity phenomenon is an important fea- 
ture of the catecholamine and paradoxical 
sleep relationship, it could be postulated 
that during a period of paradoxical sleep 
deprivation important changes in the avail- 
ability of catecholamines to the synaptic 
cleft will be taking place. Thus quite different 
conditions would exist at the end of the 24 
hours of our experiment, during which no 
More that 50 percent paradoxical sleep 
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deprivation took place, compared with the 
90 hours of virtually complete paradoxical 
sleep deprivation, 

Particularly relevant to this point would 
be the known differential rates of mobili- 
zation of the deep and superficial cate- 
cholamine stores. Both these studies show 
that catecholamine synthesis itself is not 
essential for paradoxical sleep activity. 

We suggest therefore that the rate of 
paradoxical sleep activity is related to func- 
tional changes in catecholamine stores and 
that these changes will be related to the 
state of the organism arrived at during the 
period of time preceding the onset of para- 
doxical sleep. 


Related Features of Sleep and 
Depression 


Depression of the endogenous type has 
to be differentiated from the reactive or 
neurotic type. For decades, both have been 
clinically associated with a disturbance of 
sleep, but it is the endogenous type of depres- 
sion that we will refer to specifically. The 
recent fuller understanding of sleep has led 
to a more detailed documentation of the 
sleep patterns of these depressed patients. 
Two outstanding features have been well 
demonstrated: These patients show more 
awakenings during the night, and they show 
a gross or complete loss of delta sleep ac- 
tivity(43, 44, 45). There is also usually a re- 
duction, although less notable, in paradox- 
ical sleep activity. 

Two principal theoretical approaches to 
the chemophysiology of depression implicate 
on the one hand the catecholamines(46), 
which, as shown earlier, are associated 
with paradoxical sleep, and on the other 
serotonin(47), which, as we have noted, is 
associated with delta sleep. A 

Studies with electroconvulsive shock in 
animals have shown that it decreases para- 
doxical sleep(48) without any demonstrable 
rebound, which suggests that convulsive 
activity may substitute for paradoxical 
sleep, even after deprivation of it(49). The 
clinical effectiveness of electroconvulsive 
therapy (ECT) in the treatment of depres- 
sion would, in view of this relation to para- 
doxical sleep, suggest that one possible 
mechanism for the efficacy of ECT is that 
it increases the availability of catecholamines. 
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This would be compatible with the fact that 
the tricyclic antidepressants and monoa- 
mine oxidase (MAO) inhibitors, which 
are effective antidepressants, appear to in- 
crease the availability of catecholamines. 


This possibility that electroconvulsive 
shock and paradoxical sleep both in- 
crease catecholamine availability — is 
somewhat circumstantially supported by 
evidence concerning the relationship 
between these and convulsive thresholds 
of the central nervous system as already 
noted by Hartmann and associates(50). 
Paradoxical sleep deprivation has been 
shown to decrease the convulsive threshold 
(50), whereas repeated electroconvulsive 
Shocks have been shown to increase that 
threshold(51). 

Reports on the treatment of depression 
with ECT, in contradistinction to its appli- 
cation to healthy animals, indicate that 
there is an initial rise in paradoxical sleep 
activity; however, at about the time of clini- 
cal improvement, paradoxical sleep activity 
returns to normal levels(52, 53, 54). Also, at 
about the time of clinical improvement, the 
previously absent or diminished delta sleep 
activity returns to near normal values. 


Another finding reported is that the num- 
ber of awakenings are reduced. This increase 
of delta sleep at the time of clinical improve- 
ment suggests the implication of serotonin 
in the therapeutic process, either directly in 
relation to ECT, or secondarily to other 
changes associated with that therapy. Cer- 
tainly the MAO inhibitors are known to 
increase serotonin availability as well as that 
of the catecholamines, whereas the tricyclic 
antidepressants appear to affect mainly the 
latter. Could this difference be a feature in 
explaining the less rapid and efficacious ac- 
tion of these tricyclics when compared with 
the MAO inhibitors in the treatment of de- 
pression? 

Tricyclic antidepressants have been shown 
to decrease paradoxical sleep activity and 
also to increase delta sleep(55), with evi- 
dence that following massive doses the de- 
pression of paradoxical sleep activity is 
followed by a rebound(56). This latter find- 

ing raises the question of whether or not 
effective antidepressant therapy is associated 
primarily with changes in paradoxical sleep, 
and therefore the catecholamines, or rather 
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with delta sleep and serotonin. | 

MAO inhibitors in depressed patienti 
cause a decrease in paradoxical sleep activ- 
ity and an increase in delta sleep activity, in 
association with a clinical improvement(§)), 
This suggests that changes in delta sleep 
activity, and serotonin, are more importan 
than alterations in paradoxical sleep acti 
ity and catecholamines in the improvement 
of depressed patients. The latter study also) 
showed that in depressed patients ther 
is usually a paradoxical sleep rebound asso 
ciated with the use of MAO inhibitors. — ' 

The frequent nightly awakenings seen in 
depressed patients have led some authors 
(58) to suggest that this disturbance of sleep) 
is due to an increased level of arousal. Ih 
contrast, however, these patients need a 
smaller amount of barbiturates than normal 
people to reach their sleep and galvanic skin 
response inhibition thresholds(59). What 
ever the reason for the increased awaken- 
ings, the relative absence of delta sleep in 
depressed patients may lead to a reduction 
in the desired rate of paradoxical sleep ac 
tivity, since there is good evidence that para: 
doxical sleep normally needs delta sleep 8$ 
a primer(26). 

If this is in fact the case, it may well be 
that depression is associated primarily with 
a lack of delta sleep and only secondarily 
with a lack of paradoxical sleep activity: 
The finding by Mendels and Hawkins(60) 
that the sleep pattern of clinically cured de: 
pressed patients contains some residues 0 
the disease picture, especially of delta sleepi 
would support this contention. 

We feel that while there is probably ™ 
single etiological factor in depressive illness 
the evidence suggests that changes in dell? 
sleep are more significant than changes ™ 
paradoxical sleep in this clinical state. If i 
is true that delta sleep is related to neocor 
tical function activity and that the latte 
controls environmental stimuli in such a W4) 
as to affect paradoxical sleep activity » 
some of the apparent incongruities in th 
relationship of paradoxical and delta sleep 
to depression may be more understandable. 


Summary 


Sleep may be divided into two dissimila 
states. Paradoxical sleep appears to be aa 
ciated with activation of the autonomi 
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The Seemingly Ubiquitous Depression Following 
Acute Schizophrenic Episodes, A Neglected Area of 
Clinical Discussion 


BY SHELDON ROTH, M.D. 


When the treatment of an acute schizo- 
phrenic episode is considered, prime em- 
phasis is usually placed on the acute psy- 
chotic state as the major occurrence. The 
author stresses the need to focus also on 
what he calls the "compensated-transition'" 
phase and the "depressive-neurasthenic" 
phase, which follow. The importance of 
treating these latter phases effectively, pref- 
erably by the same physician who treated 
the acute stage, should be given more at- 
tention in residency training programs, he 
believes. 


T THE MASSACHUSETTS Mental Health 

Center both Semrad and Ewalt speak 
freely and directly of the “neurasthenic 
phase" (Semrad) or the "depressive phase" 
(Ewalt) in the natural course of acute 
Schizophrenic illness, Despite the impor- 
tance of this period for therapy in terms 
of suicide and premature dropout from 
treatment, and its obvious theoretical 
importance linking the depression to the 
psychosis as one ongoing psychologic- 
organic process, there has been little 
written on this topic. 

Eissler(1) appears to have been the first 
(among the few) to have made a clear and 
extended exposition of a depressive phase 
following acute schizophrenic illness. He 
called it the “phase of relative clinical mute- 
ness,” and finding its importance so 1m- 
mense he stated, “. .. the whole question of 
the psychoanalysis of schizophrenia can be 
decided only in the second phase." Eissler 
felt that treatment of the acute phase of 


At the time this paper was written, Dr. Roth was 
Chief resident in dd Massachusetts. Mental 
Health Center, and teaching fellow in psychiatry, 
Harvard Medical School, Boston, Mass. He is present- 
ly clinical associate, adult psychiatry branch, National 
Institute of Mental Health, Bethesda, Md. 20014. 
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Schizophrenia was important only insofar 
as it made treatment of the patient in the 
second phase possible. The specific vulner- 
abilities of the ego to drives and interperson- 
al stress could be explored and made ac- 
cessible for the patient's personal integra- 
tion (insight) only during this period. 


A great liability to the therapy, however, 
was the patient's boring and monotonous 
presentation. Whereas the acute illness 
often presented intensive verbal and affec- 
tive interchange, during this second phase 
there were deadening silences, stubborn 
resistances, and provocative, petty com- 
plaints and nagging. Both therapist and 
patient felt inclined to give up the treatment 
to escape an exasperating and highly frus- 
trating boredom. The major thrust of the 
article is the recommendation not to be 
overly allured by the flamboyance and 
seeming remission of the acute illness to 
the ironic exclusion of the second phase 
of treatment, which is most difficult but 
also most important. This point is driven 
home when one examines Farberow and 
associates’ statement(2) on a study of 30 
schizophrenic patients who committed 
suicide: **... suicide occurred in almost all 
cases after there had been a remission of 
illness." One of my hopes in presenting 
the following clinical material is that 
therapists will, by “rule of thumb," follow 
patients after remission to the inevitable 
depressive phase. 

Depression is commonly discussed as a 
response to personal loss, real or imagined. 
Similarly, Zaslow and Semrad(3) view the 
acute psychoses as an adaptation to ob- 
ject loss or changing relationships of the 
patient (consistently, he also views chronic 
psychosis as a “chronic impasse in inter- 
personal relationships”). With the psy- 
chotic patient “there is an incapacity to 
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acknowledge, bear, and put and keep in 
perspective, to control aloneness, depres- 
Sion and unchangeable sources of life dis- 
satisfaction by either neurotic or normal 
mechanisms” (4). 


This is basically the restitutive, adaptive 
view of psychosis (as in Freud’s interpreta- 
tion of Schreber’s paranoid psychosis). 
“As the patient’s primitive, narcissistic 
defenses are lessened, his initial symptoms 
relieved, and the clinical picture termed 
‘compensated’ "(3), a “great unhappiness 
in the patient, sadness, depression and/or 
psychotic depression presents clinically. 
One is repeatedly impressed from the study 
of regression and recovery profiles how the 
narcissistic patterns of projection, distor- 
tion and denial are in the service of avoiding 
unbearable, intolerable painful depression 
in these patients. By helping the patient 
experience his depression and do the nec- 
essary work to achieve it, object redefini- 
tion ensues along with growing security in 
the self as an entity” (4). 

“Object redefinition” is a rough referral 
to the process of mourning, acknowledging, 
and bearing what has to be lost in one’s 
life, living with it, and where possible seek- 
ing ties with persons and life situations that 
are realistically available. In his personal 
teaching Semrad has also emphasized that 
along with depression there is often the 
appearance of other less primitive modes 
of defense; these are predominantly ob- 
Sessive-compulsive, hypochondriacal, and 
neurasthenic, This combination of de- 
pression, hypochondriasis, and neurasthenia 
often merges to give a startlingly unattrac- 
tive person, a stark contrast to the original 
acute illness, When neurasthenia is a 
predominant factor Semrad states that 
this is always a “performance issue.” The 
patient feels that some relevant person 
(usually family, therapist, or staff) wants 
him to do something, be someone, and 
won’t love the patient as he is for what 
he is. Any demands on the patient at this 
time are met by stubborn, entrenched 
“won’t budge” resistances, and significantly 
often his response is suicide. 

The Soviet Union has furnished other 
keen observers of the “performance issue," 
neurasthenia. Hein's recent review of the 
treatment of schizophrenia in the Soviet 
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Union(5) summarized a study of 50 acute 
schizophrenic episodes that focused on 
three types of remission—hypersthenic, 
asthenic, and asthenopathic. Persons with 
hypersthenic remissions had the best work 
and occupational adaptation. However, 
their activity was monotonous and re- 
stricted. “Asthenic features were pro- 
nounced, especially following active treat- 
ment with neuroleptics (chlorpromazine).” 
(I shall return to this latter point below.) 
It was felt that maintenance therapy helped 
evoke signs of asthenia, so these patients 
had to remain on the hospital rolls despite 
their return to work. 


With remissions of the asthenic type, 
work adaptation was less affected by mental 
changes than by the intensity and duration 
of asthenic manifestations. “In prolonged 
asthenia, patients were unable to assume 
a full work load, needed supplementary 
rest periods and required freedom from 
night shifts and other stress, including 
social stress. During vacations they had to 
be sent to sanatoria, rest homes and day 
and night in-patient facilities in the enter- 
prises, and at times required temporary 
determinations of invalidism." Astheno- 
apathic forms of asthenic remission showed 
the most apathy, indifference, and flat affect 
and seemed to be observed mostly in per- 
sons with chronic, slowly evolving forms 
of schizophrenia. 


There has also been some attraction to 
the organic reflections of this phase-related 
depression. Sachar and associates(6) studied 
four cases of acute schizophrenic reaction 
(two paranoids, one catatonic, one un- 
differentiated) and divided the stages of 
illness into “acute psychotic turmoil" (period 
preceding overt psychosis), "psychotic 
equilibrium” (acute psychosis), ‘‘anacliti¢ 
depression,” and “recovery.” During both 
the acute psychotic turmoil and the anaclitic 
depression 17-OH — corticosteriods were 
quite elevated, as much as two to three 
times normal levels; there was also a cof- 
related rise of epinephrine. These patients 
received no psychotropic medications, an 
all four experienced significant depression. 
As a matter of fact, the depressive state 
proceeded to such grave proportions that 
ECT was finally administered to two 9 
the patients. 
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These data throw some doubt on the 
Soviet impression above-noted that chlor- 
promazine evoked “asthenia.” Cohen and 
associates(7) in a review of tranquilizers 
and their relation to suicide felt that it was 
impossible to determine whether tran- 
quilizers had an inherent depressant ac- 
tivity in schizophrenic patients. They did 
observe, however, that depression seemed 
to be intensified by the drugs—that is, that 
the patients appeared depressed after the 
classic psychotic symptoms abated. Stein- 
berg and associates(8) studied eight acute 
schizophrenics and observed significant 
depression after the acute phase in seven 
of them. Interestingly, the one patient who 
did not exhibit depression became hypo- 
manic for two weeks. Phenothiazines were 
used with all these patients, and it was 
their impression that the depression was 
lessened or attenuated. With one patient 
the researchers attempted a repeat of 
Sachar’s work, but although finding a rise 
of 17-OH corticosteroids during the acute 
psychosis they did not find a significant 
secondary rise in the remission depressive 
phase. Unfortunately, the report of this 
Study provides no discussion of the clinical 
picture of the depression, does not mention 
neurasthenic features, and does not indicate 
what role (if any) psychotherapy played in 
the treatment of the patients, In addition, 
there is little discussion of the period be- 
tween the acute psychosis and the frank 
depressive picture. 


Some Examples 


We can further explore this topic by 
means of some examples. They are drawn 
from experience with 11 patients whom I 
treated during hospitalization for acute 
Schizophrenia and then followed in psy- 
chotherapy for periods of one to almost 
three years, They were relatively young, 
Tanging in age from 19 to 36, Seven were 
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women and four were men; for six of them 
it was their first psychotic “break.” The 
acute episode never eventuated into a def- 
inite type in four cases, but four were 
identified as clearly paranoid and three 
as schizo-affective, either excited or de- 
pressed. In table | some simple statistics 
are gathered concerning the number of 
weeks the patients spent in each clinical 
phase. 


A “compensated-transition” phase has 
been inserted in between the acute psychosis 
and the depressed-neurasthenic phase. The 
"compensation" here refers to the frequent 
loss of open psychotic symptoms (marked 
thought disorder, delusions, hallucinations), 
and the "transition" is an insistent reference 
to the oncoming depression. This is a very 
important period for the management and 
treatment of acute schizophrenia. During 
this phase one can be struck by an impres- 
sive return of ego strengths in the patient's 
personality. He desires (and in the case of 
paranoids, insists on) discharge, can return 
to school or work, seems to be ironing out 
family difficulties, and even may begin some 
seemingly normal socialization. Five pa- 
tients evolved in this fashion(#1, 2, 3, 4, 10); 
eventually each had to give up whatever 
activity he had embarked upon as the de- 
pression and neurasthenia developed, and 
one had to be re-hospitalized due to over- 
whelming suicidal impulses. Other patients 
were not likely to be discharged precipitous- 
ly inasmuch as they still showed psychotic 
residua such as ideas of reference, social 
anxiety with bizarre explanations as to 
why people were frightening, troubling 
forms of thought disorder, and lack of 
clarity as to whether or not they were truly 
psychotic (“It really happened. I just feel 
better because they stopped following me.") 
The duration of this period ranged from 
one to eight weeks; the average was about 
4.5 weeks. 


TABLE 1 
Weeks Spent in Each Clinical State 
7 8 9 10. 11 
PATIENT NUMBER 1 2 3 4 5 6 : T ; Tay 
Acute psychosis gia sera d f 5 3 í 
Compensated-transition aug gig 54 b ipit P A s 
Depressive-neurasthenic 26 8 12 12 24 


.; Three episodes over 214 years. 
«., Depression, but no neurasthenia. 4 
One or mote psychotic flareups over a two-year perio 


Amer. J. Psychiat. 127:1, July 1970 


following initial acute episode. 


54 DEPRESSION FOLLOWING ACUTE SCHIZOPHRENIC EPISODES 


Prior to the clear development of the de- 
pressive phase there are a few clinical signs 
from the patient and within the therapist 
that often herald its onset. The patient may 
gently inform you that although the job is 
going well he has begun to sleep later on 
weekends. Soon it is getting “just a bit 
harder” to get up in the morning for work, 
and perhaps he is dropping that small 
amount of socialization so recently begun. 
Patients with a desire for sleep usually 
develop a strong neurasthenic component 
to their depression. Another indication 
from the patient is a request to cut down 
the therapy hours. Barring paranoid avoid- 
ance, later in psychotherapy the patient 
can explain that he was finding it harder 
to talk in treatment and was also finding 
the fantasied "expectations" of the therapist 
(like work) something he would rather 
avoid. Within the therapist a good clue is 
the sense of losing touch with the case. A 
case that was going along so admirably 
toward health has begun to perplex the 
doctor. Why is the patient feeling a bit 
worse; he certainly isn’t psychotic anymore. 
Why the meandering, nonfocused therapy 
sessions? I have been to clinical conferences 
where the case was presented as such a 
problem, and the difficulty was that a slowly 
developing depression and  neurasthenia 
had completely evaded the therapist. 

The depression, when fully developed, 
varies from “neurotic” presentations to 
psychotic levels of worthlessness and delu- 
sional guilt. All the vegetative signs of de- 
pression may appear (anorexia, weight 
loss, constipation, anxious sweats, loss of 
sexual interest and impotence, early morn- 
ing awakening, and less frequently, in- 
somnia) The lack of insomnia, despite 
other cardinal vegetative signs of depression, 
seemed often related to the frequent 
neurasthenic component; patients were 
too desirous of retreat to the bed. An 
upsurge of suicidal feelings is found during 
this period, and eight of the 11 patients 
experienced suicidal ideation and impulses, 
Three made actual suicidal attempts (the 
first time in their lives for two of them), 
and one attempt was so serious that the 
patient was close to death and was treated 
in an intensive care unit. 


This latter patient (#1) had been fruitless- 
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ly treated with antidepressants during one 
phase of his depression, and after his re. 
turn from the intensive care unit was given 
a course of ECT which also proved of no- 
value, and the patient deteriorated further, 
It was my impression that for this patient 
the working through of the depressive af- 
fects in psychotherapy ultimately made the 
difference, and after seven months of de- 
pression he was discharged. He is still in 
treatment. It should be noted that this 
man's depression endured seven months, 
while his acute psychosis lasted only two 
months. On the average, the depression 
lasted three months, and in only two cases 
was the duration of the acute psychosis 
longer than the period of depression. The 
latter is difficult to explain or correlate with 
other relevant data. It should also be noted 
that although all the patients received 
phenothiazines at some point, during the 
depressive phase their dose was either quite 
low or only taken when needed for sleep. 


The combination of neurasthenia and 
depression provides a patient who is diffi 
cult to deal with. Therapy is often marked 
by frequent tardiness, absences, and "stuck" 
silences. The staff may have to pull the 
patient out of bed in the morning. Parents 
present complaints of an apathetic "child 
at home (patients can be treated at home 
during this period provided there is no 
suicidal risk and no interfering underlying 
chronic psychosis). All through this period 
the patient often asks to break treatment. 
There is continuous testing of the interest, 
concern, and constancy of the therapist. 
It was all too clearly spelled out for me 
by patients in the second or third year of 
psychotherapy—long after we had weathered 
this immobile crisis together—that a tet 
mination of treatment by me would have 
been a crushing blow to them. The major 
therapeutic tack during this period was t0 
ask the patient, “What do you want for 
yourself?” and avoid any expectations 0f 
demands but take the patient as he comes. 

The underlying work of psychotherapy 
was always one of mourning, reworking the 
impasse in human relationships that hà 
preceded the psychosis (loss of parents by 
separation or death, loss of lover or spouse 
a flight from some important heterosexual 
step in development, etc.). The psychic pain 
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experienced by patients in this depressive- 
neurasthenic state was intense. There was 
a vivid wish to “go crazy again ... anything 
is. better than this." I still carry a stark 
image of one young man with contorted 
face, tearless eyes, and clenched fists moan- 
ing over and over, “Dear God, please, 
please let me be crazy again." Again, the 
therapeutic tack was to continue the work 
of mourning: “Can you bear the pain of 
your sadness? As bitter as it sounds, we can 
view this as a good sign. You are now de- 
pressed over what formerly drove you crazy. 
Let's examine it together and see what it 
was you couldn't bear." 


In general it appeared that depression, 
fully expressed, seemed correlated with 
psychoses that were mostly of the acute 
"reactive" type—where no prior history of 
psychosis existed and where there was a 
strong agitated and affective component 
in the acute state. It seemed that hyper- 
activity in the acute state was also correlated 
with development of neurasthenia during 
the depressive phase. An interesting case 
was that of a young man (#2) whose acute 
psychosis showed much depression. During 
his “‘compensated-transition” phase he was 
hypomanic (selling merchandise from his 
recently deceased father’s store), but he 
eventually moved into a deep depression 
and neurasthenia. This man had two more 
breaks over the next two years. The later 
ones were clearly acute paranoid schizo- 
phrenia and also had many hypomanic 
components shown by his grandiose notions. 
The mania did not show in the second 
phase of these breaks, but again he had 
two episodes of neurasthenic depression. 


Patients who show elements of chronic 
schizophrenia with flaring bursts into more 
acute states do not show as marked a de- 
pressive-neurasthenic phase nor as “healthy 
appearing a compensated-transition phase. 
As one follows them in treatment over a 
few years one can observe three to four 
days of psychotic excess with dips into 
milder appearing depression and at times 
even some neurasthenia. These patients 
offer an excellent microlaboratory for ob- 
serving and confirming the broader scale 
Syndrome seen with-the more acute, "re- 
active" types of psychosis. For example. 
One chronically psychotic, paranoid woman 
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would come to my office with a day or 
two’s resurgence of "black spots before 
my eyes," feelings that she was causing 
"black clouds in the skies," the police were 
following her, etc. When we investigated 
her current status and found the relevant 
threatened, actual, or fantasied loss (such 
as her husband leaving on a business trip, 
a close friend moving out of the neighbor- 
hood, her mother-in-law usurping her 
prerogative and cooking the turkey for 
Thanksgiving) and get to the sadness and 
accompanying rage, the patient would lose 
the conversion symptoms and delusional 
thinking. She mourned through the relevant 
issues. After more extended acute states, 
however, such patients never come to a 
broad remission, never totally give up the 
psychosis; therefore the depressive-neuras- 
thenic phase is never as dramatic as in the 
more “reactive” of the psychoses. 


The vagaries of life also provide a rough 
sort of control for observing the onset of 
depression and neurasthenia. One young 
lady (#10) left the hospital during the 
second phase and used the enormous dis- 
tance between her home and the hospital 
as a means for avoiding me. She would 
come in only twice a month and at that 
was usually late so she was seen perhaps 
20 minutes twice a month. In addition she 
had stopped her medication. Despite the 
dramatic difference from my intensive ap- 
proach to the other patients, and the lack 
of phenothiazines, she developed a seem- 
ingly typical form of neurasthenic depres- 
sion, She had first had a seven-week-long 
compensated-transition phase during which 
she worked, socialized, and interacted in 
new and engaging fashions with her fam- 
ily. Beginning with a desire for sleep on 
the weekends, she then withdrew from 
work and friends and spent most of her 
time in bed for almost four and a half 
months (although getting out twice a 
month to visit me). This young lady then 
recovered well enough to be accepted into 
the Armed Forces (which I had advised 
against), and three months later on Thanks- 
giving Day, separated from her family, she 
had a repeat psychosis. She was treated in 
a military installation and was unfortunate- 
ly lost to followup. ss 

Two observations are worth keeping in 
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mind during the management and treat- 
ment of the depressive-neurasthenic phase. 
One is that neurasthenia is always seen to 
remit before the depression. Therefore one 
may observe patients with more energy 
and more seeming ability, but the depres- 
sion and its concerns are still present. Sec- 
ond, the depressive phase is always seen 
to end and the patient to be in a recovery 
period before a second acute schizophrenic 
episode occurs, As suggested above, this 
is most clearly delineated with the acute, 
"reactive" forms of schizophrenia rather 
than chronic schizophrenia, which mani- 
fests a now greater, now lesser psychotic 
state. 


Discussion 


What does all this mean for an under- 
standing of the acute schizophrenic episode? 
Primarily it veers away from a view that 
focuses only upon the acute psychotic state 
as the major occurrence of the illness. The 
depressive reaction that follows is part and 
parcel of a total psychobiologic reaction to 
a failure of the patient in some area of hu- 
man relationships. One can return to Freud’s 
basic proposition that in psychosis there is 
a rudimentary and primitive effort to re- 
establish interest (libido) in others(9). The 
symptoms have meaning in terms of people 
—ways of being with them. For example, 
when I asked one young paranoid girl why 
she thought 300 people from her college 
were following her around, she replied 
quite ingenuously, “Well, when you're 
as lonely and as bad off as I am, it’s not 
such a bad idea." When this young lady 
finally did “lose” these people, she became 
depressed. A psychotic solution to the loss 
of her father (and then a boyfriend) was no 
longer possible, and her secondary response 
to the loss was a less primitive one: depres- 
sion. 

Why movement from one ego state (psy- 
chotic approach) to another (depression) 
occurs is not at all clear. I doubt that it is 
a drug effect. Sachar and associates' pa- 
tients became depressed with no drug treat- 
ment(6), and Steinberg and associates felt 
that the depression was attenuated with 
drugs(8). The woman discussed previously 
who showed the loss of psychotic symptoms 
within one session when mourning was 
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worked through was a microdemonstration 
of the principle. Although viewing the 
plight of these patients in a psychoanalytic 
framework, I am led by the overall con- 
sistency of their response to an impasse 
with people to a Kraepelinian formulation. 

I propose that the complete acute schizo- 
phrenic episode consists of the following 
stages: 1) pre-psychotic turmoil (the early 
terror and panic-like anxiety before "what 
is wrong" is understood); 2) acute psychosis 
(crystallization of the "solution" to the 
unbearable affects due to object loss); 3) 
compensated-transition phase; 4) depressive- 
neurasthenic phase; and 5) recovery. This 
paper has focused primarily on the third 
and fourth stages. 


Is clear and deep postpsychotic depression 
a good prognostic sign? Certainly among 
my patients this did appear to be the case. 
Those who faced their losses with deepest 
sadness and mourning went on to the best 
ego functioning in recovery. One thinks 
of Vaillant's excellent empirical data con- 
cerning prognosis in acute schizophre- 
nia(10). He presents seven criteria; presence 
of five of the seven during the acute psy- 
chosis indicates an 82 percent possibility of 
return to premorbid state. Among the seven 
we find the following three: a blood relative 
with an illness consistent with a psychotic 
depression, clear symptoms of an affective 
psychosis, and preoccupation with death. 


I suggest that these are affects that are 
experienced in the process of responding 
to loss, and the greater the ability of the 
psychotic ego to respond to loss, the 
greater the likelihood it will move toward 
health. Those who respond most affectively 
in the acute state will do so in the depressive 
state. Those who do not, by the same token, 
may not be capable of working out the 
mourning in the depressive phase. The more 
the "schizophrenia," the greater the task 
of mourning. Certainly, in Bleuler's original 
view the blunting of affect was a cardinal 
sign of schizophrenia, or in the terms ! 
suggest, a cardinal defect to responding 
with depression and mourning and conse- 
quently less ability to bear the brunt of their 
interpersonal defects. If one is inclined to 
think of schizophrenia and schizo-affective 
disorders as blending into manic-depressive 
disease, this line of prognostic data would 
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support that view. Manic-depressive illness 
is usually one that remits to the pre-morbid 
personality. There may be some relation- 
ship between this more cyclic form of acute 
schizophrenic episode and manic-depressive 
illness. 


In a recent study Sachar and associates(11) 
demonstrated a rise in 17-OH corticosteroids 
during the treatment of depression (most- 
ly nonpsychotic) when the work of mourn- 
ing in psychotherapy was begun in earnest. 
During the depressions (‘melancholia” 
rather than **mourning") there was no rise. 
In Sachar's earlier study of acute schizo- 
phrenics who went on to recovery there 
was a rise of 17-OH corticosteroids in 
what he called *anaclitic depression" that 
occurred after the acutely psychotic phase. 
Coupling the two studies suggests that the 
Schizophrenics were doing the work of 
mourning in a "natural" way that more 
Neurotic patients were not doing. Will 
patients in acute schizophrenic syndromes 
"mourn" naturally; does the illness have 
a "life" of its own? Would greater levels 
of 17-OH corticosteroids during the de- 
pressive-neurasthenic phase- indicate a 
better prognosis for the patient? Could 
one use such biochemical indices to point 
to patients for whom more intensive psy- 
chotherapeutic attention is needed? Could 
it even suggest certain patients who are 
mourning so well on their own that thera- 
pists could be spared these patients when 
therapists are scarce? Certainly an extensive 
Tepetition of the early steroid studies 
would lend great biochemical impetus to 
understanding the acute schizophrenic 
episode and its relation to depression and 
mourning, 


A drug study is also sorely needed to 
examine the use of antidepressants dur- 
ing the  depressive-neurasthenic phase. 
One wonders if they would exacerbate 
the psychotic process once a patient has 
Passed through the ‘compensated-transi- 
lion" phase. Would they or could they be 
Coupled with a phenothiazine? Perhaps 
they might be most appropriate for those 
Patients with no residual chronic schizo- 
Phrenic illness, Would the use of antidepres- 
Sants reduce suicidal ideation or attempts, 
Or the successful suicides that occur during 
this “remission” period? Currently we have 
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only anecdotal answers to these questions. 

I would like to make several comments 
regarding the psychotherapy of the pa- 
tients under discussion. It has been my im- 
pression that many psychiatric residency 
training programs do not include a con- 
sideration of the meaning of the illness and 
the need to work through the depression. 
Many have their residents hopping about, 
spending three months here, six months 
there, transferring patients with little total 
commitment to the therapeutic principle 
of "continuity of care." It would seem that 
in this fashion too much emphasis is laid 
on the seemingly attractive, bizarre, acute 
psychotic state, and the resident is “taught” 
to de-emphasize the aftermath. Farberow 
and associates’ studies on suicides among 
schizophrenics during "remission" should 
put the lie to this point of view. And for 
those patients who do not kill themselves, 
perhaps a future psychosis would be warded 
off or muted by psychotherapy after the 
acute state, making use of the patient's ego 
strengths. In addition, in private practice 
it is common to send patients to the hos- 
pital for an acute illness. They are usually . 
treated for the acute phase by one doctor 
(often a resident) and then "referred" as 
outpatients to another doctor (often pri- 
vate). As noted by May(12) the dropout 
rate from treatment when such patients 
are transferred is quite high. It seems ob- 
vious that a dull-appearing, depressed, 
often neurasthenic patient would *'turn 
off" the doctor. As noted earlier, the pa- 
tient himself is usually in a state of avoidance 
during this period, and when the two 
factors combine we observe high dropout 
rates and poor treatment. It would seem 
better for one doctor to treat both phases. 
During acute schizophrenia the therapist 
often becomes  affectively, intellectually, 
and empathically awakened to the patient, 
and later it is more possible to bear his 
depressive burdens and stick with him, 


I wish to note finally that although I 
have sounded a clear nosological tone in 
this presentation I caution against a "syn- 
drome” approach to the patient. The pa- 
tient has not responded to a virus but 
rather to a human loss, and the feelings 
are deep and require full and attentive psy- 
chotherapeutic concern. In my brief experi- 
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ence, the most concise summary of treat- 
ment of the psychoses is Semrad’s—help 
the patient to acknowledge (substitution 
of "real" affect for psychotic symptoms), 
bear (mourn with the patient, increase the 
ego’s ability to bear anxiety and sadness), 
and put his life into perspective (working 
through one’s feelings about one’s abilities 
and disabilities as a person). 
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Body-Buffer Zone in Violent Prisoners 


BY AUGUSTUS F. KINZEL, M.D. 


Comparative measurement of the body- 
buffer zones of eight violent and six non- 
violent prisoners showed the zones of the 
violent group to be almost four times 
larger. In the violent group the rear zones 
were larger than the front zones; in the non- 
violent group the front zones were larger. 
The large zones of the violent group may 
reflect a pathological body image state. The 
author discusses potential application of 
body-buffer zone measurements in the de- 
tection, treatment, and prognosis of indi- 
viduals predisposed to violent behavior. 


A RE VIOLENT INDIVIDUALS provoked 
simply by physical closeness to others? 
Daily clinical observations of prisoners at 
the U. S. Medical Center for Federal Pris- 
oners suggested that physical proximity to 
another inmate was at least as powerful a 
trigger of violence as were threats, thefts, 
or other more overt provocations. The vio- 
lent episodes were usually abrupt and not 
premeditated. Violent inmates spoke of 
their victims as “messing with me" or “get- 
ting up in my face” when they were actually 
at conversational distances. Many preferred 
to keep themselves at great distances during 
weekly standing therapeutic interviews. 
Often the physical closeness of “horseplay- 
ing” was only briefly tolerated before vio- 
lence erupted. Many spoke of homosexual 
Provocations by their victims when none 
had actually occurred. This hypersensitivity 
to physical closeness appeared quite simi- 
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lar to what ethologists refer to as reaction 
distance and what psychiatrists refer to as 
body image disturbance, 

Ardrey(1) points out that many animals 
normally maintain invariable interspecies 
distances. Hediger(2) has quantified reac- 
tion distances in many species. Violation 
of these distances results in sham or actual 
violence. Hall(3) has delineated intimate, 
personal, social, and public distances in 
different cultures. Horowitz, Duff, ‘and 
Stratton have measured the closest dis- 
tances tolerated by schizophrenic and non- 
schizophrenic subjects. They identified the 
“body-buffer zone" as the area around a 
person within which anxiety is produced if 
another enters. They define it as “. . . an 
area surrounding each individual which rep- 
resents the boundaries to what is felt as 
‘inner’ versus what is felt as ‘outer’ "'(4). 

This concept showed promise in eluci- 
dating the apparent hypersensitivity to 
physical closeness in violent prisoners. Ac- 
cordingly, a preliminary experiment was 
undertaken to try to answer the following 
questions: 

1. Do violent prisoners have larger body- 
buffer zones than nonviolent prisoners? 

2. Do the zones of violent prisoners have 
a different shape from those of nonviolent 
prisoners? 

3. Do the size and shape of the zones 
change in either group over repeated deter- 
minations? 


Method 


Inmates were screened for histories of 
violent behavior by means of a question- 
naire, psychiatric interview, and criminal 
record. Violence, for the purposes of this 
study, was defined as a physical assault on 
another person producing tissue injury. of 
15 inmates reported for assault or fighting 
in prison in 1967, eight were chosen who 
had life histories of the most frequent vio- 
lent behavior. Of 14 inmates classified as 
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requiring minimum security, six were se- 
lected who gave histories of the least fre- 
quent violent behavior. L : 

Factors found most frequently in the vio- 
lent group and least frequently in the non- 
violent group were: history of repeated 
violent behavior with little provocation, 
frequent necessity for forcible restraint, 
use of weapons in fights, carrying weapons 
for prolonged periods for protection, his- 
tory of violence between parents, serious 
self-perpetrated accidents, bisexual and 
hypersexual behavior, hypersensitivity to 
name-calling, and history of violence to 
domestic animals. A general profile of the 
violent and nonviolent experimental groups 
is given in table 1, 

Inmates who were acutely psychotic or 
were unable to participate for the duration 
of the experiment were excluded. Each in- 
mate was told that the purpose of the exper- 
iment was to see if people differed in how 
close they would let another come before 
feeling uncomfortable. Participation was 
voluntary, and each subject was told that 
nothing could be offered in return for his 
cooperation. 


Procedure 


Following the screening interview, the 
"subject (S) was taken by the experimenter 
(E) into a bare 20 foot by 20 foot room and 
was told to stand in the center. He was in- 
structed to say "Stop" when he felt E had 
approached “too close." Starting eight feet 
in front of S, E inquired, *Here?", waited 
two to three seconds for a response, took a 
step toward S, repeated the inquiry, and 
proceeded in like fashion until S indicated 
he should stop. At this point the distance 
between E’s toes and the center of the room 
was recorded. E then made similar ap- 
proaches from seven more directions around 
S. S was first instructed not to look at E and 
to respond only to his voice when E made 
the rear approaches, E then made a second 
series of rear approaches, instructing S to 
look at him without turning his trunk. Be- 
cause there was no consistent difference in 
either group in the distances tolerated in 
the looking and not-looking situations, only 
ela from the looking responses were 
used. 


The area within the eight closest distances 
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TABLE 1 
Demography of Experimental Groups 
e 
FACTOR VIOLENT NONVIOLENT 

oo 
Total Subjects 8 6 
Age 28 34 
Height (inches) 70 7" 
Weight (pounds) 167 153 
Q 91 114 
Race 

White 4 

Negro 4 2 
Offense 

Second-degree murder 1 0 

Assault with dangerous weapon 1 0 

Threatening U. S. President 

{by mail) 0 1 

Bank robbery 3 1 

Car theft (interstate) 3 2 

Illegal dispensing of narcotics 0 1 

Passing false securities (interstate) 0 1 
Sentence (years) 9 55 
Psychiatric diagnosis 

Schizophrenia (in remission) 3 2 

Sociopathic personality 4 1 


Passive-aggressive personality 1 


tolerated by S was taken as his body-buffer 
zone. A typical zone plot is illustrated in fig- 
ure 1. The area of each zone was calculate 
by summing the areas of the eight triangles 
formed by the radial distances measured. 
The procedure was repeated on each S. at 
approximately weekly intervals, for 12 
weeks. After each determination. S was 
asked to verbalize what he felt when he said 
"Stop." 


FIGURE 1 
Plot of Zone 


Results 


l. Difference in Size of Zone 


The body-buffer zones were almost ?" 
larger in the violent group. Figure 2 rep"? 
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sents the area of each zone for each subject 
over 12 weeks. Figure 3 represents a com- 
posite comparison of the average zone 
(mean of the individual means) for each 
group. The average zone area for the vio- 


FIGURE 2 
Measured Zones 


lent group was 29.3 square feet. The aver- 
age zone area for the nonviolent group was 
7.0 square feet. The difference between 
groups was 22.3 square feet [+ 17.2 square 
feet! (c = .73y]. The ratio of violent to 


FIGURE 3 
Average Body-Buffer Zones 


Violent 


E. ii 


H Nonviolent 


“One foot 


ee 
,99 percent confidence interval. iati 
Epsilon is a measure of the degree of a ) and 
etween group membership (violent or nonviolent) an 
the dependent variable (zone area); it is interpretable as 
a correlation coefficient(5). 
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nonviolent zones was 3.8,3 based on eight 
Consecutive measurements for each subject. 


2. Difference in Shape of Zone 


The rear zones were larger than the front 
zones in the violent group. By contrast, 
there was a tendency for the front zones to 
be larger than the rear zones in the nonvio- 
lent group (with one exception). There was 
a significant difference in front-rear pro- 
Portions between the two groups. Figure 4 
illustrates these different front-rear pro- 
portions. Table 2 shows the magnitude of 
these differences in zone shape. 


3. Change in Size and Shape of Zone Over 
Repeated Determinations 


The area of the zones tended to decrease 
in both groups over 12 weeks. Figure 5 
shows that the decrease was initially rapid 
and then leveled off in the violent group 
and was irregular in the nonviolent group. 
Comparison of the average zones for weeks 
0, 1, and 2 with those of weeks 10, 11, and 
12 revealed a decrease in area of approxi- 
mately 50 percent in both groups by the end 
of the experiment. 


The shape of the violent zones changed 
on repeated determinations. In the violent 
group the size of the rear zone relative to 
the front zone diminished abruptly in the 
first three weeks. There was no such con- 


FIGURE 4 
Average Front Minus Rear Zones 
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395 
least twice as large as nonviolent zones. 
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TABLE 2 
Comparison of Zone Shape 


ZONE AREA 


-4.9 sq. ft. 
p < .05 (one-tailed t-test) 
+0.2 sq. ft. 
p not significant from 
zero (one-tailed t-test) 


1. Front-rear (violent) 


2. Front-rear (nonviolent) 


3. Front-rear (violent) minus 
front-rear (nonviolent) +50 sq. ft. 


p « .025 (one-tailed t-test) 


sistent change in shape in the nonviolent 
group. Figure 6 illustrates these trends. 


Comments 


The behavior and comments of the sub- 
jects after the procedures supported the 


FIGURE 5 
Weekly Comparison of Violent and Nonviolent Zones 


MEAN ZONE AREA (SQUARE FEET) 


WEEK 


clinical observation that violent individuals 
tend to perceive nonthreatening intrusion 
as attack. Violent subjects frequently re- 
ported misperceiving the experimenter as 
“looming” or "rushing" at the subjects. 
Several mentioned that this was very much 
like the sensation they had had prior to 
assaults. In view of the experimental design, 
which permitted a violent subject to “fake 
good” if he wished to be seen as nonviolent 
and not sensitive to physical closeness, the 
frequency of these comments was surpris- 


ing. 

One subject (12-V) repeatedly said noth- 
ing but moved from the center of the room 
with clenched fists each time he felt the ex- 
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perimenter was too close. Two subjects 
(10-V, 12-V) could not tolerate the experi- 
menter behind them at any distance without 
looking at him for the first three trials. An- 
other subject (11-V) said, “If I didn't know 
you I might be ready for anything.” By con- 
trast, the nonviolent group let the experi- 
menter approach closer than ordinary con- 
versational distances and did not report the 
“looming” or “rushing” sensations. 


FIGURE 6 
Weekly Comparison of Front Minus Rear Zones 


+2, 


ML re 


MEAN GROUP FRONT MINUS REAR ZONES (SQUARE FEET) 


The violent group appeared to react dif- 
ferently from the nonviolent group when 
approached from the rear. Not only were 
they less able to tolerate closeness 1n the 
rear than in the front, but many also expe 
ienced tingling or goose pimples across 
their shoulders and backs. Their hypersen- 
sitivity to approach from the rear, com 
bined with their tendency to perceive passiv? 
intrusion as homosexual provocation. their 
frequent history of homosexual contact an 
hypersexuality, their denial of being homo 
sexual, and their strong stated aversion i 
the feminine homosexual role, report 
elsewhere(6), were strongly suggestive of @ 
high level of homosexual anxiety. By 9" 
trast, the nonviolent group showed à ten 
dency toward greater sensitivity to appro" 
from the front than from the rear. This d 
gested that they perceived the rear sul 
of their bodies as a protective barrien 
whereas the violent group perceived it as 
vulnerable body area. 


One subject (12-V) showed a relativ a 
crease in his rear zone despite a decre? 
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front zone and total zone between the third 
and eighth trials. After the third trial he 
reported the following dream: “I dreamed 
that animals and people were coming up 
close to me, and I wasn't afraid. Then I saw 
a snake and couldn't see if it was moving. 
I got very scared." 


Up to the eighth trial he appeared in- 
creasingly anxious. After the eighth trial he 
related that he had been upset over repeated 
homosexual propositioning by another in- 
mate. After the ninth trial he said, *I got 
out of it," and his previously increasing rear 
zone abruptly decreased 4.3 square feet. 
This man may have been experiencing a 
homosexual panic during the experiment. It 
is possible that the large rear zone measure- 
ments were actually reflecting the degree of 
his homosexual anxiety all along. If so, 
this would appear to be the first time that 
a difference between homosexual and signal 
anxiety has been concretely demonstrated. 

The decrease in the size of the zones over 
12 weeks in both groups suggests adapta- 
tion to the procedure, but several of the vio- 
lent subjects spoke of the experiment as 
"Doc's treatment" and indicated an im- 
proved sense of well-being and less pre- 
disposition to violence at the end of the ex- 
periment. The experimenter did not con- 
sciously intend to give treatment. 


Despite the decrease in the size of the 
zones, the violent group maintained larger 
zones even at 12 weeks. They maintained 
these larger zones despite the fact that the 
intruder had clearly come to be perceived 
more as friend than foe. This finding sug- 
gests that many repeatedly violent individ- 
uals have a permanent abnormality of body 
image. They behave as if their bodies are 
extended farther into the space around 
them. Thus to intrude on their personal 
Space is to intrude on their bodies. It is un- 
clear whether this is due to a breakdown in 
their perception of their skin barrier, such 
that the sense of "inner" and "outer" 1s 
Poorly delineated, or whether they erect a 
kind of body shell around themselves as à 
Primitive defense against touching. 

Unfortunately, little information was 
available regarding the earlier development 
of the violent subjects. Most spoke as if their 
Sensitivity to closeness had been lifelong, 
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but there was no way of checking how much 
and what kind of constitutional or environ- 
mental factors may have produced their 
large body-buffer zones. Further research 
involving zone measurements on children 
with long-term follow-up will be necessary 
before any reasonable inferences can be 
made regarding such influences. 


The data reported were subject to the 
limitations of the experimental design. The 
samples were small, the sampling and pro- 
cedures were done by the same person (the 
author), and the zone thresholds were meas- 
ured by subjective response only. Unfor- 
tunately, a more rigorous design was not 
possible due to time and personnel limita- 
tions. The data do suggest, however, that 
one might be able to distinguish violent from 
nonviolent individuals by body-buffer zone 
measurements alone. A predictive study us- 
ing larger samples, double-blind technique, 
and some physiological means of measuring 
the response to intrusion on zone threshold 
is now being planned in order to further de- 
fine the correlation between large zones and 
violence. It is possible that large rear zones 
may have more diagnostic value than large 
overall zones. 


Body-buffer zone measurements may also 
be of value in the treatment and prognosis 
of individuals showing a predisposition to 
violent behavior. Periodic zone measure- 
ments might document the effect of psycho- 
tropic medications, need for incarceration, 
and improvement. Such information is ur- 
gently needed by courts, staffs of correc- 
tional institutions, and psychiatrists work- 
ing with violent individuals, who now have 
to make such distinctions on impressionistic 
bases. It is probable that many people could 
be freed or diverted from incarceration if a 
more definitive measure of violent potential 
were available. 

This study emphasizes the view that vio- 
lent behavior may be one sign of a distinct 
psychopathological complex that includes, 
among other factors, a marked disturbance 
in personal space. It is hoped that further 
studies based on this view will help deter- 
mine why only a few individuals behave 
violently, when so many more have been 
subjected to the same life frustrations. 
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All the world's a stage, 

And all the men and women merely players. 

They have their exits and their entrances; 

And one man in his time plays many parts, 

His acts being seven ages. At first the infant, 

Mewling and puking in the nurse's arms. 

And then the whining school-boy, with his satchel 

And shining morning face, creeping like snail 

Unwillingly to school, And then the lover, 

Sighing like furnace, with a woful ballad 

Made to his mistress’ eyebrow. Then a soldier, 

Full of strange oaths, and bearded like the pard; 

Jealous in honour, sudden and quick in quarrel, 

Seeking the buble reputation 

Even in the cannon's mouth. And then the justice, 

In fair round belly with good capon lined, 

With eyes severe and beard of formal cut, 

Full of wise saws and modern instances; 

And so he plays his part. The sixth age shifts 

Into the lean and slipper'd pantaloon, 

With spectacles on nose and pouch on side; 

His youthful hose, well saved, a world too wide 

For his shrunk shank; and his big manly voice, 

Turning again toward childish trebel, pipes 

And whistles in his sound. Last scene of all, 

That ends this strange eventful history, 

Is second childishness, and mere oblivion, 

Sans teeth, sans eyes, sans taste, sans everything, 
—WILLIAM SHAKESPEARE 
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The Revised Diagnostic and Statistical Manual 
of the American Psychiatric Association 


BY BASIL JACKSON, M.D., D.P.M., M.TH. 


One of the outstanding inadequacies of 
DSM-II, according to the author, is the 
lack of specificity in the definition of terms. 
For example, there is no definition of syn- 
drome, symptom, or symptom complex, 
although the first two of these are frequent- 
ly used in the taxonomy itself. The notion 
of "neurosis" as a disease entity per se will 
raise issue with many clinicians as it ap- 
pears to be covertly based on unsubstan- 
tiated psychodynamic assumptions. Also, 
the section on psychiatric disorders of 
childhood leaves much to be desired. He 
attempts to formulate an alternate system 
and to define commonly used terms with a 
greater degree of precision. 


T COULD WELL be said that “of the need 

to make psychiatric classifications there 
is no end.” That man has such a desire and 
perhaps even a “need” has been discussed 
at length by Menninger(1), who details 
various taxonomic systems ranging from as 
far back as 2600 B.C. down to 1952, when 
the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-1)(2) of the Amer- 
ican Psychiatric Association was intro- 
duced; on July 1, 1968, it was replaced by 
the revised nomenclature embodied in 
DSM-IK3) While giving fascinating de- 
tails of the historical evolution of psychi- 
atric taxonomies, Menninger points out 
that a characteristic of this evolution has 
been a definite trend toward simplification 
of the classificatory systems and a gradual 
reduction in the number and types of sub- 
categories. As is well known, Menninger 
feels very strongly about the evils of tax- 
onomic “pigeonholing” of individuals who 
are, after all, unique in their own right, and 
= 
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he points out that if we logically continue 
with the process of taxonomic simplifica- 
tion, the outcome will be a very uncompli- 
cated classification of perhaps four or five 
groups. 

In a recent personal communication on 
the subject of DSM-II, one of America’s 
most prominent psychiatrists declared: 
‘I think we have regressed in basic psy- 
chiatric theory about 50 years. They talk 
like we did when I was a resident. These 
wild animals they are talking about just 
don’t exist. They are what the Chinese call 
paper tigers. You can cut them almost any- 
way you want to. I will bet you, I can find 
the case of a woman who has paranoid de- 
lusions on the left side, and depression on 
the right side, or any other combination of 
symptoms you stipulate, but what the hell 
is this—this naming syndrome?” This is 
the basic issue to which I will attempt to 
address myself in this paper. 

It must be pointed out, however, that 
even when Menninger emphasizes the fal- 
lacies inherent in taxonomy per se, he is 
careful to note that classification does have 
some validity since it is “one of the devices 
bringing order out of chaos both in the 
universe and in our own thinking.” He also 
stresses a fact that is not frequently rec- 
ognized—namely, that the “kinds of classes 
established within the grouping of phenom- 
ena may be unconsciously determined by 
factors quite other than some objective 
facts intrinsic in the data classified, for ex- 
ample, by social traditions or assumptions 
inextricably impressed in the classifier's 
view of the world." i s 

In spite of such possible fallacies and his 
well-enunciated objections, he continues: 
“A new classification can be very fruitful 
_.. if it helps to put old observations in a 
new light and generates new questions for 
research, but no classification can be any 
better than the classifier’s knowledge and 
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understanding of the observations he is 
classifying"(1). One would have to look 
long and far to find more pertinent and 
accurate observations as guidelines within 
which to attempt a critique of any taxonom- 
ic system. 

There is no doubt whatever that, at the 
present time, many clinicians are extreme- 
ly ambivalent about the whole notion of 
psychiatric diagnosis(4, 5). At one end of 
the spectrum there are those who insist 
that an accurate, comprehensive, and satis- 
factory taxonomy is a basic prerequisite for: 
1) selection of treatment method, 2) pre- 
diction of outcome, and 3) research pur- 
poses. 

They feel that the classification and cate- 
gorization of patients is an absolute must 
if we are to look for progress within the 
field. Some workers have felt that the in- 
ability to categorize psychiatric patients 
with any degree of precision has consti- 
tuted one of the greatest stumbling blocks in 
the development of psychiatry in general 
and in progress in psychiatric research in 
particular. As we have seen, Menninger 
stands at one end of the spectrum; with him 
stand Carl Rogers as well as many others. 
If one were to believe that only one treat- 
ment approach is available, as Rogers 
seems to imply, then logically no classifica- 
tion or diagnosis is necessary(4). It would 
be delightful if this were true, but clinical 
experience amply demonstrates its basic 
falsity. 

Psychiatric taxonomy is a notoriously 
difficult enterprise, and it is not at all sur- 
prising that many studies have cast great 
doubt on the usefulness and validity of the 
present systems(6, 7). During the past de- 
cade, for example, there have been numer- 
ous studies that have pointed out that our 
present classificatory systems are charac- 
terized by low reliability and limited prog- 
nostic value, and that they are frequently 
based on numerous feebly related basic as- 
sumptions. 

In this connection, for example, Ziegler 
and Phillips(7) list an extensive bibliog- 
raphy, which roughly can be divided as 
follows: 

1. Twenty authors stress the inadequacy 
of conventional psychiatric diagnosis. 

2. Three authors say that the then current 
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classification, DSM-I, needed further re- 
finement. 

3. Six papers take the position that major 
revision is required. 

4. Three authors plead for an outright 
abolition of all labels. 

Few clinicians will disagree with number 1 
and many would hesitate to go so far as 
number 4; but, at this point, there is little 
basis to hope that what has been called for 
in number 3 has been as yet adequately ac- 
complished. 

The difficulties in this enterprise are well 
illustrated in Foulds' studies of the literature 
of psychiatric and psychological diagnosis 
(8, 9). He reviewed thoroughly the British 
and American literature and found a sur- 
prisingly high incidence of studies in which 
no control groups were used. He expressed 
a very legitimate concern that psychiatry 
was in grave danger of becoming a fetid 
quagmire of anecdotalism based on purely 
suggestive appraisal and without the bene- 
fits of repeatable, reliable, and objective 
tests. Subjective appraisal and evaluation 
are, of course, absolutely necessary, for they 
constitute the matrix out of which ideas 
develop. These ideas, however, then must 


be translated into testable hypotheses if 


they are to become part of a validated body 
of science. 

There are certain difficulties that make 
the construction of an accurate taxonomic 
schema in psychiatry particularly difficult; 
I shall mention a few of these without elab- 
oration. 

1. It is now widely recognized that the ef- 
fects of psychiatric treatment per se often 
change the whole phenomenology of any 
“disease entity,” and this makes precision 
in descriptive diagnosis exceedingly difficult. 
This, of course, is due to the fact that be 
cause of lack of knowledge, most of ouf 
psychiatric diagnoses have to be made on ? 
phenotypical basis rather than the much 
more desirable genotypical basis. When 
we are able to develop objective tests to dis- 
criminate one condition from another, & 
pecially in early stages of the process, W? 
will have surmounted this particular dill 
culty, at least to a large degree. E 

2. A second difficulty is that even within 
the past decade it has become obvious that 
symptom pictures are changing as milieu 
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therapy, open hospital approaches, etc., 
are helping bring about the disappearance 
of the typical clear-cut **back ward" psy- 
chiatric conditions. 

3. The subjective aspect in psychiatric 
diagnosis is perhaps one of the greatest 
problems, It is well known that the more we 
like a patient, the less likely we are to place 
him on the psychotic end of the psychiatric 
spectrum. How valuable and accurate is a 
taxonomic system if I can place a patient in 
either category A or category B simply on 
the basis of my consciously or unconscious- 
ly determined feelings about him? 

I shall but briefly mention some of the 
possible bases upon which a system of tax- 
onomy might be built, keeping in mind that 
any system of classification is a system of 
denoted variables. Ideally, an adequate 
classification would cover every conceivable 
case or condition. It is, however, virtually 
impossible to produce such a taxonomy un- 
less it is based upon a single principle, In 
fact most classifications, including DSM-I 
and DSM-II, utilize several principles si- 
multaneously as, for example: 1) etiology. 
2) course, 3) prognosis, 4) duration in time, 
5) age of the patient, 6) salient symptom or 
symptoms, and 7) postulated psychody- 
namics. 

Such a hodgepodge certainly does not 
make for taxonomic unity, and, as I hope to 
point out, in this diffusion of perspective lie 
some of the greatest faults of DSM-IT. 


Positive Features of DSM-IT 


l. Perhaps the most significant forward 
step in DSM-II is the abolition of the term 
"reaction"(10). This term is basically dis- 
honest since it implies some knowledge that 
clearly we do not as yet possess. It is but 
another example of the frequently used "'pe- 
dantic defense mechanism" by which we 
delude ourselves into thinking we know 
Something about something, simply by giv- 
ing it a label: the fancier the label, the less 
anxious we are about our own ignorance. 
In this connection, when DSM-II states 
that it “reflects new ways of thinking about 
the causes of mental illness,” it is certainly 
Pretentious, for surely the first honest step 
in any system of psychopathology is to ad- 
mit that at the present time we simply do 
not know the causes, but are working on the 
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basis of various systems of theories, postu- 
lations, and suppositions. DSM-II is also 
strangely inconsistent in this regard, for 
while “reaction” is thrown out in the case of 
the major psychiatric syndromes, it is then 
reintroduced in the section on childhood 
psychiatric disorders where, if anything, we 
know less about etiology. 


2. A very definite "significant advance" 
in DSM-II is that it contains greater recog- 
nition of the importance of time changes 
than do the previous official classifications. 
There appears to be more recognition of the 
fluidity of psychological disturbances, and 
it is especially praiseworthy that recogni- 
tion is given to the fact that symptom-free 
intervals do occur in many conditions and 
these can now be noted by indicating that 
the condition is in "remission." Closely 
associated with this positive feature is the 
fact that now a patient can officially be con- 
sidered to be "schizophrenic" without, at 
any moment in time, being thereby auto- 
matically and officially labeled as psychotic. 
The same is even more true for the manic- 
depressive condition in which the patient, 
more often than not, is nonpsychotic, but 
still can be considered to be suffering from 
a cyclical disease process in which “psy- 
chosis” occurs, but only during certain well- 
defined periods in the cycle. The recogni- 
tion that there is “an acute schizophrenic 
episode" (not reaction) is also a much- 
needed step in the right direction because 
it lessens the chance for the eternally at- 
tached and damning label of schizophrenia, 
with its implications of chronicity. 

3. The new nomenclature encourages the 
clinician to diagnose every disorder that is 
present even if one is symptomatic of the 
other. This I feel is an improvement as it 
allows the clinician to “describe” the ac- 
tual process that is occurring ina particular 
patient at a given moment in time. Although 
increasing the complexity of any 
given diagnosis, this may be, we hope, a 
move away from the “pigeonhole” tac- 
tics that result in the freezing of the “as is" 
of the moment, perhaps for eternity, which 
conjures up Keats’ image of the Grecian 
urn and the foster child of silence and slow 
time. It would seem that the phenomeno- 
logically oriented and based system of tax- 
onomy, although not the most desirable, is 
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the most acceptable at the present time. 
More desirable, of course, would be an eti- 
ologically based system, but any attempt to 
present a crystallized taxonomic system 
certainly is premature with today’s knowl- 
edge. Indeed, if an etiologically based tax- 
onomy is desired, we ought to have two 
separate systems: for example, a) psychiat- 
ric disorders of known etiology, and b) psy- 
chiatric disorders of unknown etiology. 
Unfortunately, with today’s knowledge, 
section a) would certainly contain very few 
entries, while section b) would be filled with 
subgroups about which we know nothing 
etiologically or have only nonvalidated no- 
tions and postulates regarding etiology. 

4. The definition or description of per- 
sonality disorder as being characterized by 
deeply-ingrained maladaptive patterns of 
behavior that are perceptibly different in 
quality from psychotic and neurotic symp- 
toms is a progressive step. It does not go far 
enough, however, in that no help is given as 
to what “different in quality" really means, 
or how it may be measured. Many classical 
neuroses, for example agoraphobia, are 
also deeply ingrained, maladaptive, and 
lifelong, or almost lifelong, conditions. 

5. The removal of the two categories 
“personality trait disorder" and "'person- 
ality pattern disorder" is a positive step 
since it has long been obvious that these 
were very nebulous entities and in fact con- 
stituted an artificial dichotomy. Often not 
even the most experienced clinician could 
be sure in which category a patient should 
be “pigeonholed.” It is, however, most 
unfortunate that for most countries, the 
very useful designation, ‘“‘passive-aggressive 
personality disorder," has been abolished, 
since clinical experience has shown this to 
be one of the most useful and frequently 
needed clinical labels if one has to be pro- 
vided. The inclusion of “explosive person- 
ality" is, in my opinion, a valuable addition, 
but that of “asthenic personality" as an of- 
ficial category is rather questionable on 
both etymological and phenomenological 
grounds. 

6. DSM-II is more accurate in the rec- 
ognition of sexual deviation as "symptoms 
or symptom complexes" rather than dis- 
ease entities per se. Curiously, however, voy- 

eurism, sadism, and masochism, one might 
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believe from the classification, are confined 
to the United States. The use of "drug de- 
pendence” rather than "drug addiction” as 
a category is excellent since many of the 
more severe problems that we see in this 
area today (for example, the use of tetra- 
hydrocannabinol) are not, accurately speak- 
ing, addicting but are habituating or de- 
pendency-producing. DSM-II wisely rec- 
ognizes the difference. 

7. DSM-II contains an excellent differ- 
ential scheme for the diagnosis of mental 
retardation. Mercifully, the term “mental 
deficiency" has not been used. However, in 
view of the very small proportion of psychi- 
atric pathology that comes under the rubric 
of “mental retardation," I fail to see the 
need to put mental retardation at the begin- 
ning of the classification system. 

8. When it is recognized that there can 
be no adequate taxonomy without explicit 
enunciation of the reason for the existence 
of the classification, it is clear that there Is 
great value in the looser, less precise con- 
cept of pathology implied in Section X. The 
purpose of such categories is obviously for 
legal and administrative purposes, etc., and 
when such a purpose is clearly recognized, 
this section of the classification obviously 
has merit. The specific purpose for which 
any classificatory system was formulated 
should be clearly stated, since a taxonomy 
developed for one purpose clearly may be 
quite unsuitable for another. In this com 
nection, it may well be that what is neede 
is not a more adequate classification, but 
rather classifications, because what may 
serve adequately for one purpose (e.g 
clinical) may prove to be completely inade- 
quate for another (e.g., administrative). For 
example, the complete inadequacy of bot 
DSM-I and DSM-II as a basis for cros* 
reference and sorting of filmed psychiatrie 
interviews is pointed out by Moore(ll) 
who states, “Two factors complicate this 
task in our particular situation . . . one P 
that we are dealing with the language ° 
psychiatry which is notoriously ‘soft’ an 
ambiguous; it has been our experience tha 
no two psychiatrists agree completely ‘gt 
even partly on definitions or descripti 
terms.” 
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Negative Features of DSM-IT 


1. The producers of DSM-II deny that 
the new nomenclature is a return to a Krae- 
pelinian way of thinking, or at least they 
have no wish for it to be such. But that this 
is what has actually occurred is evidenced 
by the fact that the clinician continues to 
be forced, and perhaps forced even more 
strongly than in DSM-I, to “label” some 
disorder that could be better described 
phenomenologically. As far as its Kraepe- 
linian status is concerned, DSM-II in many 
respects is a progressive step in a backward 
direction or a higher degree of educated re- 
gression. It is clear that DSM-II falls prey 
to many of the dangers of the "labeling 
syndrome." In this connection, it should be 
pointed out that very often labeling pre- 
vents communication of ideas rather than 
facilitating it, as DSM-II would like to have 
us believe. In addition, labeling can hinder 
detailed analyses of what goes on in a pa- 
tient by virtue of the high degree of codifi- 
cation that is required. 

2. One of the outstanding inadequacies 
of DSM-II is the lack of specificity in the 
definition of terms(10). For example, there 
is no definition of syndrome, symptom, or 
symptom complex, and the first two of these 
terms are frequently used in the taxonomy 
itself. It is particularly unfortunate that 
"neurosis" is not defined or differentiated 
from a "symptom complex" but is con- 
sidered as a “disease entity," while in an- 
other section of the taxonomy it could be 
logically included under the section entitled 
"Special Symptoms." The notion of “neu- 
rosis” as a disease entity per se will raise 
issue with many clinicians as it appears to 
be covertly based on unevidenced psycho- 
dynamic assumptions. 

3. It is disappointing and surprising that 
only approximately 0.6 percent of all psy- 
Chiatrists in the United States were con- 
sulted or circularized with reference to the 
Production of DSM-II. One is left wonder- 
ing how these psychiatrists were chosen and 
what biases may have influenced their 
choice, 


4. One of the most negative and previ- 
ously reported aspects of DSM-II is that 
it keeps jumping from phenomenology to 
etiology to course and prognosis as a basis 
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of taxonomy(12). This, at one point, reaches 
the almost ludicrous position of using "'re- 
sponse to treatment" as a basis for classi- 
fication. 


5. Another negative feature in DSM-II is 
that questionable assumptions are disguised 
by pretentious “gobbledygook” or *baffle- 
gab," e.g., "displacement of symbolic rep- 
resentation in conversion reactions." On 
the other hand, sometimes assumptions 
made overtly are not as adequately sup- 
ported as they should be. For example, on 
page 14 the statement “The range of intelli- 
gence subsumed under each classification 
corresponds to one standard deviation, 
making the heuristic assumption that intelli- 
gence is normally distributed," presupposes 
a connection between the standard devia- 
tion as such and the normal distribution, 
which need not be true. 

6. The definition of psychosis leaves 
much to be desired. DSM-II states that “pa- 
tients are described as psychotic when their 
mental functioning is sufficiently impaired 
to interfere grossly with their capacity to 
meet the ordinary demands of life." Could 
this not, with accuracy, apply to certain se- 
vere characterological conditions in which 
the individuals are not able to meet the ordi- 
nary demands of life? All of us know basi- 
cally psychotic individuals who continue, at 
great cost perhaps, to meet the ordinary de- 
mands of life and nonpsychotic individuals 
who fail utterly to measure up to this cri- 
terion. 

7. Another negative aspect is the fact 
that the very nebulous distinction between 
simple schizophrenia and schizoid person- 
ality remains. Interestingly enough, simple 
schizophrenia is within the taxonomic struc- 
ture considered to be psychotic (unless a 
qualifying phrase is added); this certainly is 
not in agreement with clinical observation. 
Simple schizophrenia is described as “less 
dramatically psychotic than the other schizo- 
phrenias” and is contrasted with schizoid 
personality, in which there is little or no 
progression of the disorder. Clinical experi- 
ence would certainly tend to cast doubt on 
these observations because of the extreme 
difficulty in differentiating one of these 
nominal disorders from any of two or three 
others—e.g., simple schizophrenia from se- 
vere schizoid personality disorder. The rec- 
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ognition of a latent schizophrenic condition 
has some positive aspects even though it in- 
cludes the hodgepodge of incipient prepsy- 
chotic, pseudoneurotic, pseudopsychopath- 
ic, and borderline conditions. The word “‘la- 
tent" does not, however, seem to be the best 
choice of terms, and "prepsychotic" or 
“potentially psychotic" might be more ac- 
curate. None of the terms indicated, how- 
ever, is completely fitting, as proven by the 
multiplicity of alternative suggestions. In ad- 
dition, the close affiliation and association 
between “obsessive” and “compulsive” 
neuroses and the schizophrenias do not ap- 
pear to be taken into account in the classifi- 
cation. 


8. Many clinicians would question the 
wisdom and accuracy of giving separate en- 
tity status to the paranoid states, feeling that 
these are but variants of the genus schizo- 
phrenia. Similarly, many will question the 
wisdom of (in effect) giving some official 
sanction and therefore official recognition 
to the disease entity of “post-partum psy- 
chosis." This is certainly of dubious value. 
An attempt has been made to lessen the offi- 
cial aspect by the added note that states 
"Almost any type of psychosis may occur 
during pregnancy and the post-partum pe- 
riod, and should be specifically diagnosed." 
This does not, however, undo the official 
sanction of the existence of an entity that 
most clinicans recognize as schizophrenic, 
manic depressive, or of some other reason- 
ably well-defined nature. 


9. Many will be disappointed that there: 


is complete failure to take into considera- 
tion the notion of neurosis as a symptom 
complex. It is hard to imagine why this has 
not been done since some of the most severe 
neurotic symptoms are seen in psychotics of 
all types—e.g., severe phobias in the psy- 
chotic schizophrenic patient. There appears 
to have been very definite, albeit passive, ac- 
ceptance of the neurosis-psychosis continu- 
um that, although widely taught, is com- 
pletely without supporting research data. 
Similarly, the inclusion of “neurasthenia” 
as a separate entity appears to be of doubt- 
ful value. The diagnosis of this condition has 
to be made on the basis of exclusion—that 
is, it is more genuinely distressing than hys- 
teria, it has less secondary gain than hyste- 
ria, the nature of the predominant com- 
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plaint separates it from anxiety neuroses 
and psychophysiological disorders, and the 
moderateness of the depression and chron- 
icity of its course separate it from depressive 
neuroses. 

10. It is particularly unfortunate that 
DSM-II gives official sanction to the idea 
that there are numerous types of depression 
that are by implication different in nature. 
That such an idea is often challenged is 
widely recognized, and recent research, for 
example, even casts doubt on the bipolarity 
of the widely accepted reactive versus endog- 
enous dichotomy(13). In addition, there 
are very definite and questionable psycho- 
dynamic assumptions made with regard to 
the depressive neuroses, which are stated to 
be disorders “manifested by an excessive re- 
action of depression due to an internal con- 
flict or to an identifiable event . . .’—a two- 
edged and enigmatic designation. 

1l. The psychophysiological disorders 
are stated to be physical disorders of pre- 
sumably psychogenic origin. If this is what 
is meant, is not the cart before the horse in 
the classification? Should not the disorder 
be listed as, for example, skin disorder (pre- 
sumably psychophysiologic in nature)? 

12. Why should we continue to use the 
terms "acute" and "chronic" with reference 
to the organic brain syndromes when time 
is not the element in view? Would it not be 
simpler and wiser to state what is meant 
namely, reversible and irreversible? This I5 
particularly confusing when in another Se 
tion of the classification, "acute" obviously 
refers to time. 

In Section II, Number 290, if senile d 
mentia is not to be based on the patient? 
age, why call it “senile?” Or if the term se 
nile (pertaining to an old person) is retaine^ 
what are the age limits that define "old"? 

13. In the subclassification of mental I^ 
tardation, all the categories should have 
been listed simply as "associated Wit 
Some subcategories are listed as “fol 
ing” or “with,” which can have implication 
of an etiologic nature; although this is Q7 
possibly correct, it has not yet been ker 
dated. In this connection, one might # 
that categories 1:310-7, that is, mental i 
tardation “following major psychiatric ie 
order," from the clinical point of views a 
pears to be an enigma that smells ? 
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“wastebasket category” for earlier diagnos- 
tic blunders. 

14. In many ways, Section VII—Special 
Symptoms—is excellent, accurate, and use- 
ful. However, in view of the implicit psycho- 
dynamic assumptions made elsewhere, one 
must ask why some of these are recognized 
as symptoms (which I think they should be), 
and why the same or a similar status is not 
accorded to neuroses. Is this taxonomic 
consistency? 

In my opinion, the two principal areas of 
dissatisfaction with the present taxonomy 
are: 1) the section on psychiatric disorders 
in childhood, and 2) the complete lack of 

any consistent definition of terms, without 
which any taxonomy is relatively valueless. 
I shall attempt to discuss both these areas 
briefly and to propose guidelines for further 
thought; I hope to elaborate these in further 
papers. 


Psychiatric Disorders in Childhood 


The unfortunate use of the term “reac- 
tion” in the section on child psychiatry has 
already been noted and mention made of 

the fact that, if anything, we know less about 
specific etiology in this area than we do in 
the case of adult disorders. 

In my opinion, the term "childhood psy- 
choses” is a much more desirable term than 
“childhood schizophrenia” since there is no 
definite evidence that a psychosis in child- 
hood will necessarily eventuate in adult 
schizophrenia, or, for that matter, that it re- 
sembles adult schizophrenia phenomenolog- 
ically. It may well be that the childhood 

! psychoses are but polar extremes of some of 
the milder behavioral disorders of child- 
hood, which may represent diminished 
forms or formes frustes of the more severe 
Conditions seen at the psychotic end of the 
Spectrum. Thus, a suggested classification 
Might be as follows; this will indicate on a 
Continuum one extreme, the other extreme 
of which is made up of the cognate nonpsy- 
chotic personality disorders of childhood: 


I. Psychotic Disor- II. Cognate Non- 
ders of Childhood Psychotic Per- 
Infantile: sonality Disor- 
à. Early infantile ders , 

autism a. Withdrawing 
Post-infantile disorder 
(Pre-pubertal): b. Overanxious 
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disorder 
c. Unsocialized 
aggressive dis- 


b. Pseudoneurotic 
psychosis 
c. Pseudopsycho- 


pathic psycho- order. 
sis d. Hyperkinetic 
d. Psychomotoric disorder 
psychosis 
The  unsocialized aggressive disorder 


might more accurately be described as 
“socially disruptive aggression" with sub- 
divisions of: 

1) Unsocialized aggression, and 

2) Dyssocialized aggression 


III. Special Symptom Complexes in 

Children: 

The special symptom complexes in 
childhood generally correspond to the 
neuroses found in adults (which, in effect, 
are also probably symptom complexes). 
This section would include ‘runaway reac- 
tions,” plus most of those conditions al- 
ready included as special symptoms. 

In this fashion, the two distinct areas of 
taxonomic classification, namely, child 
and adult psychiatry, would be organized 
along analogous yet autonomous classifi- 
catory lines. In both areas we would have 
a schema of basic psychotic disorders, a 
group of cognate nonpsychotic personal- 
ity disorders, and a third group of symp- 
tom complexes that may be independent 
or linked to the other two. This might be 
a beginning step toward the elegance and 
esthetic quality that characterize all great 
systems of classification, such as the peri- 
odic table in chemistry, the organization 
of phyla in zoology, and the Linnaean 
system of botanical taxonomy. Labeling 
for the sake of labeling is a most undesir- 


able end in itself. 


A Postscript on the Definition of Terms 


As previously intimated, in order to facil- 
itate the development of an adequate and 
accurate taxonomy, there must be a high de- 
gree of precision and specificity in the defi- 
nition of the terms used. The following pro- 

osals are offered because, even within 
DSM-II, these terms are used with varying 
meanings. It is not felt that these proposals 
constitute any final answers, but they may 


be a step in a positive direction. 
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Symptom 

a. Psychiatric symptoms are indicants of 
some kind of disorder, and they have sub- 
jective and objective aspects. 

b. A symptom is a subjective or objective 
indicator of some kind of psychological dis- 
order. 

c. Subjective symptoms are states of dys- 
phoria, Objective indicators, whether ver- 
bal, physiologic, etc., cannot be denomi- 
nated as psychopathological unless the 
social context is taken into consideration. 
Thus, screaming, sweating, or tachycardia 
may or may not be a psychopathologic 
symptom depending upon its social and 
physical appropriateness. 

Symptom Complex 

a. Symptoms and symptom complexes 
are at present the basis for most classifica- 
tions of psychiatric disorder. This, however, 
is unsatisfactory because an outstanding 
symptom complex, such as, for example, 
conversion, may be seen in such a condition 
as paranoid schizophrenia. There are a few 
specific syndromes, but in these also the eti- 
ology and unitary nature of the underlying 
problem are presumed rather than demon- 

strated. For example, the particular combi- 
nation of paranoid projection and primary 
thought disturbance is seen only in para- 
noid schizophrenia. 

b. A symptom complex, however, can be 
considered as follows; 1) Here is a group of 
two or more symptoms, 2) which tend to go 
together in a sizeable number of cases, but 
3) this does not necessarily point to a single 
underlying disease process, nor does the 
symptom complex imply a similar etiology. 
Syndrome 

The term “syndrome” implies an identifi- 
able underlying disease process and a know- 
able etiology. 

Disease Entity 


The term “disease entity" implies that at 
least there is agreement upon specific etiol- 
ogy, a specific pathology (that may be stated 
in psychological terms), a specific natural 
course of the disease, etc. 

Defense Mechanisms 


A defense mechanism is an endopsychic 
maneuver. It is a way of cognizing and feel- 
ing about something that threatens self- 
esteem. Defense mechanisms are to be dis- 
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tinguished from “coping,” which is based 
not on distortion but on the registration of 
what actually does exist. Coping is a means 
of meeting a threat to the self realistically, | 
but not necessarily effectively. Another kind | 
of maneuver, which unfortunately has not 
generally been ‘distinguished adequately 
from coping, is the “defense mechanism,” 
which would more appropriately be called 
defensiveness or defensive magic. This is a 
different kind of process in which the effect 
is to distort the external environment or in- 
ternal fact that constitutes the threat. This 
use is, in my view, intrinsically psychopath- 
ological but not necessarily very pathologi- 
cal. It is a question of degree. This kind of & 
"defensive magic" is, moreover, intrinsi- 
cally a self-contradictory stance because it 
is a method of nullifying the existence of 
something that would not require nullifica- — 
tion if it did not exist. It is a way of making 
“not to be" that which “‘is.”” 

Some of these magical defense maneuvers 
are present to a greater extent in some types 
of symptoms and symptom complexes than 
others—e.g., displacement is found in the 
phobias; projection is prominent in para- 
noid thinking; undoing in compulsive ritu- 
als; and repression in the hysterias. In my 
opinion, however, symptoms that are class 
cally identified as neurotic involve some 
thing more than defensive magical maneu- 
vers. Conversion, for example, appears t0 
involve something like Jaspers’ “hysterical 
gift"—that is, the ability of being able t0 
transfer psychic dysphoria into physical 
dysfunction. Similarly, compulsion appear 
to include not only undoing but some belie 
in the value of ritual per se. 


u 


Conclusion 


I began this discussion by making the p 
vious observation that "of the making ¢, 
psychiatric taxonomies, there is no &M 
and I have examined just a few of the KU 
plexities involved. As a product of kc 
deliberations, are there any suggestion 
proposals that might prove to be of value: 
Asa first step, I suggest the following: , i 

1. There is a definite need for precision 
definition. m 

2. The essential difference in psyche od | 
disorders of childhood should be recog" 
in the formulation of any taxonomy- 
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3. Since we make diagnoses in multidi- 
mensional terms, perhaps this should be our 
aim rather than the single “pigeonhole.” 

4. Until we have more knowledge of spe- 
cific etiology, etc., perhaps we should admit 
our ignorance and give phenomenology di- 
agnostic primacy with other factors occupy- 
ing a secondary position. 

5. The purposes of any taxonomy have 
been stressed; perhaps we need to develop 
different classifications for clinical, research, 
administrative, etc., purposes. 

The task is admittedly difficult and will 
not be solved overnight. Perhaps we should 
recall the man who was complaining to a 
friend about the frailties of the fair sex. “All 
the same," replied his friend, “women are 
the best thing we have in that line.” 
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The Training and Utilization of the Mental Health 
Paraprofessional Within the Military: 
The Social Work/Psychology Specialist 


BY MAJ. KENNETH J. NOLAN, MSC, USA, AND 
COL. EDWIN T. COOKE, MC, USA 


One attempt to resolve the military's man- 
power shortages in the mental health field 
has been increased use of the paraprofes- 
sional specialist. The authors describe the 
Army's ten-week program of paraprofes- 
sional training for enlisted soldiers and the 
activities of the paraprofessional specialist 
in various military practice settings. They 
feel this experience with the paraprofessional 
in the broad areas of mental health may be 
relevant to the problems of utilization and 
training in a number of civilian areas. 
MÈ OF THE FACTORS currently re- 

sponsible for shaping the delivery of 
mental health care services were dramat- 
ically evident to the military in the early 
days of World War II. Then as now the 
reaction to these urgent demands was to 
look to the paraprofessional as a partial 
solution to both the multiple pressures for 
solutions and the varied opportunities for 
service. It was out of necessity, not intuition 
or vision, that the military role of the para- 
professional was created. 

For more than 25 years paraprofession- 
als have been an established part of the 
mental health team, assisting in relieving 
manpower shortages, optimizing the func- 
tion of professionals, adding new compe- 
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tencies and directions, and providing 
stimulation as well as added resources for 
the military. This experience in the utiliza- 
tion of the paraprofessional and in his 
training for employment in the broad areas 
of mental health may be relevant to the 
problems of utilization and training in a 
number of civilian areas. 


Utilization of the Paraprofessional 


Almost 800 social work/psychology 
specialists are assigned throughout the 
Army's worldwide facilities where they 
provide direct assistance to psychologists 
and social workers. In Viet Nam nearly 
100 specialists are assigned to field medical 
and support units, where they provide an 
immediate response to the needs of tht 
soldier with emotional problems that he 
can no longer handle. They are a resource 
for commanders and medical officers who 
are confronted with decisions to be made 
concerning mental health. The presence 0 
social work/psychology specialists in such 
numbers within the Army is one measure 
of their usefulness and acceptance. 

Both the operational base and the func 
tion of this paraprofessional vary widely: 
In the inpatient section of a psychiatric 
service of a large hospital, he may be the 
major source of information about the 
patient's family and act as the coordinator 
between the patient, his family, and th? 
professional staff. He may also act as the 
principal agent in emotional problem sol 
ing and assist in rehabilitation in othe! 
hospital areas such as the orthopedic service. 
He may have an important role in rehab! 
itation and provide substantial material fe 
evaluation in a military stockade or dist! 
plinary barracks. 

The paraprofessional may provide 
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tailed historical and background material 
to aid in differential diagnosis in an out- 
patient clinic or as a necessary component 
prior to psychological testing. The admin- 
istration and scoring of psychological tests 
may occupy his day in a child guidance 
clinic, or he may provide a wide range of 
biomedical statistics in a research setting. 
He may act as a consultant or liaison agent 
from the Mental Hygiene Consultation 
Service to a military unit. He may actively 
seek collateral information from a company 
commander, the military police, the chap- 
lain, or a group of the patient’s peers. 

In the field setting, as well as in others, 
the paraprofessional’s primary value may 
be in reflecting attitudes and evaluating 
group behavior or structure rather than 
focusing on individual pathology. In any 
of the settings that provide him with an 
operational base, his role may include treat- 
ment such as counseling, supportive therapy, 
or assisting in group therapy. He may active- 
ly seek out, for those with situational prob- 
lems, several kinds of assistance such as 
financial relief, medical services, specialized 
welfare facilities, and personal as well as 
administrative help both within the military 
structure and the civilian community. In- 
deed, such activities would take up most of 
his time if he were assigned to an Army 
Community Service Agency. 

Not all of the paraprofessional's utiliza- 
tion is by mental health professionals. In 
the combat division, in some dispensary 
services, and in the emergency room, the 
specialist provides primary assistance to 
general medical officers in managing emo- 
tional problems. In addition to providing 
these physicians with historical material, 
detailed information about the presenting 
problems, and suggestions for resources to 
aid in their solution, the specialist may act 
much like an aidman in providing the first 
line of psychological first aid. 

From this rapid survey of the areas of 
utilization and function it can be seen that 
the social work/psychology specialist is 
a hybrid of Reiff and Riessman's "indig- 
enous” and “ubiquitous” nonprofession- 
al(1). He is indigenous in the sense that he 
is recruited from the enlisted ranks, and 
most of his efforts are directed to activity 
On behalf of other enlisted soldiers. He is 
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part óf the enlisted subculture, understands 
its life style, and has access to information 
about and insights concerning enlisted life 
that are not otherwise readily available to 
the professional officer. 

He functions as an expediter (a common 
function of the indigenous worker) between 
the soldier in need of assistance and those 
resources within the Army community 
(legal, administrative, social, medical, and 
religious) that can be brought to bear to help 
the soldier. Although lacking professional 
status, the social work/psychology special- 
ist may be considered "ubiquitous" ín the 
sense that his values and social concerns, 
attitudes, ambitions, and educational and 
other goals resemble those of the profes- 
sional officers whom he assists. 

For the specialist who wishes to consider 
the military service as a career, there exists 
a "career ladder," as has been encouraged 
by the new careers program(2). His career 
pattern includes two skill levels, special 
proficiency pay, and opportunities for pro- 
motion and increased responsibilities. 


Training 


The initial training of the social work/ 
psychology specialist is done at the U. S. 
Army Medical Field Service School at 
Fort Sam Houston, Tex. Prior to their 
voluntary entry into this training, the can- 
didates have completed at least basic train- 
ing and two weeks of medical training. The 
course is ten weeks in length and is given 
five times a year, with an approximate an- 
nual input of 250 students. The course is 
compact. The 360 academic hours given in 
ten weeks equal more than a university se- 
mester. In fact, the program is accredited 
by Baylor University, Waco, Tex., for 12 
undergraduate semester hours. 

The training program is standardized and 
highly structured. This standardization of 
training derives from a uniform job descrip- 
tion. Performance expectations common to 
the total range of assignment possibilities 
are specified. Emphasis is placed upon the 
beginning or entry-level nature of skill devel- 
opment. It is stressed that the new specialist 
must receive systematic supervision specific 
to his job. if 

The educational level of new trainees may 
fluctuate, depending on military manpower 
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resources. In recent years, 50 percent of in- 
coming students have had college degrees, 
and more than 80 percent have had at least 
some college experience. 

Several prerequisites must be met to qual- 
ify for enrollment. Each prospective student 
must have attained a score equivalent to an 
IQ of 100. A majority of recent students had 
scores of 125 or higher. A candidate for the 
course must possess the ability to express 
himself adequately, both orally and in writ- 
ing. Every aspect of the student's future 
functioning as a specialist will require pro- 
ficiency in communication. The verbal scale 
of the classification tests the student takes 
upon entrance into the Army is a good mea- 
sure in this area. A written exercise and ob- 
servation of verbal skills are included in the 
initial screening. 

The screening also includes interviews 
by two member teams and psychological 
testing. While various psychological tests 
fail to identify successful graduates or even 
superior achievement, they are helpful in 
detecting gross pathology. The interviews 
and the testing also act as examples of the 
trainees' future duties and give them a sam- 
pling of the patient's point of view. 

The adequacy and acceptability of the 
student's motivation are also a part of the 
initial assessment. A careful explanation of 
the course material and a conference in 
which the duties of the specialist are dis- 
cussed by two experienced social work/ 
psychology specialists further aid in deter- 
mining the prospective student's motivation 
and makeup. 


Course Objectives 


The course is structured to achieve the 
following four instructional objectives: 
1) ability to conduct a disciplined, purpose- 
ful interview; 2) ability to administer and 
score selected psychological tests (which 
include the Wechsler Adult Intelligence 
Scale, Wechsler Memory Scale, the Bender 
Visual-Motor Gestalt Test, and the Minne- 
sota Multiphasic Personality Inventory); 
3) ability to obtain historical, situational, 
and observational material necessary to 
assist the social work and clinical psychol- 
ogy officer; and 4) ability to report pertinent 
findings, both verbally and in writing. 

It is important to recognize that course 
objectives are stated specifically in terms of 
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the abilities and desired behaviors that are 
to be achieved by the student. Prior to grad. 
uation the student must demonstrate, 
through a series of practical exercise situa- 
tions that closely replicate on-the-job con- 
ditions, that he can in fact perform. It is 
this requirement to perform—to demon- 
strate acquired skills—that distinguishes 
between training and educational functions, 
The bulk of the course, almost 250 hours, 
is devoted to training. The remaining 100 
plus hours are educational and comprise a 
knowledge base that the student will use to 
support the exercise of the skills he has 
acquired. | 

The training program itself acts as a 
screening device. It is recognized that the 
ten-week course, with its multiple demands 
for performance, is a source of significant 
stress through which each student must | 
navigate. Throughout this time the student 
is being observed by both the course faculty | 
and his military superiors, and judgments 
are reached about his overall suitability 2$ 
a potential specialist. During the course t 
student lives in the barracks with his class | 
mates. He must learn to reconcile his strictly 
military duties with his responsibilities mM 
the course, as he will have to reconcile mit 
itary and job responsibilities after gr 
uation, He learns through experience t 
identify many of the conflicts that he Wi 
encounter again in his client contacts. His 
experiences as part of a group, living in the 
barracks, serve as examples when problems 
are discussed in the classroom. 


Course Sequence 


The training program may be viewed a5 
consisting of five segments that sequentia y 
overlap. Initially the student is introduom 
to the broad fields of practice in which 
is to function. Moving from the genet 
to the specific, he begins to learn the m 
guage and culture of the profession 
Next, he is provided with a knowledge be 
concerning human behavior that 1S bro 
enough to give him an appreciation of i 
information necessary for him to functie 
but that is also narrow enough tO D 
confusion, apparent contradiction, Ol ‘ill 
necessary speculation, From here E. 
development begins in logical sequen 
assuring that learning and doing arè E 
grated in a purposeful fashion. In the 
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phase, the. actual functions are taught in a 
realistic setting, and the student is provided 
with additional knowledge and practice to 
round out his development. 

The first segment of the course is devoted 
to an initial orientation to the matrix of the 
student’s area of function. He learns of pro- 
fessional ethics and its obligations and priv- 
ileges, of the organization and scope of 
medicine within the military structure, of 
the scope and function of social work and 
psychology, and finally of his role in the 
settings to which he will be assigned. 

The second segment is aimed at providing 
the student with a basis for appreciating and 
assessing human behavior. The multiple 
factors influencing human behavior from 
an etiological, developmental, motivational, 
and social point of view lead to considera- 
tion of groups and social systems. From 
there the student goes on to learn more of 
the nature of stress and support of indi- 
viduals, groups, and social processes in 
the military structure. 

From the academic to the experiential, 
the student’s own perceptions are explored 
as a meaningful model for what he is learn- 
ing. This is followed by acquisition of a 
keener appreciation of attitudes, person- 
ality, and group behavior through sensitivity 
training. Finally, a transition from normal 
to abnormal is made using a stress-anxiety 
model. While clinical syndromes are taught, 
the primary emphasis is upon the current 
and historical findings as observed by the 
nonprofessional, The major emphasis is 
upon the more frequent phenomena found 
in transient personality disorders. Mal- 
adaptive and noneffective behavior are 
emphasized more than symptoms. Strengths 
are considered as well as weaknesses. 

In the third phase the student is ac- 
quainted with the broad spectrum of treat- 
ment and treatment philosophies with 
particular emphasis upon the forms he is 
most likely to use. This latter consideration 
blends into problems of consultation and 
à detailed exploration of the most common 
kinds of presenting problems he is likely to 
encounter. Training in the use of environ- 
mental support and community resources 
1$ based upon a realistic resolution of typ- 


. ical situations. 
The concern of the next phase 1s the 
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development of techniques and skills. 
Progressive training in the techniques of 
behavioral observation leads to detailed 
consideration of interviewing techniques 
and a series of increasingly challenging 
exercises. Recording techniques and the 
collection of collateral data progress with 
the interviewing and with exercises in psy- 
chological testing. The testing is conducted 
on a practice basis with repeated exposure 
in small, closely supervised groups using 
realistic situations. 

Finally, the student is provided with a 
rudimentary knowledge of operational re- 
search in the area of mental health and a 
familiarity with the basic statistical tools 
he will use. As the latter three phases pro- 
gress, the material is integrated and illus- 
trated by a series of case conferences in 
which the student actively and purposefully 
participates. 

The last phase is devoted to knowledge 
and resources essential to the student's 
function but tangential to mental health. 
He learns of his administrative responsi- 
bilities, the flow of reports, and the han- 
dling of records. The administrative regu- 
lations, personnel procedures and actions, 
medical programs, and the legal system and 
procedures are taught as they apply to his 
expected responsibilities and area of func- 
tion. 

Throughout the course is woven à series 
of group discussions conducted by senior 
specialists to consolidate and clarify the 
material previously presented and to relate 
it in a realistic way to their role. This com- 
munication is conducted at another level 
with carefully programmed individual 
counseling sessions, in group discussions 
with the class leaders, and finally in sessions 
aimed at permissively seeking from the 
students their feelings about the course. 

A multidimensional system of controls 
and evaluations starts even before the first 
class hour and ends upon graduation. The 
student's academic efficiency, progress in 
skill development, attitudes and behavior 
in interpersonal and group situations, 
judgment, leadership, and stability are all 
elements that are assessed in several dimen- 
sions. The basic criterion, however, derived 
from these evaluations and from frankly 
subjective judgments, is confidence. If there 
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is doubt about the student’s ability to func- 
tion, the patient is given the benefit of the 
doubt and the student is released from the 
course. 


Observations 


The following observations, based on 
the authors’ experiences in the training and 
utilization of social work/psychology spe- 
cialists, may prove of interest and assistance 
to those concerned with training para- 
professionals. 

The training necessary to prepare the 
paraprofessional is internalized to some 
degree. While this results in profitable in- 
sight and a degree of change, it is also beset 
with hazards that may come to have clin- 
ical significance, such as anxiety. Riessman 
has noted, “The newness of the programs, 
the vagueness of many of the goals, and the 
fact that the tasks for nonprofessionals are 
only beginning to be defined contribute to 
the total atmosphere of amorphousness 
and produce confusion and anxiety (3). 

Anxiety must be expected in a training 
program, and sometimes it becomes intense 
in both the staff and students. It should 
neither be ignored nor minimized. Con- 
sciously handled, this anxiety can be directed 
toward profitable goals and can provide 
both motivation and a greater depth of 
understanding. Our experience is that it can 
create, for both the individual and the group, 
à realistic appreciation of the dynamics they 
will meet in their patients. 

Role ambiguity and competition for status 
are problems confronting the paraprofes- 
sional that require continued attention. 
Clear lines of authority, definite boundaries 
of job description, and the traditions of 
utilization lessen the seriousness of these 
problems in the military. It should also be 
immediately recognized that the Striving 
for increased responsibility and competence, 
manifest as a direct rivalry with the profes- 
sional, has positive merit. 

However, it is also equally a problem for 
the professional. There are unhealthy and 
unproductive attitudes prevalent in some 
professionals that seem to say to the para- 
professional, “You are a junior psychia- 
trist, a psychologist, or social worker," 
thus tacitly condoning the competitive 
drive. On the other hand, the professional 
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may relegate the nonprofessional to a rou- 
tine "nit-picking" administrative function 
just above the status level of janitor. 

To the extent that it is possible, experi- 
enced paraprofessionals should be involved 
in the training program. They can assist 
the professional trainer and help to guard 
against the tendency of some professionals 
to pass on information based on their own 
training interests instead of meeting the 
unique and specific needs of the paraprofes- 
sional. The paraprofessional faculty mem- 
ber importantly serves as an excellent source 
of identification for the trainee. Every means 
of establishing a separate identity for our 
specialists is explored. We attempt to pro- 
vide peer models rather than professional 
ones. We consciously provide material that 
is based upon the trainees’ need and is rel- 
evant to their function. ! 

It seems feasible to equip participants in 
training programs with viable skills prior to 
their entrance into the marketplace of prac- 
tice. There are potential ethical conflicts and 
learning drawbacks in on-the-job training 
situations. For example, an interview with 
a troubled client hardly seems an appro- 
priate or legitimate vehicle for determining 
if a trainee possesses the ability to relate t0 
clients in a positive manner. Also, unless 
the instructor can physically witness the 
trainee’s performance, he cannot be certain 
that skill development has actually occurred. 
The trainee is similarly at a loss to know 
how he is progressing because he does not 
get meaningful feedback. : 

Within the context of role playing as It 
occurs in the Social Work/Psychology 
Procedures Course, however, the instructor 
facilitates skill development. He can. for 
example, interrupt a practice interviewing 
Situation and comment on the students 
performance. Similarly, he can stop the 
video replay of a student's psychological 
testing session or interview, and having 
commented on the student’s faulty tech- 
nique, he can permit the student to go °” 
and perfect his techniques. 

The authors recognize that, as Reissman 
has noted, "It has become axiomatic that 
most of the training of the nonprofessiona 
will take place on the job itsel'(3. pp- 10 
106). We believe, however, that usefulness 
on the job can be expedited if skills require 
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on the job can be identified and taught in 
advance of job placement. Feedback from 
questionnaires returned by graduates of 
the Social Work/Psychology Procedures 
Course after a minimum of 30 days on the 
job indicates that specialists quickly and 
confidently transpose their course-acquired 
skills to the job situation. 

On occasion, as trainers, we have ex- 
pressed concern that specialists who have 
been taught only basic skills are asked to 
assume duties that require additional train- 
ing, perhaps of a fully professional nature. 
Some are involved in group therapy or 
treatment activities and have been expected 
to assume responsibilities that exceed their 
competence. New specialists see more ex- 
perienced specialists engaged in such activ- 
ity and express concern that perhaps they 
ought to have been trained to possess a 
higher degree of competence, Although as 
trainers we do not control the utilization 
of the graduate specialist, we are making an 


The smallest actual good is better than the most maj 


bilities. 
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effort to brief new professional officers on 
the capabilities and limitations of the social 
work /psychology specialist, 

There are decided advantages in having a 
full-time training faculty, even if it is small. 
Attempts to provide more than a token in- 
volvement of personnel from post social and 
mental hygiene facilities in the training 
program have generally been complicated 
and unrewarding. Service agencies are 
understandably client-centered and usually 
can provide only limited Support to training 
programs. 
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A History of the Concept of Neurosis, with a 
Memoir of William Cullen 


BY WILLIAM F. KNOFF, M.D. 


In the continuing effort to translate clinical 
observations into more accurate nosological 
metaphors, the term “neurosis” has been 
remarkably long-lived. The author seeks an 
explanation for its durability in tracing the 
historical vicissitudes of its use, from William 
Cullen, who introduced it, to Freud and the 
20th century. 


HE TERM “neurosis” is antiquated. It 

was first used in the 18th century. *Neu- 
rosis" did not spring from the head of Freud, 
as many think. The creator of the term was 
one of the most famous physicians of his 
day, second only to Boerhaave of Leiden. He 
was professor of physic (medicine) at Edin- 
burgh and his name was William Cullen 
(1710-1790)— Scottish, of course. 

Although the concept “neurosis” seems to 
have little scientific value today, it continues 
to have a great deal of pragmatic—and even 
popular—value. An introductory attempt to 
explore the origins and development of this 
nosological concept over the past 200 years 
may help us to understand its durability, 


Cullen 


The year 1969 marked the centennial of 
"neurasthenia," coined by the American 
George Miller Beard(1); it was the bicen- 
tennial of “neurosis,” coined by William 
Cullen for his System of Nosology, published 
in Latin in 1769(2). Like most concepts, **neu- 
rosis" had its predecessors. As Cullen him- 
self noted, “From the days of Thomas Willis 
... the British have distinguished certain dis- 
eases from all others, by the name of nervous 
... (2). In the 17th century, Thomas Willis 


Read at the 125th anniversa: 
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—"the Harvey of the nervous system"— did 
important work in brain anatomy, endeavor- 
ing to correlate postmortem changes with 
antemortem symptoms. He rejected the uter- 
ine theory of hysteria and postulated its 
cause to be in the brain(3). Cullen was also 
influenced by the neurophysiological views 
of Hoffman and those of Robert Whytt, his 
predecessor at Edinburgh. In Observations 
on the Nature, Causes, and Cure of [Ner- 
vous] ... Disorders (1765) Whytt had written: 
A delicate or easily irritable nervous system, must 
expose a person to various ailments, from causes, 
affecting either the body or mind, too slight to 
make any remarkable impression upon those of 
firmer and less sensible nerves. Thus, any accident 
occasioning sudden surprise, will, in many deli- 
cate people, produce strong palpitations of the 
heart, and sometimes fainting with convulsions. 
—I have known some, even men, whose nervous 
Systems were so delicate and moveable, that à 
vomit, a smart purge, or the pain raised by à 
blister, would throw them into convulsive fits(4). 

Even more important to Cullen were the 
researches of Von Haller into nervous con- 
duction (called "nerve force"), muscle fiber 
contraction (called *'irritability"), and affer- 
ent sensation (called "sensitivity"). Cullen 
converted Von Haller's discoveries of the 
action of the nervous system into a general 
explanation of nervous disease(5, 6). Al- 
though such generalization was hardly justi" 
fied by the facts available, he created a class 
of diseases due to “disordered motions O" 
sensations of the nervous system’; hence 
“neurosis”(7). 

To Cullen “The normal state of the body 
was determined by ‘nervous energy’ deris 
from the nervous system . . . (and) almost all 
diseases may, in a sense, be called nervous 
(2). Movement of nervous fluid, he thought 
underlay all diseases. Cullen's definition 9 
neurosis was as follows: “Those affections 
of sense or motion . . . which do not dept" 
upon topical affection of organs but p 
general affection of the nervous system ) 
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Nervous impulses constituted the “prime 
mover." Ackerknecht commented: 

This belated discovery of the nervous system was 
responsible for the fact that the illnesses which 
are now called neuroses, and which had until 
then been thought of as due to ‘vapours’ or to 
‘decay of the humours,’ were now attributed to 
the nervous system. Only since the 18th century 
has it been possible to suffer from ‘nerves’ (7). 

The nervous impulse was Cullen’s referent 
for the word “neurosis.” “Nerves” now took 
over the territory formerly occupied by hu- 
mors, demons, and spirits. Although such 
metaphorical explanations are the result of 
overgeneralizing from isolated facts, it is a 
tendency frequently found in medical and 
psychiatric history. It was no less common 
in the 18th century(7). Rapid accumulation 
of knowledge, then as now, generated a need 
for organization. Response to the need took 
the form of generalization, systematization, 
and classification. In psychiatry the neuro- 
logical phase was dominant; the theory was 
unitarian. 

William Cullen came by his interest in 
nosology and systematization by both nature 
and nurture. In childhood he was noted to 
have a prodigious memory, which helped 
him to surpass his eight siblings in scholar- 
ship. He matured in the intellectual environ- 
ment of the physician-botanists Sauvages 
and Linnaeus. It was the "age of systems." 
After attending the universities of Glasgow 
and Edinburgh in his youth, he was appren- 
ticed to a Mr. Paisley, who had a large medi- 
cal practice. Later he entered practice on his 
own and became, for a few years, physician 
to the Duke of Hamilton. 

But, Johnstone tells us, Cullen had an in- 
nate urge to teach, which was stifled in the 
atmosphere of a small country town(8). 
Therefore he moved to Glasgow where, in 
addition to his practice, he became a lecturer 
in medicine. His capacity was such that he 
lectured in chemistry, botany, and materia 
medica as well—‘almost a whole faculty of 
medicine in himself" (8). Notably, Cullen de- 
parted from the universal custom of lecturing 
in Latin. He spoke to students in the vernacu- 
=e 

‘“Thomas Sydenham . . . was of the opinion that 
half of his nonfebrile patients, that is, a sixth of his total 
practice, were hysterical. In the 18th century, George 
Cheyne... . believed that a third of all his patients were 
Neurotic, He actually called his book, published in 1733, 


the ‘English Disease’ and was of the opinion that the 
English were particularly nervous!”(7). 


Amer, J. Psychiat. 127:1, July 1970 


81 


lar. This informality not only enhanced his 
communication and popularity but also 
served to weaken the irrational power of the 
ancient authorities whose works were en- 
shrined in Greek and Latin(8). Predictably, 
he achieved professorships at Glasgow and 
later at Edinburgh, becoming the most fa- 
mous physician-teacher in Europe during the 
latter half of the 18th century. Benjamin 
Rush, “father of American psychiatry," was 
one of the many who went to Edinburgh to 
study under Cullen; he became his most ar- 
dent disciple(3). 

In 1769—200 years ago— Cullen published 
his Nosology in which he classified all dis- 
eases by their symptoms into classes, orders, 
genera, and species. This was the time when 
Linnaeus put man in his place as Homo sapi- 
ens. Cullen put man's diseases in place as 
pyrexias, neuroses, cachexias, and local dis- 
eases. The class “neuroses” contained what 
we today might call neurological, psychoso- 
matic, neurotic, and psychotic disorders. 
“Neuroses” was further subdivided into four 
orders: comas (including apoplexy), adyna- 
mias (including autonomic dysfunctions and 
hypochondriasis), spasms (including convul- 
sions and hysteria), and vesanias (the term 
for madness in Cicero’s time, revived by 
Sauvages). 

Hysteria, a term that made its first appear- 
ance in the Hippocratic writings, 35th apho- 
rism, was for the first time classified as a 
neurosis by William Cullen in 1769. He in- 
cluded it under “spasmi.” His description, 
as translated by Lewis in 1807, was: “ Mur- 
muring of the bowels; a sense of a globe roll- 
ing itself in the abdomen, and rising to the 
stomach and fauces, producing strangula- 
tion; sleep; convulsions; a profuse discharge 
of limpid urine; the mind changeable and in- 
constant, not controuled [sic] by the will" 
(2). Johnstone remarked critically that Cul- 
len was closer to Harvey and Vesalius than 
he was to modern authors(8). Here, in his 
description of hysteria, he was closer to Hip- 
pocrates and Plato, both of whom described 
the globus hystericus in terms remarkably 
similar to those Cullen used(3). 

While Cullen's metaphorical term *'ner- 
vous” was relatively new, his recognition of 
erotic components (“‘salacity”) was tradi- 
tional. His adherence to an only slightly 
modified uterine theory was regressive. He 
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extended the notion of “affection of the 
uterus" as a cause of hysteria to include the 
ovaries. Elaborated by others, this idea 
turned out to be a historical disservice to 
women inasmuch as thousands of oophorec- 
tomies (and clitoridectomies) were per- 
formed by 19th century surgeons upon inno- 
cent, but “hysterical,” women. 

Subsequent to his Nosology, Cullen com- 
posed a system of medical theory that even- 
tually superseded that of his most famous 
teacher, Boerhaave. Cullen's First Lines of 
the Practice of Physic(9) expands the thesis 
of the Nosology—that all diseases are ner- 
vous—into an omnibus neurophilosophic 
theory. His basic concept is "nervous en- 
ergy." He saw all of life as a function of 
nervous energy and disease as nervous dis- 
order. This thinking provided a historical 
base for neurology, neuropathology, psycho- 
somatic medicine, and neuropsychiatry. 


Pinel 


The Enlightenment was a reaction to the 
dry intellectualism, rigidity, and dogmatism 
that overtook the waning “age of reason." 
Systematization became overgrown and re- 
dundant. A trend developed favoring simpli- 
fication reminiscent of Hippocrates. Thomas 
Arnold derogated Cullen and Sauvages as 
“botanical nosologists"(10). Pinel (1745- 
1826), who was Cullen's translator, also be- 
came his critic. 

Philippe Pinel developed a simplified no- 
sology consisting of five classes: fevers, in- 
flammation, hemorrhagic diseases, neuroses 
(after Cullen), and organic lesions. His sub- 
sequent treatise on mania had only four: 
mania, melancholia, dementia, and idiocy. 
On this aspect of Pinel’s work, Lester King, 
in The Medical World of the Eighteenth 
Century, said: "The transition between the 
18th and the 20th century nosologists lay 
through Philippe Pinel . . ."(11). Pinel, 
nevertheless, was a humanitarian who was 
more interested in his patients and their 
clinical description (nosography) than he 
was in rigid systems of classification (no- 
sology). 

A neglected aspect of Pinel's work is 
brought to our attention by Ilza Veith. 

“Strangely,” she wrote, “Pinel has been 
overlooked by those who have concerned 
themselves with the history of hysteria’’(3). 
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In this area, too, we learn that Pinel reacted 
against the status quo. To Cullen and most 
of his contemporaries, neuroses were physi- 
cal afflictions—diseases without fever or 
local pathology. To Pinel, they were mot 
only nervous disorders but also “moral” dis- 
orders. Influenced by the psychology of 
Locke, the moral fervor of revolutionary 
Enlightenment, and his own clinical obser- 
vations, Pinel concluded that his patients 
suffered from “mental alienation.” He saw 
heredity and faulty education as contributing 
causes. If, then, patients’ afflictions were 
moral (i.e., psychological), treatment could 
be psychological too: hence, moral treat- 
ment, which spearheaded the 19th century 
hospital reform movement and provides to- 
day the historical base for community psy- 
chiatry. Unlike Cullen, Pinel was not a uni- 
tarian. Multiple factors in nervous disorder 
were beginning to be recognized. 

Ilza Veith provides us with further insights 
into Pinel’s comprehension of neurosis. In 
her book, Hysteria: The History of a Disease 
(3), she examined his Nosographie, which 
most historians have slighted. Neuroses con- 
stituted Pinel's fourth class of diseases. Like 
Freud a century later, he included in this 
class nerve disorders and what would later be 
called psychoneurotic disturbances. Hysteria 
was one of the “genital neuroses of women. 
He noted that "the genital neuroses of the 
woman are as many and varied as those of 
the man'(3). Satyriasis and nymphomania 
are described. Veith summarized Pinel’s 
conception of hysteria as follows: ue 
The somatic manifestations . . . in no way mini- 
mized his belief in the moral or psychogenic basis 
of the disease. Involved here is a predisposition to 
emotional instability to which were added stimu- 
lation by voluptuous conversation and reading, 
abuse of sexual pleasures? or deprivation . « 
The physical malfunctions . .. were. . - brought 
about by the mental disturbances(3). 

Pinel’s treatment approach was psycho- 
therapeutic. By means of "constant activé 
attention’(3) he became well acquainte 


?One "abuse" to which Pinel referred was pou 
bation. Pinel was one of a number of late 18th cent di 
writers who began to single out “the habit of mastur 
tion" as a cause of mental aberration. Esquirol view. 


it as a symptom. These notions became highly influent 
in the 19th century. Kraepelin described masturbatiog 
as a symptom of constitutional nervousness. 
called it a “less adequate relief activity” causing " 
thenia and anxiety neurosis. 
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with his patients—an attitude displayed by 
Breuer and Freud nearly a century later. As 
a result of his observations he identified 
amenorrhea, nymphomania, and sexual ab- 
stinence as hysterical manifestations. **This 
reintroduction of sex as a major factor in 
hysteria,” Veith concluded, "pointed the 
way to later developments that culminated 
with the work of Freud"'(3). 


Kraepelin and Freud 


Between Pinel and Freud lay a century in 
which the medical model of disease largely 
prevailed in psychiatry. We can call it the 
century of mental illness. The contributions 
of Gall (phrenology), Bayle (general paresis), 
Broca (cerebral localization), Virchow (cellu- 
lar pathology), and Koch (infectious disease) 
made brain disease the model of mental dis- 
ease, Griesinger's axiom “Mental diseases 
are brain diseases" became a slogan. Curi- 
osity about human psychological function- 
ing generated by the hypnotic showmanship 
of Mesmer and the equally dramatic clinical 
demonstrations of Charcot could hardly pre- 
vail against the powerful pessimism of the 
theory of dégénérescence. It was a century 
notable for painstaking clinical description, 
humane hospital reform, and the first system- 
atic study of neuroses (by Charcot). But psy- 
chologism, implemented by Pinel, Esquirol, 
Heinroth, Liébeault, Bernheim, and others, 
failed to become systematic. 

The famous fifth edition of Kraepelin's 
textbook in 1896 consummated his system. 
Psychosis was given its present-day usage, as 
was the term neurosis, in both of which the 
concept of a well-defined disease entity is 
implicit(12). Kraepelin did not recognize 
"psychogenic neurosis" until his seventh 
edition. Meanwhile, he had progressed from 
little Heidelberg to the big city of Munich 
where he encountered different clinical cases: 
psychoneuroses and character disorders(10), 
Just as Kraepelin's system moved toward 
final form, however, Freud began to under- 
mine it, Kraepelin was completing his major 
medical organization of a previously disor- 
ganized field when Freud began to approach 
it from a new vantage point—unconscious 
motivation. 

Freud never made a complete break with 
the past, however. His metaphorical term 
“actual neurosis” (neurasthenia and anxiety 
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neurosis) was virtually Cullenian; it denoted 
physical neuroses. The symptoms of neuras- 
thenia were due to dissipation of somatic 
excitation (masturbation), while those of 
anxiety neurosis were due to accumulation of 
somatic excitation (undischarged). Viewed 
historically, “somatic sexual excitation” re- 
placed Cullen’s “nervous impulse." On the 
other hand, in the psychoneuroses (hysteria, 
obsessive-compulsive) Freud viewed the exci- 
tation causing the symptoms as psychical. It 
was sexual conflict. The new metaphor, psy- 
choneurosis, represented an attempt to 
connect the psychological level with the 
physiological: disordered mind and nerve. 

Breuer and Freud produced some dramatic 
new images. “Hysterics,” they wrote in 1893, 
"suffer mainly from reminiscences’’(14), 
They can be relieved by psychotherapy, 
which "brings to an end the operative force 
of the idea which was not abreacted . . . by 
allowing its strangulated affect to find a way 
out through speech . . .”(14, emphasis add- 
ed). Although some of their ideas emanated 
from France (Charcot and Janet) no one 
had written quite so compellingly about hys- 
teria before. Freud said it was “. . . the kind 
of psychology used by poets"(13). In 1894 
neurosis and psychosis were viewed for the 
first time from the vantage point of what 
would be called, in 1896, unconscious de- 
fense(15). This concept was destined to 
affect not only the history of psychiatry but 
the history of the Western world. 

Clinical observations, familiar to their 
predecessors, were translated by Breuer and 
Freud into a contemporary idiom. This pro- 
cess is the “moving finger" that writes the 
history of psychiatry. It is the process of 
translation of clinical observations into met- 
aphors in historical context(16). The con- 
tinuing effort is to develop "better" meta- 
phors (i.e., ones that better approximate the 
data conceptualized). 

Cullen's system was neurological and the 
key word was “nervous”; Freud’s was psy- 
chological and the key word was “repres- 
sion."* Neurosis became psychoneurosis, 
and later, the metaphor was further com- 
pounded by Meyer's notion of "reaction. 


3“As late as 1925 Freud wrote: ‘From a clinical 
standpoint the (actual) neuroses must necessarily be put 
alongside the intoxications and such disorders as 


Graves’ disease’ (13). 
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The terminology became “‘psychoneurotic 
reaction," which included the social level of 
abstraction. This was the most comprehen- 
sive term we have had in our nomenclature. 


The 20th Century 


If we can call the 19th the century of 
“mental illness," we will have to call the 20th 
the century of “dynamic psychiatry." Both 
terms are hackneyed now but they are his- 
torically appropriate. Although somaticism 
—the attempt to explain everything biolog- 
ically and medically—has continued un- 
abated, at least three other trends distinguish 
contemporary psychiatry: 1) continued de- 
velopment of psychoanalytic ego psychology 
and learning theory; 2) sociologism—the 
sociological point of view; and 3) attempts 
to integrate somaticism, psychologism, and 
sociologism at the theoretical and the ap- 
plied levels (i.e., community psychiatry). Al- 
though the body of knowledge to which the 
term "'neuroses" refers has become increas- 
ingly complex, the name has remained. 

Since the turn of the century, psychiatrists 
and social scientists have been scrutinizing 
the social framework in which man develops, 
interacts, acquires meaning, and communi- 
cates: the sociological system. The key word 
is “role.” Facetiously, we might say that Cul- 
len saw patients as a “bundle of nerves,” 
Freud saw them as a “bundle of repressions," 
and we have come to see them as a “bundle 
of roles," often incompatible. In the last 200 
years our principal metaphors have been 
“disordered nerve," ‘‘disordered mind,” 
“disordered social relations,” and combina- 
tions of these. Modern nervousness can now 
be translated as role conflict, identity crisis, 
cognitive strain, inept game playing, or just 
boredom—depending on one’s frame of ref- 
erence, 

In some quarters it is believed that the 
scientific method may enable us to go be- 
yond both the old medical model and the 
relatively new psychosocial model toward a 
holistic grasp of biopsychosocial man. Gen- 


‘In spite of the fact that they employed the idiom 
of psychology, Freud and his followers never gave up 
the somaticistic term “neurosis.” Quite the contrary, 
neurosis became a household word in the heyday of psy- 
choanalysis. It is still widely used in HESS and 
psychiatric literature generally. 
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eral system theory, for example, so aspires, 
Needless to say, continued survival of the 
quasi-medical term “neurosis” in today's 
complex intellectual environment seems 
uncertain. 

Nevertheless, history reminds us, for 100 
years now, many psychiatrists have echoed 
Sir James Paget's plea, quoted by Mennin- 
ger: “The name hysteria should be abolished 
.... [It] is absurdly derived and . . . used as 
a term of reproach . . .. Call [patients] any- 
thing but hysterical' (10). Yet in 1969 the 
term “hysterical neurosis” was reintroduced 
into our official nomenclature as a major 
category(17). William Cullen—who was 
first to use it—would be surprised at the lon- 
gevity of his brainchild! 
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EDITOR’S NOTEBOOK 


Volume 127: 
A New Reference Style and a ‘‘New Deal” 


W 1TH this issue Volume 127 of the Journal is launched. It 
marks the beginning of the sixth volume under the present edi- 
torial direction, for it was in July 1965 that we inherited the editorial 
chair from the distinguished C. B. Farrar, who had graced it for 32 
years. It was with no little trepidation that we undertook the task that 
he had done so well. But the years have passed quickly and we are ac- 
climated and reasonably well ensconced, due mostly to an excellent 
staff, a dedicated and helpful editorial board, and fine cooperation 
and assistance from the Association’s officers as well as from numer- 
ous colleagues. 

There are a number of things that should be discussed at this time, 
but because of limitations of space we can mention only a few. First 
we shall try to clear up for posterity the “numbers game" as regards 
annual meetings and then discuss our new reference style, which goes 
into effect with this issue. Finally, we will consider a contemplated 
*New Deal," made necessary by the avalanche of manuscripts de- 


scending upon us and adding to the 130 papers already accepted and. 


awaiting publication. 

An explanation of the apparent mixup in the numbering of our 
annual meetings has already been given in an editorial in Psychiatric 
News, but it bears repetition here. It is true that 1969 was the 125th 
anniversary of our Association, for the founding fathers met first 
in 1844. But it was only the 122nd meeting of the Association; the San 
Francisco meeting was the 123rd. The mixup is due to an error made 
in 1894 at the time of the Association's 50th anniversary but its 48th 
annual meeting. For some reason or other the meeting in 1895 was 
recorded as the 51st, whereas it should have been marked as the 49th. 

We could complicate this a little further for you if we listed the fact 
that APA had no meetings in four other years, but we won't; things 
are bad enough as they are. Take our word for it that the 123rd 
meeting was held in San Francisco in May 1970. ' s 

Our second point is a little easier to understand. With this issue of 
the Journal we initiate a new reference style in conjunction with most 
of the major U.S. medical journals. The reason for the change is to 
reduce the work of medical authors and their typists by enabling them 


In this section the Editor samples varied opinions on topical problems. The 
opinions expressed herein are not necessarily those of the ur Hes can they 
in any way be construed as marking the official policy of the Journal. 


Amer. J. Psychiat. 127:1, July 1970 


85 


[125] 


86 EDITOR'S NOTEBOOK i 


to use one set of bibliographic forms acceptable to a large group 
of medical journals. References to articles in this issue have been ar- 
ranged in the new style; a description of it also appears in “Informa- 
tion for Contributors” following the contents pages of each issue. 
Please note that the references are no longer listed in alphabetical 
order but rather in order of their appearance in the article. 

These rubrics may prove to be difficult for a while but soon they 
will become easy to follow, and this new cooperative venture will 
prove helpful to editors and authors alike in the long run. 

The New Deal is made necessary by the exigencies of our rapidly 
expanding specialty, the increased membership of the Association, 
and the propensity of psychiatrists to be prolix. We simply cannot 
go on holding papers for an unconscionable period of time: it is not 
fair to authors and it is a source of distress to editors. Therefore we 
have decided that we must declare an emergency and write to authors 
whose accepted papers we presently hold and gently beg them to cut 
down the size of the papers materially—to ten or 12 pages if possible. 
If they will do this we will be able to publish their papers much sooner, 
for we will get more of them into an issue. We will offer authors the 
opportunity to insert a footnote in their manuscripts indicating that 
the longer version will be available for a modest charge to any reader 
requesting it. 

This stratagem may or may not work. If it does and the announced 
plan of the annual meeting Program Committee to require of those 
who wish to submit papers at the 1971 meeting a ten-page text along 
with the abstract is implemented, we would catch up reasonably soon. 
Authors and editors would be happier and the latter would be in a 
better position to solicit occasional in-depth articles on topics of 
broad interest, as befits a scientific publication such as ours. 

The success of the new plan rests mainly on the good will of 
authors asked to cut down their works. We will require briefer papers 
in the future. This will not increase the popularity of the editors, nor 
will the response help our already battered egos. But psychiatrists 
wishing to publish in our journal will simply have to dehydrate their 
productions and write more succinctly and briefly. 

In answer to anyone who might suggest that we are accepting papers 
by the foot or the yard we say “No—not so.” The alternative would 
be to declare a moratorium on new material until we catch up, and no 
one wants to see that. 

As Volume 127 of the American Journal of Psychiatry is launched, 
the editors take this opportunity to thank again that great group of 
colleagues who have helped bring the Journal to its present heights. 
We also throw ourselves on the mercy and understanding of those 
who will receive our requests for help. 


KJ: B. 


l| 
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New Directions for Suicide Prevention Centers 


E THE PAST 15 years some 120 suicide prevention centers have been 
established throughout the country. The development of these 
centers has had considerable effect in generating an awareness of the 
problem of suicide, and yet there is no evidence to date that any of 
these centers —which in the main specialize in telephone referral rather 
than direct treatment—have reduced the suicide rate in the areas they 
cover. Evidence suggests that only a small percentage of all calls 
relate to suicide. Most of the calls are from low suicidal risks; high- 
risk persons are less likely to be in touch with such centers. 

New methods must be developed for widening the treatment net 
and delivering care to high-risk groups that are now not being 
reached. Suicide prevention centers must clarify their objectives, 
analyze their day-to-day operations, and determine whom they are 
helping. Ideally, suicide prevention centers should be able to provide 
treatment for potentially suicidal patients, When patients are referred 
elsewhere for treatment, active efforts must be made to ensure that 
the patient reaches the treatment facility—a follow-up procedure that 
is too often neglected. 

Suicide prevention centers should actively seek out high-risk popu- 
lations by initiating contact with old age homes, city shelters, alcohol 
rehabilitation centers, and the residents of anomic areas with high 
rates of single-room occupancy. The establishment of personal ties 
between center personnel and high-risk individuals should have con- 


siderable preventive effect. General practitioners and psychiatrists 


might refer appropriate patients to the center for regular telephone 
contacts. There is an enormous number of interested people who 


could be utilized in the development of such extended suicide preven- 


tion work by telephone. The addition of picture screens to the tele- 


phone will make contact by telephone more personal and should 
provide further stimulus to developing telephone programs beyond 


their present uses. 


The suicide rate among men is considerably higher than among 


women and indeed other population subgroups. Yet the attendance 
of men in psychiatric clinics and in psychiatric office practice is 
considerably lower than that of other groups. In our society men do 
not enter the sick role very readily. Active links should be established 
with industry, schools, and prisons to increase awareness Y 
leaders and problem solvers of the early signs and symptoms O 
psychiatric illness. s UE 
Existing programs must be coordinated and computer technology 
used to establish case registers of high-risk individuals and to store 
and update treatment records. A central data bank with hanes 
about the specific programs at different facilities should s Ha un- 
necessary duplication of services and facilitate PU i d 
programs over an extended number of years during which pati 
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may continue to be at risk. Better coordination can also lead to more 
efficient use of teaching personnel. Combining the special interests 
and skills of different programs ought to provide a comprehensive 
approach to the problem of suicidal behavior in a given community 
and reduce the need for each program to develop additional activities 
to round out its program at the expense of its area of expertise. Col- 
laboration among agencies will help each improve on that part of 
the total treatment process it does best without being fragmented 
by taking on too great a diversity of programs. Liaison with hospital 
emergency rooms should be established to provide treatment for 
recent suicide attempters, who are often discharged with no provision 
for follow-up care. 

There is an urgent need to differentiate the different forms of sui- 
cidal behavior in terms of seriousness of the intent, dangerousness of 
the attempt, methods used, primary psychiatric disorder, willingness 
to accept treatment, and other crucial dimensions that influence the 
degree of individual suicidal risk. This differentiation will facilitate 
the development and critical evaluation of specific treatments for 
specific patient groups. New techniques must be developed for the 
impulsive psychopath, the isolated schizophrenic, the intractable 
depressive, and the disguised alcoholic. These groups account for 
large numbers of suicides but are recalcitrant to treatment or unwill- 
ing to utilize prevention agencies. Suicide prevention centers provide 
an ideal locus for therapeutic social clubs and patient-led groups, 
which may be better able to break through the isolation, stigmatiza- 
tion, and hopelessness of these patient groups. 


ARI Kiev, M.D. 
Editor's Note: Dr. Kiev is associated with the Cornell Program in 


Social Psychiatry, New York Hospital-Cornell Medical Center, 
New York City. 
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An Evaluation of Niacinamide in the Treatment of 


Childhood Schizophrenia 


BY GERALD H. C. GREENBAUM, M.D. 


The author evaluated 57 schizophrenic 
children clinically and psychologically 
before and after a six-month administration 
of niacinamide. They were separated into 
three groups: those given niacinamide, 
those given niacinamide plus a tranquilizer, 
and those given a placebo. There was no 
significant difference attributable to niacin- 
amide; also, tests for the “mauve factor” in 
the urine of 28 of the children were negative. 


T COURSE of childhood schizophrenia 
is either improvement at about the ages 
of Six to seven years or continued severe 
handicap, often with deterioration to in- 
Stitutional care. 

While the cause is not known, defects of 
the reticular formation (a central regulating 
mechanism of the brain)(1) and biochemical 
changes have been implicated(2, 3). Al- 
though more children with this condition 
are being referred for psychiatric assess- 
ment, there is no specific treatment so far. 


Dr. Greenbaum is clinical teacher, department of 
Psychiatry, faculty of medicine, University of Toronto, 
and staff psychiatrist, department of psychiatry, the 
Hospital for Sick Children, 555 University Ave., Toron- 
to 2, Canada. 

This work was supported by the Ontario Mental 
Health Foundation, the Hospital for Sick Children, 
and the West End Creche. 
ane tested was supplied by the Jules R. Gilbert 


This section includes articles which 


Preceding articles. Included are clinical notes (for whose v 
nd other materia 
o longer than eight double-spaced typed pages. 


Sponsibility), case reports, historical notes, a 


are usually, although noi 


Childhood schizophrenia is a syndrome 
characterized by abnormality of social and 
emotional relationships with people, im- 
paired speech development, and distortion 
of motility patterns (repetitive and stereo- 
typed movements and postures) against a 
background of relative mental retardation. 
In the adolescent the chief problems are 
inactivity, inertia, poor social relationships, 
habits and rituals, and irregular school 
performance(4, 5). 

The majority of schizophrenic children 
are severely handicapped and require close 
supervision and protection. Neither chem- 
ical nor psychotherapeutic methods have 
improved their condition. Because of the 
treatment void, parents of patients ardently 
seek cures. Accounts of success, widely pub- 
licized in the daily press, bring repeated 
inquiries from parents whose hope for a cure 
has been rekindled. 

Hoffer(2, 6, 7, 8, 9) has formulated a bio- 
chemical hypothesis for a cause of schizo- 
phrenia; on the basis of this he recommends 
a specific treatment with niacin (nicotinic 
acid), its amide, niacinamide, or nicotin- 
amide adenine dinucleotide(10). The pur- 
pose of this paper is to report on à controlled 
double-blind study of the value of niacina- 
mide in the treatment of schizophrenia in 
which we were unable to confirm previous 


enthusiastic claims. 


t always, less lengthy than the 
alidity the JOURNAL assumes no re- 
1 selected by the Editor. In general 


articles submitted for this section should ben 
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TABLE 1 
Clinical Rating Scale of Observable Behavior Categories 
GROUP RATING 
NIL SLIGHT MARKED 
Group !* (negative attributes of behavior usually associated 
with childhood schizophrenia) 
1. Apprehension (specify how shown ......-. - ) 0 1 2 
2. Preoccupation (specify how shown. . . . . . . . - ) [uU 1 2 
3. Anxious expression 0 1 2 
4. Sad, miserable, or unhappy expression o 1 2 
5. Habitual or repetitive mannerism or posture (biting, 
sniffling, rocking, mouthing, banging head, tics, etc.) 0 1 2 
6. Defective use of toys 0 1 2 
7. Overactivity 0 1 2 
8. Underactivity 0 jJ 2 
Group II** (normal attributes of behavior usually lacking 
in childhood schizophrenia). 
9. Spontaneous social approaches to or contact with 
observer 2 1 0 
10. Emotional responsiveness 2 1 0 
11. Rapport or relationship with observer 2 1 0 
12. Attention span 2 i} 0 
13. Distractibility 2 1 0 
14. Spontaneous social speech (rather than merely 
requests for objects) 1 0 
15. Direct eye gaze 2 1 o 


SA aei ii ee A T O OTO S 


1d upward according to frei 
* Graded downward according to frequency and intensity. 


Method and Procedure 


The patients were 57 schizophrenic chil- 
dren between the ages of four and 12 years 
in whom a diagnosis of childhood schizo- 
phrenia had been made by at least two 
psychiatrists(11). Ten of the children were 
inpatients at a psychiatric treatment center; 
the rest were living with their families. 

They were separated into three groups. 
One group of 17 children received niacin- 
amide (N group) a second group of 16 
children received niacinamide plus a tran- 
quilizer (NT group); the third group of 24 
children received a placebo (P group). 
Groups N and P were chosen by random 
selection, whereas the NT group consisted 
of children who were already receiving a 
tranquilizer. According to their grouping 
all children in the study received either 
niacinamide by mouth (1 gm. per 50 Ibs. 
body weight per day), divided into morning 
and evening doses, or a placebo similarly 
administered, for six months. 

Hoffer reported the “mauve factor" (3, 
9, 12, 13), a mauve-colored spot of un- 
known chemical nature, to be a frequent 

chromatographic finding in the urine of 
schizophrenics. He stated that this factor 
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diminishes or disappears following massive 
niacin or niacinamide therapy and suggested 
its presence is both a diagnostic and a prog: 
nostic indicator in schizophrenia. Initially 
we tested urine samples from 28 children 
in the study. All were negative, so the test 
was discontinued. 

At the beginning and end of the six-month 
trial the performances of the children were 
rated on a scale listing 15 observable be 
havior categories (see table 1). A teacher 
therapist accompanied each child for the 
clinical evaluation in a playroom equipP? 
with sound equipment and one-way glass 
Both the teacher-therapist and the psyc" 
atrist who observed the child through the 
one-way glass completed the clinical ratings 
separately to provide a check for reliability: 
The examination was standardized t0 T 
clude a structured play period, a draw-a-™2? 
task, and an unstructured free play OPP" 
tunity. o 

Speech was assessed by recording E 
number of words spoken in the longest Bt 
tence. Psychometric testing was carried vi 
and recorded separately using nonver sd 
tests. Twenty-nine children were mea 
against the performance part of the wd 
ler Intelligence Scale for Children (WI 
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TABLE 2 
One-Way Analysis of Variance to Determine the Signi: 
Y Y ignificance of 
Average Differences in Number of Words Spoken Among the Three Groups 
Before and After the Trial* 


AVERAGE DIFFERENCE 
BEORE AND AFTER 
TRIAL 


GROUP NUMBER 


Placebo 24 0.67 
Niacin 17 118 
Niacin and tranquilizer 16 041 


*No significant differences were shown among the means, p = 0.50 (p>0.40). 


and 28 with the Sequin Form Board Test 
because they were unable to complete the 
WISC(14, 15). 


Results and Discussion 


The Wilcoxon matched pairs test showed 

that the improvement in the average score 
in the N group of 4.0 units and in the P 
group of 2.6 was significant (p «0.05), 
whereas the difference of 1.5 in the NT 
group was not significant (p 20.05). A non- 
parametric analysis of variance showed that 
there is no significant difference in the aver- 
age scores of the three groups(16). 
_ Maturation was probably the most signif- 
icant cause of improvement in the average 
scores, If this is the case it is surprising that 
no significant improvement was found in 
the NT group. The small number of untied 
Scores available—12—may account for 
this finding. The average number of words 
spoken before and after the trial does not 
differ significantly(table 2). 

Statistical analysis of the psychological 
test data was done on the sample of 57 chil- 
dren using chi square to determine whether 
a difference existed between groups before 
the six-month drug trial. Each drug group 
was divided into two smaller groups accord- 
ing to whether the children’s test scores were 
above or below the median score (tables 3 
and 4), No significant difference exists be- 
tween the number of children who made 


above median mental age (MA) gains and 
those who made below median MA gains 
in each of the three trial groups. Also, 
Student’s t test of statistical significance 
was applied to determine any difference be- 
tween pre- and post-drug test scores ob- 
tained from the performance scale of the 
WISC and the Sequin Form Board Test, 
No significant difference was found between 
the pre-trial and post-trial performances of 
any two groups of children. 

No systematic improvement was demon- 
strated by statistical analysis of rating scales 
and test data, Enthusiastic claims of im- 
provement by parents were discounted in the 
total study because they were made in some 
cases for children receiving the placebo. 

Adrenochrome and adrenolutin, oxidized 
derivatives of epinephrine, are hallucinogen- 
ic (psychotomimetic or psychedelic), An 
abnormal diversion of epinephrine into 
these oxidized derivatives might cause schizo- 
phrenia(2, 3, 12). If this is true, then to 
decrease the amount of circulating epineph- 
rine would be of therapeutic value(17, 18, 
19). This decrease could be achieved by re- 
moval of the psychological factors that 
stimulate oversecretion, by increasing the 
use of epinephrine by normal mechanisms, 
or by blocking conversion of norepinephrine 
to epinephrine. Niacin and its amide, ac- 
cording to Hoffer(17), act by blocking pro- 
duction of epinephrine or decreasing its 


TABLE 3 


Cattell's MA Groupings Bi 
With the Sequin Form 


ased on Subjects’ Performances 
Board Under Various 


Drug Conditions (N=28) 
NIACIN NIACIN + TRANQUILIZER PLACEBO TOTAL 
Below median 
MA gain 4 3 8 15 
Above median 
MA gain 3 3 7 j 3 
Total number i 6 15 
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WISC Performance IQ Groupings Under Various 
Drug Conditions 


NIACIN NIACIN + TRANQUILIZER PLACEBO TOTAL 
Below median 
IQ gain 4 5 6 15 
Above median 
IQ gain 5 4 14 
Total number 9 9 11 29 


synthesis in the body by competing with 
norepinephrine for methyl groups. 

Though his experience with schizophre- 
nic children is limited, Dr. Hoffer claims that 
they improve significantly when treated with 
massive doses of niacinamide, but the im- 
provement is not as remarkable as that 
achieved with adult’ schizophrenics. He 
has had no success with early infantile 
autism(20). A recently published controlled 
evaluation of nicotinamide adenine dinu- 
cleotide in the treatment of chronic adult 
schizophrenic patients did not confirm 
Hoffer’s finding(10). 

No double-blind, controlled study on 
children has heretofore been published. 
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Arranging for Air Transportation 
of the Mentally Ill 


BY ARMANDO R. FAVAZZA, M.D., AND DONALD L. SCHAEFER, M.D. 


Arranging air transportation for the 
mentally ill is frequently a difficult pro- 
cedure. The authors sent questionnaires 
to the medical directors of seven air- 
lines, inquiring about their policies in 
transporting the mentally ill. They sum- 
marize the airlines’ replies and also 
describe how their own clinic handles 
such problems. 


T IS THE POLICY of our university mental 

health clinic to send a seriously men- 
tally ill student to a psychiatric facility 
near his family when this is feasible. 
Therefore we have frequently had to ar- 
range for a student's transportation 
home by air. The majority of students 
involved have suffered functional psy- 
chotic reactions. Travel plans are not 
made until acute episodes of illness are 
over and the patients condition has 
stabilized. 

We have had a diversity of experiences 
in making arrangements for air trans- 
portation. In one case, for example, 
the ticket office supervisor for a large 
airline warned us that anyone with a 
diagnosis of "schizophrenia or neurosis" 
would not be acceptable as a passenger! 
A ticket agent for another airline stated 
that as long as the tickets were paid for 
there would be no difficulty in accepting 
the patient as a passenger. Because of the 
varying policies concerning mentally ill 
Passengers that we have encountered, we 
decided to investigate the matter further. — 

We sent letters of inquiry to the medi- 
cal directors of seven of the largest do- 
mestic and international airlines. Each 
et 

Drs. Favazza and Schaefer are with the mental health 
Clinic, university health services, University of Michigan, 
Ann Arbor, Mich. 48104. 

The authors would like to thank Dr. Barbara Starks 
Favazza for her constructive comments in preparing 
this manuscript, 


Amer. J. Psychiat. 127:1, July 1970 


medical director was asked to describe 
his airline’s policy concerning transporta- 
tion of the mentally ill and the proper 
protocol a physician should follow in ar- 
ranging for such transportation, All seven 
medical directors responded. Some of 
the important points made by them are 
listed below. Several directors made 
reference to the report “Medical Criteria 
for Passenger Flying”(1). Information 
from this report is also integrated into 
the article. 


Recommendations 
Duty of Airlines 

Airlines are certificated by the Civil Aero- 
nautics Board as public conveyances and 
not as ambulance planes. The primary 
responsibility of an airline is to provide 
a safe, comfortable, and pleasant ride 
for the general public. The general public 
must be given consideration and must 
not be subjected to the unpleasant ap- 
pearances, odors, or sounds of an ill or 
invalid patient or to the ravings and 
hazards of a psychotic passenger, Diver- 
sions of a flight or delay or even cancella- 
tion because of a passenger’s ill condition 
are expensive to the airline and produce 
a great deal of ill will against the airline 
on the part of other passengers, 

Under international regulations an 
airline may be charged with the respon- 
sibility and expense of returning an ill 
passenger to the country of embarkation 
if the country of disembarkation refuses 
to allow his entry. In general, however, 
airlines, from a humanitarian standpoint, 
would like to be of service to those pa- 
tients whose mental or physical condi- 
tion would be benefited by their being trans- 
ported to their home or elsewhere, 
Unacceptable Passengers 


Passengers whose behavior is “haz- 
ardous" to other passengers, who are 
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“likely to commit suicide,” or who are 
acutely psychotic are unacceptable. One 
airline usually requires that a patient 
with a history of delusions, hallucina- 
tions, aggressive behavior, or suicidal 
tendencies be free of these symptoms for 
30 days before he will be carried as a 
passenger. The report on “Medical 
Criteria for Passenger Flying’(1) also 
lists as contraindicated passengers "'diffi- 
cult and badly behaved children" and 
"persons who might become emotional- 
ly disturbed." Some airlines will not 
carry more than one mental patient on 
any flight. 

A physiological contraindication pe- 
culiar to neuropsychiatric patients exists 
for those who have had recent pneumoen- 
cephalograms or  ventriculograms.  En- 
trapped gases expand with altitude (for 
example, an expansion of L5 times at 
10,000 feet). A patient with gas entrapped 
in a ventricle may suffer compression of 
critical brain centers should the gas ex- 
pand. Of some concern also are neurotic 


aerophagic patients who might suffer 
gastrointestinal discomfort due to the 
expansion of swallowed air. 

Attendants 


All mentally ill patients must be ac- 
companied by capable attendants, pre- 
ferably a physician or a nurse. Rarely 
may a family member be the attendant. 
The attendant must assume the responsi- 
bility for nursing the patient before board- 
ing, during the flight, and after deplaning. 
The attendant should be the same sex as 
the patient so he can accompany him 
to the toilet. The attendant should be 
physically capable of subduing the pa- 
tient should the need arise. Stewardesses 
Should not be expected to assist in con- 
trolling agitated male passengers, and 
the co-pilot, flight engineer, etc., cannot 
usually be diverted from their assigned 
duties. For a flight lasting more than 12 
hours, a second attendant should be 
present. 


Medication 


Heavy sedation of the patient is to be 
avoided because of the dangerous pos- 
sibilities of aspiration secondary to 
motion sickness and of venous stasis or 
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thrombosis. Further, should the cabin 
pressure change  precipitously at high 
altitude (a rare occurrence), a heavily 
sedated person would be unable to act 
and an attendant would have difficulty 
in assisting him. In general, a patient 
should be moderately sedated in order 
to avoid the possibility that he would 
be harmful to himself or to others or 
that he would bother other passengers, 
The attendant should be familiar with 
the patient's medication and have an 
adequate supply for the duration of the 
flight. 


Proper Protocol for Arranging Air Travel 


All airlines have medical forms obtain- 
able at reservation offices. The physician 
should fill out the form and present it to 
an airline representative when making 
reservations. In the case of psychiatric 
patients it would be helpful to accompany 
the form with a more detailed letter. 
This letter should state the nature of the 
patient's mental illness, the date of om 
set, the patient's present condition, the 
reason for requesting air travel, the name 
and position of the patient's attendant, 
and the types of medication to be used. 
The letter and form should then be for- 
warded to the airline's medical director 
who will review the case and make the 
final decision about the acceptability of 
the patient as a passenger. The medical 
director may personally contact the 
physician for further information. If the 
patient is accepted, the medical depart- 
ment will notify the captain of the ai 
craft and the cabin staff, This entiè 
procedure may require several weeks. 


Travel to a Foreign Country 


When a patient is to be transported 
a foreign country, the proper immigt® 
tion and health authorities of that Coun 
try should be contacted in advance. Often 
it is necessary to work through D 
consulates or through the Washing 
embassy. These officials should be not 
and the facts concerning the pall 
condition explained. Their help i$ b 
necessary in arranging for the patie" 
care immediately upon deplaning. 
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Discussion 


These recommendations by medical 
directors of airlines are understandable. 
The most annoying aspects of arranging 
air travel for mentally ill patients, how- 
ever, are the red tape and delay involved. 
We hope that there will eyentually be 
uniform, speedy, industry-wide  pro- 
cedures for avoiding this delay. Some- 
times it may be tempting to "cheat" and 
take a passenger onto an aircraft with- 
out making the proper arrangements. 
This, however, often turns into a minor 
disaster. We are familiar, for example, 
with incidents in which mentally ill pa- 
tients have wandered off from airline 
terminals, have forced flights to change 
their destination, and have created a 
frightening atmosphere for other pas- 
sengers aboard an aircraft. 

At our clinic we insist that a physician 
accompany the patient on a flight. This 
is usually more comforting to both the 
patient and the airline personnel than 
having a nurse or other attendant. The 
physician can also be helpful when the 
patient has reached his destination be- 
Cause he can provide firsthand informa- 
tion to the patient's family and to the 
physician who will take over the case. 

. We insist upon first-class accomoda- 
tions so that the patient will not feel 
crowded and so that the physician will 
be the only passenger near him. 

The physician should be well rested 
for the flight, For this reason we prefer 
morning flights. We arrange for a second 
attendant for a flight lasting more than 
12 hours in order that he and the physi- 
Cian can take turns resting. During the 
flight, both the patient and the physician 
Should avoid alcoholic beverages. 

We always accompany the patient to 
the toilet. It is not necessary to enter the 
toilet with the patient. Often it is sufficient 
to ask the patient to leave the door 
slightly ajar while the physician unob- 
trusively waits for him. If possible, the 
physician should attempt to attend to 
Personal needs before entering the 
aircraft in order to avoid leaving the 
patient unattended during the flight as 
much as possible. 

When traveling with a patient, we take 
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enough medicine and equipment to meet 
emergencies and to tide the patient over 
should there be a delay in the flight 
plan. In the average case we have the 
pharmacy prepare a travel pack that in- 
cludes two 50 mg. doses of injectable chlor- 
promazine loaded in tubi-flex syringes 
with the needles attached, a similarly 
prepared injectable barbiturate, ample 
50 mg. chlorpromazine tablets, secobar- 
bital tablets, a vial of liquid haloperidol 
that is both odorless and tasteless, an 
injectable antiparkinsonian drug, a 
minor tranquilizer if this is the patient’s 
usual medication, and  anticonvulsive 
medication such as diphenylhydantoin, 
if indicated (factors such as reduced 
oxygen, hyperventilation, and anxiety 
appear to make epileptics more sus- 
ceptible to convulsions in an aircraft). 
We also take along a role of heavy ad- 
hesive tape. Should the patient become 
unmanageable, the physician may have 
to restrain him by taping the seat belt 
around him. In order to prevent motion 
sickness we have the patient take an 
antihistaminice drug and avoid window 
seats on the left (most aerial turns are 
to the left). 

We always carry a copy of the patient's 
psychiatric record, pertinent correspon- 
dence with the family and authorities, and 
legal documents pertaining to the pa- 
tient when traveling. If there is a pos- 
sibility of misunderstanding, we have 
the papers notarized. 

From our experience, we have. en- 
countered the most difficulty with pa- 


tients while in airline terminals. For 
example, we have had patients run off 
while waiting in the terminal. It is rela- 


tively easy for a patient to run into the 
crowd or to create a commotion in the 
terminal, During the stop, therefore, 
even if it is for several hours, we prefer 
to wait with the patient in the aircraft. 

When traveling to a foreign country, 
we always arrange the flight in conjunc- 
tion with the patient's diplomatic corps. 
The possibility of political repercussions 
following the enforced return home of a 
foreign patient is very real. In one very 
complicated case, for example, we felt it 
best to return a chronically psychotic 
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patient to his Middle Eastern country. 
He refused to return home, and there 
were no funds available for him to stay 
in a stateside hospital. He had a United 
Nations visa (not an infrequent occur- 
rence, especially with individuals from 
some Middle Eastern countries). After 
much consultation with the appropriate 
authorities it was necessary for the U. S. 
State Department to revoke the patient's 
visa and for his own country's consul to 
revoke his passport, thus making him 
eligible for deportation. Prior to the 
flight the patient threatened to flee from 
the aircraft during two stops in Europe. 
It was then necessary to contact the 
consul of the two European countries. 
They arranged for the aircraft to be met 
by authorities who prevented the pa- 
tient from leaving the aircraft. 

This same procedure in dealing with 
airlines can be followed for both inter- 
state and international flights. Commit- 
ment papers from one state, however, 
are not valid in another state. We are 
reluctant to attempt to transport an 
unwilling patient, whether he is com- 
mitted or not, across state lines, The pa- 
tient’s family should be involved and in 
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agreement with all legal and transporta- 
tion arrangements. If a patient is un- 
willing to cooperate and is sick enough 
to be committed, we doubt that any 
airline would accept him as a passenger. 
We would then make arrangements to 
return the patient to his home state 
through the legal provisions of the inter- 
state mental hospital system. 


Conclusion 


While there is a certain glamour in 
the idea of traveling and getting away 
from one’s daily routine, we have found 
that these trips usually turn out to be 
harrowing, fatiguing experiences, and 
it is best to prepare well in advance, to 
follow the proper protocol, and to be 
prepared for emergencies. If the trip 
is an especially long or harrowing one, 
we recommend that the attending phy- 
sician take a brief vacation. He usually 
has earned it. 
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Relationship Between Electroencephalographic and 
Sociometric Variables Among Psychiatric Patients 


BY MELVIN COHEN, PH.D., DONALD F. KLEIN, M.D., AND FRED STRUVE, PH.D. 


The authors demonstrate a significant 
relationship between EEG patterns of psy- 
chiatric patients and the degree and quality 
of their social behavior. Normal EEG pa- 
tients are more popular than those with 
either a 14 and 6 EEG pattern, who tend to 
be socially rejected, or those with other 
EEG abnormalities, who tend to be socially 
isolated. 


Krups OF electroencephalographic(EEG) 
correlates of behavior have been con- 
cerned with discrete and specific dimen- 
sions of behavior such as sensory and learn- 
ing responses, psychomotor performance, 
and psychometric measurement. However, 
there have been no systematic reports relat- 
ing EEG patterns to molar patterns of 
Social functioning. Sociometric measure- 
ment is a sensitive indicator of the overall 
level and quality of an individual's social 
behavior, indicating his group status and 
affiliations, the degree of acceptance or re- 
jection by others, and his own reactions 
toward others. Among psychiatric popula- 
lions, sociometric data have been related 
lo such variables as type of treatment re- 
ceived(1), rate of improvement(2), diagno- 
sis(3, 4, 5), and community adjustment(6). 

If an EEG abnormality is a chronic effect 
persistently biasing behavior, it should lead 
to cumulative social maladaptation. Thus 
there should be a significant relationship 
between such abnormalities and the quality 
and degree of social functioning. This paper 
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relates the social interactions of hospitalized 
psychiatric patients to their EEG patterns, 


Method 


The population consisted of nonchronic 
patients between the ages of 15 and 38 at 
Hillside Hospital, a 200-bed voluntary 
psychiatric hospital in the suburbs of New 
York City. Patients are predominantly 
white, Jewish, and middle class; they are 
from New York City and its vicinity. 

Individual social behavior patterns were 
measured by responses to sociometric ques- 
tionnaires administered to all patients 
between 15 and 38 years old. The question- 
naires were administered on a group basis 
in the day rooms of the four hospital wards. 
During the period covered in this study 
(summer to fall 1967) a total of 295 patients 
filled out the sociometric questionnaires. 
Ten patients refused to fill out the forms, 
representing less than five percent of all 
patients. 

Patients were asked to list at least four 
others on their unit whom they liked the 
most and spent the most time with, as well 
as those they disliked the most. Each pa- 
tient received several sociometric scores 
based on his own responses and those of 
others toward him: 

1. The number of other patients who 
chose him as most liked or spent much 
time with positive" choices); 

2. The number of other patients who 
chose him as most disliked ("negative 
choices); 

3. 1) +2); that is, positive plus negative 
choices, a general “salience” score reflect- 
ing the total number of persons reacting 
either positively or negatively to the patient; 

4. 1) -2y; that is, positive minus negative 
choices, a score reflecting the number of per- 
sons more positive than negative toward the 
patient; "TA. in 

5. The number of the patient's positive 
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choices reciprocated by the other patients; 

6. The number of positive and negative 
choices that the patient himself made to- 
ward others. 

Patients were also studied by analysis of 
subgroups with extremes of social behavior. 
Patients were divided into three groups ac- 
cording to the following criteria: a) Isolates: 
patients who had no positive reciprocal re- 
lationships and who received fewer than 
four negative choices. b) Rejectees: patients 
who received four or more negative choices 
and a greater number of negatives than pos- 
itives, These patients may or may not have 
had positive reciprocated choices. c) Pop- 
ulars: patients who received a minimum of 
seven positive choices, at least one of which 
was reciprocated, and not more than one 
negative choice. 

This grouping was chosen because it em- 
phasized psychiatrically important aspects 
of social behavior(3). There were 26 patients 
in the isolate group, 30 in the rejectee group, 
and 22 in the popular group, making a total 
of 78 patients. The scores for the other pa- 
tients fell between these group extremes. 


EEG tracings were obtained from all pa- 
tients during the fourth or fifth week of hos- 
pitalization, during which time the patients 
received no psychotropic drugs. Ninety per- 
cent of the EEG records were obtained 
under waking, drowsy, and sleeping condi- 
tions. To avoid false negative EEGs, those 
not obtained under sleeping conditions that 
did not show any abnormality under waking 
or drowsy conditions were not included in 
the study. This restriction was made in view 
of reports(7, 8, 9) that sleep activates some 
EEG abnormalities. An empirical evaluation 
of the importance of sleep recording(10) 
done at Hillside Hospital indicates that 11 
percent of abnormal EEG findings occur 
exclusively during sleep. 

Thus 255 patients were categorized as 
having either an abnormal or 14 and 6 pos- 
itive spike EEG (defined below) under wak- 
ing, drowsy, or Sleeping conditions, or a 
normal record under all three conditions. 
The EEG patterns were divided into three 

groups: 

1, 14 and 6 positive spike discharge 
(14/6). These are spike discharges of 
positive polarity at a frequency of approx- 
imately 14 and/or 6 per second, seen inde- 
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pendently in the right and left mid-temporal, 
posterior temporal, occipital areas, They 
occur primarily in states of drowsiness and 
light sleep; only rarely are they seen in wak. 
ing EEGs. In view of the controversy re 
garding the significance of 14/6, this pattem 
is considered independently in all analyses 
69 EEGs showed it. 

2. Abnormal EEGs. a) In “slow wave 
dysfunction only” the waking EEG activity 
includes moderate to large amounts of fre. 
quencies below 8 1/2 cycles per second poste- 
riorly. Thirty-five EEGs showed this. b) In 
"slow wave dysfunction plus 14/6" both 
patterns were seen in the same record. This 
was the case for 21 EEGs. c) In 17 other 
EEGs there were diffuse spike and wave 
seizure discharges, psychomotor variant dis- | 
charges, and negative spikes. There was 
total of 73 abnormal EEGs. 

3. Normal EEGs. This meant the absence 
of EEG abnormality of 14 and 6 EEG pat- 
tern; there were 113 normal EEGs. " 

Interrater reliability between two ind 
pendent EEG readers on 118 patiens. 
yielded 92 percent agreement on interpret 
tion of EEG patterns (kappa -.86 +.08 
Z 210.47, p «.001). 

Background information was taken from 
patients’ records for a comparison M 
EEG groups with respect to age, sex, inlet 
ligence, and diagnosis, The diagnosis us? 
was made by a research psychiatrist Im e 
pendent of this study. 


Results 


The average scores for the normal, te 
normal, and 14 and 6 EEG groups 01", 
demographic variables are presente 
table |. Differences among the grum 
any of these variables (age, sex, ™ ihe 
gence, and diagnosis) would ad 
interpretation of any sociometric fin i 
For example, if the EEG groups jbl} 
significantly in intelligence, then a PO and 
relationship between the EEG grove hig! 
social behavior might be a function ? ci; 
versus low intelligence rather than 
differences, were 

As can be seen from table 1, ther? ^j, 
no significant differences between ol 
normal and abnormal groups O^ siii i 
the variables studied. The only sig” rouf 
differences were between these tO £ 19 
ull! 


szo 
—9 
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TABLE 1 
Comparability of Normal, Abnormal, and 14/6 EEG groups 


VARIABLE NORMAL EEG 14/6 
(N=113), (N=69) mon N79) ee 
Age" 21.85 20.61 21.64 
Sex** (percent male) 47 60 41 
IQ (WAIS) 107.70 108.80 106.89 
Diagnoses 
Percent psychotic 31 26 32 
Percent character disorders 55 58 51 
Percent other disorders 14 16 17 
* Age: Normal vs. 14/6 (t« 1.73, p<.10). 


Abnormal vs. 14/6 
*'Sex: 14/6 vs. abnormal 
14/6 vs. normal (x? = 


s). 
4.08, df=1. p<.05), 
). 


and the 14/6 group: the latter group tended 
to be slightly younger and had a greater 
percentage of males. 

The modal age of the groups was be- 
tween 20 and 22 years; between 40 and 60 
percent of each group was male; intelligence 
scores as measured by the WAIS were 
similar (106-108); and there was a similar 
distribution of diagnoses in all groups: 
approximately half of each group were 
diagnosed as having character disorders; 
a third were diagnosed as psychotic (pre- 
dominantly schizophrenic); the remaining 
diagnoses were distributed among other 
disorders. 

The scores on the sociometric variables 
for the three groups are presented in table 2. 
There were no significant differences among 
the EEG groups on the number of positive 
or negative choices received, nor on the num- 
ber of positive reciprocal scores, although 
the normal EEG group received more pos- 
itive (and positive reciprocal) choices and 
fewer negative ones, The combined score 
of positive plus negative choices showed 
no differences among the groups, indicating 
no difference in the generalized salience 
score, 

However, a significant difference was 


found between the EEG groups on the 
score based on positive minus negative 
choices, reflecting the difference between 
positive and negative choices received by 
the patient. The normal EEG patients re- 
ceived 2.46 more positive than negative 
choices, whereas the abnormal EEG group 
received only 0.88, and the 14/6 group only 
1.26. Patients with both 14/6 and slow wave 
dysfunction, a subgroup of the abnormal 
EEG group, received a score of 1.14, which 
is similar to that of the pure 14/6 patients, 
The abnormal EEG subgroups were not 
considered individually in the analyses be- 
cause of the comparatively small number 
of patients in each subgroup. 

Thus the two statistically insignificant 
trends relating to differences among EEG 
groups on positive choices and negative 
choices add up to statistical significance 
for the combined score of differences be- 
tween these variables, 

It should be noted that the scores for the 
14/6 patients fall between the normal and 
abnormal EEG groups for all of the vari- 
ables listed in table 2. On some variables 
their scores are similar to those of the nor- 
mal EEG patients and on others they ap- 
pear closer to the abnormal EEG group. 


TABLE 2 
Sociometric Scores 


NORMAL EEG 


ABNORMAL EEG 


o (N=73) 


SCORE (N=113) (N=69) 

Positive choices 4.40 ae 287 
Negative choices Ea 185 A 
Positive reciprocals 2.16 Us 2o 
Positive plus negative 6.34 26 ps 
Positive minus negative" 2.46 t 


F=3.69, dí- 2/282, p «.05. 

tests (two-tailed); normal vs, 14/6 = 1.79 (p<.10). 
normal vs, abnormal. 2.54 (p<.02). 

14/6 vs. abnormal - 0,59 (n.s.). 
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TABLE 3 
Patient's Own Sociometric Choices 
SCORE NORMAL EEG 14/6 ABNORMAL EEG 
Positive choices 423 4.20 4.26 
Negative choices 2.38 2.63 2.36 


Thus the 14/6 patients are intermediate 
between normal and abnormal EEG pa- 
tients, 

The patients’ own positive and negative 
sociometric choices are shown in table 3. 
There were no significant differences among 
the EEG groups on choices made by the 
patient, indicating no differences in patients’ 
reported responses to others. The data were 
further analyzed by study of the extremes 
of social behavior: isolated, rejected, and 
popular patients as defined above. The 
distribution of EEG patterns for these 
groups is presented in table 4. 

The modal EEG category among the 
popular patients is normal (14/22, 64 per- 
cent), whereas the rejected patients show 
a high incidence of the 14 and 6 EEG pat- 
tern (18/30, 60 percent). Although there is 
no single modal EEG category among the 
isolated patients, 64 percent (7/11) of the 
abnormal EEG patients fall into this socio- 
metric grouping. The overall association 
of sociometric grouping and EEG catego- 
ty is highly significant (x? 214.59, df =4, 
p «.01). These results further support the 
hypothesis that EEG patterns are related 
to the social interactions of patients. 


Discussion 


The results show a relationship between 
the EEG patterns of Psychiatric patients 
and the degree and quality of their social 
behavior, Patients with a normal EEG are 
liked by an average of two and one-half 
more persons than disliked them, whereas 
patients with an EEG abnormality or a 14 
and 6 EEG pattern are liked by only one 


more person than disliked them. Further- 
more, there is a tendency for patients with 
minimal social interaction and no friends 
(isolates) to have abnormal EEGs and for 
extremely disliked patients (rejectees) to 
have a 14 and 6 EEG pattern. Patients who 
are well liked by others (populars) tend to 
have normal EEGs. 

The mediating variable that links the EEG 
patterns to social interaction is the actual 
behavior of the patient, which leads others 
to ignore him socially, reject him, or de- 
sire to become his friend(s). Although direct 
observational data are needed to identify 
this behavior, there are suggestions as to 
what it might be. 

For example, there is some evidence to 
suggest that the 14 and 6 EEG pattern may 
be associated with episodic and unpredict- 
able outbursts of temper, hyperirritability, 
or general impulsive behavior(11, 12, 13). 
The unpredictable aspect of this behavior 
may alienate others. On the other hand, 
the abnormal EEG patient, who tends to 
be isolated but not rejected by others, may 
lack the skills necessary for attracting and 
continuing social relationships. " 

Since social behavior is usually inter- 
preted in a learning-motivational frame- 
work, it may be useful to reaffirm that the 
developmental process also reflects bio- 
logical and pathophysiological variables. 
The abnormal EEG group contains a het- 
erogeneous collection of EEG findings. and 
it would seem that future work geared to 
evaluating specific abnormalities may lea 
to more specific relationships between tyPe 
of abnormality and social isolation an 
rejection. This type of categorization would 


TABLE 4 
Sociometric Groups and EEG* 
EEG ISOLATES RE. 
NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT ques 

Normal 9 35 9 30 14 64 32 

/6 10 39 18 60 7 32 35 
Abnormal 7 26 3 10 1 04 1 
Total 26 100 30 100 22 100 LA — 
"x! = 14.59, dí = 4,p«01 
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require a very large sample and is beyond 
the scope of this presentation. 

Diagnosis has been omitted as a variable 
in this study. However, it is necessary to 
consider that the population consisted of 
relatively young, voluntary, nonchronic 


patients and the results may be specific to 
such a psychiatric population. 
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A Correction 


The spine of the June 1970 issue of the Journal 
contains an error; correcting it will be especially im- 
portant to librarians. The page numbers for that issue 
are listed as 1736-1766. They should be listed as 1736- 
1840. 

The staff regrets this error. 


The Poet's Wall 


The poet's wall 


Is not a wall at all 


But a barrier quite as tall 

Constructed on the mall 

Twixt consciousness and all 

That lies within the hall 

Cloaked by Repression's shawl. 

Unfathomed, shapeless hall 

Built upon human thrall 

Lends substance to the wall 

Unseen by minds too small.! 
—A. L. LIEBER 


IReprinted from Perspectives in Biology and M edicine. 
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IN MEMORIAM 


D. G. McKerracher 
1909-1970 


The sudden death of D. G. (Griff) McKerracher 
on March 24, 1970, took from North American 
and international psychiatry a man of restless 
‘intellect, innovative skill, and outstanding 
leadership. 

Dr. McKerracher was born in London, On- 
tario, on February 18, 1909. He graduated from 
high school in Chatham, Ontario, at the age of 
16, took one year of arts at the University of 
Toronto, and then went into medicine, graduating 
in 1935. After internship at Vancouver General 
Hospital, he entered the psychiatric service of 
the Province of Ontario. During the war he served 
as district psychiatrist of Military District II 
(where he introduced a system in which the 
psychiatrist divided his time between the recruit 
center and training units that was later accepted 
across Canada) and then served overseas at Bas- 
ingstoke Hospital. After the war he was director 
of the outpatient department at the Toronto 
Psychiatric Hospital, going to Saskatchewan in 

1946 as director of psychiatric services, He held 
this position until 1953, during which time he 
introduced the concept of the small regional 
unit for the treatment of mental illness in or 
near the patient’s community. 

In 1953 Dr. McKerracher was appointed the 
first professor of psychiatry in the medical college 
of the University of Saskatchewan. Here he 
pioneered in the treatment of all types of mental 
illness in a general hospital ward. He developed 
community services for the mentally ill, aware 
that hospital care need be only a brief phase of 
treatment. Dr. McKerracher was convinced that 
the best role for the psychiatrist was as a con- 
sultant to the general practitioner and in the Cen- 
tral Butte study (conducted from 1964 to 1967) 
it was demonstrated that general practitioners 
could look after all the psychiatric patients 
from their district with the help of regular con- 
sultation. 

Dr. McKerracher’s work was widely recognized 
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both nationally and internationally. In 1962 he 
was requested by the chairman of the Royal 
Commission on Health Services to undertake a 
research study, “Trends in Psychiatric Care,” 
which was published in 1964 as a part of the Hall 
Commission Report. He was made an Honorary 
Fellow of the Royal College of Physicians and 
Surgeons of Canada in 1966. In 1960 he was 
elected vice-president of the American Psychia- 
tric Association and in 1955-56, president of the 
Canadian Psychiatric Association. Among 
other honors he was a member of the Expert 
Advisory Panel on Mental Health to the World 
Health Organization, co-chairman of the Cana- 
dian National Committee of the Inter-American 
Council of Psychiatric Associations, honorary 
member of the College of General Practice, and 
charter member of the American College of 
Psychiatrists. 

This description of his life’s work does not do 
justice to the man. It does not reveal his interest 
in sports—particularly golf, baseball, and Cana- 
dian football. It does not describe his fascination 
and encyclopedic knowledge of history. Above 
all, it cannot describe his warm human concern 
for everyone with whom he came in contact 
or his ability to communicate that concern and 
to be helpful whenever he saw a need. 

During the last few years of his life he under- 
took as a major project a new curriculum for the 
last three years of medicine at the University 9 
Saskatchewan. Under his leadership a new um 
od of systems teaching was adopted by the me? 
ical faculty only a few days before his untimely 
death. 4 

His loss will be deeply felt by his devo 
family, his colleagues, and by many people ‘a 
Psychiatry around the world. Those of us W 
knew him well have found our lives enriche 
by his friendship and wisdom. 


F. E. Cosurn, M.D. 
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LETTERS TO 


The Licen 
A Psychiatr 


g of Journalists— 
Us Views 


Sir: I am writing to deplore in the strongest 
way possible the recent comments of Dr. Walter 
Menninger at a national meeting of newspaper 
and media leaders. In his speech Dr. Menninger, 
a member of the President’s Commission on Vio- 
lence, urged the licensing of journalists. Presum- 
ably certification or licensing of journalists would 
lead to more “responsible” reporting and editing. 
In my opinion Dr. Menninger is in error: 1) in 
speaking out on such a subject, 2) in ignoring the 
constitutional issues raised by such a suggestion, 
and 3) in the logic of his proposal itself. 

Psychiatrists are coming under increasing scru- 
tiny by others and by their own professional or- 
ganizations about the limits of appropriateness 
in speaking out as professionals. Fact Magazine's 
poll of psychiatrists during the 1964 presidential 
campaign, inquiring into estimations of Senator 
Goldwater's mental health, has come up repeat- 
edly as an example of inappropriate use of pro- 
fessional prestige for nonprofessional ends. 
When a psychiatrist speaks out suggesting a legal 
framework for controlling membership in an- 
other field, he obviously exceeds the expertise of 
his own profession. Yet Dr. Menninger clearly 
spoke out as a psychiatrist, rather than as a lay- 
man. 

Even if we accept that Dr. Menninger was try- 
ing to speak as a citizen out of genuine concern 
for the effects of journalism upon violent behav- 
ior, I still must dispute the wisdom of his re- 
marks. Freedom of the press is guaranteed under 
the First Amendment. The rights of patients or 
of physicians are not so protected. Thus the li- 
censing of journalists would be in violation of a 
First Amendment freedom and cannot be con- 
sidered analogous to licensing in the medical pro- 
fession. Freedom of the press is a critical facet of 
our democratic process and cannot tolerate the 
encroachment of any restriction. It is sad to con- 
template the fantasy of our own history if Tom 
Paine had had to qualify for licensure to the Brit- 
ish colonial authorities. 

The problems in media coverage of violence 
are in fact far more complex than Dr. Mennin- 


L » Fit F vill be published. 
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ger’s suggestion supposes. The length and com- 
plexity of the Commission on Violence Report 
certainly attests to this. Problems of the role of 
the communications media are certainly there, 
but solutions will not and cannot be simple. It is 
reasonable to argue, for example, that the me- 
dia’s contribution to violence stems from their 
increasing inability to present dissenting atti- 
tudes and opinions. The political pressures upon 
journalists and editors and the corporate struc- 
ture of the communications industry exert strong 
pressures against the presentation of opinion. In 
an era of rapid political and social change a cau- 
tious and totally neutral press may contribute to 
violence by making it the only newsworthy form 
of political expression. 

Perhaps Dr. Menninger and the rest of us who 
are concerned as psychiatrists about the survival 
of democratic processes in our society should 
look first at the limitations of our own profes- 
sional understanding. Our attempts to under- 
stand the origins and precipitants of violent 
behavior from a psychological point of view have 
begun only recently(1). When we have discovered 
ways to diminish violent behavior without jeop- 
ardizing our constitutional rights, then it will be 
time to go before the public and make the stron- 
gest case for ourselves we can. 


The reference is: 


1. Daniels DN, Gilula MF, Ochberg JM (eds): Vio- 
lence and the Struggle for Existence, Boston, Little, 
Brown and Co, 1970 


RICHARD ALMOND, M.D. 
Stanford, Calif. 


Dr. Menninger Replies 


Sir: On February 4, 1970, it was my privilege 
to address the National Press Club in Washing- 
ton, D. C., on the subject, *News Media and Vio- 
lence.” Dr. Almond is presumably reacting to the 
news reports of my remarks, and if it is any con- 
solation, Dr. Almond has a lot of company in his 
distress with some of the issues I raised. 

The news media in our society do play a vital 
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role. They are guardians of our freedom and es- 
sential to the survival of our democracy by keep- 
ing the public informed. The power and the visi- 
bility of the news media inevitably subject them 
to criticism. Along with the rest of us, they must 
assume some responsibility for the precarious 
state of our world. 

My remarks at the National Press Club dealt 
with two problems that are intimately related to 
our keeping violence in perspective, i.e., the eye 
of the beholder and the consistent focus of the 
media on conflict. The phenomenon of the eye 
of the beholder was dramatically demonstrated 
in the reactions of some members of the media to 
the speech because I included the following state- 
ment: 


A time-honored question in a free society is, 
“Who shall guard the guards?" Freedom of the 
press is the only guarantee of the Bill of Rights 
which cannot be exercised by each individual 
citizen. Practically speaking, this privilege can 
be exercised only by those in the journalistic 
profession. Thus, journalists and broadcast- 
ers hold an important public trust as guardians 

, of democracy. How does the public have any 
guarantee of the quality and integrity of these 
guardians? In other professions with a public 
trust—medicine, law, education—laws for li- 
censure and certification assure the public that 
the practitioner has fulfilled minimum stan- 
dards, met certain requirements for training 
and demonstrated competence in the profes- 
sion. The public is entitled to similar safeguards 
in the quality of the practitioners of this most 
important cornerstone of our democratic soci- 
ety, the news media. 


Even though that was but one paragraph of a 
30-minute speech, it should be no surprise that 
the headline writers put “license” into the head- 
lines. Certainly the journalist's eyes promptly 
beheld such a proposal as being far and away the 
most important item in the story because of its 
direct and personal impact on him. 

The thought of "licensing" sprang from my 
medical background; thus I may have chosen the 
wrong word to emphasize a concern about pro- 
fessional standards in journalism. Of course, cer- 
tification or licensure does not guarantee compe- 
tent performance of professionals. And there are 
undoubtedly many legal, Constitutional, and pro- 
cedural problems that would make the certifica- 
tion or licensure of journalists by law well nigh 
impossible. 

Ideally, the question of standards is a matter 
for the professional journalists to address, but 

the public has a right to be deeply concerned 
about those standards. And it is of note that a 
proposal for standards, submitted by a profes- 
sional development committee of Sigma Delta 
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Chi (national journalism society) to the national 
convention of that society in 1966, was rejected, 

Dr. Almond is correct in his statement that the 
problems in media coverage of violence are com- 
plex. I agree that the issue of standards is not 
necessarily the most important—the news media 
emphasized that issue in their reports of my re- 
marks, not I. I will be delighted to send the full 
text of my remarks to anyone who wishes to draw 
his own conclusions. For those seeking more 
depth on the subject, I recommend highly Vio- 
lence and the Media, a Task Force Report sub- 
mitted to the Violence Commission and avail- 
able from the Government Printing Office 
($2.50). 

Dr. Almond expresses concern that I should 
even speak out on such an issue. This is a moot 
point. I was invited to speak as a citizen who had 
completed 18 months’ work as a member of the 
National Commission on the Causes and Preven- 
tion of Violence. I do not deny my psychiatric 
identity; but just because I am a psychiatrist, I 
will not stand silent on issues that I consider of 
vital significance. 

With due respect for Dr. Almond’s concerns, 
let me share the response of Dr. Frank Stanton, 
President of CBS. After reading the full text of 
my remarks, he commented: 


It will come as no surprise to you that with 
much of what you say I agree wholeheartedly, 
and with some I disagree. Most of all, I am de- 
lighted to see prominent private citizens like 
yourself speak out on the media’s shortcom- 
ings. This kind of criticism serves a vital role in 
holding the free press accountable in the dis- 
charge of its responsibilities. 


W. WALTER MENNINGER, M.D. 
Topeka, Kans. 


The Value of Internship in 
Psychiatry 


Sir: The American Board of Psychiatry i 
Neurology has recently announced that it Mi 
longer requires an internship as part of the BE 
bility requirement for candidates taking the a 
ciality examination. This announcement desc! ee 
intense attention, in my opinion, and necessita 
à little discussion. 

First, as was the case with the revision © Dis- 
Diagnostic and Statistical Manual of Menla’ |, 
orders, no search was made for a nationes 
Opinion in medical circles on the necessity 
wisdom of such a decision. I should like to po 
that this decision may be disastrous. No ical 
medical specialty requires more basic © nous 
training than psychiatry. The deviation of vical 
disciplines from each other in present m 
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practice is undesirable, and if the present trend 
continues to deepen, the ability of doctors in dif- 
ferent specialties to communicate will soon be 
lost. Psychiatrists with less training in basic clini- 
cal practice than they now have will be able to do 
only psychotherapy, and psychotherapy is only a 
subdivision of psychiatry. Physicians in other dis- 
ciplines often smile at psychiatrists’ naiveté and 
lack of ability to perform even a decent physical 
examination; and now if we are not going to have 
as much experience as is gained during the intern- 
ship, such belittling smiles will be thoroughly jus- 
tified. 

Considerable confusion appears to exist both 
among the public and in nonpsychiatric medical 
circles with the result that the discipline and prac- 
tice of psychiatry are equated with psychoanalysis 
or psychotherapy. Unfortunately, in their defense 
against lack of medical knowledge, many psychi- 
atrists are themselves promoting this false image. 

I was a first-year resident in a large state men- 
tal hospital when one of the staff psychiatrists 
was called to see a simple medical emergency. It 
was late at night and he happened to be in the 
hospital so his services were solicited. He was 
wringing his hands and miserably excused him- 
self by saying, “I am a psychiatrist." Even worse, 
the next morning in the doctor's lounge I wit- 
nessed him engaged in an emotional argument 
with clinical psychologist colleagues over the 
issue of whether a psychotherapist needs to be a 
medical doctor. I felt sorry for him and also 
ashamed because of him. I believe that a clinical 
psychologist can be just as good a psychothera- 
pist as a psychiatrist in a great number of cases. 
However, psychiatry is immensely more than 
psychotherapy; unfortunately many psychoana- 
lysts themselves do not understand this issue. In- 
stead of elaborating further on this point, let us 
look for a moment into future developments. 
Scientific knowledge expands at a tremendous 
rate, and according to Sir John Eccles, “Under- 
standing the function of the central nervous sys- 
tem is the ultimate problem confronting man." 
Integration of the new scientific knowledge with 
medical practice is perhaps the finest effort that 
à contemporary physician can make. 

In order to remain contemporary, we have to 
learn and practice more and not less. I also be- 
lieve that ultimately we should reunite psychiatry 
and neurology into one discipline, as it has re- 
mained one discipline in many European coun- 
tries. This is by no means a reflection on the ne- 
glect of the psychodynamic understanding of 
human behavior. It is another misunderstanding 
in present-day psychiatry that theories of organic 
function and psychodynamic formulation of 
human behavior are incompatible. The truth is 
Just the opposite. They blend wonderfully with 
each other, and this is an important reason why 


Amer. J. Psychiat. 127:1, July 1970 


105 


a contemporary psychiatrist should remain a 
good physician as well as a good psychotherapist. 
I believe that only in this way can a psychiatrist 
remain in high esteem among his medical col- 
leagues, It was largely because of Griesinger’s 
effort in the 19th century that psychiatry became 
a separate and acknowledged medical specialty. 
Everything he achieved appears to have been 
done in the spirit of integration, The recent ruling 
of the American Board of Psychiatry and Neu- 
rology appears to destroy this spirit and deviate 
from fundamental principles in medicine. Un- 
fortunately, it may be a decade or so before we 
realize that the high quality of American psychi- 
atric practice is being stilted, and then it will take 
another decade to correct it. 


LASZLO VARGA, PH.D., M.D, 
Wauwatosa, Wis. 


Group Psychotherapy Techniques 


Six: The February 1970 issue of the Journal 
contains several papers devoted to group psycho- 
therapy, a modality in which I have some exper- 
ience. I was particularly fascinated by Dr. Sad- 
ock’s and Dr. Kaplan’s paper, “Long-Term 
Intensive Group Psychotherapy with Psychiatric 
Residents as Part of Residency Training,” in 
which, among other points, the authors ‘feel. . . 
a personal group psychotherapeutic experience 
should be undertaken by those who would uti- 
lize this technique.” I agree completely. I found 
the description of the experimental group be- 
yond criticism but found myself not really in 
agreement with the authors’ statement; The 
leader "does not participate in the go-rounds 
even though he may be asked to by the mem- 
bers." The authors feel that the rationale for this 
technique is that the "leader is ‘a part of and 
‘apart from’ the group.” It seems to me in any 
kind of learning situation (whether the analyst 
speaks to an analysand—patient or professional 
—or the “leader” in group psychotherapy) the 
“teacher” or “therapist,” or whatever you may 
call him, should be in command of the whole sit- 
uation. 

I also feel that the authors ought to have made 
some references to the father of group psycho- 
therapy in this country, S. R. Slavson(1), whose 
numerous texts (nearly 20 books and innumer- 
able papers during the past 55 years) are readily 
available to anyone interested in group psycho- 
therapy, no matter what the subject matter may 
be. 

The omission of Slavson's material is also ap- 
plicable to a second interesting paper entitled 
“Mandatory Group Therapy for Exhibitionists, 
by Dr. James L. Mathis and Dr. Mabelle Collins. 
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While the authors discuss a few references, they 
seem to insinuate (but do not specifically state) 
that very little literature exists on the subject of 
exhibitionism. For the benefit of those readers 
who are interested in this subject, may I suggest 
three major publications, two of them dealing 
with psychoanalytic concepts of exhibitionism 
(2, 3) and one dealing with a sociological concept 
of indecent exposure(4). In addition, there are 
numerous papers written on this subject(5, 6). 

Like the authors, I too am associated as a con- 
sultant with a public (state) psychiatric clinic, 
where for the past ten years I have been treating 
exhibitionists who have a "mandatory condi- 
tion" (as stated by the Parole Board) after having 
served time in a state prison. Contrary to Drs. 
Mathis and Collins, I believe (on the basis of my 
experience and that of practically all of my col- 
leagues) that the minimum mandatory atten- 
dance at the clinic should not be three or six 
months or even one year, as the authors suggest, 
but several years, precisely for the reasons that 
the authors state. 

In the setting of a state clinic I do not have any 
experience with female co-therapists, as the au- 
thors have. Since our clinic is an all male clinic, 
there seems to be hesitancy to accept a female 
therapist; also, even if we wanted to have a female 
therapist, it probably would be very difficult to 
interest a female therapist in working in a setting 
such as ours. 

Unlike the authors' clinic, ours is a state clinic 
and hence we cannot charge any fees. I also agree 
with the authors' observation of the masochistic 
features of our patients, who more often than not 
did not “avoid attention"; arrests were not rare. 
Only in two points did my experience differ from 
that of the authors: Like the authors I found that 
the impulse to exhibit was predictable, but I did 
not find under what circumstances and over 
what period of time. Furthermore, reports that I 
have published (6-8) do not indicate that the ther- 
apists were "objective." I wonder which therapist 
can be objective about the effects and/or prog- 
ress of his treatment with any kind of mental pa- 
tient and particularly with exhibitionists, who are 
often (in my opinion not always correctly) classi- 
fied as sociopaths. 


The references are: 


l. Slavson SR: Textbook of Psychoanalytic Group 
Psychotherapy. New York, International Univer- 
sities Press, 1967 

2. Rosen (ed): The Pathology and Treatment of Sex- 
ual Deviation. London, Oxford University Press, 
1964 

3. Karpman B: The Sexual Offender and His Offenses. 
New York, Julian Press, 1954 

4. Gebhard PH, et al (eds): Sex Offenders. New York, 
Harper & Row, 1965 
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5. Iling HA: The therapist and the group evaluate, 
Ment Hyg 41:512-516, 1957 

6. Illing HA: Training in group counseling and group 
psychotherapy. Psychoanalysis 49:74-99, 1963 

7. Illing HA: Mental hygiene in German criminology, 
Arch Crimin Psychodyn 4:154-158, 1960 

8. Illing HA: Transference and countertransference in 
analytical group counseling. Acta Psychothera- 
peutica 10:13-25, 1962 


HANS A. ILLING, PH.D. 
Lynwood, Calif. 


A Loss to the Profession 

Sir: Dr. Kaufman (Editor's Notebook, Feb- 
ruary 1970 issue of the Journal) reminds us that 
the Residency Review Committee and the Amer- 
ican Board of Psychiatry and Neurology have 
dropped the one-year internship requirement for 
graduate training in psychiatry and neurology. 
This tragic devaluation of one of the most signifi- 
cant years of training, although a tiny step less in 
time, is a giant step backward in progress. By 
lowering our standards in this manner, the Amer- 
ican Board of Psychiatry and Neurology has, in 
a sense, lowered the status, the competence, and 
the medical usefulness of all psychiatry. 

A number of questions must be answered. 
Can we, the members of the American Psychi- 
atric Association, allow this kind of decision— 
a decision that will affect all of us from this time 
on—without a general referendum and member- 
ship-wide discussion of all of its ramifications 
and consequences? Can we say that our clinical 
medical work with our patients during the intern- 
ship year is not an integral part of psychiatric 
training? Are we performing some ritualistic D 
of lip service when we talk of a mind-body unity: 
Are we prepared, at the expense of our patients, 
to further divorce our activities from those of our 
fellow physicians in medical practice? 

I have been reminded by Dr. Kaufman’s oe 
ments of my own training. Some of my mos 
meaningful observations of human beings YE 
made not during my psychiatric residency but v 
the emergency ward during my internship andi 
the maternity ward while delivering babies. 
Furthermore, where in all of medicine and p 
chiatry can the physician learn the meaning R 
total responsibility to another human being E 
way he learns it during the blood and guts ne 
ing of his internship? I shudder to think that m 
ture psychiatrists will be seduced by à one d 
decrease in their training period and thus gv 
the best year of all. Bob 

Gentlemen of the Board, won't you reconsider: 


JuLius BUCHWALD, MS 
New York. V 
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Politics and the Profession 


Sir: I noted with interest the letter on “‘Polit- 
ical ‘Patients’ in the Soviet Union” (Letters to 
the Editor, March 1970 issue of the Journal). 

During the regime of dictator Rafael L. Tru- 
jillo in the Dominican Republic, a similar ap- 
proach to the one described was used in some 
cases. The shocking aspect of it was that phy- 
sicians and not secret policemen ran these insti- 
tutions. 

My point is that a dictatorship of the Right 
only differs from a dictatorship of the Left in its 
political polarity—in method they are pretty 
much the same. 


FELIX E. F. Larocca, M.D. 
St. Louis, Mo. 


The Need for Exact Replication 


Sir: In reference to Dr. Lykken’s letter (Let- 
ters to the Editor, March 1970 issue of the Jour- 
nal) I certainly agree with his complaint and can 
appreciate his disappointment if his article, 
which purported to be a replication of an earlier 
study of mine, was rejected on the basis ofa 
"let-sleeping-dogs-lie" policy. However, my 
understanding is that Dr. Lykken did not per- 
form a true replication of my study. He admitted- 
ly used ten stimulus cards instead of four and 
presented the control card first instead of last, 
so that significant differences in methodology 
may have accounted for differences in results. I 
feel that this should have been clearly pointed 
out to Dr. Lykken by the editors rather than— 
as he intimates—have his article rejected on a 
somewhat questionable editorial policy. 

I was glad to see that my article did generate 
some interest in causing Dr. Lykken to attempt 
a somewhat similar study. I have also heard from 
a Dr. M. Michielska in Poland who has appar- 
ently repeated the study on 500 patients and ob- 
tained results similar to my own. 

It seems that Dr. Lykken and I agree that the 
basis for publication of any article—be it a repli- 
Cation, critique, or what have you—should be 
only its scientific merit, I would be delighted if 
Dr. Lykken would exactly (and not “construc: 
tively”) replicate my study and if the Journal 
would publish this replication whatever the find- 
ings. 


Jures R. BEMPORAD, M.D. 
^ San Antonio, Tex. 


Scrutiny of Parental Relationships in 
A ffecting the Behavior of Effeminate Boys 


SiR: Since many psychiatrists believe a child's 
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behavior (including fantasies) is to a large extent 
determined by his early relationship with his 
parents, I think we must look critically at Dr. 
Zuger's data and conclusions as presented in his 
article, “The Role of Familial Factors in Persis- 
tent Effeminate Behavior in Boys" (February 
1970 issue of the Journal), since they cast doubt 
on this belief. 

Dr. Zuger maintains that "parental relation- 
ships and attitudes in families of effeminate boys 
are not very different from those in families of 
noneffeminate boys. . . . These relationships. . . 
are not a significant factor in the origin and 
development of persistent effeminate behavior." 

I do not understand how he arrived at such a 
conclusion. Contradictions in the study would 
militate against it. Dr. Zuger pointed out that 
“in a number of families the father was a domi- 
nant parent and, therefore, paternal ineffective- 
ness cannot be implicated as the cause of the 
effeminate behavior." However, his data note 
that “in 21 of the 22 cases for which data were 
available the boy was considered closer to the 
mother. . .." This certainly suggests a lack in the 
father-son relationship and an identification 
with the parent whom the boy was "closer" to. 
Furthermore, can we say “the effeminate boy 
had no interest in the activities of his father” if 
the boy was rejected by the father (even subse- 
quent to recognizable effeminate behavior) or 
if we do not know the child’s fantasies regarding 
the father and other males? 

One wonders if the effeminate child acts out 
his mother’s unconscious wish for a castrated 
(effeminate) male and his father’s homosexual 
concerns. 

The data presented are not detailed enough 
to establish my conjectures. One could wonder 
about the depth of the interviews utilizing “stan- 
dardized questions." An example of oversimpli- 
fied data might be the consideration that the 
parents’ marital relationship “was considered 
good where both parents expressed satisfaction 
and where there was no evidence to the contrary.” 
However, evidence would have to include de- 
tailed anamestic interviews to postulate this. 

In essence Dr. Zuger offers a challenge to very 
basic psychoanalytic theory, but I believe the 
paucity of data and the contradictions in them 
and their conclusions greatly diminsh the value 
of such a challenge. 


LAWRENCE S. Coun, M.D. 
Brooklyn, N. Y. 


Dr. Zuger Replies 


sir: If I understand him correctly, Dr. Cohn 
asks whether we can say à father is dominant 
in the family if his son does not identify with 
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him. But that is just the point I am making. In 
spite of the father’s active role in the family the 
effeminate son’s interests may be like those of 
the mother. Such leanings may always seem to 
have been present or preceded by a period of 
apparent closeness to the father, followed by 
a veering away from him. It is not the father 
who changes in his attitudes toward the boy. 
The drifting away from each other is due to the 
boy’s persistent interest in the feminine activities 
of the mother and lack of interest in those of the 
father. This may become especially clear when 
comparison is possible with a near-age brother, 
older or younger, in whom the relationship with 
the father is altogther different and is what would 
be expected. Furthermore, the boy would not be 
interested in the activities of the brother but in 
those of the girl next door or even in those of 
her mother. 

The specific boy referred to by Dr. Cohn was 
not rejected by the father. If anything, the father 
was rejected by the boy. The father felt thoroughly 
frustrated by the lack of response to his efforts 
to draw the boy nearer to him. 

I did not especially go for Dr. Cohn’s idea 
about “the child’s fantasies regarding the father 
and other males.” In discussions and play inter- 
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views with these boys regarding their mothers 
and fathers and differences between boys and 
girls, material of this kind did not come out. ] 
should add that these children often become 
alerted early to the reason for their seeing a 
psychiatrist and thus become guarded in their 
productions. Psychiatric examination, including 
the draw-a-person test, the three wishes test, 
and the “what I want to become when grown-up” 
test generally confirmed their feminine orienta- 
tions. 


Perhaps I should repeat that most of the test 
and control cases and their parents were seen 
over a long period of time and the conclusions 
reached were not based only on standardized 
questions or on one or two interviews. 


As to the effeminate child's possibly acting 
out "his mother's unconscious wish for a cas- 
trated (effeminate) male and his father's homo- 
sexual concerns," it seems to me to be a difficult 
task to establish such a hypothesis scientifically 
(i.e., criteria, controls, etc. There were not 
sufficient indications for me to attempt it. 


BERNARD ZUGER, M.D. 
New York. N. Y. 


As every blossom fades and all youth sinks 
into old age, so every life's design, 


cach flower of wisdom. 


, every good, attains 


its prime and cannot last forever. 

At each life's call the heart must be prepared 
to take its leave and to commence afresh, 
courageously and with no hint of grief 
submit itself to other, newer ties. 

A magic dwells in each beginning and 
Protecting us it tells us how to live. 
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How Psycuotnerapy Heats. By Richard D. 
Chessick, M.D. New York: Science House, 
1969, 219 pp., $9.95. 


Ever so rarely does one find a scientific book 
that grips one’s attention as does How Psycho- 
therapy Heals. This book is simply and beautiful- 
ly written. It presents much of what is known 
about intensive analytic psychotherapy in a clear 
and concise fashion. 

The subject is considered in much the same 
way as one would undertake the process of psy- 
chotherapy itself, Analytic therapy is differen- 
tiated from supportive therapy. Adequate crite- 
ria define the choice of therapy and the fluctuating 
dynamic reasons involved in making the choice. 
Analysis receives a clear-cut working definition 
ofits own. 

The technical aspects of deep psychotherapy are 
presented simply and thoroughly. In reading 
this book one can readily understand what is 
meant by “transference” and “transference 
neurosis,” “insight” and “working through,” 
and the “working alliance.” Countertransference 
is differentiated from countertransference neuro- 
SIS, 

When the author discusses the conduct of the 
therapist, he sets the tone of this volume. He 
demonstrates how good psychotherapy requires 
a “good” therapist—an honest, loving, con- 
cerned, warm person who has a genuine capacity 
for empathy, one whose personal life is not a con- 
tradiction to what he advocates professionally. 

The management of anxiety as à therapeutic 
tool is well defined. Techniques for keeping it at 
an optimum level as well as for its temporary 
amelioration when necessary are offered. 

In a section on metapsychiatry, Dr. Chessick 
philosophizes a bit about the art and science of 
Psychotherapy and attempts to relate modern 
concepts of working with the unconscious to the 
Philosophical concepts of some of the great 
thinkers—Aristotle, Plato, Socrates, and 
Spinoza. 

This volume is replete with references to mod- 
ern psychotherapeutic concepts. The works of 
Saul, Fromm-Reichman, Searles, Tarachow, 
Sullivan, Arieti, and many others are generously 
cited and integrated into the text. A bibliography 
is included for the serious student of psycho- 
therapy. It is highly recommended as inclusive, 
but it is not so large that it cannot be master 
during the course of a residency. 
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To top it all off, the author provides an ex- 
cellent summary, chapter by chapter, of the 
contents of his book. He does for the thoughtful 
reader what the latter would ordinarily do for 
himself after having studied a text of this magni- 
tude and breadth. 

I wish I had had this book when I began my 
training in psychotherapy. It includes the es- 
sentials that every therapist masters after many 
years of study and practice. It cannot teach psy- 
chotherapy as such, but it indeed summarizes 
very well just about all that is known and applica- 
ble. 

This book is recommended both for the ex- 
perienced therapist and the neophyte. It will 
provide an excellent technical review for the 
experienced therapist as well as provide him with 
a well-documented source of material for supervi- 
sory and teaching sessions. The neophyte would 
do well to read and reread this valuable tome. 


LupwiG M. Frank, M.D. 
West Hartford, Conn. 


Sociat Status anp PsvcuorocicAL Disorver. By 
Bruce P. Dohrenwend, Ph.D., and Barbara 
Snell Dohrenwend, Ph.D. New York: John 
Wiley & Sons, 1969, 197 pp., $9.50. 


This book is an effort to answer, once and 
for all, the question reopened by Faris and Dun- 
ham in the 1930s: Is the excess amount of symp- 
tomatology reported by lower-class research 
subjects caused by: 1) social environmental fac- 
tors or by 2) inferior genetic inheritance? - 

After discussing definitions and the intercon- 
tamination between “social environment” and 
“psychological disorder,” the authors proceed 
to review 44 previous studies and conclude that 
the most nearly consistent finding is that lower- 
class people usually have the most psychological 
disorder. A review of genetically oriented 
studies, which have variously utilized twins, 
foster children, and geographic and social mobil- 
ity, are shown to have been too limited in scope 
to contribute much to the controversy. 

There follows an account of the authors’ rather 
ingenious quasi-experimental study of subjects 
in the Washington Heights (New York City) 
catchment area. They reasoned that some grip 
on the topic could result from comparing the 
amount of psychological disorder in ethnic 
groups that were socially advantaged (Jewish, 
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Irish) to the amount in groups that were socially 
disadvantaged (Negro, Puerto Rican). They 
predicted that if social-environmental "causes" 
are primary, disadvantaged ethnic groups would 
show higher rates of disorder than their advan- 
taged class counterparts. On the other hand, 
primarily genetic “causes” would produce lower 
rates of disorder in disadvantaged ethnic groups 
because social pressures would tend to keep 
genetically sound group members from rising 
in the social hierarchy, and these would lower the 
group's rate of disorder. 

To determine psychological disorder, the au- 
thors utilized the 22-item scale of the Midtown 
Manhattan study, supplemented by paranoid, 
sociopathic, and alcoholic scales derived from the 
Minnesota Multiphasic Personality Inventory. 
"Disorder" was attributed to subjects reporting 
four or more symptoms on the 22-item scale, 
on the basis that in the Midtown study such a 
leve] "identifies only one percent of the psychi- 
atrically identified Wells, but ... almost three- 
quarters of the entire Impaired group." 

The outcome? "A thicket of methodological 
problems" has so far prevented a clear answer 
to the question posed. There is an extensive dis- 
cussion of the problems and associated theoret- 
ical considerations that will please any researcher 
and indicate to others the difficulty of settling 
definitively some of these important issues. 

Three points require comment: 


d. The validity of measurements of psycho- 
logical disorder. It is clear that no satisfactory 
objective standard is available and that the com- 
monly used clinical psychiatric judgment (often 
consensual) is the best we have so far. The au- 
thors are dissatisfied with this, yet use it and 
propose no better alternative. 

2. Consistency of findings reported from 
various studies. It appears to me that the most 
parsimonious explanation of the different rela- 
tionships that symptom counts have shown to 
social groupings is that symptoms constitute a 
human reaction to stress, which is defined in 
various ways by different populations and which 
affects one group more than another under cer- 
tain circumstances, If this is so, we can under- 
stand that the high-symptom group is the high- 
Stress group and go to work to try to discover 
the dimensions of the stress. When time passes 
and the stress balance shifts, so will the symptom 
count in various groups affected. Trying to under- 
stand the inconsistency seems to me far more 
productive than straining for consistency. 

3. When is a symptom worth counting? The 
authors imply, *Only when it persists against all 
odds and over a considerable time." This sets 

a clinical level that would miss much of the bene- 
fit of using symptom counts to measure stress. 
It is remarkably similar, it seems to me, to using 
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only subjects ill enough and in the right social 
spot to seek treatment. How does one determine 
the moment of onset of a psychological symptom, 
keep track of the nearly inevitable fluctuations 
in its intensity, or manage to follow subjects 
long enough, except in a therapeutic setting, to 
tell if symptoms persist? 


DOROTHEA C. LEIGHTON, M.D. 
Chapel Hill, N. C. 


Make Map tHe Guitty: Tue Insanity DEFENSE IN 
THE District or Cotumpia. By Richard Arens. 
Springfield, Ill.: Charles C Thomas, 1969, 285 
pp., no price listed. 


Richard Arens now teaches in the law school 
of the University of Toronto, having previously 
been on the law faculties at Catholic University, 
the University of Albany, and McGill University. 
This book is an account of a research project he 
directed in the District of Columbia from 1959 
to 1963. The objectives of the project were to 
test the various ramifications of the Durham 
decision in the District courts by participating 
in various capacities in the insanity defense of a 
number of criminal cases. The history of the 
project is cited as one that failed in its ultimate 
goal of bringing about a modern and sophisti- 
cated model of handling the insanity defense in 
which the court, the prosecution, and the defense 
treat the issue of mental competency objectively. 
regardless of the issue of the ultimate disposition 
of the offender. 

The M'Naghten rule has been, since 1843, the 
basis for the test used in most courts in England 
and the United States for adjudging mental com- 
petency. This test provides that psychiatric testi- 
mony for the defense offer opinions on whether 
or not the accused "knew right from wrong" at 
the time of the crime. A growing body of opinion 
in both the fields of Jaw and psychiatry has come 
to regard the rule as obsolete, that is, incapable 
of encompassing the wider vision of modern 
dynamic psychiatry and enlightened jurispru- 
dence. 

When the Durham decision was promulgated 
by Judge David Bazelon in the U. S. Court of 
Appeals in 1954, those echoing these sentiments 
proclaimed the new test for criminal responsi- 
bility as a great step forward. According to the 
new test, a defendant could be held not guilty 
by reason of insanity if it could be shown that 
he “was suffering from mental disease or defect 
at the time of the crime and the crime was à 
Product of the mental disease or defect." Theo- 
retically, psychiatric testimony would now 
clude all information relevant to an understand- 
ing of the accused’s behavior, and not be confined 
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to the simple "yes" or "no" answers to the 
“knowing right from wrong" question. 

In spite of the apparently revolutionary change 
brought about by the Durham decision (in the 
District courts only), for about five years after- 
ward little change seemed to occur in the ways 
in which the insanity defense was handled. This 
state of affairs prompted the Washington School 
of Psychiatry to sponsor a research project to 
test the Durham decision more thoroughly. 
Financing was obtained from the National 
Institutes of Health, and Arens directed the 
legal aspects of the project. A group of private 
psychiatrists became available for examining 
defendants and testifying at trials. 

The expected and necessary cooperation from 
the courts and office of the prosecuting attorney 
did not appear, however. Instead, a concerted 
opposition to the project became evident and 
steadily grew in power. Eventually, these influ- 
ences resulted in the U. S. Controller General 
ruling that it would no longer be legal to use 
research grant (federal) money to finance private 
psychiatric assistance for helping with the de- 
fense. This ruling effectively sabotaged the proj- 
ect. 

A substantial number of criminal cases were 
successfully defended with the Durham decision; 
several*that were unsuccessful in the trial courts 
were overturned in the court of appeals, and two 
(Lynch v. U. S. and Kent v. U. S.) were over- 
turned in the Supreme Court. Several ramifica- 
tions of the Durham decision were independently 
tested out, including the one implicit in the orig- 
inal decision that a "reasonable doubt" of the 
sanity of the accused was sufficient for the jury 
to find him “not guilty by reason of insanity." 

The book describes at length the manner in 
Which the project staff was harassed by those 
opposing it. The author of this review was one 
of the psychiatric witnesses who can attest to the 
evident bias of the courts to the aims of the 
project. 


CHARLES E. GOSHEN, M.D. 
Nashville, Tenn. 


Psycuiarric Dictionary, 4th ed. By Leland E. 
Hinsie, M.D., and Robert Jean Campbell, M.D. 
New York: Oxford University Press, 1970, 
816 pp., $19.50. 


This is the fourth edition of the volume that ap- 
peared in 1940 by Leland Hinsie and Jacob 
Shatsky. The new author acknowledges his great 
indebtedness to Dr. Hinsie for his encouragement 
and support and for providing the foundation 
Upon which the present revision rests. He notes 
the concern about mental health issues that 
marked the 1960s and has revised and enlarged 
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the present edition in keeping with those con- 
cerns. Wisely, Dr. Campbell notes the inroads 
made in the field of mental health by other 
branches of medicine and other fields of knowl- 
edge, each bringing with it examples of its own 
syntax and grammar. He points out that the 
arena of mental health is no longer the exclusive 
domain of psychiatry. 

As the lexicographer recounts the various hap- 
penings in the last decade that have influenced 
psychiatry, one is startled at their number and 
their diversity. He has added 1,400 new listings 
to the work, treated some of them at length and 
defined some briefly. One is struck by the care- 
ful treatment of some of the subjects that are 
agitating the profession today. Community 
psychiatry is an example—five columns are de- 
voted to it; ten columns detail the various forms 
of anxiety. 

How does one review a dictionary? One looks, 
I fear, first for various things that interest him, 
then if he is at all like this reviewer he spends 
several hours leafing through various pages 
containing many words that are unfamiliar to 
him. Then, thoroughly humbled, he stands in 
admiration at the completeness of the work and 
is overwhelmed contemplating the effort that 
went into it. This I do in the present instance 
as I heartily recommend this volume. Every 
psychiatrist, psychologist, and student should 
have a copy. 


EB: 


Tue Mentatty ILL OFFENDER: A Survey or TREAT- 
ment Procrams. By Patricia L. Scheidemandel 
and Charles K. Kanno. Washington, D. C.: The 
Joint Information Service, 1969, 76 pp., $2 


(paper). 


This report represents a long-awaited first. 
Although it raises more questions than it answers, 
it is a beginning look at the psychiatric care offered 
in the United States to those whom someone 
(judge, lawyer, correctional officer, psychiatrist) 
considers mentally ill. The respondents include 
53 primary mental hospitals (designated to treat 
mentally ill offenders), 33 secondary hospitals 
(not so designated but actually treating a signifi- 
cant number of mentally ill offenders), and 12 
correctional institutions with beds for mentally 
ill offenders. Most of the hospitals accept patients 
under all conditions (observation for competency 
to stand trial and/or responsibility, court order 
for treatment, and transfers from correctional 
institutions). , . 

The statistics indicate that maximum security 
facilities are not generally necessary. One-half 
of the primary hospitals have beds for offenders 
outside of security units, and 85 percent of these 
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do not segregate offenders from other patients 
(primarily to enhance treatment). 

There were an estimated 29,000 admissions of 
mentally ill offenders in 1967 to all facilities, 
revealing a trend toward an increase of such 
offenders from 1962. For mental hospitals only, 
this represents an estimated five percent (19,000) 
of all ad missions (350,000) in 1967 for the mental- 
ly ill in public mental hospitals. For those who 
feel that psychiatry is accepting too large a share 
of the burden for the treatment of the offender, 
this should be reassuring. For others, it will be 
disappointing. 

Although half the admissions relate to the 
determination of or treatment regarding com- 
petency to stand trial; only four percent of those 
committed are committed as not guilty by rea- 
son of insanity. As Watson says in the commen- 
tary, this points up the “relative social irrelevancy 
of the defense of insanity in criminal trials." 

There are data on the types of offenders by 
diagnosis and offense, type of staff, and many 
other pertinent subjects. The last chapter, *How 
Should Mentally Ill Offenders Be Treated?,” 
begins with a sobering discussion of the question- 
able dangerousness of offenders and is followed 
by a description of two successful treatment 
programs (Patuxent Institution in Maryland 
and the Western State Hospital for Sexual Of- 
fenders in Washington). 

Who are the mentally ill offenders? We as psy- 
chiatrists see illness in a lot of people and tend 
to think of those who commit offenses as being 
ill—at the very least as committing their offenses 
because of some inner motivation or drive. De- 
spite our understanding and explanations of 
behavior, a conflict occurs when we approach 
the question of “treatment” versus punishment. 
We have influenced society to only a slight ex- 
tent regarding the number of offenders in our 
hospitals (five percent). On the other hand, we 
have clearly shown in selected programs that 
some of our treatment methods represent tech- 
niques for changing behavior. Could we accom- 
plish the same with others? Menninger and Hal- 
leck have recently said that we can. 

This study shows that we can even with our 
manpower problems since most of the patients 
studied in this report are not treated by the four 
basic mental health professions, but are treated 
instead by other personnel as well as that very 
important “milieu,” Although staff ratios 
presented in this study look good, we know that 
much of the professional time is Spent in the 
courtroom and at staff conferences. The most 
frequently used treatment modalities reported 

were recreational therapy, psychotropic drugs, 
and religious guidance. As Moeller Says in his 
commentary, “Further, one may well conclude 
from the report of the most frequently used treat- 
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ment modalities that offender patients receive 
relatively little therapy directed either toward 
their ‘mental health’ or their ‘correctional 
needs.’ ™ (Perhaps our presence, our attitude, and 
our understanding is what is important and not 
the specific amount of time we as professionals 
apply to each patient.) 

Despite the data reported, we must wonder 
about the treatment afforded mentally ill offend- 
ers in the face of newspaper reports and court 
cases indicating that some hospitals offer very 
little that sounds therapeutic. Corrections is the 
next major area of concern in this country. The 
mental health professions have a place of leader- 
ship in developing more effective programs. 
There is much useful data here to help us plan 
future research, treatment programs, and legis- 
lation. 


Jonas R. RAPPEPORT, M.D. 
Baltimore, Md. 


DisapvANTAGED CHiLD, voL. 2: Heap START AND 
EamLY Intervention. Edited by Jerome Hell- 
muth. New York: Brunner/Mazel, 1968, 604 
pp., $12.50. 


When all the bulling and rapping of the 60s 
have settled, the decade will be remembered as the 
time when mental illness, poverty, and racism 
were first considered to be solvable problems. 
This volume contains descriptive, conceptual. 
and assessment data of the most accepted and 
impressive program in which a federal bureau- 
cracy attempted to influence the intellectual, 
social, and health behaviors of two million pre- 
school children through the mechanism of local 
community participating franchises. 

Unfortunately, the 21 articles only cover the 
experience through the summer of 1967, and the 
"compendium repetitio" style may not seduce 
the many psychiatrists in need of information. 
For the motivated, however, a number of the arti- 
cles are truly valuable resources and well worth 
the cost in time and money. 

Arthur Jensen provides another carefully 
reasoned attempt to weigh the relative contribu- 
tion to intelligence of social deprivation and 
biological factors. It is hoped that psychiatrists 
can read such a review without having either 
their racist proclivities or a naive belief in the 
utopian flexibility of intelligence inflamed. " 

Child psychiatrists unhappy with the routine 
neurological evaluation of children will be de- 
lighted with Mark Ozer’s short, scorable. 
standardized measures of the neurophysiological 
Substrate. The fully detailed report of the Boston 
health components by Paul Mico provides quot- 
able quotes such as “Of the 1,285 children ob- 
served by child psychiatrists and psychologists: 


Amer. J. Psychiat, 127:1, July 1970 


BOOK REVIEWS 


five and fourteenths per cent of the children were 
found to be seriously disturbed and 31.4% mild 
to moderately disturbed.” 

Child psychiatric components are described 
in two articles derived from projects in New 
York City. Hotkins, Hollander, and Monk pro- 
vide striking testimony to the spirit of 51 psy- 
chiatrists responding to an administrative dis- 
aster with dedication, enthusiasm, and optimism. 
Unfortunately, it does little to relieve the panic 
most would feel in attempting to provide a 
service to 28,500 children. Robert Shaw, M.D., 
and his group chose a different course and studied 
intensively 30 Head Start children. Their papers 
deserve wide circulation and study for the metic- 
ulous, thoughtful assessment of psychiatric 
problems. 

Many of the articles provide to the psychiatric 
reader who takes the time a much needed back- 
ground and instruction in the values and tech- 
niques of early childhood education. Without such 
instruction the best trained of clinical psy- 
chiatrists can be out of their element when work- 
ing in a school system. 

For the man concerned about the next moves 
of Head Start, Dave Weikart, Ph.D., and Dolores 
Lambie provide a beautiful window into the fu- 
ture as program effort is directed toward re-pat- 
terning of maternal interaction with the small 
child, preferably from birth. Fortunately, a pro- 
gram with some possibilities that Dr. Weikart 
Suggests was funded in the last year of the John- 
son Administration, and perhaps we can look 
forward to a future volume of the Disadvantaged 
Child with data from family and child centers. 

This last decade has confronted the child psy- 
chiatrist with a resurgence of interest in cognitive 
development. This volume is recommended as 
à good entree to the issues involved. 


FRANK T. RAFFERTY, M.D. 
Baltimore, Md. 


Mn as A Tissue. Edited by Charles Rupp, M.D. 
New York: Hoeber Medical Division (Harper 
& Row), 1968, 344 pp., $16.50. 


Psychiatry is probably unique among medical 
Specialties in the number and diversity of basic 
Sciences subserving it as foundations. As clas- 
Sical antecedents, neurology and psychoanalysis 
have tended to remain dichotomous, not yield- 
ing to attempts to synthesize a unified theory 
9r single basic science. The resultant vacuum 
has been filled by a diverse array of specialized 
disciplines that ostensibly seek to bridge the 

ehavior-brain gap. Examples might be physi- 
ological psychology, psychopharmacology, neu- 
Topsychiatry, behavioral genetics, neurochem- 
istry, psychosomatics, and psychophysiology. 
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This apparent multiplicity is more than a simple 
game of synonym substitution, since differences 
in the language, training, emphasis, orientation, 
and research goals for each of these fields may be 
resolved. 


During the last decade, behavioral scientists 
have widely subscribed to the view that inter- 
disciplinary conferences, study groups, and 
faculties might encourage unified understanding 
and communication. Because the gap between 
the daily practice of clinical psychiatry and 
its many basic sciences appears to grow ever 
wider as research efforts become more technical 
and numerous, an occasional pause for reflec- 
tion upon interdisciplinary focus has become an 
acknowledged means for keeping one’s knowl- 
edge and research thinking both current and rel- 
evant. 

The present volume is another in the series 
of such interdisciplinary efforts. It is a collec- 
tion of 15 papers delivered at the International 
Research Conference held at the Lankenau 
Hospital (Philadelphia) in late 1966. “Mind as 
a Tissue” is a challenging concept likely to be 
regarded warily by most behavioral scientists. 
At worst it suggests naive mechanical or 
hydraulic interpretation of concepts such as 
libido. Alternatively, it conveys a philosophic 
concept of unity that may challenge us to step 
back to redefine and reappraise our notions 
of mind and tissue as clinical realities. 

The 21 distinguished contributors to this 
volume varied in their willingness to accept 
the philosophic challenge of the conference 
title. Refreshing new insights are provided by 
Francis O. Schmitt ("Molecular Neuropsy- 
chology"), Edward Bennett and Mark Rosen- 
zweig ("Brain Chemistry and Anatomy"), Fritz 
A. Freyhan ("Clinical Aspects of Psychotropic 
Drugs"), and Francis J. Braceland (“Impact of 
Basic Studies on the Clinician”), 

Other contributors accepted the conference 
as an opportunity for review and overview of a 
general research area in which they excel. No- 
table in this regard are papers by Watson Reid 
and Bernard Brodie (“Mode and Site of Action 
of Tranquilizers"), Nicholas Giarman (“Modes 
and Sites of Action of Psychic Energizers”), 
C. E. Frohman (“Studies on the Plasma Fac- 
tors in Schizophrenia”), William Bunney (“Bio- 
chemical Factors in Psychotic Depression”), 
William Dement (“The Psychophysiology of 
REM Sleep”), R. V. Coxson (“Problems in 
Specifying a Neural Basis for Memory”), R. 
A. Cleghorn (“Endocrine Order and Disorder 
Basic to the Mind”), and Harold A. Abramson 
(“Derivatives of d-lysergic Acid and Model 
Psychoses”). 

The remaining contributors tended to docu- 
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ment in some detail a specific research problem 
from their own laboratories H. E. Rosvold 
("The Pre-frontal Cortex and Counter Nucleus: 
A System for Effecting Correction in Response 
Mechanisms"), David Krech (*Brain Chemis- 
try and Anatomy: Implications for Behavior 
Therapy"), and Kurt Schlesinger (‘Experi- 
mentally Induced Seizures in Mice"). 

The volume has been carefully edited and 
indexed, with papers and somewhat formal 
question-answer discussions organized into 
logical groups by topic. It may find use as a 
basic text for research training seminars in 
residency programs, since systematic reading 
of all of the papers gives one a sense of contact 
with many of the “hot” areas of biologic psy- 
chiatry research, circa 1966. That most of the 
topics remain vital is a tribute to the confer- 
ence organizers. That some of the specific mate- 
rial is already dated forces one to question the 
wisdom of delayed publication of such proceed- 
ings in expensive hard-cover form. 


CHARLES F. SrROEBEL, PH.D. 
Hartford, Conn. 


Menta RETARDATION: AN ANNUAL Review, vol. 
1, Edited by Joseph Wortis, M.D. New York: 
Grune & Stratton, 1970, 313 pp., $19.75. 


The considerably increased flow of books 
about mental retardation in the last decade 
has not included an annual. This volume, edited 
by Joseph Wortis, attempts to set such a pat- 
tern and presents a notable series of articles in 
order to elaborate the current state of the art. 
Most of the articles do indeed bring up to date 
the material that has been accumulating in vari- 
ous areas. The range is broad and the authors 
are well chosen. 

Basic psychology, conditioning, clinical aspects, 
neuropathology, and basic neurology are con- 
sidered in separate chapters. Some are in greater 
detail than others, particularly the chapter on 
neurology by Kytja Voeller, The selection moves 
on by way of epidemiology into community or- 
ganization, legal aspects, and then considerations 
of poverty. Dr. Drillien has written one of her 
excellent summaries of birth hazards and their 
effect in the production of mental retardation. 

After one has read this volume it is reasonable 
to be concerned about what Succeeding annuals 
will present. The editor Suggests that each topic 
will not be reviewed each year but that certain 
topics will be given more consideration at vary- 

ing intervals. A serious problem will be con- 
fronted subsequently, relative to the increase 
in knowledge and available literature that may 
occur each year. The present volume so neatly 
summarizes a great deal of material accumulated 
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in the past several years that there may be very 
little to say in subsequent issues. 

If, however, the book becomes a stimulus for 
further research and interest in the field, its pub- 
lication will be justified. It may well be that less- 
than-annual volumes will encompass the grow- 
ing knowledge in the field. This book is, however, 
a comfortable start and, for anyone who wishes 
to range over the field of mental retardation, an 
excellent text. One suspects that in the future 
there will be greater emphasis on the mild and 
moderate forms of retardation and their causes 
and less stress on the medical aspects of the 
situation. 


Henry H. Work, M.D. 
Los Angeles, Calif. 


Puysicat Controt or tHe Mino: Towanp a Psy- 
cuociviuzeD Society. By José M. R. Delgado, 
M.D. New York: Harper & Row, 1969, 280 
pp., $7.95. 


In many respects the title of this book is un- 
fortunate as well as misleading. However, what- 
ever bias is evoked in the reader by the idea of 
“mind control” implicit in the title will be rapidly 
dispelled. It is a timely addition to the World 
Perspectives Series. 

To one reasonably familiar with the field, Dr. 
Delgado will offer no revolutionary observations 
or produce any critical new ideas. The book is 
primarily a review and a synthesis of data drawn 
from the many diverse disciplines that study the 
multiple determinants of human behavior. What 
emerges is a readable and generally well-balanced 
review with considerable emphasis on brain func- 
tion and its relation to human behavior. Dr. 
Delgado is able to reduce the arcane and often 
obtuse terminology into language that can be 
understood by social scientists as well as by lay- 
men lacking special training in the area of brain 
functioning as it relates to the neurophysiologi- 
cal basis of human behavior. j 

Rather than deploring the increasing frag- 
mentation and compartmentalization of the 
sciences studying behavior, Dr. Delgado sets 
about to draw material together and gives ? 
comprehensive overview of the interrelation 
ships of sociocultural, psychological, and neuro- 
Psychiatric determinants in operation in human 
behavior from birth onward, It is an ambitious 
but well-executed effort. In the course of this 
review, the author touches upon and examine 
the philosophical as well as the moral issues tha 
arise in any study of “mind” and in any attempts 
to influence or control behavior. 3 

Dr. Delgado's concluding pleas for psycho- 
civilized society carry with them no radical post 
lations. Rather he presents the idea that the stucY 
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of behavior—if it is to make any critical contribu- 
tion to man’s future—must be pursued primarily 
along a monistic approach. That is, the biologic, 
genetic, and intracerebral factors must be studied 
with the same emphasis and urgency as has been 
placed upon the sociocultural forces in the re- 
cent past. What one hopes will result from such 
an undertaking is a broadly holistic science of 
behavior that can help man chart his troubled 
way. 


WALLACE K. TOMLINSON, M.D. 
New Orleans, La. 


Patients View Turis. Psycnotuerary. By Hans 
H. Strupp, Ronald E. Fox, and Ken Lessler. 
Baltimore: Johns Hopkins Press, 1969, 216 pp., 
$6.95. 


The authors have studied what former psy- 
chotherapy patients said about the nature of 
their problems and the experience of psycho- 
therapy. The data derived from questionnaire 
surveys of two groups of former patients. The 
first group was made up of 44 private patients 
seen in individual psychotherapy by experienced 
Psychotherapists over an extended period of 
time. The second group comprised 122 patients 
drawn from the files of the Adult Psychiatric 
Outpatient Clinic at North Carolina Memorial 
Hospital, the training facility of the University 
of North Carolina School of Medicine. This 
patient group had been seen by therapists in 
training. The mean number of hours per week 
was 1.4, and the mean number of total therapeu- 
tic hours was 70.4. 

In both studies the instrument was an 89-item 
questionnaire eliciting data on biographic and 
socioeconomic status, form and length of psy- 
chotherapy, the patients’ view of their reasons 
for seeking psychotherapy, and their assessment 
of the degree and chronicity of disturbance. The 
questionnaire dealt with several facets of the 
patients’ evaluation of therapeutic outcome and 
therapeutic change. Patients were asked ques- 
tions about their evaluation of the therapist in 
response to his warmth, interest, integrity, and 
respect. 

Another 23-item questionnaire was submitted 
to the therapists, asking for evaluation of their 
Psychotherapy of the patients in both studies. 
Objective data were elicited from survey of clini- 
cal charts. The data were subjected to coding and 
item correlation in both objective and subjective 
Sets, and the subjective set was examined by 
cluster analysis. In both sets associations were 
made between “success” and other measures, 
and finally associations were made between 
objective and subjective measures. The book 
Contains nine appendices elaborating on the data, 
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data collection, and statistical analysis. 

Although there were many variations in both 
technique and the theoretical position of the 
therapists, all cases were treated by dynamic 
or psychoanalytically oriented psychotherapy. 
The authors conclude that their study gives 
impressive evidence for beneficial results from 
this kind of outpatient individual psychotherapy. 
They find that the benefits occur on a broad 
front and are independent of the therapists’ 
theoretical position and professional affiliation. 
This research strengthens their conviction (and 
that of this reviewer) that in -effective psycho- 
therapy the patient makes gains that are subjec- 
tive and defy quantification, Such gains include 
interpersonal competence, mastery, and increased 
self-esteem. These facts seem to be insufficiently 
appreciated by those behavioral psychologists 
who insist on seeing the presenting symptom as 
the problem and deny the importance of intrapsy- > 
chic conflicts and underlying causes. 

This book deserves a more thorough study 
than this summary review can indicate. It should 
be valuable to psychotherapists who wish to 
compare the reasons for their own successes and 
failures with those outlined in this study. For 
educators devising training programs in psy- 
chotherapy it will be useful in selection of patients 
and trainees and their assignment and supervi- 
sion. Studies such as this attempt to objectify 
subjective experience of both patients and thera- 
pists are always in danger of falling into the error 
of post hoc, ergo propter hoc reasoning. This 
danger is not so apparent in simple attempts 
aimed at mere symptom eradication. But this 
study properly aims at the understanding of a 
therapy of the complexities of the human person- 
ality. 

It is hoped that the authors and other investi- 
gators will make further efforts to objectify some 
of the complicated emotional experiences of the 
phenomena of transference and countertransfer- 
ence and their effects on therapeutic progress. 


MAURICE J. BARRY, JR., M.D. 
Rochester, Minn. 


SCIENCE AND PSYCHOANALYSIS, VOL. 15: Dynamics 
or Deviant Srxvanmv. Edited by Jules H. 
Masserman, M.D. New York: Grune & Strat- 
ton, 1969, 100 pp., $7.75. 


This book of 100 pages brings together eight 
brief discussions by 14 authors on subjects rang- 
ing from abnormal chromosome counts to fan- 
tasies while masturbating. It represents the 15th 
volume in a series introduced in 1958 by the 
American Academy of Psychoanalysis. Because 
the subject material of each article varies, it is 
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not possible to review this book in a general way 
except to say that most of the presentations are 
of interest. I will make a brief comment on each 
article in the order in which it appears. 

“Chromosomes and Sex" by Gendal takes up 
the normal chromosome pattern in the human 
and its common abnormalities. It will be useful 
for the person with little knowledge of recent de- 
velopments in this field. 

Rioch and Weinstein write about “Categories 
of Sexual Phenomena with Reference to Sym- 
bolic Behavior" and deal primarily with the 
nuances of language, verbal signals, and related 
symbolic behavior. It is a tightly reasoned, fairly 
scrutable article that touches obliquely on deviant 
sexuality. 

Bonime’s article on “Masturbating Fantasies 
and Personality Functioning” is valuable be- 
cause it deals with a subject-seldom mentioned 
in the literature. Bonime is interested in the ob- 
servation that anxiety does not accompany 
masturbation fantasy although it may precede or 
follow it. This, he points out, distinguishes it from 
dreams, which often are accompanied by anxiety. 
Marmor gives an excellent discussion of this 
paper and points out several of its flaws with 
respect to the tendency to generalize too far from 
one’s limited clinical experience. 

In “Identity Formation in Male and Female 
Adolescent Homosexuals” Kremer discusses a 
clinical experience with 40 teen-aged boys and 25 
teen-aged girls drawn from disadvantaged areas 
of depressed socioeconomic status. They were 
judged to be homosexual by teachers or counsel- 
ors and were sent for psychiatric treatment; they 
did not seek it on their own. The paper discusses 
the various patterns of homosexual preference 
that were seen. The data Suggest that the homo- 
Sexual outcome may be reached by different 
pathways in different types of family constella- 

ions. 

Gadpaille discusses “Homosexual Activity and 
Homosexuality in Adolescence.” He reviews the 
usual concepts of psychosexual development dur- 
ing this period of life, 

Gebhard considers “Fetishism and Sadomaso- 
chism” and shows that the two phenomena often 
intermesh and that most cases are mild and do 

not come to public attention. He reviews etiolog- 
ical speculations about fetishism and finds 
them all wanting. He advances a theory of his 
own to partially explain sadomasochism. 

In "Fetishism: A Comprehensive View" Ep- 
stein briefly describes the salient features of the 
syndrome and reports on 12 patients from his 
practice; eight of these had abnormal EEGs, 
two had frank seizures, and four had Clinical 
evidence of organic brain disease of an unstated 
nature. (Apparently several patients had more 
than one abnormality.) From this experience he 
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wonders about the etiological significance of 
organic disease in fetishism. 

Of extreme interest is Epstein's report about a 
17-year-old zoo-dwelling male chimpanzee who 
has consistently displayed sexual behavior (in- 
cluding ejaculation) toward rubber boots since 
at least age ten and a 17-year-old baboon in 
the same zoo who shows essentially the same sex- 
ual behavior. 

The final article, **Fetishism and Murder” by 
Snow and Bluestone, reports on three cases in 
which the syndrome may have contributed to 
a murder or near-murder. They advance the 
premise that fetishism represents a defense 
against feelings that a live sexual partner will 
mutilate or destroy the fetishist and, further, that 
it is a defense against the fetishist's own impulses 
to mutilate or kill. 

This book will interest psychiatrists and clinical 
psychologists. It is worth reading for its coverage, 
however brief, of several sexual deviations that 
have been relatively neglected in recent years. 


DONALD W. HASTINGS, M.D. 
Minneapolis, Minn. 


Famity-Centereo Nursing, iN. Community Psy: 
cuurRY. By Claire M. Fagin, Ph.D., R.N. 
Philadelphia: F. A. Davis Co., 1970, 183 pp» 
$6. 


The author presents an introductory chapter 
relating to introduction and overview of nursing 
practice in community environments and à 
chapter offering a concluding discussion. The 
remaining chapters are reports of experiences 
written by graduate students in psychiatric nurs- 
ing and critique-discussant reports written by 
the faculty supervisors. 

Most reports focus on the short-term psycho- 
therapy done by nurses in the home. However, 
the facility with which the nurses could move 
from the home to the official agency to other 
resources is adequately demonstrated. The re 
Ports are open in nature, revealing the studens 
aspirations, goals, and troubles in working vit 
families, their frequent frustrations with aged 
routines, and their desire and ability to functio 
as peer members of the health team; their es 
systematic orientation to their tasks is well do 
mented. on 

Each student provides a theoretical orienta 
and rationale that directed her activities in T 
ing patient needs and providing services. Fa 
discussants use the same approach in offi 
criticisms and discussion of student activities 3 
also in their discussions of the trend towar Ee 
munity psychiatry and nursing's involva as 
with it. The quality of the students’ repo" j 
97 


Amer. J. Psychiat, 127:1, July! 


BOOK REVIEWS 


well as the faculty’s discussions vary considerably. 
Readers may not agree with some of the theoreti- 
cal bases, discussions, interpretations, and conclu- 
sions, but the overall contents are of high quality 
and adequately reflect the potential for which 
nursing is striving—namely, to think, act, and be 
as competent as possible and at a level beyond 
which most other health professionals to date 
have regarded nursing and nurses. This message, 
in fact, by only a slight stretch of the imagination, 
stands out as one of the prime purposes of this 
book. 

Ostensibly, this book was written so that “. . . 
these experiences should be more widely shared.” 
Indeed, the book is recommended reading for all 
nurses—although its revelations are generally 
well known to graduate nursing students and 
faculties—and is especially recommended for 
other health professionals interested in utilizing 
nurses in community health centers and activities. 
It will afford them an ample orientation to what 
adequately prepared professional nurses can and 
want to accomplish. 


WILLIAM E. FIELD, JR., R.N., PH.D. 
Austin, Tex. 


Tue Previctive VALIDITY or Prosective MEASURES. 
By Richard M. Suinn, Ph.D., and Stuart 
Oskamp, Ph.D. Springfield, Ill.: Charles [c 
Thomas, 1969, 150 pp., $9.50. 


_ The continuing search to learn whether pro- 
jective tests are trustworthy is continued here. 
The authors evaluated the validity of several 
projective tests (Rorschach, Thematic Apper- 
ception Test, Draw-A-Person, Szondi, Bender 
Visual-Motor Gestalt) as well as literature per- 
tinent to the interview. Only studies published 
during 1950-1965 that fulfilled certain stan- 
dards were appraised. For example, few studies 
were considered unless they formulated specific 
hypotheses. Further, only material appearing 
in 13 prominent journals was reviewed; little 
that had been published in books was examined. 

The presentation consists largely of detailed 
descriptions of the many studies examined. 
Summaries are provided concerning the validity 
of each of the tests as applied to specific problem 
areas, For example, there are separate state- 
ments regarding the value of the Rorschach in 
discriminating diagnostic categories, predicting 
personality traits, and so forth. 

The authors conclude their survey with a 
generalized skepticism about projective proce- 
dures. They question the clinical applicability 
of findings based on merely demonstrating sig- 
nificant group differences, when the actual power 
to make individual predictions is limited. They 
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are also critical of the many projective studies 
concerned with discriminating among diagnostic 
groups. They feel that the psychiatric diagnostic 
criterion lacks meaningfulness. 

The reviewer considers that this book falls 
short of its objective. Because the authors arbi- 
trarily chose to appraise not only a limited time 
segment but also a selective range of publications, 
their effort was handicapped. How can one 
draw meaningful conclusions about the validity 
of procedures without considering all of the per- 
tinent evidence? Indeed, the authors’ arbitrary 
selectiveness resulted in their not considering 
several important approaches to projective ma- 
terials (e.g., the Holt primary process Rorschach 
scoring system). Incidentally, the reviewer, after 
checking several of the descriptions of specific 
studies analyzed in the book, found one descrip- 
tion to be quite inaccurate. 

Can one meaningfully evaluate the overall 
validity of a projective test? Recognition is 
growing that a projective test can be applied in 
diverse ways and that multiple measures can 
be derived from it. One or more indices derived 
from it may turn out to be valid, while the rest 
prove worthless. But it would be meaningless 
to lump these diverse results together and talk 
in general terms about the validity of the test. 
Each projective index stands by itself. The vari- 
ous indices computed from a projective test may 
have no more relationship to each other than 
indices derived from entirely unlike techniques. 

This book, unfortunately, focuses upon certain 
defects in projective test studies as if they were 
unique to such tests. However, in fact, other 
kinds of psychological tests suffer from analo- 
gous problems. In their pessimism, the authors 
do not recognize that projective test research 
has considerably improved. Dependable findings 
are increasingly accumulating. For example, one 
can now be reasonably reassured about the 
personality correlates of a number of major 
Rorschach scores. If the authors will look care- 
fully at their own evaluations, they will find this 


to be true. 


SEYMOUR FISHER, PH.D. 
Syracuse, N. Y. 


AnnuaL Progress iN CHILD PSYCHIATRY AND Cuir 
DrvrtorweNr: 1969. Edited by Stella Chess, 
M.D.. and Alexander Thomas, M.D. New 
York: Brunner/Mazel, 1969, 700 pp., $15. 


This is the second volume in this series, a col- 
lection of articles of interest to workers in child 
psychiatry and child development culled from 
journals of 1968. The first volume covered the 
“annual progress" of 1967. 
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The editors have continued with the original 
format. The areas covered are not exactly the 
same but reflect a continuing shift of emphasis 
in the literature itself, with current interest in the 
educational problems of the disadvantaged child, 
cognitive development in early childhood, and 
the social and emotional. problems of adoles- 
cence. The articles chosen are reprinted in full 
with no editorial comment. Except for the 
briefest introduction (almost a simple reprint of 
the first volume’s introduction) the editors have 
done little more than choose what was to be in- 
cluded. In effect, the literature is allowed to speak 
for itself. 

There are 38 articles from 23 journals. Journals 
represented by three or more articles are the 
Merrill Palmer Quarterly of Behavior and De- 
velopment, the American Journal of Orthopsy- 
chiatry, the Archives of General Psychiatry, the 
American Journal of Psychiatry, and the Journal 
of the Academy of Child Psychiatry. Almost all 
of the articles chosen could be regarded as being 
in the mainstream of interest for child psy- 
chiatrists. Indeed, the child psychiatrist who has 
been diligent in keeping up with his reading will 
find few surprises here: He will already have en- 
countered many of the articles. On the other 
hand, the selection, with its mix of education and 
child development in the first part of the book 
and clinical child psychiatry in the second part, 
seems not to be aimed at any other professional 
group. 

A more general usefulness, for example for 
teaching students other than child psychiatry 
trainees, would demand more editorial work—in- 
troductions to various areas, setting the stage 
for the particular contributions, discussion of 
controversial points, etc. Also, material from the 
behavioral sciences (anthropology, experimental 
psychology) and from psychoanalysis is not 
represented. Perhaps this would require an en- 
tirely different kind of book. 

As in the previous volume, the selections in- 
clude reports of original experimental or clinical 
Work, several review articles on particular subjects 
(such as early education, fatherless homes, child- 
hood autism, phobias of childhood), and some 
contributions of the armchair variety. The quality 
is by no means uniform: It ranges from very good 
to mediocre. This is no reflection upon the 
editors—rather it accurately reflects the con- 
temporary scene in our professional journals. 
I did not find, however, any article that was not 
worth taking the time to read. 

Question can be raised about the need for such 

a series. The book is not inexpensive ($15). Most 
of the articles come from easily accessible 
journals, and the audience aimed at is the same 
audience that subscribes to these journals, The 
articles will survive longer in book form, of 
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course, but this is not a collection of brilliant con- 
tributions that deserve to be preserved for a 
posterity that will look back upon 1968 as a year 
of great progress for child development and child 
psychiatry. 

Yet Drs. Chess and Thomas perform a signifi- 
cant service for us, whether the articles they 
choose are brilliant and noteworthy or not. The 
task of keeping up with the literature is becoming 
an impossible one. Even in a defined field such as 
child psychiatry, reading in adequate depth in one 
area almost inevitably means letting other areas 
slide. The reward of reading through a collection 
such as this is a feeling, however illusory, that 
one has, for the moment, a perspective on current 
thinking and trends in the field. Perhaps there are 
those who have no need for this book because 
they have already read most of its contents, per- 
haps have even written away for all the reprints. 
They would have to be more energetic than 
people I know. They would also have to have 
more time for reading than I have. A $15 price 
for a short cut? I think it is a bargain. 


RicHARD S. WARD, M.D. 
Atlanta, Ga. 


Tur Hich Scuoot Apourscer. By Morris A. 
Sklansky, M.D., Sylvia W. Silverman, and 
Helen G. Rabichow. New York: Association 
Press, 1969, 252 pp., $6.95. 


Sklansky, Silverman, and Rabichow have 
described the theory and practice that they have 
found useful in understanding and treating the 
emotional problems of high school adolescents. 
They base their understanding on the framework 
of the psychoanalytic model. Using their experi- 
ence of treating adolescents in a Chicago agency 
whose clientele represents a cross section of this 
urban community, they describe the adolescent, 
illustrate his problems, suggest effective ways i" 
treating him, and highlight the characteristics of 
the successful counselor. The result is not, how- 
ever, a cookbook for amateurs. It is a painstaking 
and thoughtful review of their many years 0 
experience. d 

They describe the more common defenses use 
by adolescent delinquents and countertransference 
feelings during therapy; they explain the manner 
in which the adolescent masks his depression an 
suggest the treatment of the overcompensated an 
uncooperative adolescent. The reader learns how 
to deal with the problems of termination ii 
therapy and the uniqueness of transference he 
adolescence. The authors carefully define t° 
qualities that differentiate an adolescent's ream 
sion from the true pathological state. They he 
the defensive characteristics that differentiate t 
population they treat from adults. 
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Yet, as one reads this text, it is apparent that 
inclusion of some material perhaps even purposely 
omitted would have made the book more useful. 
In a book written for professionals from various 
disciplines it would have been wise to indicate 
the usefulness of the psychiatric and psycho- 
logical consultation. I looked for but could 
not find the authors’ indications for the use 
of medication. I found no mention of the adoles- 
cent with organic difficulties. Despite the authors’ 
need to restrict the subject to the one-to-one 
relationship, I wish they had discussed the place 
of group therapy. I believe the book would be 
more readable had they illustrated some of 
the chapters with cases that highlight their 
obvious rich experience. 

The best chapter is a description of how to 
engage the adolescent in treatment. Anyone 
who is treating this group of patients will find 
the authors’ prognostic criteria useful in the 
evaluation of a realistic basis for optimism. 
This hopeful attitude is an unspoken foundation 
of their treatment. I recommend this book to 
all who come in contact with adolescents as 
counselors. It will also be useful for parents 
who need to understand the behavior of their 
own children. 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 


ResrARCH. AND Cuinicat STUDIES IN HEADACHE: AN 
Internationa Review, vol. 2. Edited by Arnold 
P. Friedman, M.D. Baltimore: Williams & 
Wilkins Co., 1969, 220 pp., $15.75. 


_As may be expected from an international re- 
view type of publication, this book is a hetero- 
geneous collection of articles, most of which are 
in-perspective reviews of the contributors’ recent 
work. Except for a routine clinical report on 
Posttraumatic headaches by the Nicks, the papers 
are concerned mainly with migraine and related 
head pain syndromes. 

Heyck presents excellent evidence for the hy- 
Pothesis that the opening of arteriovenous shunts 
may be of prime importance in migraine patho- 
genesis. 

S Anthony, Hinterberger, and Lance summa- 
rize the evidence for a neurohumoral triggering 
mechanism in migraine, with particular emphasis 
on the apparent presence in serum during a mi- 
&raine attack of a serotonin releasing factor. 

_Sicuteri shows how the activation of plasma 
kinins by enzymes released from lysosomes might 
sensitize local vessels to the action of neuro- 
humors as well as produce inflammatory changes 
and pain in chronic migraine and cluster head- 
ache, 

Bianchine and Eade review possible relation- 
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ships between serotonin, methysergide, migraine 
headache, and fibrosing syndromes but can find 
no clear-cut explanations. 

The articles by Fine and Frazier are rather 
pedestrian reviews of classical and recent psycho- 
analytic concepts regarding headache and its 
psychotherapy and are reminiscent of basic text- 
book chapters. They add no new ideas, but they 
do serve to emphasize to the reader the almost 
Kantian hiatus that exists between the psycho- 
dynamic and organic approaches to the under- 
standing of pain syndromes. There is no question 
that psychic factors are involved in the triggering 
of head pain syndromes; the physiologic mecha- 
nisms are becoming clearer, but the bridge be- 
tween the two is still tenuous. 

One may hope that succeeding volumes will 
include articles leading to a unified concept of 
migraine that encompasses the psychodynamic 
as well as the physiologic evidence. 


GERARD M. LEHRER, M.D. 
New York, N. Y. 


Hosprrauizinc tHe MeNrALLY Int iN Onto. By 
Victor M. Victoroff, M.D., and Hugh A. Ross, 
S.J.D. Cleveland, Ohio: The Press of Case 
Western Reserve University, 1969, 344 pp., 
$8.95. 


How many workers concerned with the prob- 
lems of hospitalizing the mentally ill had to learn 
the medical and legal aspects of their care the 
difficult, slow way—over a number of years, 
searching the literature and documents for proper 
judicial guides that might apply to the presented 
psychiatric problems, finding a little here and 
an important bit there, and not always being 
certain that the actions taken in the given cases 
were appropriate within the purpose and mean- 
ing of the law? Probably few workers could put 
the results of their efforts into a concise working 
focus to make a practical working guide. The 
authors of Hospitalizing the Mentally Ill in 
Ohio have done this nicely for us. 

Through concise organization and precise 
use of words in describing the different psychi- 
atric cases and the related judicial questions, 
the authors have reduced sizable, complex psy- 
chiatric and legal problems and administrative 
concepts into an interrelated practical context. 

Part 1, “Medical Aspects," discusses the psy- 
chiatric and legal participation necessary for 
proper procedures to hospitalize the mentally 
ill. It describes the nature of the work of many 
disciplines and persons who participate or by 
circumstance are forced to help the mentally 
ill; it delineates the roles of community resources 
available for patient care. There are a number of 
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excellently described illustrative psychiatric cases 
with precise suggestions as to what to do and 
how to do it, medically and legally, in each case, 
depending on the immediate psychiatric and 
legal problem the case presents. 

Part 2, "Legal Aspects," is concerned with 
definitions of mental illness and competency 
in relation to different but specific legal contexts: 
in relation to criminal responsibility, to hospi- 
talization, guardianship, and the forensics required 
to decide the nature and degree of mental illness 
present in each context. It also discusses the legal 
concerns and procedures relating to hospitaliza- 
tion of the different cases presented in part 1. 

Parts | and 2 of necessity overlap, but they are 
not redundant. The numbered cross references 
tie together related psychiatric and legal prob- 
lems, providing a useful whole picture of proce- 
dures available to satisfy the statutes and rules 
used by Ohio courts to determine the best dis- 
position for the patient and society. 

In section 3 useful appendices give the names 
of Ohio psychiatrists and psychiatric facilities, 
including their admission policies and proce- 
dures, with samples of official forms, filled out 
in detail, specific for situations given in the Ohio 
Code regarding admission to mental hospitals. 
The locations of probate courts and judges ser- 
ving "catchment" areas are also given. A list 
of organizations concerned with mental health 
brings the book to an end. 

Although the book is specifically concerned 
with the Ohio situation, there are references to 
practices and interpretations of rules in other 
states. Should their laws and concerns, like 
Ohio's, be based on the U. S. Public Health 
Draft Act Governing Hospitalization of the 
Mentally Ill, the book will be helpful to them. 
The addition of this Draft Act to the appendices, 
in place of a rapidly outdated list of psychia- 
trists, would have added value to the book and 
restressed the goals of that ideal publication. 

In this book—a distillate of concern for the 
mentally ill—attorneys, judges, physicians, and 
the general public are given practical guides to 
better handling of patients, minimizing their 
suffering and anxieties. With their appropriate 
technical and procedural parallels, mental health 
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workers should find this book useful for its in- 
tended purpose in many states. 


PauL KIRCH, M.D. 
Columbus, Ohio 


Tue Psvcuotocy or tHe Cup. By Jean Piaget 
and Barbel Inhelder, trans. by Helen Weaver. 
New York: Basic Books, 1969, 162 pp., $5.95, 


Piaget and Inhelder have spread their ideas 
in so many monographs that it has been exceed- 
ingly difficult to see their work as a corpus or 
whole. In this volume they describe their ideas 
and research clearly, simply, and consecutively. 

Many authors have disdained summarizing 
their work, in part, I suspect, because they do 
not want their ideas to be comprehended in 
their true simplicity. There are few complex 
ideas in the psychological world, and authors 
are embarrassed to admit this. 

Here we see in the compass of 162 pages the 
outline of a life's work. That work has been con- 
tinuous, not episodic, ever developing yet in- 
creasingly fundamental. Few authors can meet 
the test of simplicity; Piaget obviously can. 

Although Piaget has had many commentators 
and exegetists, I believe that his ideas have 
suffered thereby. Commentators tend to see 
more density, obscurity, and complexity in an 
author's work than does the author himself. Al- 
though such comment is flattering, it results in 
a needless obscurantism and eventual loss of 
interest in the work of certain authors. By their 
master stroke of summarizing their research, Pia- 
get and Inhelder have guaranteed that their 
ideas will be available, not only to this generation, 
but as bases upon which much further work and 
thought will be developed. ; 

Because Piaget asked new questions—cognl- 
tive-organismic questions—the whole train O 
developmental research has been turned in 4 
new direction. A rare treat is in store for the read- 
er of The Psychology of the Child. No psychia- 
trist concerned about development should deprive 
himself of that treat. 


Sipney L. WERKMAN, M.D. 
Denver, Colo. 
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PARENTHOOD: Its Psvcuotocv anp PsvcHoPa- 
THOLOGY. Edited by E. James Anthony, M.D., 
D.P.M., and Therese Benedek, M.D. Boston: 
Little, Brown and Co.; 1970, 603 pp., $15. 


Disarritiateo Man: Essays AND BIBLIOGRAPHY ON 
Skip Row, Vacrancy, AND Outsipers. Edited 
by Howard M. Bahr. Toronto: University of 
Toronto Press, 1970, 394 pp., $9.50. 


Disapvantacep Cuitpren: HEALTH, Nutrition & 
Scuoor Faiture. By Herbert G. Birch, M.D., 
Ph.D., and Joan Dye Gussow. New York: 
Grune & Stratton, 1970, 308 pp., $7.50. 


PRINCIPLES OF INDUSTRIAL THERAPY FOR THE MEN- 
tatty IL. By Bertram J, Black, M.S.W. New 
York: Grune & Stratton, 1970, 185 pp., $9.75. 


Tue Inrersexuat Disorpers. By Christopher J. 
Dewhurst, M.B., and Ronald R. Gordon, M.C., 
M.D. Baltimore: Williams & Wilkins Co. 
(U. S. distributor), 1970, 149 pp., $12.25. 


Eure AND SrrciuzEp Interviewing. By Lewis 
Anthony Dexter. Evanston, Ill.: Northwestern 
University Press, 1970, 193 pp., $2.95 (paper). 


A Parents’ Gutve to Crito Discieuive. By Rudolf 
Dreikurs, M.D., and Loren Grey, Ph.D. New 
York: Hawthorn Books, 1970, 96 pp., $3.95 
(paper). 


Tur Desicn Within: PSYCHOANALYTIC APPROACHES 
TO Sakespeare. By M. D. Faber. New York: 
Science House, 1970, 536 pp., $13.50. 
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AwALYTIC Stupy. By Harold Greenwald. New 
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Tut Case History METHOD IN THE STUDY oF Famity 
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the Advancement of Psychiatry. New York: 
GAP, 1970, 138 pp., $4. 


Rapica. Man: Tue Process or Psycuo-Soctat 
Devetopment. By Charles Hampden-Turner. 
Cambridge, Mass.: Schenkman Publishing Co., 
1970, 409 pp., $5.50 (paper). 


Tue Comptere Book or Cuitpren’s Pray, revised 
ed. By Ruth E. Hartley, Ph.D., and Robert M. 
Goldenson, Ph.D. New York: Apollo Editions, 
1970, 476 pp., $3.95 (paper). 
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PHRENIA, Epitepsy, THE Temporar Lose. British 
Journal of Psychiatry Special Publication no. 4. 
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$4.25 (paper). 


To a Dancing Gop. By Sam Keen. New York: { 


Harper & Row, 1970, 160 pp., $1.95 (paper). 
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1970, 192 pp., $2.95 (paper). 
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'The American Board of Psychiatry and Neurology 


The following are those who successfully 
completed the Board examinations given in 
Cleveland, Ohio, March 9 and 10, 1970. 


PSYCHIATRY 


Albin, David Lawrence, M.D., Chevy Chase, Md. 
Baughman, Earle Wray, Jr., M.D., Alexandria, Va. 
Bernick, Raymond, M.D., Montreal, Quebec, Canada 
Bernson, Lionel A., M.D., Teaneck, N. J. 
Eon. Charles Estill, Jr., M.D., Corpus Christi, 
ex; 
Blunt, Lynn Waldo, M.D., Ann Arbor, Mich. 
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Canada 
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Crovello, James Nicholas, M.D., Port Jefferson, N. Y. 
Davies, John Benjamin, M.D., Alexandria, Va. 
Donohue, Kevin Patrick, M.D., Washington, D. C. 
Elpers, John Richard, M.D., Bethesda, Md. 
Fisch, Alan, M.D., Malden, Mass. 
Fischer, Robert F., M.D., St. Paul, Minn. 
Friedman, Henry J., M.D., Cambridge, Mass. 
Fuller, Ruth L., M.D., New York, N. Y. 
Galligan, James E., M.D., Northville, Mich. 
Goldfine, Peter Elliot, M.D., Boston, Mass. 
ur James Archibald, M.D., APO New York, 
Griffin, Richard Gerard, M.D., Loma Linda, Calif. 
Gruenberg, Peter Barnard, M.D., Beverly Hills, Calif. 
Gustin, Thomas A., M.D., Erie, Pa. 
Halversen, Thomas Addison, M.D., Bountiful, Utah 
Hill, Robert L., M.D., Stockton, Calif. 
Kardener, Sheldon H., M.D., Los Angeles, Calif. 
Khantzian, Edward John, M.D., Haverhill, Mass. 
Kritzberg, Nathan L., M.D., Tenafly, N. J. 
Lovko, Kenneth R., M.D., Indianapolis, Ind. 
Masbaum, Ned Paul, M.D., Indianapolis, Ind. 
Melo, Yezid, M.D., Norman, Okla. 
Michael, Calvin A., M.D., Huntington, N. Y. 
Morrison, Andrew Philip, M.D., Cambridge, Mass. 
Palombo, Stanley Robert, M.D., Washington, D. C. 
Pettite, Michael James, M.D., Bethesda, Md. 
Pittman, Glen Dean, M.D., Springfield, IIl. 
Pollard, Dulon Devon, M.D., Columbia, S. C. 
Pratarotti, Antonio Rubens, M.D., Kings Park, N. Y. 
Radcliffe, Edear Desmond, M.D., Menlo Park, Calif. 
a A. Mason, M.D., Salt Lake City, Utah 
sihardson, Thomas Fred, M.D., Clayton, Mo. 
Ria hond, M. Barrie, M.D., Evanston, Ill. 
tordan, Charles E., M.D., New York, N. Y. 
qobinson, James Stuart, M.D., Houston, Tex. 
Ra well, Elizabeth K., M.D., Tampa, Fla. 
eo Jack, M.D., Ormond Beach, Fla. 
chlecte, Eve M., M.D., Ann Arbor, Mich. 
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Squilla, Vincent D., M.D., Bronx, N. Y. 
Stinson, Byron, M.D., Columbus, Ohio 

von Brauchitsch, Hans, M.D., Ann Arbor, Mich. 
Walker, Herbert E., M.D., New York, N. Y. 
Werman, David S., M.D., Chapel Hill, N. C. 
Wickstrom, James, M.D., New York, N. Y. 


NEUROLOGY 


Brown, Neil Charles, M.D., Chattanooga, Tenn. 
Ciemins, Vilnis Andris, M.D., North Olmsted, Ohio 
Crill, Wayne Elmo, M.D., Seattle, Wash. 

Dahl, David S., M.D., Madison, Wis. 

Echols, Charles L., Jr., M.D., Phoenix, Ariz. 
Frederic, Myron Wayne, M.D., Philadelphia, Pa. 
McIntyre, Hugh Baxter, Jr., M.D., Torrance, Calif. 
Patterson, Leland F., M.D., Silver Spring, Md. 
Poffenbarger, Arthur Lee, M.D., Charleston, W. Va. 
Sabin, Thomas Daniel, M.D., Carville, La. 


The following are those who successfully com- 
pleted the Board examinations given in Philadel- 
phia, Pa., April 13 and 14, 1970. 


PSYCHIATRY 


Alfred, Dewitt Clinton, Jr., M.D., Sheppard AFB, Tex. 

Allen, Thomas Ernest, Jr., M.D., Baltimore, Md. 

Altman, Norman W., M.D., Riverdale, N. Y. 

Babineau, G. Raymond, M.D., APO New York, N.Y. 

Barchha, Ramnik Gordhandas, M.D., Toronto, Ontario, 
Canada 

Barnhouse, Ruth Tiffany, M.D., Waban, Mass. 

Bernert, Lawrence Albert, Jr., M.D., Norfolk, Va. 

Bihari, Bernard, M.D., New York, N. Y. 

Birk, Lee, M.D., Boston, Mass. 

Blechschmidt, George F., M.D., Cressona, Pa. 

Bok, John B., M.D., Newton Square, Pa. 

Boren, Richard Benjamin, III, M.D., Winston-Salem, 
N.C. 

Bowers, Malcolm B., Jr., M.D., New Haven, Conn. 

Bozzetti, Louis Paul, Jr., M.D., La Jolla, Calif. 

Britt, Benjamin Earl, M.D., Raleigh, N. C. 

Burk, E. David, M.D., Stanford, Calif. 

Catton, Raymond Manuel, M.D., Philadelphia, Pa. 

Chan, Roger T. S., M.D., Utica, N. Y. 

Conna, Sherrill Alexander, M.D., Westboro, Mass. 

Corrales, Alfonso, M.D., Brooklyn, NY 

Cox, John P., M.D., St. Joseph, Mo. 

Cronin, Stephen G., M.D., Brockton, Mass. 

Crumley, Frank E., M.D., Augusta, Ga. 

de la Rocha, Manuel, M.D., Baltimore, Md. 
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Edis, Theodore Eftihiades, M.D., Falls Church, Va. 
Edwards, James Earl, M.D., St. Louis, Mo. 
Eggert, Delmer C., M.D., Mt. Pleasant, Iowa 
Eglseder, Ludwig Joseph, M.D., Easton, Md. 
Ellis, David M., M.D., Merion, Pa. 
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Francis, Richard Louis, M.D., Tupper Lake, N. Y. 
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Goodchild, William R., M.D., Minneapolis, Minn. 
Greenberg, Lawrence Miles, M.D., Washington, D. C. 
Grosser, Bernard Irving, M.D., Salt Lake City, Utah 
Gustafson, William L., Jr., M.D., Miami, Fla. 
Hardy, Thomas C., M.D., Salt Lake City, Utah 
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Heller, Janet A., M.D., Bronx, N. Y. 
Hermoso-Kramer, Josefina J., M.D., Bay Shore, N. Y. 
Hetznecker, William H., M.D., Philadelphia, Pa. 
Higgs, Paul C., M.D., Austin, Tex. 
Hofer, Myron Arms, M.D., Bronx, N. Y. 
Hogben, George L., M.D., Brooklyn, N. Y. 
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Koch, Michael F., M.D., Minneapolis, Minn. 
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Kwit, Robert Baxter, M.D., New York, N, Y. 
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Matthews, Robert Ramsey, M.D., Little Rock, Ark. 
McNeil, Jesse Neal, M.D., Durham, N. C. 
Meyerhoff, Gerald, M.D., Englewood Cliffs, N. J. 
Miller, Jay Howard, Jr., M.D., Chelsea, Mass. 
Milling, Robert Nicholson, M.D., Columbia, S. C. 
Mirabile, Charles Samuel, Jr., M.D., Sharon, Conn. 
Mitchell, Wallace M., M.D., Hamilton, Ontario, Canada 
Moleski, Desmond D., M.D., Orchard Park, N. Y. 
Morgernstern, Jack A., M.D., Los Angeles, Calif. 
Mowerman, Samuel, M.D., Great Neck, N. Y. 
Needell, Elaine F., M.D., Miami, Fla. 
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Obourn, Robert L., M.D., Topeka, Kans. 
O'Connor, Garrett, M.D., Baltimore, Md. 
Ogburn, Benjamin R., M.D., Gainesville, Fla. 
Otterness, L., M.D., Sacramento, Calif. 

Peterson, Verne, M.D., Salt Lake City, Utah 
Peyrolon, Ezequiel, M.D., Toronto, Ontario, Canada 
Radomski, Theodore John, M.D., Lansdowne, Pa. 
Raulj, Josip, M.D., Columbus, Ohio 

Ritter, Baird Stuart, M.D., Philadelphia, Pa. 
Rockaway, Harold, M.D., Houston, Tex. 

Russell, Richard L., M.D., Pittsburg, Pa. 
Salzman, Carl, M.D., Boston, Mass. 

Sandford, John L., M.D., Martinez, Calif. 
Saribeyoglu, Safa I., M.D., Orangeburg, N. Y. 
Shore, Richard S., M.D., San Francisco, Calif. 
Silverman, Gilbert, M.D., Richmond, Va. 
Sonnega, James A., M.A., M.D., Northville, Mich. 
Sproull, Terrence R., M.D., Monterey Park, Calif. 
Stein, Donald U., M.D., Falls Church, Va. 
Steinberg, Harvey, M.D., Washington, D. C. 
Strauss, John S., M.D., Chevy Chase, Md. 
Tartaglia, Charles Rocco, M.D., Chevy Chase, Md. 
Taylor, Terry William, M.D., Baltimore, Md. 
Tillinger, Arnold J., M.D., Savannah, Ga. 

Titus, Charles Cameron, M.D., Denver, Colo. 
Trick, O. Lee, M.D., Morgantown, W. Va. 
Waldron, Sherwood, Jr., New York, N. Y. 
Weiland, Gustave J., M.D., Largo, Md. 

Wolstat, Henry, M.D., Hampton, N.H. 

Worby, Cyril M., M.D., Rochester, N. Y. 
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Daube, Jasper Rolf, M.D., Rochester, Minn. 

Gordon, William Hyatt, Jr., M.D., Houston, Tex. 
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Psychoanalysis and Neuropsychiatry— 
A Look at Their Interface 


BY LEO RANGELL, M.D. 


To study the impact of the current external 
barrage on man's nervous and mental func- 
tioning, neurology, psychiatry, and psycho- 
analysis, along with the entire spectrum of 
the behavioral sciences, must collaborate 
and each contribute its own unique ap- 
proach. The author describes the relation- 
ship between psychoanalysis and many of 
the therapeutic “advances” appearing 
periodically that extract a piece of psycho- 
analytic theory or technique and make it 
into a “new” and whole explanatory system. 


A; THIS TIME of the beginning of a new 
decade, when assessment of the past 
and predictions of the future are being ap- 
plied to all areas of man’s knowledge, it 
is particularly apt that we in our composite 
profession take such a look from the point 
of view of man’s behavior. In this historic 
era, characterized by population and knowl- 
edge explosions and an equal problem ex- 
plosion including an “anxiety implosion,” 
it is no mere academic exercise for us to 
survey what we know about man’s reac- 
tions to this external barrage from the stand- 
point of his nervous and mental function- 
ing. 

It is timely and appropriate that we do 


this, and it is fitting that it be done in a 


Presented at the Sixth National Congress of the Neu- 
rological and Psychiatric Sciences, Mexico City, Mexi- 
co, Feb. 23, 1970, sponsored by the Mexican Society 
of Neurology and Psychiatry and the Northern New 
sagan: Louisiana, and Texas District Branches of 
Dr. Rangell is president of the International Psycho- 
Analytical ‘Association and clinical professor of psychia- 
try, University of California School of Medicine, Los 
Angeles, Calif. His address is 456 N. Carmelina Ave., 
Los Angeles, Calif. 90049. 
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country where forward movement in the 
application of science is always eagerly 
awaited and passionately sought. My con- 
tribution to this total approach will be to 
describe the role of psychoanalysis in the 
scheme of our understanding of human 
mental functioning and to comment on the 
interrelationships between this and other 
orientations in neurology and psychiatry. 
In doing so, I would also like to point out 
that, as was the case with many others of my 
vintage, I have come to my present profes- 
sional position in psychoanalysis via the 
route of training and certification in neurol- 
ogy and psychiatry. Furthermore, there is 
room for all three in my current professional 
identity. As I will presently describe in terms 
of scientific content, I do not believe in the 
principle of necessarily dropping past gains 
when achieving new ones. There are times 
when the new should be grafted on to the 
old, and when an obliteration of the latter 
would result in regrettable lacunae. 


Freud: The Breakthrough 


It is now nearly a century since a curiosity 
into the etiology of the neuroses began to 
take hold in the mind of the young neurolo- 
gist and neurophysiologist, Sigmund Freud. 
The directions into which this led during 
the next hundred years are now common 
knowledge and have become part of the 
intellectual heritage of modern man. What- 
ever reactions may be conjured up at once 
in the mind of present listeners, the result 
represented a qualitative breakthrough in 
man’s understanding of his own nature. 

At the beginning, Freud stuck close to his 


neurological and physiological orientations 
[43] 
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and attempted to "neurologize" his devel- 
oping thoughts and concepts. Influenced by 
Fechner's constancy principle and by the 
Helmholtzian physiological concepts of 
the day, Freud tried to build and to super- 
impose his ideas upon the physical struc- 
ture and functions of the nervous system 
as they were known at that time. In his 
“Project for a Scientific Psychology’(1), 
to which many neurophysiologists and psy- 
chophysiologists have been returning in 
recent years, Freud’s earliest explanatory 
concepts of psychic functioning pointed 
toward what were later to be known as the 
economic and topographic points of view. 
Thus his main theoretical psychological 
concepts centered at first around loculated 
affects, later to become repressed instinc- 
tual tensions, pressing for discharge. Tech- 
nique correspondingly aimed to achieve 
discharge of such tension and centered 
mainly around catharsis and abreaction. 
The increasing complexity of empirical 
clinical data, however, and the inadequacy 
of such explanatory concepts led Freud 
eventually to liberate himself from a strict 
adherence to limiting neurologic models 
and to a freer ad hoc elaboration of theory 
in keeping with the accumulation of in- 
creasing clinical data and experience. 


What came out as a result of constant 
evolution, accretions, and modifications 
was the psychoanalytic theoretical edifice 
as we know it today. The economic and 
topographic points of view were added to 
by genetic, dynamic, structural, and 
adaptive considerations. Freud's “neuras- 
thenic" group of neuroses, and the “anxiety 
neuroses” that he detached from them(2) 
which he at first conceived as due to the 
accumulations of toxins from repressed 
and undischarged instinctual libidinal im- 
pulses, merged into and were superseded 
by the wide variety of psychoneuroses and 
psychoses seen in clinical psychiatric prac- 
tice. Central to the widened reach of ex- 
planatory concepts was the evolution of 
Freud’s psychoanalytic theory of anxiety(3) 
from a purely physiological one, based on 
“toxic transformation,” to the present and 
universally accepted “signal” concept in 
which anxiety, as pain in the somatic sphere, 
is a signal of impending danger, the threat 
of psychic helplessness. 
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Modern Psychoanalytic Theory 


In order to make the points I wish to come 
to, based on a holistic view of psychoana- 
lytic theory, I would like first to point out 
a few of the central ingredients. At the 
center of modern psychoanalytic theory 
is the concept of dualism, of intrapsychic 
conflict, of a struggle between opposing 
forces, with the variety of psychic sequelae 
that result stemming from complex opera- 
tions of fusion and compromise between 
them. The important role of dualism in 
Freud’s theoretical thinking was under- 
scored by his biographer, Ernest Jones(4). 

Freud’s first instinctual theory was a 
dualistic one. When it later was changed, 
it retained its dualistic character. Eros 
was counterposed with thanatos, later 
instinctual impulses with ego defenses, 
forces of progression coupled always with 
a simultaneous pull to regression. These 
are analogous to the katabolic and ana- 
bolic forces in the somatic sphere, just as 
there are constructive and destructive forces, 
growth and destruction, life and death, in 
nature itself. 

Along with this major concept are two 
other basic principles I would like to men- 
tion to add some flavor to the understanding 
of the complexity, depth, and multi-dimen- 
sioned nature of human psychic life. One 
is the concept of overdetermination, or of 
multiple inputs converging into a common 
resultant psychic outcome—a final com- 
mon psychic pathway. The other is the 
principle of multiple functioning(5), 1 
which a central psychic structure may radi- 
ate outward in its functioning capacities 
into multiple areas of motivational influ- 
ence and action. l 

In the face of the clinical complexity 
that comes under our observation and the 
diversity of psychoanalytic theory to €n- 
compass it, there is one other aspect of psy- 
choanalysis to which I wish to allude. This 
has to do with a central characteristic of 
psychoanalytic technique, its method an 
aim of achieving a viewing platform from 
which a wide spectrum of ingredients can 
be encompassed in one view and the total 
field of their interaction observed, under- 
stood, formulated, and communicate?. 
This central technical guide can also serve 
as an operational principle that I feel wil 
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stand us in good stead in understanding the 
role of psychoanalysis in relation to con- 
tiguous disciplines and conceptual frames. 
The psychoanalytic view is a holistic 
and global approach that comprises all 
origins and resultants of human behavior. 
As I have put it elsewhere(6) in describing 
the stance of psychoanalysis today, psy- 
choanalysis encompasses the biological, 


“the individual experiential, and the widest 


sociocultural experiences of man. To stress 
one at the expense of another, or to elimi- 
nate any one of these broad factors, is to 
give an incomplete picture. 

A few years ago, in an interesting inter- 
view between a group of psychoanalysts 
and the director of psychotherapy in the 
Bechterev Neuropsychiatric Institute of 
Leningrad, the latter characterized Amer- 
ican psychiatry, which he equated with 
Freudian psychiatry (giving us more credit 
and influence than we ourselves find to be 
the case), as "too biological.” By this he 
meant “too instinctual, too rooted in in- 
stinct theory, in transmitted and constitu- 
tional determining influences," all of 
which he considered to be biological, de- 
termined, and unalterable. This was in 
contrast to the Russian view of neuro- 
Sogenic conflict, which he described as 
existing between the human being and 
his external environment, usually with his 
foreman, unacceptable working conditions, 
Or a conflict between the patient and his 
economic and occupational superior." 

In Western culture, however, from its 
beginnings in Vienna to its present milieu 
within European or American medicine, 
the opposite charge is usually leveled: 
Psychoanalysis is generally considered 
to be too environmental and not organic 
enough, The point is that both are right 
and also both are wrong. I am reminded 
of a story in which a young man, in order 
to learn family counseling, becomes the 
apprentice to a rabbi. Observing the latter 
Counseling a couple for marital problems, 
he watches the rabbi, in an interview first 
with the wife, agree with all her vitupera- 
tions against her husband, saying, 

You're right, you're right, you're cer- 


‘In an article that appeared since the above was 
Written a recent “thawing” in the Russian attitude to- 


Wards psychoanalytic concepts was reported(7). 
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tainly right." Observing next an interview 
with the husband, the student is increasing- 
ly surprised as he observes the rabbi nod 
and agree similarly with the husband, tell- 
ing him also in regard to his objections to 
his wife, "You're right, you're right, 
you’re absolutely right.” The student, 
confused, confronts the rabbi and says, 
“Rabbi, I don’t quite understand. Tell 
me, how can you tell the wife, to every- 
thing she says against her husband, ‘You're 
right, you're right, and then also say 
to the husband, to everything he says, 
*You're right, you're right?’ The rabbi 
reflects and replies, “You know, you're 
right, too." 

Analysis encompasses the constitutional 
givens and subsequent influences on them 
by early, middle, and late environmental 
influences—from those at the closest 
proximity to those that impinge from the 
widest historical and cultural patterns. 
All of these factors play a part, and all 
of them are to be observed, included, and 
considered. 


Constitutional Determinants 


With regard to constitutional determi- 
nants, analysis is concerned with data not 
only about the somatic constitution, in every 
aspect and variety, but also the complex 
characteristics of the psychic constitution as 
well. The latter includes, within the instinc- 
tual life, the degree of instinctual pressure, 
the intensity of aggression, the activity- 
passivity ratio, bisexuality, the relationship 
between libidinal and aggressive instincts, 
“adhesiveness of the libido” (noted by 
Freud [8] in connection with interminable 
analyses), the hunger for love, the need for 
external supplies, for clinging, and a variety 
of other psychic characteristics that can be 
observed from the earliest neonatal period 
and that have been shown in longitudinal 
studies to play a large part in later character 
formation. 

From the standpoint of the ego and the 
defensive and adaptive aspects of psychic 
life(9, 10), there may be different constitu- 
tional endowments with regard to tough- 
ness of the defensive system, thickness of 
the stimulus barrier, differences in the 
quality and quantity of various inborn ego 
apparatuses, differences in inborn capaci- 

[45] 


Pee 


128 


ties, talents, potential ‘“‘styles’(11), pro- 
pensity to certain individual types of ego 
defenses, etc. It is also thought that there 
are inborn superego anlages and potentials, 
homologues of the inhibiting systems in 
the central nervous system. 

Yet the opposite is of equal concern to 
the observing and reflecting psychoanalyst. 
Freud, the neuroanatomist, neurologist, 
and neurophysiologist, was also the epitome 
of the environmentalist. This was so much 
the case that looking for early externally 
induced psychic traumata became almost 
a way of life in the early flush of excitement 
generated by the first years of psychoana- 
lytic understanding. 

The point is that all are involved and that 
both poles of observation are of equal rel- 
evance and are equally crucial in determin- 
ing the final psychic outcome. Writings by 
Erikson(12, 13), Waelder(14), Eissler(15), 
and others have elaborated on the historical 
and cultural elements with as great a degree 
of scholarship and erudition as have been 
shown in the more minute studies of indi- 
vidual human experience in the voluminous 
clinical literature that has been amassed. 
All play a role in the final individual out- 
come, whether in a hysteric in Vienna, a 
businessman in New York, a Luther(12) or 
a Gandhi(13). 

The large increase in the number of those 
who entered psychoanalytic training in the 
late 30s, the 40s, and the early 50s came in 
response to the "elegance of theory" as well 
as to the therapeutic potentials. I submit 
that in spite of many historical vicissitudes 
and pendular swings since then, it has not 
lost its luster and nothing comparable has 
replaced it. Although we are now two “revo- 
lutions" later in the history of psychiatric 
thought, I do not believe that any compara- 
ble breakthrough has taken place in the 
basic understanding of mental functioning. 


While the contents of clinical psychiatry 
comprise one area that is illuminated by 
psychoanalytic explanatory theory, the lat- 
ter includes equally the data of normal ob- 
servation and the phenomena of everyday 
life. Psychoanalysis thus constitutes a 
general as well as an abnormal psychology. 
Its field of observation spans from the un- 
conscious, the irrational, and conflictual, 
to the conscious, rational, and external; 
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from primary to secondary process think- 
ing; from dreams to character to symptoms; 
from normal slips to delusions; from moods 
of discouragement to morbid depressions; 
from contentment to elation; from safety 
to anxiety. 

At the center of its field of observation, 
however, is the area of unconscious intra- 
psychic conflict, which I have referred to 
elsewhere(16) as “the human core,” and 
the mechanisms by which influences from 
this intrapsychic area affect more peripheral 
psychic outcomes. This is an “existential 
reality” as crucial in determining human 
affairs as any more easily observed external 
reality. This is a field of action and influence 
that can hardly be omitted from considera- 
tion in any field theory. Affective, cognitive, 
and learning processes are closely webbed 
together here, derive strong influence and 
direction from this intrapsychic core, and 
are all taken into account in the data of 
psychoanalytic observations and con- 
cerns. 


“Theory by Reductionism” 


What I want to stress, however, in refer- 
ence to the above global point of view, is 
a certain mechanism common to many of 
the “advances” that are periodically added 
to the psychiatric armamentarium and for 
which premature claims are often made. 
This involves the practice of pars pro toto, 
or what Hartmann(17, 18) calls “theory 
by reductionism,” by which a piece of the 
total psychoanalytic theory is extracted and 
made into a new and whole explanatory 
"system." Thus “reality therapy’(19), or 
therapy by “the here and now," extracts 
from psychoanalytic theory those elements 
having to do only with external reality, at 
the expense, however, of all that has been 
learned and gained about inner psychic 
life. This is not wrong but incomplete. The 
present is emphasized but at the expense of 
the genetic past. The more complete analytic 
points of view and goals become, by im- 
plication, “unreality therapy." 

Other "systems," from Karen Horney(20) 
in the 30s and her emphasis on the environ- 
ment, to Harry Stack Sullivan(21) and his 
"interpersonal school" or the “adaptive 
Schools" of Rado(22) and Kardiner(23), 
have also focused on the external an 
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present at the expense of the more total 
view, which must include the internal and 
the genetic past as well. Existentialism is 
the most recent example of restriction to 
the here and now, the present reality, the 
actual, current, again the restriction to one 
side of a duality. Other pieces of theory are 
also selectively chosen in other systems. 
The latest behavioral therapy unconditions 
and reconditions. So does psychoanalysis, 
but to the unconscious etiologic specific 
agents, not to the superficial symptomatic 
accompaniments. Analysis is a constant 
and meticulous unconditioning process to 
uncover specific etiologic, psychic trau- 
mata, and a reconditioning to more adap- 
tive responses. 


While the above new schools borrow 
mainly from psychoanalytic theory, other 
Systems have borrowed one or another 
elements of psychoanalytic technique. Thus 
the *nondirective counseling" of Carl Rog- 
ers(24) borrows one essence of the psycho- 
analytic. method, its free, nonmoralizing, 
noncritical atmosphere, as a result of which 
inner affects and fantasies can emerge. A 
therapeutic effect is of course produced, as 
was discovered in the earliest days of psy- 
choanalytic development. I do not think 
it does injustice, however, to say that there 
is no significant theory accompanying this 
nondirectioned affective release. From an 
interesting year I spent a few years ago 
at the Center for Advanced Study in the 
Behavioral Sciences at Stanford, during 
Which time Carl Rogers and Erik Erikson 
were also in residence, I became acquainted 
at first hand with the characteristics of this 
approach. Transactional analysis and other 
relationship therapies extract a piece from 
the psychoanalytic understanding of trans- 
ference phenomena, but again without a 
Corresponding systematic control and un- 
derstanding of the clinical phenomena 
being utilized. 

I will also mention another series of cur- 
rently practiced “encounters” that are in- 
cluded by their proponents under the label 
of therapies. These run the gamut from some 
that adhere to attempts at scientific explana- 
tion and discipline to others that amount to 
covert or even overt participation in sexual 
or aggressive orgies. Some of the former, 
which do aim at controlled experiences with 
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scientific and intellectual rationales, apply 
within the framework of the group experi- 
ence many of the concepts derived from the 
one-to-one psychoanalytic interchange be- 
tween individuals. These include, for ex- 
ample, an attempt to understand transfer- 
ence distortions, although the conditions 
under which these are observed often make 
such efforts untenable and even chaotic. 
Other aims of the group interchange are 
for various types of corrective emotional 
experiences, concentrated bursts of affec- 
tive discharge, and various immediate ex- 
periences of awareness of inner sensations 
and affects. 

At the other extreme, however, these 
group encounters and experiences merge 
into a wide variety of indulgences, mara- 
thons, and activities that Rome(25) has 
referred to as “psychological strip-tease.” 
The dangers, complications, and break- 
downs that can result from such sudden and 
uncontrolled breakthroughs of instinctual 
discharge have been pointed out recently 
by a number of authors(26-29). 

I am sorry to be limited to such brief re- 
marks about methods that are practiced by 
many and at times enjoy a sweeping public 
interest. The appeal of these alternative and 
incomplete approaches is also explained by 
psychoanalytic theory. What they have in 
common is that they satisfy the need for 
internal release while remaining far enough 
away from insight to be above the level of 
anxiety and defense. We are reminded here 
of Glover's(30) description of the value 
of inexact interpretations. 

The phenomenon of a “backlash,” which 
is a condoned regression following an 
advance and is seen most typically in for- 
ward social movements of various kinds, 
is not unknown in science as well. I believe 
that what we are seeing here is an intellec- 
tual backlash directed against the insights 
into man's depth psychology that came 
with psychoanalysis. This stems not only 
from outside our fields—such as, for ex- 
ample, from certain conservative political 
groups—but also from inside and is directed 
not only against psychoanalysis but against 
all forms of dynamic psychiatry as well. 
Such denial and opposition are part of an 
“anti-understanding” movement in general, 
which is covertly and sometimes even overt- 
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ly expressed. I have heard the opinion ex- 
pressed by proponents of behavioral con- 
ditioning, nondirective discharge, or of 
limiting therapy to the existing present, 
that understanding is not only unnecessary 
but does harm. 


Necessity for a Broad View 


For an all-inclusive view, it is necessary 
to be alert to all aspects, all levels, and all 
sources of human psychic functioning, and 
to keep them all available. Benjamin(31, 32) 
has pointed out the pitfalls of either a bio- 
phobic or a psychophobic view in under- 
standing human mental life. In several con- 
tributions to the psychoanalytic theory of 
anxiety, I have offered(33, 34) a unitary 
theory and shown how a fusion of certain 
elements of Freud's two theories of anxiety, 
combining his psychological explanations 
with his physiological speculations, might 
result in a unified psychobiologic theory 
of anxiety. This is in accord with the hope 
expressed by Freud, and later by Hart- 
mann(10) and many others, that psycho- 
analysis and brain physiology will one day 
meet in a common focus, 

This does not mean that such a day is at 
hand. The enormity of establishing a cogent 
neurophysiological model of mental pro- 
cesses with our present knowledge, or of 
correlating such knowledge with known 
psychological processes, should continue 
to be realistically appraised. For a full un- 
derstanding of the origins of the instincts, 
for example, or of the neuropsychophysiol- 
ogy of affects, it is still true (as Freud[35] 
felt originally) that the borderline between 
psychology and physiology would need to 
be copiously bridged and the contributions 
of each understood more deeply and in 
their more basic aspects. The difficulties in 
the path of such an integration have recently 
been described by Schur(36), who pointed 
out that this would have to encompass 
“all of what we know—and do not know— 
about such functions as perception and 
memory, the immediate correlation of past 
and present, the complexity of evaluation 
and judgement, [and] the conscious re- 
sponses to unconscious processes.” 

A recent statement emanating from 
the Salk Institute in San Diego(37) de- 
clared that while physics was the leading 
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science of the first half of the century, 
biology will be seen as the major field of 
advance of the second half. I submit that 
we need to add to the latter the pursuit of 
a basic understanding of human behavior, 
to which much has already been contributed 
but in which there is much yet to be known. 
I do not believe that an investigation of the 
organic, neurophysiologic, and even molec- 
ular aspects of nervous and mental function- 
ing—as much as these are of vital neces- 
sity—provide a complete picture without 
adding an understanding of the complex 
psychic superstructures that result from the 
interaction of these aspects. Waelder(14) 
has shown how humanistic and sociologic 
understanding has constantly lagged behind 
technologic advances; as a result the latter 
have inevitably had as many victims as 
benefactors. Social, humanistic, ethical, 
moral, and legal implications of physical 
and biological advances press for attention 
and for a comparable degree of mastery. 

Wide expanses are before us, and difficult 
terrain to traverse. A cooperative and inter- 
disciplinary approach is in order. However, 
it will be necessary for each discipline to 
retain and elaborate its own area of exper- 
tise. To this end the fields of neurology, 
psychiatry, and psychoanalysis must retain 
their own unique approaches while simul- 
taneously having open ends to the fertile 
inputs that come from larger group studies, 
from sociology, anthropology, ecology, 
ethology, and from the entire spectrum of 
the behavioral sciences. 
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The Therapy of Adolescent Schizophrenia 


BY PHILIP KATZ, M.D. 


The relationship between adolescence and 
schizophrenia is described, with emphasis 
on the importance of developmental evalua- 
tion in considering the formulation of a 
therapeutic program. The author points 
out the usefulness of involving the adoles- 
cent schizophrenic in the program of thera- 
py: in controlling his own medication, in 
discussing and assenting to all environmen- 
tal manipulations, and in feeling that psy- 
chotherapy sessions make him part of an 
alliance. Specific approaches to treatment 
are suggested, e.g., reality testing, applica- 
tion of the “so what" principle, and strength- 
ening of useful defenses. 


A SPECIAL RELATIONSHIP between adoles- 
cence and schizophrenia has long been 
recognized. Many studies of adult schizo- 
phrenics show that their difficulties first 
became apparent during their adolescent 
years. Adolescents in various phases of the 
schizophrenic illness comprise a significant 
portion of the practice of adolescent psy- 
chiatry and pose one of its major difficulties— 
the differentiation between some of the 
variants of adolescent schizophrenia and 
some of the variants of normal adoles- 
cence(1). 

This interrelationship between adoles- 
cence and schizophrenia exists because the 
usual process of development during the 
adolescent period causes severe stresses 
that the adolescent with a potential for be- 
coming schizophrenic does not tolerate 
well. He may then use pathological defenses 
to an ever increasing degree and, if they fail 
to alleviate the anxiety induced by the 
stresses, he may decompensate and become 
psychotic. 

Major stresses are unleashed by the onset 
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of puberty, when the adolescent becomes 
subjected to tidal waves of sexual urges. 
These sexual urges cause great anxiety be- 
cause they may be so strong as to threaten 
to overwhelm his controls and because they 
tend to be diffuse and are directed at many 
different objects, some of which are homo- 
sexual and some of which are incestuous. 
In normal development, the sexual drives 
become gradually channeled toward a 
heterosexual, nonincestuous object. 

Along with the onset of strong sexual 
urges at puberty come increasing body 
changes. The rate of growth in an adoles- 
cent can be so great as to exceed the ability 
of his body image to keep up with the 
changes, resulting in a confused body image. 
In adolescents who have a potential for 
becoming schizophrenic there is already 
a confusion about body image(2), and this 
further confusion tends to create additional 
stresses. 

Periods of rebellion against the parents 
and an increasing drive toward indepen- 
dence and self-sufficiency are part of the 
normal process of adolescent development. 
Schizophrenic and borderline schizo- 
phrenic adolescents tend to be overdo 
dent on their parents(2) and find this nee 
to rebel and become independent conflicting 
with their very strong desires to be depen- 
dent. This is a major cause of anxiety an 
subsequent decompensation. Should they 
remain in a close dependent relationshiP 
with their parents, they are unable tees 
the distancing defense that their rebel 
peers use against the resurgent oedip 
wishes of adolescence and are then subject? 
to considerable anxiety and guilt. 


Anna Freud stated that the clinical ed 
ture in adolescents must be evaluated p 
a developmental point of view(3). Symp 
and behavior may appear to be quite de 
logical, but a developmental evaluat! ^ 
may show them to be in the service of n 
development and/or identity formation. 
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This important concept must be considered 
in the formulation and evaluation of a thera- 


peutic program. 
The Therapeutic Program 


The impact of the continuing adolescent 
process must be kept in mind when formu- 
lating a therapeutic program for the schizo- 
phrenic adolescent. The nature of the schizo- 
phrenic process must also be kept in mind, 
especially the concept that the schizophrenic 
psychosis is a symptom of schizophrenic 
illness; it is not the illness itself, any more 
than fever is tuberculosis. With modern 
psychiatric techniques, most overt schizo- 
phrenic psychoses are easily and quickly 
treated, to the point where the psychosis 
ceases to be evident on routine clinical ex- 
amination. 

One’s responsibility to one’s patient does 
not end here. The patient may become psy- 
chotic again, or may reintegrate at a level 
where he functions poorly, e.g., being crip- 
pled by severe psychoneurotic symptoms or 
withdrawing from social, scholastic, or 
sexual pursuits. The goals of the therapeutic 
program must be: preventing future psy- 
chotic episodes, assisting the patient’s 
development toward adulthood, and assist- 
ing him to function successfully and produc- 
tively in society. Techniques of the treatment 
of adolescent schizophrenia would apply 
equally to those adolescents who are poten- 
tially schizophrenic but who have not had a 
psychotic episode and to those who have 
had a psychotic episode and have then 
improved to the point where they are no 
longer psychotic. I have used the term "'bor- 
derline schizophrenia” to cover both 
groups(1). 

There are three major components in the 
therapeutic program for adolescent schizo- 


phrenia: chemotherapy, environmental 
manipulation, and psychotherapy. 
Chemotherapy 


_ If the patient is psychotic, the first goal 
in treatment will be to reduce and eliminate 
the acute symptoms of the psychosis. There 
are many different antipsychotic drugs that 
are quite successful in achieving this goal. 
Each psychiatrist has his favorite drugs 
with which he is familiar and comfortable 
and these should be used in dosage suffi- 
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cient to quickly reduce the psychosis, for 
the psychotic process is harmful and destruc- 
tive to the adolescent. Free-floating anxiety 
or anxiety attacks are to be avoided since 
they endanger the weakened defenses of 
the patient. 

It should be remembered that adolescents 
tend to resent domination by adults and 
that many adolescents see tranquilizers as 
a means whereby the adult world is attempt- 
ing to control them. Many resent the arti- 
ficial tranquility imposed on them by the 
medication. It is important for the psychia- 
trist to work with the adolescent on how and 
why he uses his medication. Whenever pos- 
sible the medication should be under the 
adolescent's own control. My approach is to 
discuss anxiety and its symptoms with the 
patient, to teach him that at the present 
time in his life anxiety is harmful to his mind 
because it interferes with his mental function- 
ing, and to explain the use of the tranquilizers 
as a protective agent. The borderline patient 
is asked to manage his medication himself, 
in consultation with the therapist. The 
patients tend to be quite conservative in their 
use of such medications. 


Environmental Manipulation 


Environmental manipulation is a very 
important part of the therapeutic armamen- 
tarium. The basic principle behind its use 
is the removal of intolerable stresses. During 
psychotic episodes this often means removing 
the adolescent from the emotionally 
supercharged environment of his home to 
the emotionally neutral environment of a 
hospital ward. The decisions and reactions 
of a nurse or an aide do not have the same 
emotional impact as the decisions and 
reactions of a parent. However, since both 
patients and staff of psychiatric wards can 
be quite hostile to adolescents, it is neces- 
sary for the psychiatrist to assess the atmo- 
sphere of the available wards and to weigh 
carefully the decision of whether, when, 
and where to hospitalize. A psychiatric unit 
with a program for adolescents 1S ideal. The 
length of hospitalization should be as brief 
as possible because adolescents may become 
quite attached to a hospital. It may be dif- 
ficult to wean them away from the neutral, 
supportive, often stress-free existence on the 
ward to the emotionally charged, demanding, 
stressful life situation in their parents 

[51] 


134 


homes. 

One of the most difficult aspects of treating 
a schizophrenic adolescent is the work with 
his parents. The patient often fears that the 
therapist will be used by his parents as a 
means of continuing parental domination. 
The parents often fear that the therapist 
will upset the domination-submission equi- 
librium in the family and also that he will 
make them realize their guilt. The therapist 
must carefully discover and assess the signifi- 
cance of the parental Psychopathology. It 
may not involve the patient at all, or the 
patient may be immunized against it by his 
adolescent rebellion. If some of the parental 
psychopathology is playing a significant 
role in the patient's illness, the therapist 
must then decide whether it is realistic 
to seek therapeutic success by exploring 
this area with the parent or parents or 
whether it would be better to try to immunize 
the patient by discussing with him the 
parental Psychopathology. I have found 
the latter approach to be of great value and, 
Since it does not stir up the parents' guilt 
and anxieties, it enables one to establish a 
better working relationship with them. 
This relationship should be an alliance with 
the goal of reducing the stresses to which 
the patient is subjected. 

The parents should be taught that their 
child does not tolerate Stress well and that 
he can run into serious difficulty if he is 
Subjected to intolerable Stresses. They must 
learn to alleviate the Stresses that the 
youngster encounters. By Supporting him in 
his realistic endeavors they reduce his fears, 
and by helping him to avoid situations 
that are fraught with fear and anger they 
reduce the stresses on him. By lessening 
their social, educational, and Vocational 
demands, they reduce the Pressures on him 
and help him to ease his own demands on 
himself. The Parents often need help in 
accepting realistic goals for the patient. 
The therapist should guide the family and 
the child away from those vocational 
fields that are extremely Stressful, where 
competition may be cut-throat and where 
each day's activities can mean starvation or 
prosperity, into those fields where com- 
petition is negligible, where his daily bread 
is assured, and where his work, while satis- 
fying to him, will not involve him in the 
"rat race." 
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An understanding of adolescent PSychol- 
ogy should be utilized in guiding the parents 
in their daily relationships with the adoles- 
cent. Since incestuous sexual conflicts play a 
significant role, seductive behavior should 
be kept to a minimum. Heterosexual peer 
relationships should be encouraged. To 
assist the adolescent in his dependency 
conflicts, the parents should treat him 
maturely and responsibly, freely and openly 
discussing all pertinent decisions. 

It may be necessary to be in contact 
with the school system in order to arrange 
for reduced or special educational programs 
that can be very helpful in easing the anxie- 
ties and stresses on a patient. Prolonged 
absence from school should be avoided since 
it may result in the youngster's being fear- 
ful of facing the stresses and embarrass- 
ments of school after so long an absence. 

In all these manipulations of the environ- 
ment it is imperative that the therapist 
discuss with his patient all his maneuvers 
and obtain the patient's permission for these 
intrusions into his life. Failure to do so will 
set the stage for the adolescent to play out 
some of his rebellious urges on the therapist. 
If the adolescent is paranoid the therapist 
may become the focus of the delusions. The 
therapist should also avoid hidden manipula- 
tion of the patient's life lest he jeopardize 
the trust that his patient is developing m 
him, a trust that has great therapeutic 
potential. 


Psychotherapy 


The patient's relationship with his thera- 
pist is of major significance in considering 
psychotherapy. It is essential that the rela- 
tionship between the patient and the thera- 
Pist be a positive one. The patient should 
See the therapist as a sympathetic, kindi 
understanding friend. The therapist shoul 
appear to be a real person, who expre 
his thoughts and ideas and who when aske 
will give information and guidance to m 
patient, and yet one who will not be of- 
fended if the patient does not accept Y: 
counsel. The therapist must be comfortable 
With adolescents, unthreatened by their 
hostility to established authority, undis- 
mayed by their inconsistencies, and 
provoked by their manipulations. He m 
be aware of the ease with which adolescen 
patients, especially if they are schizophrenic: 
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can arouse anger in him. The therapist must 
constantly be attuned to indications of mis- 
trust, and must also be aware that he starts 
with the handicap of being an adult, with all 
its implications to an adolescent in terms 
of domination and competition. In order to 
establish the therapeutic alliance, the thera- 
pist must be able to shift from one role to 
another, to be a father or a brother, a 
teacher or a friend, as the needs of his 
adolescent patient shift. The therapist can- 
not sit rigidly in his chair. Snacks are often 
helpful in building a relationship and some 
fine therapy sessions have taken place in 
the close, private confines of a car, often 
at a drive-in restaurant. 


The therapist should not be a blank image 
on whom the patient can project his trans- 
ferences. This is much too anxiety-provok- 
ing for the borderline schizophrenic adoles- 
cent and it also allows for the creation and 
projection of too many negative transfer- 
ences onto the therapist. These the therapist 
should avoid since it is important that the 
relationship between the patient and thera- 
pist be a positive one. Identification is a 
prominent part of the developmental 
process of adolescence and, by being a real 
person, the therapist makes it easier for the 
patient to identify with him. This process of 
identification can be very helpful in reduc- 
ing identity confusion and in encouraging 
growth of the personality. The identification 
with a stable, calm figure is in itself thera- 
peutic. 

One of the most important roles that a 
therapist plays for a borderline schizophre- 
nic patient is that of a reality tester. Patients 
often fantasize threatening situations and 
tend to see threats in many situations where 
threats do not exist. It is beneficial for them 
to have someone whom they trust test the 
basis in reality of these threats and thereby 
reduce their anxieties. 

The therapist can help his patients to 
achieve some perspective on their life situa- 
tions by applying the so-called “so what!" 
Principle(4). When the patient states what 
his fear is, e.g., a fear of somebody saying 
something hostile to him, the therapist says, 
in a gentle tone, “So what!” In this way 
he helps the patient to trace out into the 
distance the significance of many of the 
things that happen to him and to see how 
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really unimportant are so many of these 
situations that inspire fear and anger in him. 
When the patient begins to utilize this long- 
term viewing of current situations, it greatly 
lessens his immediate anxieties. 


A major difference between treating a 
borderline schizophrenic and a psycho- 
neurotic patient is that one does not usually 
remove the neurotic defenses of a border- 
line patient by interpreting them. Interpre- 
tation here releases anxieties that are being 
defended against and may lead to the onset 
of the psychotic process. The therapist 
should endeavor instead to lessen the need 
for these defenses—by reality testing the 
fantasy threats in order to reduce anxiety, 
by offering identification with a less puni- 
tive and less rigid superego in order to 
reduce guilt and anxiety, and by manipulat- 
ing the environment in order to reduce 
stress. Occasionally a patient will make 
good progress in treatment and gain suffi- 
cient ego strength to be able to tolerate a 
more exploratory, interpretive type of ap- 
proach, allowing the therapist to attack 
pathological defenses even though this 
arouses anxiety. A warm, supportive rela- 
tionship between therapist and patient is 
the necessary background for this approach. 


Useful defenses should be strengthened. 
Intellectualization is another significant part 
of the adolescent developmental process, 
and this defense can be used to great advan- 
tage by helping the adolescent to look at 
emotionally charged situations in intellectual 
ways. For those patients who cannot cope 
well with emotional situations and who tend 
to respond to everyday life situations with 
great fear and anger, the intellectualized 
approach gives them some distance and 
lessens the burden of fear and anger that 
they have to carry. The therapist should 
try to move the major areas of involvement 
in the patient's life from emotion-laden 
areas, such as family involvements, to 
areas involving intellect, such as politics. 
The latter areas tend to be less stressful 
for the patient because most borderline 
schizophrenics function better in the intel- 
lectual sphere than in the emotional 
sphere(2). The therapist should try to achieve 
this shift in involvement by engaging the 
patient in intellectual discussions and sup- 
porting his interests in these areas. The 
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therapist’s recognition of his patient's 
intellect by his willingness to engage in dis- 
cussions is supportive to the patient and 
helps to offset the image of the domineering 
adult. 

It is generally not wise to use free associa- 
tion techniques in the treatment of border- 
line schizophrenics since they can lead to the 
rapid eruption of anxiety-provoking ma- 
terial. Such techniques can also result in a 
preoccupation with fantasy material, which 
may lessen the patient’s already tenuous hold 
op reality. 

Therapy should focus on the daily living 
situation of the adolescent, the therapist 
helping him to test the reality of threatening 
situations and to see pleasure in the various 
activities that he engages in. Rado has 
emphasized the ego strengthening effects of 
pleasurable experiences and has pointed out 
that many borderline schizophrenics are 
not motivated to search for pleasure(2). It 
can be very helpful for a therapist to orient 
his patient toward intellectual or artistic 
pursuits that may bring him pleasure. 


Case Reports 


Some of these therapeutic techniques can 
be demonstrated in the following cases: 

Case 1. N.Y., an 18-year-old girl, returned 
home to her parents’ apartment from college 
in January 1959 and refused to go outdoors from 
June of that year. There was no evidence of an 
overt psychosis, but it was readily apparent that 
one was imminent. It was necessary to work 
constantly with the parents to keep pressure off 
the patient and to help them tolerate her eccen- 
tric behavior and requests. The patient received 
300-400 mg. of promazine daily. She was seen 
three times a week at her home. 

By March 1960, nine months after she started 
Staying home, she had begun to be more active 
and assertive and became absorbed in politics, 
which is a favorite interest of mine. The rising 
star of John F. Kennedy caught her attention 
and she began to root avidly for his candidacy 
for the Democratic nomination. Most of the ses- 
sions consisted of political discussions. Kennedy's 
victory in the July convention led her to decide 
to assist in his campaign and, in order to get 
used to going out, she left the apartment for the 

first time in a year. I accompanied her and tested 
her fears for a basis in reality. After two more 
such walks she was able to go out with her par- 
ents for walks and then for car rides, Her staunch 
Republican parents had to give her money, 
which she sent to the Democratic Party, and they 
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had to attend Democratic party rallies with her, 
They all went to see Harry Truman and Eleanor 
Roosevelt, and stood in the rain to see Kennedy, 
She went to the hairdresser for the first time 
in two years to get a hairdo like Mrs. Kennedy's, 
Kennedy’s November triumph was most welcome, 
She began coming to the office, and the proma- 
zine was discontinued. She then decided to take 
courses in political science and history and did 
well in them. In September 1961 she began at- 
tending a university full-time, majoring in 
history and political science. She dated fre- 
quently; the boys considered her pretty, charm- 
ing, and an intellectual. 

Politics offered an opportunity to emphasize 
the intellectual life to the patient. These discus- 
sions, aided by her fine retentive mind, provided 
a considerable source of pleasure to her and 
a safe arena in which she could play out her 
hostilities to her parents. She was drawn away 
from the malignant emotional struggle with 
her parents. The pleasure and success that she 
derived from her political interests were instru- 
mental in leading her back to a full and active 
role in society. 


Case 2. G.W., a 14-year-old borderline 
Schizophrenic boy with flattened affect and poor 
object relations, was referred for treatment be- 
cause on the nights prior to school tests he 
could not fall asleep and would become panicky. 
After two sessions brought no relief, the patient's 
anxieties increased and he became hostile in 
therapy. I suggested that the patient phone me 
when the insomnia recurred. When the patient 
called it was established that the major source 
of panic was the fear that if he did not fall asleep 
he would be too tired to write a successful exam, 
he would fall asleep during the exam, or he 
would not have the strength to get to school. 
He viewed these possibilities as disasters. I 
tested the reality of these fears, stating that the 
patient did not need to go to sleep at all: m 
could stay up all night and still write a g00 
exam. A few more supportive words, and the 
suggestion that the patient have a snack, ende 
the phone call. The patient was then able to 8° 
to sleep. 


The patient remained in treatment for several 
years and this phone call treatment was Sue 
fully repeated during examination times, ve. 
decreasing frequency, until some two ie 
later when the underlying wish to be taken Eos 
his mother's bed was expressed and the EX 
Sive, dependent, and oedipal aspects of that s 
Were worked out. During those two years = 
Supportive psychotherapy the patient had eee 
considerable ego strength and develope aad 
warm, trusting therapeutic relationship. ho: 
changes allowed us to explore areas of pc. 
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Once the realization is accepted that even between the closest human beings infinite 
distances continue to exist, a wonderful living side by side can grow up, if they succeed 
in loving the distance between them which makes it possible for each to see the other 
whole against the sky. 


— RAINER MARIA RILKE 
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The Impact of Mental and Physical Illness 
on Family Life 


BY E. JAMES ANTHONY, M.D. 


With the breakdown of the mentally ill 
parent, there is generally a disruption in 
family members and the family as a whole, 
followed by re-integration or disintegration 
depending on the family's premorbid adjust- 
ment, their previous socioeconomic and 
cultural level, and the severity of the parent's 
illness. The changes brought about by a 
physical illness (in this case tuberculosis) 
follow a similar course; in addition, the fear 
of contamination created in the family may 
result in severe disturbances in interpersonal 


relationships. 
T HE FRENCH writer LeSage once wrote 
of a lame demon who unroofed houses 
to reveal what was going on inside(1). In 
the research about to be described, we too 
have been playing the role of the diable 
boiteux, unroofing, in a psychosocial sense, 
various houses in the metropolitan area of 
the city of St. Louis in order to take a close, 
objective look at the mode of life of the oc- 
cupying families. We did not select houses 
at random but included only those in which 
a parent figure had currently succumbed to 
an incapacitating mental or physical dis- 
order, our stated scientific aim being to dis- 
cover the ways in which different families 
dealt with the impact of illness. 


Review of the Literature 


We were by no means the first in this field. 
Several authors within the past 20 years have 
investigated Changes in family functioning 
resulting from a member falling sick. 

In one of the earliest of these studies(2), 
the investigator focused on the adjustment 
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of low-income families in New York City 
to certain stark emergencies, one of these 
being illness. The mother's becoming ill 
created a serious disruption of family 
routine, and when illness affected the father, 
it generally led to radical alterations for the 
worse in the family's standard of living. 

In these substandard homes, illness 
could cause a major crisis in adjustment. As 
might be expected, the better organized and 
integrated families coped better with the 
problem than the other families, but even 
with them a number of changes seemed 
inevitable both inside and outside the family. 
There were, for example, intrafamilial 
changes in dominance, the evaluation of 
family roles, the strength and direction. of 
feelings between members, sexual activity, 
the maintenance of discipline, and the usual 
home routines. Homes became dirtier and 
more disorderly, especially if the mother was 
ill, and concomitantly discipline was relaxed. 

The dramatic shift in the dominance of a 
Sick parent is shown graphically in figure |, 
in which the family is represented by à 
rectilinear figure with size and shape 
governed by the membership and relative 
dominance of each member indicated in 
relation to the positional scale on the left 
of the figure. j 

When the father was severely incapaci- 
tated he became a relative nonentity in the 
family and was well aware that no one took 
notice of his rulings. On recovering, he re- 
gained much of his standing in the family 
although not quite his former level of domi- 
nance, the episode of illness having cause 
permanent damage to the power structure 
of the family. 

Jackson's concept of familial homeosta- 
sis(3) is useful in considering the maladjus. 
ments produced by illness. This is illustrate 
graphically in figure 2. 

In this representation, four different pro- 
files illustrate four different reactions t° 
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FIGURE 1 
Changes in Dominance Patterns* 


M 
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"Reprinted with permission from Koos L: Families in Trouble(2) 


LEVEL OF DOMINANCE 
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the crisis of illness. The family may return 
to its normal level of adjustment or, in the 
case of the more poorly organized units, 
fail to recover for a while. With repeated 
illnesses, especially mental illnesses, the 
level of family interaction is chronically 
impaired with further deterioration after 
each episode. An interesting profile is that 
of a family in which the level of interaction 
was higher following illness than in the pre- 
morbid state, suggesting that the family had 
benefited from its stressful experience, at 
least in its interactional aspect. 


According to Koos, the extrafamilial 
effects of illness may lead to the family’s 
withdrawal from active contact with the 
outside world so that friendships and affilia- 
tions are gradually discarded. Shame is an 
important factor in bringing about such 
withdrawal and may become amalgamated 
with the guilt reactions already provoked 
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in individual family members as a conse- 
quence of assumed responsibility for the 
illness. 

In another analysis(4), Parsons and Fox 
developed the view that illness, whether 
mental or physical, must be regarded as a 
form of deviant behavior and an escape 
from the pressures of everyday life. The 
present-day family, by reason of its small 
size, its comparative isolation, and its 
limited services to its members, has been 
shown to be extremely vulnerable to the 
strains of illness, the family as a whole tend- 
ing to exploit it to the fullest degree. The 
illness can provide a specific type of “solu- 
tion” for the life problems of each family 
member, at the same time imposing a load 
on the rest of the family. These solutions 
and impositions have been schematized in 
table 1. 

Presenting the proposition that latent 
dependency needs are endemic in the pop- 
ulation, the authors predict that most 
families would tend to overreact to the pas- 
sive, dependent nature of illness and its 
inferior, childlike status by being more 
sympathetic, supportive, indulgent, and per- 
missive than they need to be. This is because 
they project their own regressive needs onto 
the sick person. Becoming sick, therefore, 
is not a simple matter since it entails the 


FIGURE 2 
The Profiles of Trouble” 


c 


-a'— Normal family interaction 
Onset of trouble 
= Depth of trouble 
d — Point of recovery 
e — Angle of recovery 


* Reprinted with permission from Koos L: Families in Trouble(2) 
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TABLE 1 
The Psychological Impact of Serious Illness 
on the Precariously Balanced, Emotionally Highly 
Charged System of the Modern Urban Family” 


FAMILY MEMBER LIFE SITUATIONAL STRAINS 


THE ILLNESS SOLUTION 


THE ILLNESS IMPACT 


Father-husband As provider, primary status-bearer, 
classically the "scapegoat" or sym- 
bolic target for the hostility of the 


socializing child. 


As mediator between father and 
Child, carrying the major socio- 
emotional responsibility within the 
family, engendering solidarity and 
security, excluded generally from 
status and occupational satisfac- 
tions. 

As socializer on the tension-ridden 
path toward maturity in competition 
with siblings. 


Mother-wife 


Child-sibling 


The sick role offers semi- 
institutionalized respite from 
occupational demands and 
disciplines. 


The sick role offers escape 
management" responsibili- 
ties or a compulsively fem- 
inistic reaction to exclusion 
from the man's world. 


The sick role provides es- 
cape from growing up 
obligations, gains care, 
concern, and close contact, 


Worsens position of family, makes 
its adaptive problems more difficult; 
wife's focus on him withdraws at- 
tention from children, who must 
sacrifice part of maternal support. 
The most disturbing of all, sub- 
jecting husband and children to 
undersupport at a time when major 
demands are made on them—the 
greatest single source of danger 
to the family. 


Disturbs family equilibrium by mak- 
ing it difficult for mother to meet 
needs of father and siblings, mak- 
ing rivalry acute. 


furthers desired infantile 
regression, and gives ad- 
vantage over siblings. 


" After Talcott Parsons and R. C. Fox (4) 


learning of the sick role, an experience 
not without its special problems and emo- 
tional concomitants. The individual is 
required to acclimatize himself first to ill- 
ness and then to wellness, and his family 
must adapt to both sets of conditions, This 
may finally tax their resources to the point 
when the illness becomes a serious threat 
to their adaptation so that the need to 
isolate the sick person becomes imperative. 
A more clinical analysis of the accom- 
modation to illness, in this instance schizo- 
phrenic illness, was made by Sampson 
and associates(5) in an attempt to trace the 
connections between the psychotic episode, 
the family setting in which it occurred, and 
the remedial processes brought to bear 
when personal and family adaptations have 
failed. These changes in family life brought 
about by illness are summarized in table 2. 
These authors support the view put for- 
ward by Parsons and Fox that becoming a 
patient can be a complex process; recogni- 
tion of the illness may be postponed for 
many reasons but chiefly because the fami- 
lies of mental patients are endowed with 
monumental capacities for overlooking, 
minimizing, and explaining away evidence 
of serious disturbance. At each step in the 
genesis of the illness a series of accom- 
modations occurs between the patient and 
his family. As accommodation fails, symp- 
toms appear, crises occur, and the final 
breakdown becomes inevitable. 
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Although the authors' symbiotic and 
autistic categorization represents a simpli- 
cistic view of the general field of psychosis, 
there is some heuristic advantage in dichot- 
omizing the two types of crises, stemming 
from two patterns of relationship and pro- 
ducing two forms of accommodation to 
the illness. Accommodation has both posi- 
tive and negative features. Because of it, 
treatment sometimes tends to be post- 
poned until the psychosis is far advanced, 
the capacity to use help reduced, and the 
burden on the remaining members beyond 
their emotional capacity to bear. On the 
positive side, the family accommodation 
sometimes permits a crisis to be contained 
and resolved without recourse to outside 
help and without unfavorable consequences. 

There is no doubt that the “natural his- 
tory” of an illness is modified within the 
psychosocial setting of the family. AU. 
in the home creates a phenomenologica 
world of its own quite distinct from what 
is found in hospitals or institutions. i 
family unit is an important entity in itse 1 
not simply a collection of individuals bU 
a group of dynamically interrelated an 
interdependent members, each with e 
Own degree of contact inside and outsiC? 
the family and each with a differing susceP- 
tibility to physical and psychological ge 
tagion. When a family member is ill 
immediate relatives react to his illness. d 
the patient in turn reverberates to the fam 
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PATTERN OF MARITAL 
RELATIONSHIP. 


LIFE CRISIS 


ACCOMMODATIVE 
PROCESS'* 


PRE-HOSPITAL 
CRISIS 


HOSPITALIZATION 


Symbiotic interdepen- 
dency of mother and 
patient with spouse as 
peripheral member of 
the triad. 


Mutual uninvolvement of 
patient and spouse 
("emotional divorce’) — 
living in separate worlds. 


Separation 


Identification 
(anniversary 
reactions) 


Reciprocal overinvolve- 
ment (trigenerational 
merger or conversion) 
with high tolerance for 
deviancy. 


Reciprocal underin- 
volvement with high 
tolerance for deviancy. 


Rejection of symbiosis 
with progressive de- 
tachment from family. 


Further disinvolvement 
by spouse with pro- 
gressive detachment 
from family. 


Transfer of symbiosis 
to hospital—dis- 
engagement from 
mother—new  hus- 
band-wife coalition— 
mother pushed to 
periphery. 

No uniform effect; 
further disengagement 
or reconciliation de- 
pending on spouse's 


readiness for reinvolve- 
ment. 


“After H. Sampson, S. L. Messinger, and R. D. Towne(5) 
**The family evolves mechanisms for coping with devian 


ly’s response. To some extent, the family 
is always sick along with its sick member— 
sometimes physically, sometimes psycho- 
logically, and often empathically. In 
sickness, the individual becomes special, 
and his relatives, in order of relationship, 
suffer with him and share with him in the 
self-preoccupation imposed by the illness. 


The Challenge of Illness 


Whatever one thinks of Toynbee’s his- 
torical speculations(6), I would like to put 
forward the view that a useful heuristic 
framework can be extrapolated from his 
world view into the micro-society of the 
family without too much distortion of the 
Original. 

Serious illness, either mental or physical, 
has all the characteristics of Toynbee’s 
challenge. It is something new and tough 
that confronts the family, and it can certain- 
ly be described as traumatic, pressurizing, 
and penalizing. The family’s response may 
be as varied and complex as society's re- 
sponse, 

In transposing elements from society to 
family, the parental adults could be regarded 
as the “creative minority" offering leader- 
ship and direction and the children as the 
“imitative majority” responding according 
to their different stages of evolution. The 
family grows in response to the stimulation 
Provided by the parents, and in the absence 
of this, the group may undergo a cultural 
decline. The parents also provide the main 
contact with the outside world, and through 
their daily interchange with the environ- 
Ment they recharge the drive of the family 
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t behavior. Professional help is sought only when these mechanisms are experienced as inadequate 


as a whole. 

As a result of growth and mutual interest, 
various members become increasingly 
differentiated in their identities and func- 
tions. Certain families, therefore, with a bad 
premorbid history of adaptation and inte- 
gration, might respond to the challenge of 
illness by a progressive deterioration and 
isolation, whereas families with a good rec- 
ord of adjustment might meet the challenge 
by a creative development both in their 
active and interactive behavior and may 
even function better than before, 


Toynbee makes an important distinction 
for the clinician between breakdown and 
disintegration. When the typical "nervous 
breakdown" impinges on the family for the 
first time, it may cause a setback in family 
functioning that renders the group less 
productive, less sure of itself within its 
social orbit, and more given to authoritarian 
controls. Instead of guiding their own pas- 
sage forward, family members become 
the victims of circumstance and, as a con- 
sequence, may take up hostile postures in 
relation to the outside world. The family 
loses its wholeness; the children no longer 
look upon the parents as models for identi- 
fication and may reject disciplinary controls. 


At this point, the well parent or some 
other relative may take on a therapeutic 
role and attempt to rehabilitate the family’s 
condition. The internal resources of the 
family itself will also assist in the recupera- 
tion. As a result, the family may rally and 
climb back to its original level of growth. A 
further challenge may take the same course 
of rout and rally, but recovery may no long- 
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TABLE 3 
Challenge and Response: - 
An Analysis of Growth, Breakdown, and Disintegration 
in Social Groups* 
CHALLENGE RESPONSE € 
IOWTH BREAKDOWN 
DIFFERENTIATION AND RALLY DISINTEGRATION 
iti ivit inori ive drive Split in social group 
Hard conditions Creativity by minority Loss of creative i 
New situations Imitation of minority and change to Split in individual 
“Blows” by majority domination psyche 
Pressures Withdrawal and Withdrawal of alle- Deterioration of 
Penalizations return of creative giance by majority behavior as seen 
individuals Loss of control over in: 
Increasing differen- human and physical A sense of drift 
tiation environment A sense of sin 
Failure of self- Vulgarization 
determination Promiscuity 
Loss of group unity Loss of control or 


Aggressive reaction to 
outsiders 

Appearance of helpful, 
Protective, saving 
agents 


overcontrol of 
self 
A retreat into self 
Preoccupation with 
past and future 


A turning to religion 
Truancy and self- 
martyrdom 


“After A.J. Toynbee(6) 


er be as complete so that a course is set 
toward disintegration (table 3). 

According to Toynbee, every social group 
has its own rhythm of disintegration, and 
the relapse-remission beat may run into 
various sequences, The point at which dis- 
integration occurs will vary from family 
to family, but in fact, once achieved, is pro- 
found, It is characterized by a split in the 
social group affecting all component parts— 
intraindividual, intrafamilial and extra- 
familial. Relationships within the family 
deteriorate and relationships with outside 
individuals and groups are reduced or cut 
off altogether. Within the individual, there 
is an alarming sense of drift, aimlessness, 
and pervasive guilt. Habits and routines 
may degenerate and there may be an aban- 
donment or, at the other extreme, a harden- 
ing of controls, 

As part of the family’s schism, each mem- 
ber may retreat into himself, preoccupy 
himself with the Past or future with little 
interest in the present, turn toward re- 
ligion and other consolations, or act out 
in antisocial and masochistic fashion. The 
family structure becomes blurred, roles seem 
undifferentiated, and there is an increasing 
routinization and uniformity of daily living. 

This challenge and response formulation 
would seem to have an adequate explana- 
tory strength to be useful in the dynamic 

analysis of the impact of illness on the fami- 
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ly, and moreover, it contains within it many 
of the ideas already described. We will there- 
fore use it as a paradigm in our own descrip- 
tions. 

In addition to this theoretical model de- 
picting the dynamics of regeneration and 
deterioration, there is some need to look at 
the restorative process as it occurs within 
the family and involves the interactions 
arising out of shifts in well established roles 
We have attempted to extract the signing 
elements concerned with this from the v 
of Spiegel(7). There is no doubt that inm 
brings about a disequilibrium within i 
family and a change in the complementa 
of roles. Discrepancies arise in relata d 
role recognition, goals to be achieved, va wi 
to be accepted, and techniques to be be 
ployed. At the onset of the illness, TO 
tend to become nebulous and confused, 
cues are misinterpreted and misunders 
and unrealistic roles are assumed and E / 
Seriously. Spiegel offers us a metho E^ 
understanding how a family might "T ill 
one of its members becoming mentally 
(table 4). d 

The family must adapt itself to the a 
Strictions imposed by illness and to oe 
predictable demands of the sick pe 
but in the course of reaching this adap 
its activities pass through a nue 
Stages. At first these will be mainly ma + to 
lative, and the members might attemP 
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TABLE 4 
The Re-equilibration Process in Families 
Under Stress: Steps* in the Restoration of 
Complementarity of Roles** 


BASED ON MANIPULATION 


NONMANIPULATIVE BASED ON MUTUAL INSIGHT 


AND NOVEL RESOLUTION 


COUNTER-INDUCTION 


ROLE INDUCTION 
OR NEUTRALIZATION 


ROLE REVERSAL ROLE MODIFICATION 


Coercing Defying A transitional process Joking 

; between role induction 
Coaxing Withholding and role modification in- Referral 

. volving taking the other's 
Evaluating Denying role. It can lead to either Exploring 
induction or modification. 

Unmasking Masking Compromising 
Provoking Postponing Consolidating 


These steps have a temporal order and a kind of internal logic. They are arbitrary and incomplete but have some heuristic value. 


* After J. P. Spiegel(7) 


persuade the patient to resume his normal 
role functions by coercing, coaxing, criti- 
cizing, etc., only to be met-by the patient's 
countermeasures, such as defiance, with- 
holding, denial, postponing, etc. 

When these measures and countermea- 
sures fail, the family may abandon manipu- 
lative techniques and resort to such devices 
as role reversal. They will attempt to see and 
understand the patient's point of view and 
offer such comments as “I see your point," 

I understand how you feel about it," or “If 
I were you." Eventually, the patient may be- 
Bin to put himself in their place, and with 
this transition, a new and healthier stage 
of family interaction becomes possible. The 
attitudes now become more flexible, the 
mood more lighthearted and humorous, 
decisions more democratic, and solutions 
approached with open-mindedness and the 
spirit of compromise. The new roles, agreed 
upon in the family councils, are worked out 
and worked through with the members at- 
tempting to try them on "for size." Ulti- 
mately, complementarity is restored and the 
crisis of illness is over. 


Methodology 


“Unroofing” is by no means an easy task 
to accomplish without the wholehearted 
Cooperation of the family underneath. It 
entails a disturbing invasion of privacy, 
Since we set out to observe the solitary and 
interactional activities of the family mem- 
bers minutely and intimately. The *unroof- 
ing” is done in several ways: We visit the 
families at a time when they are all together, 
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such as at their meals; we live with them for 
a week, participating in their lives to the 
fullest extent; and we bring them collective- 
ly to our research center where they appear 
in their best clothes and best behavior. 
We see them individually in prolonged ses- 
sions, looking through each pair of eyes 
at the rest of the family, and we meet with 
them at different times in dyads and triads 
in order to observe some of the subgroup 
activity. 

During the course of our contact we rate 
family members and rank them, and when 
the investigations have been completed, we 
reimburse them to a sum of $25. The fact 
that we meet with them at a moment of 
crisis has an important methodological 
bearing. We have found them at these times 
more susceptible to outside contact, more 
flexible in their defenses, and altogether 
less suspicious of the motivations and in- 
tentions of the intruder. The patients in 
the families being investigated were either 
psychotic (schizophrenic or manic-depres- 
sive) or tuberculous. 


The Interpersonal Matrix of Disorder 


The families that shelter a chronic patient 
eventually begin to create a subculture of 
illness that has certain distinctive features. 
Family members, relatives, and acceptable 
friends begin to encapsulate themselves 
within a social orbit that on rough inspec- 
tion is comprised mainly of individuals 
showing varying degrees of disturbance. 
These “birds of a feather” generate a cli- 
mate that is tolerant of deviancy and may 
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even encourage and foster abnormal trends. 
Post found that the incidence of psychosis, 
psychopathy, and neurosis was significantly 
higher within the social orbit as compared 
with the general population(8). Our own 
findings would tend to support this. Al- 
though they are to some extent modified 
by class factors, the families of hebephre- 
nics, paranoids, schizo-affectives, and manic- 
depressives to a surprising extent reflect the 
characteristics of the patient. 


We therefore find families that are disor- 
ganized, suspicious, chaotic, and fluctuating, 
although certain individual members on 
their own may offer defensive reactions to 
these trends. Within the interpersonal matrix, 
a great deal of psychopathology can develop 
insidiously within individuals, especially 
children, without its becoming recognizable. 
Abnormal attitudes and behavior are assimi- 
lated and symptoms are exchanged with 
Sometimes extraordinary facility. In this 
sort of setting, some small psychological 
epidemics frequently occur. 

In tuberculous families there is some isola- 
tion because of fears of infection. The pa- 
tients may tend to see themselves as "*out- 
casts" and “untouchable” and may cut them- 
selves off socially and physically from other 
people. In the social orbit of the tuberculous 
patient, there appears to be a greater inci- 
dence of malingering, hypochondriasis, 
and psychosomatic ailments. The regression 
of the patients into narcissistic invalidism 
and their endless preoccupation and rumi- 
nation with what is Boing on inside their 
bodies has its psychological analogue. The 
tuberculous lesion may be represented inter- 
nally as a threatening, attacking, frustrating 
object, and the hostility toward it is deflected 
onto the patient's own self. In Freud's 
aphorism, *The shadow of the Object has 
fallen upon the ego”(9). 


The Dynamic Reaction to Change 


An adolescent girl said to me: “You can- 
not believe what it’s like to wake up one 
morning and find your mother talking gib- 
berish.” A ten-year-old remarked: “I wake 
up dreaming or maybe just daydreaming, I 
don’t know what, but her face is coming 
toward me and she looks good and then 
suddenly her face begins to change and 
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look mean and horrible, like a monster.” 

It is difficult for the children to accom- 
modate to this crisis of change, especially 
when the contrast with the premorbid per- 
sonality is marked. Another child said 
"Everything goes upside-down and we go 
upside-down with it. When Mom goes men- 
tal, I go mental also. It's worse if I try to 
stay the same. Then she hollers at me." 

When there is delusional formation, the 
parent may make this a test of love: “If you 
love me you will love my delusion." Some 
children will often sacrifice contact with 
reality to remain in contact with their loved 
parent. 


The child of the tuberculous parent may 
have to adjust to a sudden restructuring in 
the pattern of the relationship. A previously 
loving parent now becomes dangerous and 
therefore fearsome. The children are often 
drilled at the onset of the illness on the 
possibilities of contamination and are made 
a part of the rituals that play such an impor- 
tant part in this infectious illness. The parent 
has to keep a proper distance and strongly 
discourage demonstrations of affection 
directed toward him. One father was $0 
rigorous in the maintenance of this "dis- 
tance" that when he became sputum- and 
culture-negative, he went home joyously on 
a weekend, opened the door of his home, 
and ran forward to embrace his young son. 
The child became panic-stricken and raced 
off down the road. 


The Dynamics of Deterioration 


In the first breakdown into serious illness, 
the family members are still imbued with 
spirit of hopefulness and helpfulness, evel 
though the illness may impair their produc 
tivity or their feeling of group cohesion. M 
a short while the catastrophe may prod 
an overwhelming sense of helplessness, kr: 
Very soon they may begin to explore the i 
of therapeutic agencies in their eomm 
In the case of children, school work jo 
suffer for a while and attention and cone : 
tration may be difficult to maintain !n 
classroom. dis- 

In the relapsing case, the process of ap- 
integration begins to set in, and splits the 
pear within the family group and within n 
individual. Dissociated behavior is not 
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common. Family members begin to lose sig- 
nificant contact with one another and drift 
apart and away. Vague feelings of shame and 
guilt dominate affective interchanges, but 
these may also flatten out in time. Family life 
becomes coarsened and the dirt and disorder 
are no longer noticed. Individuals make 
little immediate contact but instead spend 
their time daydreaming, religiously occupied, 
or engaged in reviewing the past or planning 
unrealistically for the future. 

We have referred to it as a “pseudo-nar- 
cotic" syndrome since the disunited family 
members wander about in a dazed state 
as if they were all drugged. The children are 
often grossly underachieving at school, and 
the teachers complain that they seem to be 
living in worlds of their own. The syndrome 
is characterized by a profound apathy, loss 
of feeling, impoverished interaction between 
family members, a diminution of sexual 
desire, and a loss of contact with the out- 
side world. The family gives the impression 
of being “burnt out." An observing neighbor 
described one such outcome in the following 
terms: 

They used to be just like one of us. We all went 
together and they visited us and we visited them. 
Then she had her first nervous breakdown and 
things were a little different, but we still visited. 
Then she had another and another and I can’t 
count how many but she ended up like a zombie. 
Then he lost his job and didn’t seem to bother 
getting another and the house just went from 
bad to worse so we couldn’t stand going in any- 
more. They don’t want to see anybody. The 
life’s gone out of them and they just hang about 
doing nothing and they don’t even have any 
feelings about each other. 


The Dynamics of Regeneration 


Where there has been evidence of family 
strength in the past, the disintegrating pro- 
cess may be halted and reversed. The initial 
defenses may be primitive. There may bea 
massive denial of deviance, a nonrecognition 
of the illness, a rationalization of symptoms, 
and an appeal to specific family methodol- 
ogy, such as “her grandmother had a bit of 
red Indian blood in her and it sometimes 
comes out in this way in the children.” Next, 
there may be an attempt to localize the dis- 
turbance by isolating the disturbed patient 
within the family and cutting him off from 
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regular family life. This might then be fol- 
lowed by an attempt to cultivate outside 
connections and establish social affiliations. 

The attempt to “normalize” the patient 
may take sadistic paths. He may be criticized 
or mocked or teased on every occasion that 
he shows “nutty” behavior. The patient may 
suffer this passively or offer passive resistance 
to such manipulations. Eventually these 
sadomasochistic techniques are dropped 
and a sense of compassion may pervade the 
home. Attempts to identify with the patient’s 
predicament and to see the situation from 
his perspective leads to many reversals in 
role play. The admission of humor into the 
situation is hopeful even if the jokes re- 
main somewhat grim. It may be finally con- 
ceded that the patient is not as robust as 
the others and may require special con- 
sideration. 

When the family has reached this stage 
in regeneration, a new growth may take 
place and some of the members may sur- 
prise observers by their creativity. At this 
stage there may be outbursts of writing, 
drawing, and painting; and the patient him- 
self begins to thrive in this new atmosphere. 
The family group becomes more differ- 
entiated and more integrated and begins 
to work and play as a group. It is difficult 
to say to what extent the latent group ca- 
pacities of the family help to change the 
whole course of the illness, but clinically, 
there is no doubt that waning group inter- 
actions are regularly associated with disinte- 
gration and deterioration and that enhanced 
group interactions signal the return to health. 
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A star looks down at me, 
And says: “Here I and you 
Stand, each in our degree: 
What do you mean to do?” 


— THOMAS Harpy 
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Homosexuality. IV. Psychiatric Disorders and Disability 
in the Female Homosexual 


BY MARCEL T. SAGHIR, M.D., ELI ROBINS, M.D., BONNIE WALBRAN, 
AND KATHYE A. GENTRY 


A study of 57 homosexual women and 43 
single heterosexual controls revealed slightly 
more clinically significant changes and dis- 
ability in the lives of the homosexual women 
as compared with the heterosexual women. 
The chief differences were in the increased 
prevalence of alcoholism and of attempted 
suicide. Despite these difficulties, the homo- 
sexual women were able to achieve, adapt, 
and be productive citizens. 


Oo THE PAST three years we have been 
AJ studying male and female homosexual- 
ity. We have systematically interviewed 
groups of single male and female homosex- 
uals and heterosexual controls. Three reports 
on our findings have appeared(1-3). The 
current paper deals with the psychiatric 
disorders and accompanying degrees of dis- 
ability found in female homosexuals and a 
comparable group of heterosexuals. 
Commitments to various theories of psy- 
chopathology have led to different conclu- 
sions regarding the mental health of homo- 
sexuals(4, 5, 6). To date, there have been no 
Systematic clinical studies of psychiatric 
disorders in female homosexuals. Obviously, 
unless a finding can be enumerated and 
replicated, it contributes little of long-lasting 
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value to the understanding of the phenom- 
enon in question. Thus this report is con- 
cerned with disorders whose natural history 
is well documented through the instruments 
of clinical description and follow-up, and 
whose prognosis is known. F 


Methods 


The Subjects 

The majority of the homosexual subjects 
were obtained through female homophile 
organizations in Chicago and San Francis- 
co. Of 61 women interviewed, 57 fulfilled 
the criteria for inclusion in the study and 
were included in our analyses. Some char- 
acteristics of this sample have already been 
described(1). 

Criteria for inclusion and exclusion of 
heterosexuals have already been discussed 
(1, 3). The criteria for the heterosexual sam- 
ple were similar to those applied to the 
homosexuals except that sexual behavior 
and emotional responses after age 18 had 
to be exclusively heterosexual. We also at- 
tempted to match the groups for age and 
marital and socioeconomic status. We inter- 
viewed 44 single females for comparison 
with our experimental group. The relevance 
of having a single rather than a married con- 
trol group has been discussed(3). The sources 
for the heterosexual sample were a 500-unit 
apartment complex and “word of mouth.” 
Financial compensation was offered in the 
amount of $10 to $15 per interview. Over 
90 percent of those interviewed wanted and 
accepted the money. d 

The structured interview used for experi- 
mental and control groups(1) and the rep- 
resentativeness of the sample have already 
been discussed(1, 3). 

Statistical Tests 

The chi square test with the Yates correc- 

tion for continuity was used as a test of sig- 
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nificance. A p value of .05 or less was ac- 
cepted as being statistically significant. 


Clinical Diagnostic Criteria 


The diagnostic criteria used in this study 
were described in a previous paper(3). These 
criteria included those for anxiety neurosis, 
hysteria, obsessional neurosis, antisocial 
personality, phobic neurosis, paranoid per- 
sonality, alcoholism and excessive drinking, 
drug dependence and excessive drug intake, 
affective disorders, schizophrenia, and psy- 
chophysiologic disorders. 

Disability was noted as none or slight, or 
as moderate or marked(3). 


Results 


Patient Characteristics 


The age range of the homosexual sample 
was 20 to 54 years, with a mean age of 31. 
The control group was slightly younger, 
with an age range of 21 to 50 years and a 
mean age of 29. Both samples were entirely 
Caucasian. 

The religion of upbringing for the homo- 
sexual females was 65 percent Protestant, 
22 percent Catholic, and nine percent Jew- 
ish; four percent had not been brought up in 
any religion. Of the controls, 56 percent 
were Protestant, 35 percent Catholic, and 
Seven percent Jewish; two percent had not 
been brought up in a religion. 

Both groups of women held relatively 
high-level jobs. About two-thirds (66 per- 
cent) of the homosexual females were in 
professional, technical, or managerial posi- 
tions. Only six percent were unskilled work- 
ers, and the remainder (28 percent) had cler- 
ical jobs. Of the heterosexual controls, 13 
percent had clerical jobs, none was un- 
skilled, and 87 percent were in professional, 
technical, or managerial positions. Although 
a greater proportion of the heterosexual 
sample was in professional, technical, or 
managerial positions, the two groups had 
very similar incomes. The median gross an- 
nual income of the homosexual women, ex- 
cluding students, was $6,599: the compa- 
rable figure for the heterosexual sample was 
$6,574. 

At the time of the interview 74 percent of 
the homosexual subjects had never been 

married, 19 percent were divorced, four 
percent separated, and four percent married. 
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Of the controls, 79 percent had never mar- 
ried and 21 percent were divorced. 


Psychiatric Treatment 


Among the homosexual females, 63 per- 
cent had never had psychotherapy, 26 per- 
cent had had psychotherapy in the past, and 
11 percent were in therapy at the time of the 
interview. Of those who had psychotherapy, 
42 percent began treatment during a depres- 
sive episode. 

The majority of those having psychother- 
apy (81 percent) had had only one series of 
treatments. A minority (19 percent) was in- 
volved in two or more series of psychother- 
apy. In over one-half (52 percent) the total 
duration of psychotherapy, regardless of the 
number of series, was less than one year, in 
43 percent one to two years, and in five per- 
cent over two years. Of the heterosexual 
women, 74 percent had never had psycho- 
therapy, 18 percent had had psychotherapy 
in the past, and seven percent were in ther- 
apy at the time of the interview. The differ- 
ence between the proportion of homosexual 
and heterosexual females who sought psy- 
chotherapy was not statistically significant. 


Prevalence of Psychiatric Disorders in the 
Homosexual Female 


Three-fourths of the female homosexuals 
(75 percent) had one or more psychiatric 
disorders compared with 44 percent of the 
heterosexual controls (p <.001), table 1. 

1. Affective disorders. Twenty-five of the 
homosexual women (44 percent) had had 
depressive episodes (table 1), compared to 
15 of the heterosexual females (35 percent). 
This difference is not statistically significant. 
About one-third of those suffering from de- 
pression and from homosexuality sought 
outside help from a physician during the 
episode (8 of 25 homosexuals), which eon 
trasted with one-fifth of the heterosexua $ 
who sought such help (3 of 15 heterosex 
uals). 

The mean number of depressive RÀ 
toms for homosexuals and heterosexua $ 
with depression were 9.3 and 9.5 symp 
toms, respectively. The mean duration p 
the depressive episodes was somewhat p 
er in the heterosexual female (5.6 versus © 
months), e 

When asked about possible precipita! 5 
of their depressive episodes, 17 homosex! 
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TABLE 1 
Prevalence of Psychiatric Disorders 


HOMOSEXUAL 


HETEROSEXUAL 


(NUMBER - 57) (NUMBER =43) 

PSYCHIATRIC DISORDER EVER FREQUENCY PERCENT FREQUENCY PERCENT 
No definable disorder 14 25 24 56 
Affective disorder 25 44 15 35 
Excessive and/or problem drinking 20 35 2 § 
Anxiety or phobic neurosis 9 16 7 16 
Antisocial personality, with or 

without associated drug or 

alcohol abuse 3 5 1 2 
Obsessional neurosis or 

hysteria 2 4 0 o 
Paranoid states and 

schizophrenia o 0 0 0 


women (68 percent of those depressed) and 
nine heterosexual controls (60 percent of 
those depressed) gave the breakup of a ro- 
mantic relationship as having been the im- 
mediate cause. 

2. Suicide attempts. Thirteen homosexual 
women (23 percent) had made suicide at- 
tempts, three of them requiring medical at- 
tention. Only two control subjects (five 
percent) had made suicidal attempts. This 
is a significant difference, p «.05. None of 
the homosexual subjects who attempted 
suicide attempted it more than once, where- 
as one control had made two suicidal at- 
tempts. All attempts involved the ingestion 
of prescription or nonprescription pills, gas 
inhalation, or wrist slashing. 

3. Alcohol consumption or related prob- 
lems. Alcohol dependence occurred in six 
homosexuals (ten percent) but in none of 
the controls (table 2) An additional 14 
homosexual women (25 percent) and two 
controls (five percent) drank excessively and 
had shakes and blackouts related to their 
drinking. When those ever abusing alcohol 
were compared, homosexual women were 
found to have abused alcohol significantly 
more often than the controls (p «.001). 

At the time of the interview 11 homosex- 


uals (20 percent) but only one heterosexual 
(two percent) were still abusing alcohol 
(p «.05) (table 2). 

Homosexual women who abused alcohol 
tended to have more serious problems result- 
ing from drinking than the heterosexual 
women. Whereas 39 percent of those homo- 
sexuals who abused alcohol had resultant 
difficulties with their jobs, neither of the 
heterosexuals drinking excessively had such 
problems. Other problems including car 
accidents and arrests due to drinking oc- 
curred exclusively in homosexuals. No ho- 
mosexual or heterosexual was hospitalized 
because of drinking. 

4. Nonprescription drug use. Over one- 
half (51 percent) of the homosexual women 
had used nonprescription drugs compared 
with nine percent of the heterosexual group 
(p «.001). The major drugs used were mari- 
juana and amphetamines. None of the het- 
erosexuals reported using any other drugs. 
One homosexual female used only barbitu- 
rates; four others used barbiturates, hallu- 
cinogens, or amyl nitrite in addition to 
marijuana and amphetamines. The remain- 
ing 24 homosexual drug users used only 
marijuana, amphetamines, or a combination 


of these. 


TABLE 2 
Drinking History 
HETEROSEXUAL 
Lege ure NW Peur 
= (NUMBER =55) - = 
DRINKING BEHAVIOR Eno M PERCENT FREQUENCY PERCENT FREQUENCY PERCENT FREQUENCY PERCENT 
Teetotaler or never 11 19 13 24 7 16 7 16 
Mild drinker 26 46 31 56 34 79 35 8 
Excessive drinker 14 25 10 18 2 5 1 s 
icono! dependence 6 10 1 2 o 0 0 i 
otal excessive drinking 
or dependence 20 35 11 20 2 5 1 2 


“Within one year 
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Of the homosexual women, four (seven 
percent) were dependent on drugs or had 
used drugs excessively. Three of them had 
been dependent on amphetamines and one 
had abused marijuana. None of the hetero- 
sexual females had used or were using drugs 
excessively. 

5. Neuroses and personality disorders. 
Three homosexual women (five percent) 
were diagnosed as having an anxiety neurosis 
and six (11 percent) as having a phobic neu- 
rosis. Together, anxiety and phobic neuroses 
were present in 16 percent of the homosex- 
ual sample and, similarly, in 16 percent of 
the heterosexual sample (table 1). Three 
homosexual women (five percent) and one 
heterosexual control (two percent) had a 
diagnosis of antisocial personality. Psycho- 
physiologic disorders—namely migraine, 
asthma, irritable colon, and other gastro- 
intestinal complaints with no demonstrable 
lesion were not significantly different be- 
tween the homosexual and heterosexual 
women (19 percent versus 21 percent, re- 
spectively. Two homosexual women (four 

percent) had an obsessive-compulsive neu- 
rosis or hysteria, but these disorders were 
not found in the controls. 

6. Sexual deviations (other than homosex- 
uality). No homosexual or heterosexual fe- 
males engaged in sadistic or masochistic 
practices and none reported such fantasies. 
None engaged in true transvestitic practices, 
and there was no transsexualism among the 
homosexual subjects or the controls. 


Prevalence of Psychiatric Illness in the Par- 
ents of Female Homosexuals 


Fifteen homosexual women (26 percent) 
and four heterosexual controls (nine per- 
cent) had at least one psychiatrically ill par- 
ent (p «.05). Of those 15 homosexual wom- 
en with ill parents, 11 of their fathers and 
five of their mothers were ill. The majority 
of the fathers were alcoholics and most of 
the mothers had an affective disorder. Of 
the four heterosexual controls with ill par- 
ents, three fathers were ill, all alcoholics, 
and two mothers who were ill had an affec- 
tive disorder. 


Educational and Occupational Achievement 


About one-third (33 percent) of the 57 fe- 
male homosexuals graduated from college 
or graduate or professional school. One- 
[68] 
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fourth attended college but did not graduate, 
A few (five percent) were still attending col- 
lege. Almost one-third (35 percent) finished 
high school; only two percent did not com- 
plete high school. 

Of the 43 heterosexual women, over one- 
half (54 percent) graduated from college or 
graduate or professional school. Only nine, 
percent attended but did not graduate from 
college. A few (seven percent) were still at- 
tending college. Over one-fourth (28 per- 
cent) finished high school; only two percent 
attended high school but did not graduate. 

Homosexual women who attended college 
were compared with college-attending het- 
erosexual women, excluding from both 
groups those who were college students at 
the time of interview. Of the 33 homosexuals 
who attended college 14 dropped out, com- 
pared with only four drop-outs among the 
27 heterosexuals who had attended college. 
This is a significant difference (p «.05). 

The trend of occupational achievement of 
the homosexual women was similar to the 
upward mobility expected of males and fe- 
males in the general population. The homo- | 
sexual women showed an upward mobility 
compared to their fathers. Whereas Over 
one-fourth of the fathers (28 percent) were 
unskilled workers, only five percent of the 
homosexual females were unskilled (p «.0D 
This same trend was evident in the hetero- 
sexual controls: Whereas one-third of the 
fathers were unskilled, none of the hetero- 
sexual women was unskilled (p «.001). 

Of the homosexual women who were not 
students, more than one-third (35 percent 
earned $7,500 and over, 49 percent $5,000 to 
$7,500, and only 16 percent $5,000 or less. 
Of the heterosexual controls, over On€ 
fourth (28 percent) earned $7,500 or mo 
62 percent $5,000 to $7,500, and ten percen 
$5,000 or less. 

Disability 

Among the female homosexuals 14 n 
cent were moderately to markedly disab d 
Among the controls three women (se 
percent) showed a similar degree of disa al 
ity. This difference did not reach the le 
of statistical significance. 


Comparison Between Psychiatric Diso 
of Female and Male 


In a previous publication(3), we r€P 
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on the psychiatric disorders and disability 
of 89 male homosexuals and a comparable 
group of male heterosexuals. 

The mean age of the homosexual males 
was somewhat greater than the homosexual 
females reported on herein (35 versus 31, 
respectively). Both groups were entirely Cau- 
casian. The religion of upbringing was com- 
parable. 

Both homosexual males and females were 
of a relatively high socioeconomic status. 
The annual median income of homosexual 
males was somewhat higher than that of the 
homosexual females ($7,750 versus $6,599, 
respectively). At the time of the interview 
comparable proportions of homosexual 
males and females were divorced, separated, 
or married (18 percent versus 27 percent, 
respectively). More homosexual females 
were involved in psychotherapy than homo- 
sexual males (37 percent versus 26 percent). 
However, this difference was not statisti- 
cally significant. The duration of psycho- 
therapy in both groups was similar. 

Three-fourths of the female homosexuals 
(75 percent) had one or more psychiatric 
disorders compared with about one-half 
(56 percent) of the male homosexuals. This 
difference barely misses statistical signifi- 
cance at the .05 level (x? =3.71). 

In individual disorders, the patterns and 
the prevalences were largely similar between 
male and female homosexuals. When affec- 
tive disorders were compared, female homo- 
sexuals had had more depressions (44 per- 
cent) than had male homosexuals (29 per- 
cent). The mean number of depressive symp- 
toms per episode was similar and so was the 
mean duration of episodes. The precipitat- 
ing factors were also similar. The majority 
of those males and females who became 
depressed (56 percent and 68 percent, re- 
spectively) gave the breakup of a romantic 
relationship as the immediate precipitating 
event for the depression. 

, Female homosexuals attempted suicide 
significantly more often than male homo- 
sexuals (23 percent versus seven percent), 
P «.02. 

A similar number of homosexual women 
and men were dependent on alcohol (ten 
percent and 11 percent, respectively). A 
somewhat greater proportion of the women 
(25 percent versus 17 percent) abused alco- 
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hol with resultant problems. Job difficulties 
were somewhat more prevalent among the 
female abusers than among the male (39 per- 
cent versus 30 percent), Within one year 
preceding the interview a comparable num- 
ber of female and male homosexuals were 
still abusing alcohol (20 percent versus 22 
percent). 

More homosexual women (51 percent) 
than homosexual men (39 percent) experi- 
mented with nonprescription drugs. More 
of the women used drugs excessively or were 
dependent on them (seven percent versus 
two percent), The drugs that were most fre- 
quently used were similar in both groups— 
namely, marijuana and amphetamines. 

When the neuroses and personality dis- 
orders were compared, the prevalence in 
homosexual women was not significantly 
different from that found in homosexual 
men. However, a trend to greater preva- 
lence in women appeared for the individual 
disorders. More homosexual women had 
anxiety-phobic neurosis (16 percent versus 
11 percent); more of them were diagnosed as 
having a personality disorder of the antiso- 
cial type (seven percent versus two percent); 
and more of them had psychophysiologic 
disorders (19 percent versus 11 percent). Ob- 
sessive-compulsive neurosis and hysteria 
occurred only in homosexual women. 

Sexual deviation other than homosexual- 
ity was not present in any of the female ho- 
mosexuals, and none of them engaged in 
sadomasochistic practices. Of the homo- 
sexual males, seven percent engaged in sa- 
distic or masochistic practices. Only one 
man reported emotional and sexual gratifi- 
cation as a result of those practices, in addi- 
tion he gave a history of masochistic fan- 
tasies and practice since early childhood. 

A comparable number of homosexual 
males and females had had psychiatrically 
ill parents (21 percent versus 28 percent, 
respectively). The most common disorder in 
the fathers of both groups was alcoholism, 
and in the mothers, affective disorder. 

The educational achievements of both 
homosexual females and males were rela- 
tively high. Close to one-third (33 percent 
of the females versus 38 percent of the 
males) graduated from college or graduate 
or professional school. However, a signifi- 
cant number of both groups—one-fifth to 
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one-fourth of each—attended college but 
dropped out before graduation. This is a 
statistically significant difference between 
the homosexual groups and their heterosex- 
ual controls. 

The heterosexual women, like the hetero- 
sexual men, conformed to the general na- 
tional trend of upward mobility of the chil- 
dren compared to their fathers, About one- 
fifth of the fathers of homosexual men and 
about one-fourth of the fathers of the homo- 
sexual women were unskilled. However, only 
five percent of each group of homosexuals 
were unskilled. These findings are highly 
significant (p <.001). 

Although a large proportion of the homo- 
sexual males and females were found to have 
had one or more psychiatric disorders, only 
a minority of them showed a significant dis- 
ability. Of the homosexual women 14 per- 
cent were moderately to markedly disabled 
in contrast to 16 percent of the homosexual 
men. These findings were not significantly 
different from those in single heterosexual 
controls. 


Comment 


Research on psychiatric disorders in pop- 
ulation groups is frequently a difficult task. 
There is often a lack of conceptual uniform- 
ity on what encompasses psychiatric dis- 
orders. In this study on homosexuality we 
have investigated those disorders that we 
consider could lend themselves easily to 
replication and that have been well studied 
in terms of clinical manifestations and prog- 
noses. These include affective disorders, al- 
coholism, anxiety-phobic neurosis, drug 
abuse, hysteria, antisocial personality, 
obsessive-compulsive neurosis, schizophre- 
nia, and paranoid states, 

. The overall prevalence of these disorders 
is significantly greater in the homosexual 
females than in the heterosexual controls. 
When individual disorders are considered, 
homosexual females almost invariably show 
a greater prevalence, although only a few 
of the latter differences reach the level of 
statistical significance. These include suici- 
dal attempts, excessive drinking and alco- 
holism, current and past use of nonprescrip- 
tion drugs, and dropping out of college 
prior to graduation. 

The disorders with only a trend of in- 
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creased prevalence include affective disor- 
ders and the neuroses and personality dis- 
turbances. Furthermore, homosexual fe- 
males tend to seek Psychotherapy more 
often than single heterosexual women. 

Economic and occupational achievement 
are similar between homosexual and hetero- 
sexual single women. 

It is apparent that when psychopathology 
exists both homosexual and heterosexual 
single women show a high prevalence, with 
the homosexual subjects revealing a trend 
toward greater psychopathology. These 
findings of more psychiatric illness in single 
and divorced heterosexuals than in the gen- 
eral population are compatible with find- 
ings in other studies showing more psychi- 
atric illness in single than in married per- 
sons(7-9). 

A substantial proportion (23 percent) of 
homosexual women attempt suicide. While 
the incidence of suicide in homosexuals is 
not known, the significance of suicide at- 
tempts in general and their relationship to 
completed suicide has been well docu- 
mented. It is estimated that the incidence of 
subsequent suicide among persons making 
Suicidal attempts is between ten and 20 per- 
cent(10). Furthermore, homosexual women 
have a high prevalence of alcohol abuse and 
depression. These conditions have been 
shown to be directly related to an increased 
risk of mortality from suicide(11). Conse- - 
quently, this triad of suicide attempts, affec- 
tive disorders, and alcohol abuse should be 
of primary consideration whenever a homo- 
sexual woman seeks out psychiatric help. 
Hospitalization might be the necessary ini- 
tial step during an acute crisis situation. 

One of the most prominent findings of 
this study is the high prevalence of excessive 
drinking and alcoholism in the homosexual 
women. Our figure of 35 percent is consider- 
ably higher than the figures obtained by 
Cahalan and Cisin(12) and by Knupfer(13). 
These authors found that eight percent and 
3.4 percent, respectively, of a general popu- 
lation of women drink excessively at some 
period in their lives. This is comparable to 
the figure of five percent of our female het- 
erosexual controls who drank excessively. 
The figures for the female homosexuals are 
comparable to those reported for population 
groups of men. 
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The increased prevalence of excessive 
drinking in homosexuals is possibly related 
to the patterns of social interaction among 
them and to the role that drinking plays in 
facilitating social and romantic contacts in 
bars and in group gatherings. These patterns 
and their influences will be discussed in a 
further report. 

Homosexual women tend to work pro- 
ductively. Despite the high prevalence of 
psychiatric disorders, there is no evidence 
of a downward drift. In fact, they share the 
national pattern of upward mobility of the 
children when compared with their fathers. 

Of the homosexual women studied, more 
attended college and graduate school and 
graduated than did a national sample of 
women (33 percent versus 7.3 percent for 
females in 1965[9]). However, more homo- 
sexual women attend college and drop out 
than a national sample of females (25 per- 
cent versus 9.3 percent for females in 1965, 
which is almost the same as our figure for 
the heterosexual controls). This difference 
in the dropout rate between homosexual and 
heterosexual women is significant at the col- 
lege level only. As suggested in our previ- 
ous report on male homosexuals(3), there 
seems to be a “period of risk” regarding col- 
lege for homosexuals. This is to be expected 
in terms of our earlier report of a peak of 
intrapersonal and interpersonal conflict in 
homosexuals occurring in the late teens and 
early 20s(3). This period of risk might be 
the appropriate time for intensive counsel- 
ing and support for the homosexual, who 
frequently starts to abuse alcohol around 
this time, experiment with drugs, and be- 
come depressed. 

When psychiatric disorders in female and 
male homosexuals are compared, certain 
common features appear. The trend toward 
a high prevalence of psychiatric disorders 
exists in both female and male homosexuals 
when these are compared with heterosex- 
ual controls. However, the differences be- 
tween the male homosexuals and heterosex- 
uals are less pronounced than between the 
female homosexuals and heterosexuals. The 
overall prevalence of psychiatric disorders 
is greater in the female than in the male ho- 
mosexuals. Individual disorders also occur 
more frequently in female than in male ho- 
mosexuals. Female homosexuals attempt 
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suicide significantly more often than male 
homosexuals. They become alcoholic as 
frequently, and more of them abuse alcohol. 
Furthermore, a greater number of homosex- 
ual women use nonprescription drugs, and 
more of them become dependent. This trend 
to greater prevalence in homosexual females 
than in males is also present for anxiety- 
phobic’ neurosis, antisocial personality, and 
other neurotic and personality disorders. 


While female homosexuals have a signifi- 
cantly higher prevalence of psychiatric dis- 
orders than male homosexuals, their degree 
of disability is no greater. About 14 to 16 
percent of female and male homosexuals 
show moderate to marked disability, where- 
as about 85 percent of them can live with 
their homosexuality in a more or less nor- 
mal condition(14). Although they may have 
had a manifest psychiatric disorder, the ma- 
jority of homosexual females and males 
show little impairment of function. For in- 
stance, large proportions of our samples 
have achieved relatively high socioeconomic 
status. The generalizability of these findings 
to the entire population of female and male 
homosexuals is not established and cannot 
be as long as homosexuality retains its legal 
and social stigma. 

Finally, the same conclusions that we 
made about the male homosexual(3) apply 
equally to the female. A woman might be a 
practicing homosexual without being sub- 
ject to disabling and serious psychiatric dis- 
turbances. In fact, she frequently shows high 
achievement, adapts reasonably well, and 
apparently avoids unduly painful and anxi- 
ety-provoking conflicts. 


Summary 


A systematic study of 57 homosexual wom- 
en and 43 single heterosexual controls was 
made; this report is limited to clinical psy- 
chiatric findings and includes data on dis- 
ability and general function. A clinical psy- 
chiatric description of the homosexual 
women revealed a significant difference in 
the overall prevalence of psychiatric disor- 
ders between them and single heterosexual 
controls. When individual disorders were 
compared, the trend was for the homosex- 
ual women to have more disorders. There 
was a trend toward greater prevalence of 
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neuroses and personality disorders, but the 
differences did not reach statistical signifi- 
cance. However, there were several disorders 
that occurred significantly more frequently 
in the homosexual female. These included 
alcoholism and excessive drinking, use of 
nonprescription drugs, and suicide attempts. 


Homosexual females showed an overall 
prevalence of psychiatric disorders greater 
than homosexual males. Comparing homo- 
sexual women and men for individual dis- 
orders, the women showed a trend to higher 
prevalence, even for excessive drinking. They 
attempted suicide significantly more often 
than the men. 


Like the homosexual males, the females 
showed a “period of risk” for dropping out 
of college. This coincided with the period of 
intense personal conflict in the late teens 
and early 20s. Despite the high prevalence 
of psychiatric disorders, only a minority of 
the homosexual women showed significant 
functional and personal disability. The ma- 
jority of them, like the majority of the 
males, were able to achieve, adapt, and be 
productive citizens. Being a homosexual 


seems to be compatible with functional and ` 


interpersonal productivity, although the risk 
of having a psychiatric disorder and of in- 
trapersonal conflict seems to be greater in 
the homosexual than in the single hetero- 
sexual. 


Every reform, however necessary, 
itself will need reforming. 
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A Follow-Up Study of Those Who Called a 


Suicide Prevention Center 


BY JAMES WILKINS, PH.D. 


Reports concerning the number of suicides 
among those who have called suicide preven- 
tion centers have varied considerably in 
methods and in results. It is therefore difficult 
1o determine the relevance or effectiveness of 
such centers. The author points out some of 
the desiderata for more useful studies and 
reports the results of his own study in 
Chicago: out of about 1,300 callers, there 
were eight suicides, four equivocal deaths, 
and five “suicides” by alcohol. 


T HAS BEEN observed concerning suicide 
prevention centers that 


A true gauge of the effects of the service would 

require careful follow-up of each individual who 
used the service in terms of subsequent life course. 
A particularly difficult aspect of such a follow-up 
would be that of studying vital statistics records 
(1, p. 314). 
There are many other means of evaluating 
the effects of these centers, €.« comparison 
of the demographic or ecological patterns 
of completed suicides with those of callers 
(2), use of lethality or suicide potentiality 
scales(3), or simply the overall feeling of 
satisfaction or dissatisfaction that develops 
in the working staff. Each of these has defi- 
nite limitations, however, and the general 
view among those who have considered the 
problem seems to concur with Waltzer and 
Hankoff in a preference for follow-up of 
callers(4-6). 

Such reports as there are concerning the 


Centre of 
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Prevention Center are more 
about their methods, 
cedures themselves are sometimes question- 
able. Kaphan and Litman(10) selected 100 
consecutive calls, 
73 to follow up “in order to examine judg- 
ments we 
ters as the 


study was not to 
portion of subsequent suicides amon; 


tried to get in touch with the 
cases who contacted the Suicide 
ter in 1962. We were able to locate only 65 per- 
cent of them. 
committed suici 


number of callers who subsequently commit 


suicide vary considerably both in results and 
in the quality of the investigations. Waltzer 
and Hankoff commented that they knew of 
only one suicide from 1,523 calls in New 
York, but also noted that a genuine follow- 
up study was not “feasible” with their data 
at that time. Parks and Wolf, at the Chicago 
center, commented: “So far as we have been 
able to learn, no one has committed suicide 


during the acute period in which he sought 
help from the clinic"(7, p. 308), but again 
there is no indication that a genuine follow- 
up study was conducted and the remark is 
probably only casual. Concerning the Lon- 
don Samaritans, Fox(8) and Stengel(9) have 


reported that one percent are believed to 


have committed suicide subsequently, al- 
though neither author comments on the 
methods by which this figure was obtained. 
The Waltzer-Hankoff and Parks-Wolf fig- 


ures may be dismissed, since neither was the 


product of concerted study, but there is no 
way to evaluate the credibility of the one 
percent estimate for London. 


the Los Angeles Suicide 
informative 


although the pro- 


Studies from 


out of which they chose 


had made" concerning such mat- 
“seriousness” of the call. The 
designed to estimate the pro- 
g callers, 
but they did discover two out of the 73. 

In another study, Litman reported that 

After an average time lapse of three years, We 
300 most serious 
Prevention Cen- 


Of those located, 6 percent had 
de, 8 percent had made one or 
d 31 percent con- 
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tinued having some suicidal thoughts. The re- 
mainder said they had no suicidal problem (11, 
p. 150). 


The figure for completed suicides is difficult 
to evaluate for several reasons. The cases 
were not chosen by random method and 
clearly were not representative of the Suicide 
Prevention Center’s callers, as the number of 
these “most serious" cases is only about ten 
percent of the total calls for the year. Also, 
since over a third of this group could not be 
located, it is important to know what the 
procedures of search were. For example, if 
the coroner's and vital statistics records were 
not searched, the percentage of completed 
suicides is too low; if they were searched, 
then the denominator for the percentage 
should be the original 300, and the reported 
percentage is too high. 


Wold(12) reported that from 1958 the Los 

Angeles center had 100 Suicides, but it is not 
clear whether this is from: 1) a random sam- 
ple of 1,000 cases selected from the total of 
2,600; 2) work with that sample supple- 
mented by information less Systematically 
gathered for some larger number of cases out 
of the total; or 3)a subsample of about 500 
cases in which the person called on his own 
behalf, which is for that reason and possibly 
others referred to by Wold as the “suicidal 
population.” Accordingly, the Percentage of 
subsequent suicides would be respectively ten, 
around one, or 20. This ambiguity seems less 
momentous considering that there are others 
as well. For example, it is desirable that a 
follow-up Study cover a definite geographical 
area, that we know what materials were 
searched, and that this was done system- 
atically. Of Wold’s Procedures, we know 
only that with the aid of the coroner, infor- 
mation from other patients, and reports 
from newspapers in other cities he reached 
the figure of 100 suicides. Presumably, the 
coroner's files were searched Systematically, 
although as we shall Presently see this search 
may be more or less thorough and thereby 
show markedly different findings. Appar- 
ently, vital statistics records were not used, 
and one can only wonder how information 
from other patients and out-of-town news- 
papers was obtained or used. These critical 
remarks should not obscure the fact that 
Wold’s study seems clearly to be by far the 
best available. 
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In Miami Resnick has reported: "Review 
of the Medical Examiner's 12-month total 
of 141 suicides revealed three persons who 
had called Friends [an anti-suicide organ- 
ization] prior to their act . . . . In effect, the 
organization had been contacted by 2 per- 
cent of the reported suicides in the area" - 
(13, p. 256). The caller’s names were from 
the first year of 24-hour telephone service, 
during which there were 602 calls and 169 
persons who gave “proper names." Ac- 
cordingly, the estimate of callers who com- 
mitted suicide would be two percent. 

In summary, there is room for widely 
varying opinions about the proportion of 
Suicide prevention center clients who sub- 
Sequently commit suicide and, accordingly, 
as to the relevance or effectiveness of the 
centers. It seems that there is a great need 
for further work of reasonable methodolog- 
ical strictness. Perhaps this study will help 
to meet that need. 


Method 


The Chicago Call for Help Clinic was 
operated by the privately funded Stone- 
Brandel Center of Chicago. For about à 
year and a half, it accepted daytime tele- 
phone calls and referrals, the majority from 
certain Chicago hospitals. On July 1, 1966, 
a 24-hour telephone service was instituted 
with a professional staff on duty during the 
day and available for backup work at night 
when medical students were the primary 
contacts. The total volume of calls and the 
characteristics of the callers were very 
similar to those reported for other centers. 

One of the problems in follow-up studies 
is to decide what an optimal follow-up 
period would be. We have’ seen that there 
is great variation in the periods used o 
earlier studies, which adds to the aim 
ties in evaluating their findings. The pm 
in those studies seem to have come about by 
chance or convenience, for there is no dis- 
cussion of choices or preferences or even 
whether the interval might make any a 
ference. Obviously, the longer the ine , 
the larger the number of deaths would n 
But this does not mean that the longer t 
interval, the better. After an extended Den 
of time the death may have no cond 
with the occasion prompting the call. / da 
cording to Jansson(14) repetition of suici 
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behavior after one year was not connected 
with the earlier episode and ought not to be 
confounded with it. On this basis, long 
follow-up periods would represent an arti- 
ficial inflation of the actual risk (see also 
15, 16). 

The cutoff date for this study included 
deaths with completed inquests as of July 
1968. The average number of months at risk 
since the time of first contact with the clinic 
was 19 for all contacts and 18.7 months for 
clients of the 24-hour service. This is slightly 
longer than what may be the optimal period, 
but we shall be able to evaluate the effect of 
this later in comparing the dates of call and 
of death. 

There are considerable differences in the 
methods of earlier follow-up studies besides 
variations in the follow-up periods. In some, 
the geographic area covered and the mate- 
tials searched are unknown or unspecifiable. 
As a result the findings must be regarded 
as rough. 

In this study, it was decided to limit 
coverage to the primary area of service, 
Cook County, All callers known to be from 
outside this area (about two percent of the 
total) were excluded from the follow-up. 
Some number of the remaining callers had 
probably moved out of the county since their 
calls, Between March 1965 and March 1966, 
12.7 percent of the U.S. population had 
moved within the same county and 6.6 per- 
cent had moved out of the county of previous 
tesidence(17, table 34). These general figures 
may not be applicable to the special popula- 
tion of suicide prevention center clients. In 
one of his studies Litman found that “only 
2 percent were still living at the same address 
or had the same phone number [and] it took 
a tremendous amount of work to relocate 
65 percent” of the original sample(I1, p. 
148). It would be best to compensate for 
this number of losses, if it could reasonably 
be estimated. 

Eliminated from the follow-up in addition 
to persons who lived outside the county were 
anonymous callers, those who gave fake 
names (¢.g., Miss Dirty Mud), and those 
who were otherwise untraceable (e-8:: first 
names only), This produced a total of 1,089 
names from the 24-hour service and 
from the earlier period. 

The list of callers was compared with the 
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records of the Cook County coroner for all 
deaths, then with the County Board of 
Health and Vital Statistics records and again 
with the coroner's office. The period searched 
was from January 1, 1965, when the clinic 
opened, through inquests completed by July 
1968. Various spellings were tried for several 
callers, The coroner, Dr. Andrew J. Toman, 
and his staff were extremely helpful to us in 
this work. 


Suicides 


There were 17 deaths found in these ma- 
terials. Four were classified as “suicide,” 
two “undetermined,” two “accidents,” five 
“natural causes,” three classified as “natu- 
ral" that were referred to the coroner but did 
not receive inquests, and one classified as 
“natural” that did not reach the coroner. 

Dax has observed that to do an effective 
follow-up “one would not only have to ex- 
amine the coroner’s open verdicts, the acci- 
dental deaths and deaths from misadventure, 
but also look into the reports concerned” 
(5, p. 47). The point is not that investiga- 
tions or classification decisions are done 
poorly or incompetently. However, in this 
study it was found that the rules for classifi- 
cation used by officials are markedly dif- 
ferent from those researchers state to be 
their preference. This matter will be dis- 
cussed in detail in a later paper. Examina- 
tion of the complete records for all deaths 
also offers information much more valuable 
than the mere fact of demise, however 
classified. 

In addition to the four official suicides, 
we found four more. Lest the reader think 
this presumptuous, consider some further 
testimony from the co-director and chief 
psychiatrist at the Los Angeles Center, 
Robert Litman: 

Committed suicide is defined by the practices 
of county coroners Or their equivalent, who 
certify the mode of death. Since these practices 
vary greatly from county to county and from 
country to country, one should be cautious about 
interpretations of trends based upon ordinary 


coroner's statistics(1 8, p. 68). - 
In many cities, deaths ... are not being called 


suicides which we think are suicides(11, p- 149). 
There are many reasons for this, several of 
discussed subsequently (see 


which will be 
also 19, 20). In some cities (e.g., Los Angeles 
[75] 
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and Miami) the coroner's office works with 
the help of the local suicide prevention cen- 
ter(13, 19), but this is not done in Chicago; 
thus, some suicides are classified differently. 

The four official suicides (cases 1-4) call 
for no qualifying remarks, as they were 
straightforward cases of barbiturate poison- 
ing, jumping, and hanging. The other cases 
call for closer inspection, which will here be 
limited to noncontroversial aspects of the 
cases as reported during inquests and from 
the clinic records. 


Case 5. For this client the verdict was “unde- 
termined." The subject was found dead in a lake 
and the immediate cause of death was listed as 
"drowning" and "supposed drowning." Testi- 
mony by close friends indicated the client “had 
been very despondent" and the autopsy showed 
lacerations of the wrists in addition to hesitation 
marks—shallow preliminary or testing incisions, 
common among self-inflicted cuttings— identified 
by the coroner’s physician as antemortem. 


Case 6. The verdict was "accident," with the 
immediate cause of death “extensive burns.” The 
subject was driving alone at between 75 and 85 
m.p.h. in a 40-45 m.p.h. zone on a "clear and 
dry" expressway and suddenly veered in front of. 
another car to crash into and over the guardrail. 
Her contact with the suicide prevention center 
less than a month earlier revealed two previous 
attempts and a plan to commit suicide by car. 


Case 7. An “accident” verdict was returned 
for death from carbon monoxide poisoning while 
the victim was in her car parked in the garage 
with the ignition left running. The client was re- 
ported at the inquest to be a “heavy drinker” 
or “alcoholic” and to have been depressed. A 
family member had recently attempted suicide 
by the same method. 

Case 8. Classified as 
subject suffered 20 


"respiratory fail- 
ure.” The client had a history of Psychosis and 
was in therapy with a Psychiatrist. There had 
been previous suicide attempts, the latest within 
a week, and the client was scheduled to be placed 
“in a psychiatric hospital” shortly. According to 
clinic records, the client was planning Suicide, 


For persons interested in the Study of 
suicide, there seems to be no Teason to ex- 
clude these cases. The cases will be Presented 
in more detail later, as will the materials 
and inferences we have about how cause of 
death verdicts are reached in the county, 
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Equivocal Deaths 


Four other cases seemed to me equivocal, 
partly because of additional information 
available to the suicide prevention center 
and partly because there was little investiga- 
tion of the deaths. All four of these were de- 
clared "natural" deaths (for reasons that we 
shall explore subsequently), with the result 
that only the briefest description of the cir- 
cumstances appears in the records. 


Case 9. The subject was dead on arrival at the 
hospital, after collapsing in his living room at 
one a.m. The immediate cause of death was given 
as "arteriosclerotic heart disease," apparently 
because the 56-year-old client had been under 
treatment for heart disease by a physician, who 
was out of town at the time of the death. No in- 
quest or autopsy was performed and the examina- 
tion reported only: “The body is that of a slender 
white male. There is an old. ..surgical scar in 
the mid line of the upper abdomen but no external 
evidence of injury." h 

The death record indicates nothing that is 
directly suspect, but the records of the center do. 
The patient was diagnosed by a center psychia- 
trist as suffering an “involutional depressive 
reaction . . . precipitated by loss of job two years 
ago.” In addition to private therapy, the patient 
had been hospitalized and had received electric 
shock therapy. He had a history of suicide threats, 
and the center psychiatrist suggested that further 
“hospitalization would probably be necessary. 
Nothing was learned about any heart trouble, but 
the client did threaten to take “all” of the sleeping 
pills that had been prescribed to him. In less 
than two weeks he was dead. 


Case 10. This client was dead on arrival at the 
hospital of acute coronary occlusion with under- 
lying atherosclerotic heart disease. Because his 
physician had seen him nine days prior to death, 
only a brief vital statistics record was required, 
Which provides no additional information or 
detail on the circumstances of death. There are 
extensive clinic materials, however, that reveal 
chronic severe depression, threat of suicide, ani 
“frequently the thought that life is not won 
continuing.” His marital situation was ext 
Stressful and unyielding to treatment. The clien 
had potentially dangerous drugs, and it m 
regrettable that no postmortem tests werd a 
ducted. The center psychiatrist noted that * eae 
Some help can be found for him...it is 2 
Possible that suicide might result either Ride 
by self-inflicted injuries or less directly by need 
to care for himself in regard to his physic 
ailments,” 


Case 11. There was no autopsy or inquest for 
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this death, and only a brief pathological report 
from the coroner’s office. The immediate cause of 
death was called “organic heart disease." The 
history states: "The decedent, an epileptic, had 
been ill on [the day before his death], but re- 
fused to go to the hospital. When he wasn't seen 
about his apartment the janitor checked and 
found him lying dead in bed, face down . . . . 
There are contusions over both knees but no 
other external evidence of injury." According to 
clinic materials, the client had had long-term 
psychiatric help and had made several contacts 
with the center and other facilities. He did not 
threaten suicide to the center, preferring to talk 
extensively of his troubles in not being cared 
about, especially by his mother. He was diagnosed 
as schizophrenic at the center and his case was 
turned over to another agency about five and a 
half months before his death. He was known to 
have made a suicide gesture once before. There 
was no notation of any heart trouble in the clinic 
Interview. 


Case 12. Again, there is only a brief pathologi- 
cal report, no autopsy or inquest. The immediate 
cause of death was listed as cardiopulmonary 
arrest due to epileptic seizure. The decedent **was 
found home in bedroom. According to family, 
decedent had a past history of epilepsy for many 
years, and prior to death had a seizure." This 
is all there is to be learned from the death record. 

The client had made a large number of calls 
to the center over the past year, the last of them 
less than two months before death. The case his- 
tory shows therapy for many years and repeated 
hospitalizations. The client admitted to chronic 
abuse of phenobarbital, and every contact with 
the center showed it, with slurred and often 
nearly incoherent speech. Although usually re- 
luctant to speak of her circumstances or problems 
in more than the most general terms, the patient 
was one evening coaxed in to the center and 
promptly sent to a hospital emergency room. The 
client denied taking diphenylhydantoin (Dilantin) 
and, although she denied it, the staff seemed to 
suspect use of alcohol. During one call the client 
Pelo her epilepsy and threatened to get 

runk. 


Perhaps none of these 
equivocal if there had 
superficial medical exami 
a "psychological autopsy" of the sort 
practiced in Los Angeles. There !$ no 
evidence that official investigators knew 
anything of the matters revealed in the clinic 
files. On the other hand, the official reports 
filed under the presumption of natura 
death reveal so little of the circumstances 
surrounding the death that clinic informa- 
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tion can only raise the doubt that these 
deaths were natural. If there were institu- 
tionalized provision for cooperation with 
the suicide prevention center, as in Los 
Angeles, or even only more thorough in- 
vestigations, these doubts could be resolved 
one way or another. 

In sum, there is little reason to feel certain 
that these deaths were either natural or 
suicides, or to what extent these clients’ 
suicidal dispositions contributed to their 
deaths. 


Alcohol Deaths 


Five other deaths attributed to “natural 
causes” were more specifically noted to be 
due to alcoholism and its consequences, 
e.g., liver diseases. Four of them were 
preceded by recent suicide attempts, and 
in at least four of the five *subintentioned " 
seems rather weak to describe the circum- 
stances. For persons in such advanced stages 
of alcoholism, the final dosages they ad- 
ministered to themselves were massive, 
perhaps accompanied by drugs in two cases, 
and it is difficult to presume that they were 
not aware of the probable consequences in 
a fashion quite different from other persons 
who commit "subintentional" suicide. I do 
not propose that these cases be called out- 
right suicides, but it is clear that alcohol 
should be considered as not merely a long- 
term but also as an immediate agent for 
suicide. 

The cases are all quite similar, and one 
is probably sufficient to represent them all. 


Case 13. This client had a duodenal ulcer 
which caused great pain, and was able to eat 
only tea and jello. She disappeared for three 
days, renting a room without bringing luggage, 
and was found dead in company with an empty 
vodka bottle and one that was half empty. Ac- 
cording to the testimony at the inquest, the 
client also had sedatives and felt willing to use 
them and liquor to “ease” her pain, “regardless 
of the consequences." In her contact with the 
suicide prevention center she said she planned to 


kill herself with pills. 

Recent studies have shown that an ex- 
tremely large percentage of suicides are 
by alcoholics, and our data suggest that 
alcohol as an instrument of suicide should 
not be overlooked either. Along with the 
implication, drawn by other writers years 
[77] 
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ago, that certain drinking patterns in cer- 
tain types of people are more than reminis- 
cent of suicide, there are other and more 
direct relationships. More recently, research 
has indicated that combined use of drugs 
and alcohol is inordinately dangerous, and 
it may be that to take such risks routinely 
should also be accepted to reflect a suicidal 
disposition. 

Along with the “subintentioned” aspects 
of alcoholism, it appears that there may be 
more pointed cases in which alcoholics use 
massive doses as an intentioned means of 
suicide. Suggestions of this are found in the 
Present case material, but the point may 
also be well illustrated by another patient, 
who had no contact with the center. That 
alcoholic had been told several times that 
if he continued to drink, he would die. When 
he continued to drink with no diminution 
but did not die, he shot himself to death. 
There was no immediate provocation for 
the shooting except, it seems, that he did not 
die from drinking as promised. 

It seems likely that a large number of 
deaths among alcoholics that are written 
off as due to natural causes ought not to 
be. Especially in regard to alcoholics it 
may be a serious mistake to consider the 
individual unable to know or control in 
significant measure the immanency of his 
death. 


Summary 


Of the seventeen deaths found among 
suicide prevention center callers: 1) four 
were officially classified as suicides; 2) four 
others were also suicides, given the sup- 
plementary information available from 
center files, without benefit of which they 
had been officially declared “undetermined” 

r "accidental"; 3) four others were equiv- 
ocal, due to insufficient medical information; 
4) five others seemed to call for a special 
description, e.g., suicide by immediate and 
excessive doses of alcohol, sometimes 
assisted by drugs; and 5) none was a clear- 
cut instance of nonsuicidal death. Some 
or even all of the “alcohol” and “equivocal” 
deaths may in fact be more “natural” than 
less, but data from the suicide prevention 
center files make them suspect and the 
official records of death do not provide 
enough information to overthrow this 
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doubt. 

Comparisons of the findings in this study 
with those reviewed earlier is difficult, largely 
due to the variations in research designs, 
Many of these have been previously dis- 
cussed, and it now appears clear that major 
differences could also be expected due to 
varying coroner’s practices and the amount 
of detailed information the researcher is 
willing or able to consult. 

Perhaps all that can be said with any 
confidence is that fewer than two percent, 
and more likely one percent or less, of 
suicide prevention center clients commit 
suicide. More generally significant, however, 
is the fact that there appear to have been 
at least twice as many suicides in this sample 
as were officially so classified, and there 
were a number of other cases in which the 
possibility of suicide remains open. There 
is a major problem in finding more satis- 
factory ways to evaluate and recognize 
causes of death, especially since progress 
in this could lead to better ways of prevent- 
ing needless deaths. 


Conclusion 


Although there has been much interest 
in follow-up studies of suicide prevention 
center callers, the literature has not been 
cumulative and is difficult to evaluate. 
Follow-up of Chicago callers shows the 
importance of inspecting detailed records 
for all causes of death, not official suicides 
only, and suggests that the use of official 
classificatory systems is not suitable for 
serious research. 

Out of approximately 1,300 callers, we 
found eight suicides within 18 months, only 
four of whom had been officially so classi- 
fied. Four other cases were equivocal, and 
five more were “suicides” by alcohol. 

The personal characteristics of the suicides 
formed a distinctive pattern: only one was 
married, most had made at least one pre- 
vious attempt, and most had had previous 
therapy. All but one committed suicide 
within four months of their final clinic 
contact, and half of them did so within 2 
month. In most cases the method used was 
the one expressed as a preference to the 
center. On the basis of the Chicago data 
itis strongly urged that there be a major 
effort to encourage calls from other pro- 


Amer. J. Psychiat. 127:2, August 970 


JAMES WILKINS. 


161 


fessions and from friends and relatives of 10. Kaphan M, Litman R: Telephone appraisal of 
troubled persons, and that "repeat" callers ex sical CETUR Amer J Psychother 16: 
be regarded as more, rather than as less, jj Litman R: Community action in the prevention of 
dangerous to themselves. suicide, in Symposium on Suicide. Edited by 
Yochelson L. Washington DC, George Wash- 
REFERENCES TAA University School of Medicine, 1967, pp 
12. Wold C: Demographic analysis of callers to the 
1. Waltzer H, Hankoff L: One year's experience with Los Angeles Suicide Prevention Center. Paper 
a suicide prevention telephone service. Community read at the first annual Conference on Suicidology, 
Ment Health J 1:309-315, 1965 March 20, 1968, Chicago, Ill 
2. Bagley C: The evaluation of a suicide prevention 13. Resnick HLP: A community anti-suicide organi- 
scheme by an ecological method. Soc Sci Med zation. Curr Psychiat Ther 4:253-259, 1964 
2:1-14, 1968 14. Jansson B: A catamnestic study of 476 attempted 
3. Cohen E, Motto J, Seiden R: An instrument for suicides. Acta Psychiat Scand 38:183-198, 1962 
evaluating suicide potential. Amer J Psychiat 15. Batchelor IRC, Napier M: The sequelae and short- 
122:886-891, 1966 term prognosis of attempted suicide. J Neurol 
|. 4. Bartholomew A, Kelley M: The personal emer- Neurosurg Psychiat 17:261-266, 1954 
gency advisory service. Ment Hyg 46:382-392, 16. Gardner EA, Bahn AK, Mack M: Suicide and 
l 1962 psychiatric care in the aging. Arch Gen Psychiat 
5. Dax EC: The prevention of suicide. Med J Aust 10:547-553, 1964 
1:46-49, 1961 17. Bureau of the Census: Statistical Abstract of the 
6, Litman R, Shneidman E, Farberow N: Los Angeles United States. Washington DC, Government 
l Suicide Prevention Center. Amer J Psychiat 117: Printing Office, 1968 $ 
1084-1087, 1961 18. Litman R: Emergency responses to potential 
7. Parks F, Wolf D: A suicide prevention center suicide. J Mich Med Soc 62:68-72, 1963 
in Chicago. Ill Med J 133:306-310, 1968 19. Litman R, Curphey T, Shneidman E, et al: In- 
8. Stengel E: Lay organizations and suicide preven- vestigations of equivocal suicides. JAMA 184:924- 
tion, in The Samaritans. Edited by Varah C. New 929, 1963. — à 
York, Macmillan, 1966, pp 107-114 20. Seiden R: Suicide capital? a study of the San 
9. Fox R: Help for the despairing: the work of the Francisco suicide rate. Bull Suicidology December 
Samaritans. Lancet 2:1102-1105, 1962 1967, pp 1-10 
1 
Men must endure : qu 
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Transcultural Psychiatry in the Caribbean: 
Past, Present, and Future 


BY ERIC D. WITTKOWER, M.D. 


The author surveys cultural Psychiatric 
research in the Caribbean Islands. After an 
ethnographic introduction to the area, he 
deals with observations concerning the fre- 
quency, distribution, and symptomatology of 
mental disorders, reasons for differences 
in disorders between the Caribbean and 
other cultural areas and among Caribbean 
subcultures, and special problems en- 
countered by psychiatrists practicing or do- 
ing research in this area. Disorders of 
special interest are alcoholism and 
possession states. The author outlines prob- 
lems that offer themselves for future re- 
search. 


I NTEREST IN the fields of cultural and trans- 
cultural psychiatry has of late considerably 
increased all over the world. These fields 
may be defined as follows: Cultural psychi- 
atry concerns itself with the mentally ill 
in relation to their cultural environment 
within the confines of a given cultural unit, 
whereas the term “transcultural psychiatry" 
denotes that the vista of the Observer ex- 
tends beyond the Scope of one cultural unit 
to another. 

The Caribbean Islands are of Special in- 
terest in this respect because of the cultural 
diversity of their inhabitants and because of 
their proximity to the American continent, 

This article surveys cultural psychiatric 
research carried out in the Caribbean Is- 
lands. It deals with: 1) observations concern- 
ing the frequency, distribution, and symp- 
tomatology of mental disorders, 2) reasons 
for differences in disorders between the 
Caribbean and other cultural areas and 


Based on the keynote address presented at the joint 
meeting of the Caribbean Psychiatric Association 
and the American Psychiatric Association, Ocho Rios, 
Jamaica, May 10-14, 1969. 

Dr. Wittkower is professor of psychiatry, McGill 
University, 1266 Pine Ave., West, Montreal 109, Que- 
bec, Canada. 
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among Caribbean subcultures, and 3) 
special problems encountered by psychi- 
atrists practicing or doing research in this 
geographical and cultural area. 


Ethnographic Outline 


The Caribbean area is multilingual, multi- 
racial, multinational, and multicultural. It 
includes regions at widely different stages of 
economic development and different de- 
grees of political status. The differences in 
value systems of past and present colonial 
powers have left their imprint on the 
populations. 

However, despite these diversities the 
Caribbean people have some features and 
problems in common due to their common 
heritage of Slavery, their plantation 
economy, and the African origin of much 
of the population. 

An important feature common to most 
Caribbean countries is the great diversity of 
family organization(1-4). Whereas modern 
Occidental households are characterized by 
the nuclear family, Caribbean low-class 
rural Negro households are of many 
types. The nuclear family composed of 
father, mother, and their children also 
exists and indeed predominates in various 
parts of the Caribbean. However, particular 
sexual customs, lack of effective contra- 
ceptive techniques, differences in permissive 
values relating to sex, mating, and family, 
and other factors that need not be elab- 
orated upon have resulted in other forms 
of households. ; 

One of them is characterized by matri- 
focality, i.e., the predominance of women in 
the family unit. A matrifocal family is cori 
posed of a woman, her daughter or daug 
ters, and the latter’s children. A male ie 
partner is not permanently present. Me 
focality can emerge and be perpetuated te 
many ways. Briefly, women with illegitimate 
children have three choices: They can T 
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main with their family of orientation; they 
can establish an independent household 
where they live alone with their children; 
or they can establish a common-law union 
with a lover whom they may marry later. 
There may be a series of male consorts, 
each being “father” for a few months or 
years, or no resident man and only 
*friending" relationships. 

Psychological consequences of such a set- 
up, as discussed by Beaubrun(5), are: deep 
attachment of men to their mothers, uneasy 
relationships with other women, potency 
doubts resulting in promiscuity and ostenta- 
tious display of virility as well as over- 
emphasis on independence. In other words, 
unconsciously rejected feminine identifica- 
tion results in machismo or supermachismo. 


Research Review 


Extensive social science research has been 
carried out in the Caribbean for many 
years. By contrast, psychiatric research and 
especially psychiatric research related to 
Sociocultural issues has been rather sparse, 
with a few exceptions such as Louis Mars’s 
(6,7) pioneer work in Haiti. Until recently, 
psychiatric research in the Caribbean has 
been carried out predominantly by Amer- 
icans. The all-too-few Caribbean psychi- 
atrists available were much too busy render- 
ing clinical services to devote themselves 
to research. Recently scientific contributions 
have been made in increasing numbers by 
Caribbean psychiatrists. 

As might be expected, outsiders con- 
cerned themselves particularly with intrigu- 
ing phenomena not observed in their own 
culture, such as trance and possession states 
in voodoo ceremonies, whereas indigenous 
psychiatrists focused their interest on Cur- 
rent practical problems of immediate 
urgency, such as alcoholism. Subjects 
that have been studied include: frequency of 
mental disorders in relation to family struc- 
ture and ethnic group, differences in the 
distribution of mental disorders and in 
Symptomatology, the occurrence of culture- 
specific clinical phenomena, alcoholism 
and adolescent disturbances, traditional 
concepts of mental disease, the role of the 
native healer, and modifications in psycho- 
therapeutic approach due to cultural con- 
Siderations. 
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For the sake of brevity this presentation 
has to be somewhat selective. The vast 
field of treatment by semireligious native 
healers had to be omitted. Service problems 
will be considered only in their cultural 
bearing, and psychiatric problems of West 
Indians abroad will be omitted entirely. 

It should be understood that observations 
made on one island are, with some reser- 
vations, also applicable to other locations. 


Frequency of Mental Disorders 


No large-scale epidemiological study re- 
garding the incidence of mental illness in 
the Caribbean has been carried out, Hence 
a large-scale comparison of mental illness 
rates between the Caribbean and North 
America and Europe is not possible, Mental 
hospital admission records have been used 
for comparative purposes. These records 
are of course of no avail for the assessment 
of actual incidence of mental illness, 
especially in countries where mental hos- 
pitals are scarce, the tolerance of the com- 
munity for the mentally ill is great, and a 
high proportion of the population seeks 
help from the native healer. But they have 
been successfully used for the study of fre- 
quency and/or nature of mental illness in 
relation to such social factors as age, sex, 
marital status, residence, education, social 
class, and religion. 

Differential rates of mental illness in the 
Caribbean were studied and reasons for 
their occurrence explored. 

An example of a small-scale mental 
health survey encompassing untreated cases 
is that of Murphy and Sampath(8), carried 
out in St. Thomas in the Virgin Islands. 
These authors recorded an unusually high 
rate of mild schizophrenia in women and a 
low rate of psychotic depression in men, 
compared with U. S. statistics. They dis- 
cuss possible reasons for these findings— 
genetic, sociocultural, and psychocultural— 
without arriving at definite conclusions. 
Their observations regarding alcoholics will 
be referred to later. 

The 1960 census of mental hospitals in 
the Caribbean noted a preponderance of 
men over women in single, unattached 
patients suffering from functional psycho- 
sis. This preponderance of single men 
over single women, Beaubrun(5) argues, 
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seems to indicate that the Caribbean male 
is less secure and less able to bear loneliness 
than the female and is therefore an easy 
prey to mental illness. 

Less convincing have been attempts to 
relate frequency of mental illness to family 
structure. Certhoux(4) of Martinique claims 
without statistical evidence that the patri- 
nuclear Negro family where the father 
wields absolute authority and the matri- 
nuclear, fatherless family are most danger- 
ous to mental health because they create a 
permanent sense of insecurity. He concludes 
that regardless of family Structure, the 
stability of the family that represents the 
capital factor in the harmonious develop- 
ment of the child is of decisive importance. 
Supportive evidence has been submitted by 
Panday(9) on comparison of Fast Indian 
and Negro patients in Trinidad and Guyana. 

Other family research has been carried out 
in Puerto Rico. Maldonado-Sierra and 
co-workers(10) studied the effect of accep- 
tance or rejection of traditional family values 
on mental health. On comparison of neu- 
rotic and non-neurotic individuals they 
found, contrary to their expectations, that 
non-neurotics were more accepting of tra- 
ditional Latin American family values than 
were neurotics. Progressive Americaniza- 
tion with its shift in value systems apparently 
has an unsettling effect. Finally, in 
Trapped, Rogler and Hollingshead(11) de- 
scribed Puerto Rican families containing 
at least one schizophrenic spouse. Among 
many other issues they discussed social 
characteristics with disease patterns. The 
contents of this book do not lend them- 
selves to a brief summary. 


Distribution of Mental Disorders 


Regarding the distribution of mental 
disorders, it appears noteworthy that in 
Haiti: 1) the rate of epilepsy is exceedingly 
high, 2) the paranoid form of schizophre- 
nia often associated with delirium and 
catatonia is by far the most common, and 
3) perhaps due to community tolerance of 
depressives, manic excitement much more 
often than depression leads to hospitaliza- 
tion of manic-depressive patients (6, 7, 12, 
13, 14). As in other developing countries 
malnutrition, chronic infectious diseases, 
and parasitic diseases contribute signifi- 
cantly to psychiatric disorders in some of 
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the Caribbean Islands. 

In view of the lack of EEG recording 
facilities in Haiti and the high frequency of 
nonepileptic convulsive disorders on other 
islands, e.g., the Puerto Rican syndrome, 
one may well wonder whether all persons 
diagnosed as suffering from epilepsy are 
epileptics. Paranoid states are of course 
common in all societies in which projec- 
tion is an unconsciously favored ego de- 
fense mechanism. The frequent occurrence 
of persecutory fears in Haiti is hardly sur- 
prising. 

Symptomatology 


Delusional content is obviously influenced 
by the cultural environment in which de- 
lusions occur. Beyond this, after study and 
comparison of the delusional content of 
mentally ill members of subcultures on the 
Virgin Islands, Weinstein(15) concluded 
that in contrast to accepted psychoanalytic 
theory the meaning of symbolism is sub- 
ject to cultural variations. Psychiatrists deal- 
ing with delusional patients, he postulated, 
Should learn to decode the culture-specific 
meaning of the symbols used. 

Acute transitory psychotic states occur 
frequently in the Caribbean as they also do 
in other developing countries. They are 
usually precipitated by stressful life 
Situations and are characterized by sudden 
onset, marked confusion, psychomotor 
excitation, derealization, hallucinations, 
and delusions of persecution. During these 
episodes the patient identifies himself with 
Statuses and roles that are not his. These 
States occur in individuals whose egos are 
weak, whose superegos are poorly struc- 
tured, and whose main ego defenses are 
Massive regression. They constitute a cul- 
turally accepted means of escape from 1n- 
tolerable emotional conflict. , 

Cultural specificity has been claimed for 
the Puerto Rican syndrome. This syndrome 
is characterized by suddenness of onset 
violence, hyperkinesis, and uncommuüne 
tiveness. It is precipitated by disturbing li 
Situations, such as the death of a love 
Person. Fernandez-Marina(16) believes 
that Puerto Ricans are predisposed : 
hysterical manifestations by the con 
handling and fondling of infants, and ns 
Suggests that hyperkinetic seizures may 
mimetic of primal scene fantasies. 
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Special Problems 


Problems of special practical or theoret- 
ical interest in the Caribbean are alcoholism 
and possession states. 

1. Alcoholism. At one time it was be- 
lieved that, considering the easy availability 
of rum, true alcoholism was quite rare over 
most of the Caribbean. This may never have 
been true or, if it was, it is no longer. Evi- 
dence is accumulating that the rates of 
alcoholism and alcoholic psychosis are dis- 
turbingly high and apparently on the in- 
crease on some of the islands, such as 
Aruba(17), Martinique(18), Trinidad, Jamai- 
ca(19, 20), and St. Thomas(8). 

Demographic features of alcoholics 
studied by Beaubrun(19) in a Jamaican 
suburb are as follows: The highest rate of 
drinking was in the age group 40 to 44; the 
higher the income, social class, and educa- 
tion, the heavier the drinking; whites had 
the highest rate of drinking and Chinese 
the lowest. Jamaicans of African origin 
showed comparatively low rates of heavy 
drinking and those of East Indian origin 
comparatively high rates. Those with no 
religious affiliation presented the heaviest 
drinking. 

East Indians, in contrast to Caribbean 
Negroes, are known to have cohesive 
families. The high rate of alcoholism among 
the East Indians is therefore surprising. One 
explanation for the difference between the 
two racial groups, as Beaubrun(19) has 
suggested, may be that East Indians, under 
the pressure of their families, seek help more 
readily than Negroes for their alcoholism. 
Another reason offered by Yawney(2l) is 
that both Hinduism and Mohammedanism 
strongly condemn the use of alcohol in 
their religious texts. Many other ex- 
planations have been offered for the differ- 
ential rates in alcoholism, if indeed they 
are as different as has been stated. It may 
suffice to cite Murphy and Sampath's 
observations(8) that inadequate and depen- 
dent individuals using alcohol as a means of 
relief from a sense of failure or of being 
deserted by the world predominate among 
alcoholics in St. Thomas and that the re- 
cent rise in alcoholism in the Caribbean is 
related to recent social change. 

2. Possession states. Possession states 
occur in many parts of the world. Their 
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occurrence in Haiti is closely related to the 
voodoo cult, an animistic religion traceable 
to the Dahomey ancestors of present-day 
Haitians. 

A possession state also known as “loa 
crisis" typically develops during a voodoo 
ceremony, as follows. After a long succes- 
sion of songs and dances a member of the 
congregation changes his facial expression, 
may fall to the ground and have con- 
vulsions, and behaves like the deity (loa) 
that possesses him. A loa crisis may last 
from a few minutes to a few days. Con- 
sciousness is lost during the crisis and 
retrograde amnesia exists for its duration. 

Factors contributing to this process are 
the monotonous rhythm of the drums and 
of the song and dance, the persuasive and 
authoritative voice of the houngan (the voo- 
doo priest) and his actual directions, the 
collectively shared experience, the anticipa- 
tion of becoming possessed, and the desir- 
ability of the state of possession. 

Phenomenologically, a possession state 
has much in common with epilepsy, a 
hysterical dissociation state, and a hypnotic 
state, Most writers agree that it is a cultural 
variant of a hypnotic state. To some 
writers(14, 22, 23) ceremonial possession 
is predominantly, if not exclusively, a 
culturally sanctioned, heavily institutional- 
ized phenomenon that strictly follows cer- 
tain specific, preestablished patterns. To 
others, possession is a species of neurosis 
resulting in part from the historical tra- 
dition that makes seizure respectable and 
desirable and in part from the inheritance 
of neurotic tendencies in some families(24, 
25). Still others distinguish between cultural 
possession and neurotic possession(6, 7). 

Psychologically, possession has been 
interpreted as a regression to the phase of 
infantile passive mastery in individuals 
whose attempts at achieving active mastery 
have failed. 

It has been suggested that if it were not 
for the particular developmental history of 
the Haitian peasant, he would not undergo 
possession, and if it were not for the 
existence of the institution of voodoo and 
its cultural heritage of patterned and 
sanctioned spirit possession, the peasant’s 
adult psychodynamics might predispose 
him to psychological aberrations(26). 
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Summary 


In the preceding, specimens of cultural 
and transcultural psychiatric research in 
the Caribbean have been presented. Differ- 
ences in the frequency, distribution, and 
symptomatology of mental disorders be- 
tween Caribbean patients and patients in 
other cultures and differences among 
Caribbean subcultures have been discussed. 
Various problems have been raised—some 
equally applicable to other developing 
countries and others specific to the Carib- 
bean culture. In light of our present knowl- 
edge few definite conclusions can be drawn 
from the data obtained. Further research is 
needed. 

Problems that offer themselves for future 
research include: 1) the epidemiology of 
mental illness on a larger scale than be- 
fore; 2) the culture-determined variants in 
symptomatology, such as the Puerto Rican 
syndrome; 3) the relationship between fam- 
ily structure and mental illness; 4) the 
psychological effects of interisland differ- 
ences in racial integration, perhaps compar- 
ing a Spanish-speaking island with an 
English- or French-speaking island; 5) the 
psychological effects of. rapid culture change 
in general and of migration in particular 
(as in other parts of the world, population 
shifts are taking place in the Caribbean 
from poor and impoverished rural areas to 
urban areas, resulting in slum formation 
with concurrent prostitution and delin- 
quency) 6) the boon and bane of tour- 
ism; 7) the psychopathology and Psycho- 
Physiology of possession States; and 8) the 
role of the native healer (obeah man, 
houngan) versus that of the Scientifically 
trained psychiatrist in the treatment of the 
mentally ill. 
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The Military Influence Upon Freud’s Dynamic 
Psychiatry 


BY LARY R. BERKOWER, M.D. 


A previously disregarded but consequential 
influence upon the conceptual model of dy- 
namic psychiatry as evolved by Freud is that 
of military science. Thus many fundamental 
terms bear obvious military connotations, 
including conflict, defense, repression, alli- 
ances, and resistance. Freud repeatedly ex- 
ploited the rich metaphorical possibilities 
of the military analogy as he depicted psy- 
chology in terms of conflicts of forces, em- 
phasizing the onslaught of instinctual im- 
pulses and the defensive operations of the 
ego to ward them off. 


Oo NE OF THE almost forgotten, but in my 
view significant, influences upon the 
conceptual model of dynamic psychiatry 
as evolved by Sigmund Freud is that of 
military science. Yet the study of this in- 
teresting prototype has been virtually 
entirely neglected in favor of the more 
prominent physical, neurological, and phil- 
osophical sources, as embodied in the con- 
tributions of such men as Helmholtz, Her- 
bart, Fechner, Meynert, and Nietzsche. This 
omission is most surprising when we pause 
to consider that some of the fundamental 
terms and expressions of dynamic psychiatry 
bear obvious military connotations. These 
include psychic conflict, defense, resistance, 
arrays of psychological forces, alliances, 
and even compromise formation. 

Perhaps it was Freud’s later pacificistic 
orientation, as expressed in such works as 
“Why War?" written with Albert Einstein 
in 1932, that caused this military influence 
to appear unlikely or unworthy of scholarly 
attention. Here Freud went so far as to as- 
sert: “We pacifists have a constitutional in- 


Dr. Berkower is instructor in psychiatry, Wayne 
State University School of Medicine, and staff psy- 
chiatrist, Detroit Psychiatric Institute. He is also in 
private ‘practice at 103 Northland Medical Bldg., 
Southfield, Mich. 48075. 


Amer. J. Psychiat, 127:2, August 1970 


—————— 


tolerance of war, an idiosyncrasy magnified, 
as it were, to the highest degree’’(1) (italics 
Freud’s). 

However, Freud was well aware of the 
existence of reaction formations in this 
respect and the complexity of origin of 
such feelings. Thus in another anti-war 
work, “Thoughts for the Times on War 
and Death,” Freud wrote in 1915: “Those 
who as children have been the most pro- 
nounced egoists may well become the most 
helpful and self-sacrificing members of the 
community; most of our sentimentalists, 
friends of humanity and protectors of ani- 
mals have been evolved from little sadists 
and animal tormentors” (2, p. 282) Ob- 
viously, the presence of a pacifistic outlook 
in later years does not at all preclude an 
earlier militarism, as the biographical in- 
formation concerning Freud that I shall 
discuss confirms. 

For examples of this failure to assess the 
influence of military science upon Freud’s 
system of dynamic psychiatry, we can turn 
to James Strachey, Siegfried Bernfeld, and 
Ernest Jones. Strachey(3) confined his 
attention to physical ang philosophical 
antecedents, even though some of these 
hypotheses (as defense and repression) 
are more readily understood in a military 
rather than physical context. However, 
there is no mention whatsoever of this 
consideration. Similarly, Bernfeld(4) found 
no significant link between Freud's military 
background and his-later scientific contribu- 
tions. 

Ernest Jones describes Freud's military 
experiences in some detail in his biography. 
In spite of this, on no occasion does he 
interrelate them in a positive manner with 
Freud's later psychological achievements. 
On the contrary, Jones concludes that after 
Freud's intense childhood military curiosity 
and far-ranging ambitions: “His dreams 
of becoming a great general himself, how- 
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ever, gradually faded, and any remaining 
military interest must have received a final 
quietus from the boring experience of spend- 
ing a year in the army when he was twenty- 
three and in the midst of absorbing scienti- 
fic research" (5, vol. 1, p. 23) (italics mine). 

It is my contention that this “final quie- 
tus" did not actually take place. Instead I 
shall attempt to show how Freud incorpo- 
rated his military knowledge into the frame- 
work of the dynamic psychological system 
that he created. Again and again he utilized 
military concepts and analogies in his writ- 
ings as he depicted psychology in terms of 
conflicts of forces and various defensive 
operations against the onslaught of instinc- 
tual impulses. Thus the “transference be- 
comes the battlefield on which all the mu- 
tually struggling forces should meet one 
another” (6, p. 454). Or Little Hans’ phobia 
is referred to as a “battle which burst out” 
and "Victory lay with the forces of repres- 
Sion" in his case(7). The therapist is con- 
ceived of as an “ally from outside" to the 
patient's weakened ego, and “We form a 
pact with each other. . . . This pact consti- 
tutes the analytic situation" (8, p. 173). 

In this manner the military metaphor 
enriched and elucidated Freudian dynamic 
psychiatry, making it easily understood 
through its close connection with human 
experience. Beyond this, it is distinctly possi- 
ble, though unprovable, that the military 
conceptual model in fact preceded the more 
complex physical and philosophical points 
of origin in Freud's own mind. For example, 
the concept of “defense” as in “The Neuro- 
Psychoses of Defense," was one of the ear- 
liest and most consequential elements in 
Freud's psychological system(9). In any case, 
it is my thesis that military science served as 
one of the important Cornerstones for the 
structure of dynamic psychiatry. In this 
article an attempt will be made to explore 
this military influence in the hope of gain- 
ing a clearer understanding of the nature 
and origin of fundamental dynamic prin- 
ciples of psychiatry. 


Freud's Military Background 
To begin with, let us review the relevant 
material concerning Freud's military back- 


ground. In a revealing section of The Inter- 
pretation of Dreams, Freud relates how his 
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father failed to assert himself in the face 
of anti-Semitic taunting. After learning of 
this example of cowardice when he was 
between ten and twelve years of age, Freud 
describes how he turned in his fantasies 
from his father to the Carthaginian general 
Hannibal, who had the courage to stand up 
to the Romans. Freud continues: 


One of the first books that I got hold of when 
I had learnt to read was Thiers' history of the 
Consulate and Empire. I can still remember 
sticking labels on the flat backs of my wooden 
soldiers with the name of Napoleon's marshals 
written on them. And at that time my declared 
favorite was already Massena (or to give the 
name its Jewish form, Manasseh). (No doubt 
this preference was also partly to be explained 
by the fact that my birthday fell on the same 
day as his, exactly a hundred years later.) Napo- 
leon himself lines up with Hannibal owing to 
their having crossed the Alps. It may even be 
that the development of this martial ideal is 
traceable still further back into my childhood: 
to the times when, at the age of three, I was in 
a close relation, sometimes friendly but some- 
times warlike, with a boy a year older than my- 
self, and to the wishes which the relation must 
have stirred up in the weaker of us(10). 


In this manner Freud viewed his pro- 
nounced early military orientation as a re- 
action to his father's timidity in confronting 
anti-Semitic incidents and, going further 
back, to sibling rivalry. Moreover, Freud 
identified himself at an early age with a 
series of celebrated military heroes, as if 
thereby to surpass his father through his 
imagined bravery. The Central European 
history and tradition of militarism permeated 
the culture of the nineteenth century and this 
undoubtedly also affected the nature of 
Freud's dynamic psychiatry along with the 
above psychological factors that he himself 
cited. It should be added that Freud's special 
interest in Napoleon must have persisted 
until the end of his life. In a letter to Thomas 
Mann dated November 1936, Freud explored 
in detail the possibility that the biblical 
Joseph (the subject of Mann’s tetralogy, 
Joseph and His Brothers) served as a source 
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'Louis Adolphe Thiers (1797-1877), a French 
Statesman and historian, wrote History of the Consul- 
ate and the Empire of France between 1840 and 1855 
(Encyclopedia Britannica). In its English translation it 
is a thick, finely printed, five-volume work. I have n 
examined a 12-volume edition published in Philadel- 
phia by the J. B. Lippincott Company in 1893. 
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of psychological identification for Napoleon 
(5, vol. 3, p. 462). 

I have examined the Thiers' work re- 
ferred to by Freud(11). It must have been 
a remarkable feat for Freud to have read 
such a massive composition at so early an 
age. Thiers’ history contains some of the 
same military imagery that Freud was to 
utilize in his later psychological writings. 
That is, Thiers describes struggles, resis- 
tances, defensive maneuvers, military alli- 
ances and pacts, and temporary compro- 
mises of warring parties through the efforts 
of outside mediators. Of course no definite 
link between Freud and Thiers can be proved 
in the absence of further information from 
Freud; nevertheless, this writer was partic- 
ularly impressed by the common similarity 
of emphasis upon history (or therapy) as 
involving continual conflict, defense, and 
resistance, an orientation which Freud 
would not have gained from his scientific 
antecedents. 


When Freud was 14 the Franco-Prussian 
War broke out. Ernest Jones, on the basis 
of information he obtained from Freud’s 
sister, described how this war aroused 
Freud’s interest to such an extent that he 
kept a large map on his writing desk and 
followed the progress of combatants in 
detail by means of small flags(5, vol. 1, 
p. 23). Also, Freud would explain to his 
sisters the significance of the movements 
of the conflicting parties. Jones referred to 
this as an “unmistakable military phase" 
in Freud's life. Afterwards, Freud's outward 
military enthusiasm subsided, but as I shall 
show, this militarism eventually was shifted 
over and embodied within his dynamic psy- 
chological system. 


Freud’s Military Career 


Freud’s own military career, as would 
be expected, failed to measure up to his 
earlier lofty ideals. It began while he was 
a medical student in 1879 and extended to 
1887 when he was intensely occupied with 
neurological research. Unfortunately by 
that time military service turned out to be 
an unwanted interference with his burgeon- 
ing professional career, not to mention its 
conflict with his courtship and young married 
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life occurring at the same time. During his 
first year of military duty Freud was on alert 
status at home and in local hospitals; this he 
found very boring. He was also required to 
attend scheduled military meetings, an obli- 
gation he often neglected. Because of this, 
Freud was reprimanded and forced to spend 
his 24th birthday under arrest; character- 
istically, Freud coped with his boredom 
in a creative manner—he used the time to 
translate essays of John Stuart Mill into 
German, work that Jones described as 
“brilliant and rapid” (5, vol. 1, p. 55). 

After his first year in the service Freud 
was placed on inactive reserve status until 
1886. At that time, as a result of uprisings 
in Eastern Europe, he was required to spend 
a month on army manuevers as a senior 
army surgeon(5, vol. 1, p. 193). Freud’s 
duties included giving lectures on field hy- 
giene to the servicemen and participating 
in marches with them. He also performed 
work of a more distasteful nature, vividly 
described in a letter of September 1, 1886, 
to his friend and future collaborator, Joseph 
Breuer: “I am lying here on a short leash 
in this filthy hole—can't think of any other 
way of describing it—painting flagpoles 
black and yellow” (12). 

In addition, Freud objected to the system 
of rank and regimentation in the army. In 
this same letter, he observed: “An officer 
is a miserable creature; he envies his equals, 
he bullies his subordinates, and is afraid of 
the higher-ups; the higher up he is himself, 
the more he is afraid." Quite remarkably, 
this must have lingered in his mind many 
years. In a discussion concerning psycho- 
logical displacement in An Outline of Psy- 
choanalysis, written 52 years later, Freud 
appears to have utilized this earlier experi- 
ence when he stated in a footnote; "An 
analogy may be seen in the behavior 
of a non-commissioned officer who accepts 
a reprimand from his superior in silence 
but vents his anger on the first innocent 
private he comes across"(8, p. 168).In 
spite of his dissatisfaction with military life, 
Freud was promoted to Regimentsarzt 
(Captain) during these manuevers from his 
earlier rank of Oberarzt (First Lieutenant). 

It was as a result of World War I that 
Freud finally adopted his pacifistic position 
referred to earlier in this discussion. Inter- 
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estingly enough, Freud’s initial reaction to 
the outbreak of this war was not horror 
but rather one of enthusiasm for the Austrian- 
side. Thus in a letter to Karl Abraham on 
July 26, 1914, at the start of World War I, 
Freud wrote that it was the “first time for 
thirty years I feel myself to be an Austrian," 
and he referred to the “liberating effect of 
courageous action" in the early encounters 
of the war(13). Jones termed this response 
one of “youthful enthusiasm, apparently 
a re-awakening of the military ardors of 
his boyhood"(5, vol. 1, p. 171). One can 
speculate further whether this first unguarded 
reaction was not more truly reflective of 
his inner militaristic feelings than his later 
misgivings, as is often the case in such 
changes of heart. 

Freud's renewed enthusiasm soon sub- 
sided as he became aware of the harsh 
realities of the war, both as it affected his 
family and country and as it interfered with 
his professional work. The fact that two of 
his sons faced hazardous duty, one of them 
becoming a prisoner of war, and that a 
nephew, the son of his favorite Sister, was 
later killed, undoubtedly contributed to 
his disenchantment with World War I 
and war in general(5, vol. 2, p. 191). In 
“Thoughts for the Times on War and Death, 
The Disillusionment of the War,” Freud 
described the cruelties, injustices, and mutual 
intolerances engendered by the conflict, and 
how the individual Caught up in it becomes 
a “cog in the gigantic machine of war"(2). 
By 1932, in *Why War?" Freud took the 
Position of an avowed Pacifist. However, 
later on he was alert to the dangers of Hit- 
lerism and eventually, after much hesitation, 
was forced to leave his country because of 
Nazi terror in 1938(5, vol. 3, p. 218). 

_ It should be emphasized that Freud con- 
tinued to utilize military Concepts and 
analogies in his writings in spite of his dis- 
illusionment with war. In fact, An Outline 
of Psycho-Analysis Probably contains a 
greater concentration of such expressions 
than is found in any other work, indicating 
that the military metaphor by then had be- 
come a permanent part of the fabric of his 
dynamic psychological system. 


The Military Influence 


We are now in a position to examine in 
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greater detail the nature of the military in- 
fluence upon dynamic psychiatry. Freud ex- 
pressed the essence of his dynamic approach 
in Five Lectures on Psycho-Analysis, de- 
livered at Clark University in Worcester, 
Mass., in 1909. In the second lecture he 
contrasted his dynamic orientation with 
Pierre Janet's organic-constitutional psy- 
chological viewpoint: 


We do not derive the psychical splitting from 
an innate incapacity for synthesis on the part 
of the mental apparatus; we explain it dynami- 
cally, from the conflict of opposing mental forces 
and recognize it as the outcome of an active 
Struggling on the part of the two psychical 
groupings against each other(14) (italics mine). 


Thus the fundamental distinction of his 
psychological system was seen to be of a 
military nature; it involved an active con- 
flict or struggle between opposing mental 
forces reminiscent of a battlefield. Inci- 
dentally, Freud rarely used the word “dy- 
namic,” but here it is quite clear that it is 
used synonymously with a concept most 
easily understood from a military point of 
view. 

Freud recognized a similar difference 
between himself and Josef Breuer in his 
monograph **On the History of the Psycho- 
Analytic Movement." In this work Freud 
termed Breuer's approach to hysteria, which 
was based on “hypnoid states of conscious- 
Ness,” as “physiological” in contrast with 
his own psychological orientation: “I had 
taken the matter less scientifically; every- 
where | seemed to discern motives and 
tendencies analogous to those of everyday 
life, and I looked upon psychical splitting 
itself as an effect of a process of repellis 
which at that time I called ‘defense’, E 
later ‘repression’ "(15, p. 11). He added: 
"The theory of repression is the corner- 
stone on which the whole structure of pon 
choanalysis rests. It is the most essen 
part of it"(15, p. 16). In other words, Freue 
emphasized an active process of “repelling 
or defense, with obvious martial overtones: 
as basic to his dynamic psychology. More 
Over, it can be seen that Freud was COT 
vinced that his conflict and defense orienta- 
tion was a crucial factor separating him 
from his contemporaries, who conie 
themselves to the scientific modes of thoug 
of their day. 


0 
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An additional consideration bears dis- 
cussion at this juncture. "Dynamics" can 
be defined as "that branch of physics or 
mechanics which deals with. force as pro- 
ducing or affecting motion or, more com- 
prehensively, with the action of force on 
bodies in motion or at rest" (The American 
College Dictionary). As is well known, 
Freud was influenced by the German scienti- 
fic tradition and derived much of his own 
psychological vocabulary from it, eg. 
“cathexis of energy." One might include 
"dynamics" in the same category rather 
than in the military connotation I am em- 
phasizing. 

However the above and subsequent ex- 
amples will indicate clearly that Freud's 
concept of dynamic psychiatry had a dimen- 
sion considerably beyond that of dynamics 
in physics, which concerns the collision of 
bodies and the forces produced. Instead, 
Freud's approach involved an active con- 
flict and the defensive measures undertaken 
during the course of that struggle. This of 
course brings his type of dynamic formula- 
tion much closer to the military metaphor 
under discussion. 


Military Metaphors in Medicine 


It is true that clinical medicine also uti- 
lizes the concept of defensive struggles of 
the body against the invasion and spread 
of germs. Freud's medical background un- 
doubtedly made him well acquainted with 
this fact, and this may indeed have been a 
rather important consideration. Certainly 
elsewhere in his writings he did use medical 
terminology for expressive purposes, [2:2 
his lengthy comparison of the psychoanalyst 
with the surgeon in “Recommendations to 
Physicians Practicing Psycho-Analysis” (16). 

Nonetheless, medicine had originally bor- 
rowed these terms and concepts from the 
military and the source of derivation re- 
mained obvious to such a literate individual 
as Freud, who was also skilled in several 
languages. Moreover, on the basis of numer- 
ous examples in his writings, some of which 
are included in this discussion, there is little 
question that the origin of his language in 
these instances is exclusively military. d 

One such example is found in A” Outline 
of Psycho-Analysis and is used in modified 
forms elsewhere. This passage illustrates, 
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it should be added, how Freud readily com- 
bined his military orientation with his 
later structural hypothesis. Thus Freud ob- 
served in a discussion of the ego and its 
relations with the internal and external en- 
vironments: 


The ego is fighting on two fronts: it has to 

defend its existence against an external world 
which threatens it with annihilation as well as 
against an internal world that makes excessive 
demands. It adopts the same methods of de- 
fense against both, but its defense against the 
internal enemy is particularly inadequate(8, 
p. 200). 
We can note how the ego is represented as an 
army or warrior in active combat against an 
enemy on two separate battlefronts in this 
military metaphor. As is often the case, 
Freud, the creative writer, makes excellent 
use of the rhetorical technique of personifica- 
tion in this vivid depiction of the defensive 
operations of the ego. 


Certain Freudian military analogies stand 
out as purple passages from his writing and 
undoubtedly contributed to his literary rep- 
utation, for which he received the Goethe 
prize in 1930(5, vol. 3. p. 148). To this reader 
they serve to place Freud in a long line of 
brilliant writers from Virgil onward who had 
this metaphorical skill. A good example 
of this is found in a discussion of psycho- 
logical regression and fixation in the Zn- 
troductory Lectures on Psycho-Analysis: 


Consider that if a people which is in move- 
ment has left strong detachments behind at the 
stopping-places on its migration. it is likely that 
the more advanced parties will be inclined to 
retreat to these stopping-places if they have been 
defeated or have come up against a superior 
enemy. But they will also be in the greater dan- 
ger of being defeated the more of their number 
they have left behind on their migration(6, p. 


341). 


Thus Freud described the weakening effect 
of psychological regression and fixation 
upon the ego in terms of an analogy involv- 
ing straggling troops or forces left behind 
a battle line. 

Another example of this nature was used 
by Freud to explain the process of dream- 
work, which he termed an “unconscious 
working-over of preconscious thought pro- 
cesses.” Freud illustrated this as follows in 
An Outline of Psycho-Analysis: 
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To take an analogy from history: invading 
conquerors govern a conquered country, not 
according to the judicial system which they find 
in force there, but according to their own. It 
is, however, an unmistakable fact that the out- 
come of the dream-work is a compromise. The 
ego-organization [during sleep] is not yet par- 
alysed, and its influence is to be seen in the dis- 
tortion imposed on the unconscious material 
and in what are often very ineffective attempts 
at giving the total result a form not too unac- 
ceptable to the ego (secondary revision). In 
our analogy this would be an expression of the 
continued resistance of the defeated people(8, 
p. 167). 


Here we find the relationship of the precon- 
scious and unconscious parts of the ego 
during sleep compared with that of an in- 
vader and his conquered people. Again 
one can speculate whether what Freud is 
presenting is not an echo of his reading ex- 
perience in military history more than 60 
years earlier. 

Numerous other passages from Freud’s 
writings can be introduced to elucidate the 
conflict and defense, military orientation 
I am emphasizing; the more one searches, 
the more he will find. The following are a 
few additional examples, some of which are 
used in several places, 

Freud depicts the ego as a tired mediator 
of combatants in an ongoing battle in In- 
hibitions, Symptoms and Anxiety: “The 
Over-acute conflict between id and superego 
which has dominated the illness from the 
very beginning may assume such extensive 
Proportions that the ego, unable to carry 
Out its office of mediator, can undertake 
nothing which is not drawn into the sphere 
of the conflict"(17). 

Or Freud refers to the resistance in terms 
of entrenched enemy soldiers fairly often. 
One typical example of this is found in 
"Analysis Terminable and Interminable”: 
“No stronger impression arises from the 
resistance during the work of analysis than 
of there being a force which is defending 
itself by every possible means against re- 
covery and which is absolutely resolved to 
hold on to illness and suffering"(18, p. 242). 

The secondary gain of a neurotic illness is 

represented as a weapon used by one party 
of a conflict in the Introductory Lectures: 
"Her illness now becomes a weapon in her 
battle with her dominating husband—a 
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weapon which she can use for her defense 
and misuse for her revenge" (6, p. 383). 

Heterosexuality and homosexuality are 
personified as warriors locked in combat 
in "Analysis Terminable and Interminable”: 
“Whereas in the first class of people the two 
trends have got on together without clash- 
ing, in the second and more numerous class 
they are in a state of irreconcilable conflict. 
A man's heterosexuality will not put up with 
any homosexuality and vice versa''(18, 
p. 244). 

Even the outcome of the process of sub- 
limation is presented in a military analogy, 
as in The Ego and the Id: "The struggle 
which once raged in the deepest strata of 
the mind and was not brought to an end 
by rapid sublimation and: identification is 
now continued in a higher region, like the 
Battle of the Huns in Kaulbach's painting" 
(19). That is, dead warriors continuing their 
conflict in the sky above the battlefield is 
akin to the shifting of an Oedipus complex 
to a "reaction-formation of the ego ideal" 
in Freud's terminology. 


In view of all these examples the question 
may be raised: was the military metaphor 
a rhetorical device as opposed to an essential 
element of Freud's dynamic psychological 
system? My answer would be that it is true 
that Freud made extensive and illuminating 
use of military analogies partly for expres- 
Sive purposes as we have shown. However 
even where Freud tended to abjure metaphor- 
ical language, as in his metapsychological pa- 
pers, his basic psychology was still built upon 
the same conflict and defense military proto- 
type as elsewhere. This was basic to his psy- 
chological thinking. In other words, central 
to Freudian psychology were conflicts of 
psychic forces and various defensive maneu- 
vers against the eruption of instinctual impul- 
ses, regardless of the nature of his language 
in a particular place, which of course de- 


pended upon the audience Freud was seeking 
to reach. 


One final consideration should be ex- 
pressed. That is, by tracing the military 
influence upon the conceptual model of dy- 
namic psychiatry as I have, no intent is 
involved to underestimate the significance 
of other factors stemming from Freud's 
many-faceted background. In this connec- 
tion the present writer has recently assessed 
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"the often neglected or misunderstood role 


of Freud's Judaism upon his psychoanalytic 
methodology(20). It is clear that Freud was 
influenced by a variety of antecedents, sci- 


< entific and nonscientific, and in my view a 


one-sided emphasis in either direction is mis- 
leading. Therefore, it was the goal of this 
study to bring into the realm of investigation 
the heretofore disregarded, but important, 
position of military science in the formation 
of fundamental principles of dynamic psy- 
chiatry, and thus gain a clearer understanding 
of their nature and origin. 


Summary 


We have seen how the roots of Freud's 
military outlook extended deep into his 
early childhood. With his usual diligence 
and understanding Freud studied the military 
histories and events of his formative years 
and identified himself in his fantasies with 
a series of military heroes. 

Although later developments in his life 
caused Freud to outwardly abandon his 
earlier military interests, the manner of 
thinking and imagery of these beginning 
years did not disappear as has been believed 
until now. Instead, I have shown how Freud 
shifted over and incorporated into his dy- 
namic psychological system the military 
knowledge he acquired as a youth. 

In this presentation I have attempted to 
trace the link between Freud’s childhood 
martial ardor and his later psychological 
achievements, The early origin of this 
military influence upon his work is reflected 
by the primacy given to the concept of de- 
fense from 1894 onward. It is my conclusion 
that Freud’s military background left a per- 
manent impression upon his mode of thought 
that was to influence the nature and struc- 
ture of our present day dynamic psychiatry. 

That is, psychology was conceived of 
in terms of conflicts of forces, emphasizing 
the onslaught of instinctual impulses and 
the defensive operations of the ego to ward 
them off. In addition to this, we have seen 
how Freud utilized the rich metaphorical 
Possibilities of the military analogy on 
numerous occasions to illustrate his dy- 
namic psychological thinking. Undoubt- 


- edly this literary quality and the simplicity 


and theoretical elegance of the military con- 
Amer. J. Psychiat. 127:2, August 1 970 


173 


ception contributed to the acceptance of 
Freud's dynamic psychiatry in the "market- 
place" of psychological ideas. 

The essence of this unique “toy soldiers” 
approach to psychology was perhaps best 
summarized by Freud in An Outline of 
Psycho-Analysis: 


The ego is weakened by the internal conflict 
and we (the therapist) must go to its help. The 
position is like that in a civil war which has to 
be decided by the assistance of an ally from 
outside. The analytic physician and the patient's 
weakened ego, basing themselves on the real 
external world, have to band themselves to- 
gether into a party against the enemies, the in- 
stinctual demands of the id and the conscientious 
demands of the super-ego. We form a pact with 
each other....This pact constitutes the analytic 
situation(8, p. 173). 
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Physical Symptoms Occurring with 
Pleasurable Emotional States 


BY IAN STEVENSON, M.D. 


‘Eight cases of physical symptoms occurring 


during pleasurable emotional states are re- 
ported and discussed. Although physical 
activity accompanying these emotions may 
account for some of the physical symptoms 
occurring during pleasure, in other instances 
there was no accompanying physical activ- 
ity. It seems likely that in some predisposed 
persons any strong emotion, whether posi- 
tive or negative, may precipitate physical 
symptoms. Physical symptoms with positive 
emotional states probably occur much more 
often than is generally recognized. 


ae ENTS WITH physical symptoms ac- 
companying emotions sometimes as- 
sert that their symptoms occur not only with 
unpleasant emotions such as fear and anger 
but also when they are joyful and happy. 
Can this be so? It seems to conflict with the- 
ories of the biological purposefulness of 
psychophysiologic changes. Yet testimony 
on the subject ought not to be rejected on 
the grounds of conflict with theory. In addi- 
tion to 13 cases I discussed previously(1), I 
have collected (or myself observed) the fol- 
lowing eight cases of this type. Six of the 
cases are drawn from published accounts, 
but all except one of this group were noticed 
in the nonmedical literature. 


Case Reports 


Case 1. At the age of 78 Francisco Goya, the 
great Spanish painter, left Spain and went into 
voluntary exile in Bordeaux, France. Although 
Goya had friends among Spanish exiles in Bor- 
deaux he missed Spain and missed his family, 
especially his son Javier. In his 81st year, 1827, 
his health declined and he sank toward his ter- 
minal illness. He wrote urging his son Javier to 
Come to Bordeaux, bringing his family with him. 
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Finally in the spring of 1828, Javier wrote his 
father saying that he would come to Bordeaux; 
he even assured his father that he proposed to 
remain with him for as long as two years. A little 
later, on March 28, 1828, Javier’s wife and son 
arrived in Bordeaux. Goya was filled with joy 
over this reunion and the prospect of soon seeing 
his son also. In the words of one of his biogra- 
phers: “Goya, overjoyed at seeing them, rushed 
around delightedly, burned up his energy and 
was furious when the tension laid him low” (2). 
In the last letter Goya wrote he described his 
feelings to Javier: 

This is all I can say. My happiness has 
been so great that I have taken a bit of a turn 
for the worse and have had to go to bed. May 
God permit me to await you and see you. Then 
my joy would be complete(3)(my translation). 
After this Goya never left his bed. A few days 

later he awoke and was unable to speak or move 
one side of his body. He had had a stroke. He 
regained the power of speech for a time but 
otherwise declined and died on April 16, 1828, 
that is, less than three weeks after the happy re- 
union with his family. He son did finally arrive 
just a few days before his death. 

Case 2. Many scientists have testified to the 
joy experienced at the moments of their discov- 
eries. One at least seems to have suffered from 
actual physical symptoms on the occasion of a 
discovery, even a relatively slight one. Alfred 
Russell Wallace, who shared with Charles Dar- 
win the credit for the concept of evolution by 
natural selection, described the intense joy and 
symptoms he experienced in capturing rare but- 
terflies in the Malay archipelago. 

Of one such occasion he wrote: 

On our way back in the heat of the day I had 
the good fortune to capture three specimens of 
a fine Ornithoptera, the largest, the most per- 
fect, and the most beautiful of butterflies. I 
trembled with excitement as I took the first 
out of the net and found it to be in perfect con- 
dition(4, p.167). 
On another occasion, when he captured a new 

species of Ornithoptera, he described this event 
and his accompanying symptoms as follows: 

The beauty and brilliancy of this insect. are 
indescribable, and none but a naturalist can 


[93] 


a 


176 


understand the intense excitement I experi- 
enced when I at length captured it. On taking 
it out of my net and opening the glorious 
wings, my heart began to beat violently, the 
blood rushed to my head, and I felt much 
more like fainting than I have done when in 
apprehension of immediate death. I had a 
headache the rest of the day, so great was the 
excitement produced by what will appear to 
most people a very inadequate cause(4, pp. 
257-258). 


Case 3, Charles Darwin described the follow- 
ing case, which he cited from an earlier report: 


How powerfully intense joy excites the 
brain, and how the brain reacts on the body, is 
well shown in the rare cases of Psychical In- 
toxication. Dr. J. Crichton Browne (‘Medical 
Mirror,” 1865) records the case of a young man 
of strongly nervous temperament, who, on 
hearing by a telegram that a fortune had been 
bequeathed him, first became pale, then ex- 
hilarated, and soon in the highest spirits, but 
flushed and very restless. He then took a walk 
with a friend for the sake of tranquillising him- 
self, but returned staggering in his gait, uproar- 
iously laughing, yet irritable in temper, inces- 
santly talking, and singing loudly in the public 
streets. It was positively ascertained that he 
had not touched any spiritous liquor, though 
everyone thought that he was intoxicated. 
Vomiting after a time came on, and the half- 
digested contents of his stomach were exam- 
ined, but no odour of alcohol could be de- 
tected. He then slept heavily, and on waking 
was well, except that he suffered from head- 
ache, nausea, and prostration of strength(5). 

, Case 4. The composer Beethoven experienced 

at least twice in his life pleasurable emotions that 

. affected his physical health. On May 7, 1824, his 
newly composed Mass in D and Ninth Sym- 
phony received their first performances in Vi- 
enna. The audience showed tremendous enthusi- 
asm; many persons wept. Beethoven was so 
moved himself that after the concert he fainted. 
He was taken to a friend's house where he rested, 
exhausted, without undressing and without eating 
or drinking the entire night and the following 
morning(6). 

Another episode of joy affected the final illness 
of Beethoven in circumstances somewhat resem- 
bling those of Goya's last days. The later years of 
Beethoven's life were clouded by the misbehavior 
of his nephew, Charles, who seems to have be- 
come more irresponsible and indeed negativistic 
as Beethoven tried the more to befriend and help 
him. The ingratitude of his nephew angered the 
composer and this feeling alternated with the 
vain hope of reformed conduct and a reconcilia- 
tion with his nephew. At the same time Beetho- 
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ven encountered serious financial difficulties. 

The weight of evidence indicates that Beetho- 
ven died of cirrhosis of the liver brought on by 
consumption of alcohol, which, if not extreme 
at any one time, was markedly excessive over a 
long period(7). At the end of November 1826 the 
composer became ill on the way back to Vienna 
from a visit he had made to his brother on behalf: 
of his nephew. He had a chill and developed a 
cough and fever. He asked his nephew to call a 
doctor, but the latter forgot for a couple of days, - 
When a physician finally came he found Beetho- 
ven seriously ill with symptoms suggesting pneu- 
monia. At first he improved and was even able to 
get out of bed and write. 

After the middle of December Beethoven had 
a relapse evidently brought on by some worry. 
The exact cause is unknown but one can almost 
assume that it related to the conduct of the com- 
poser's nephew, Dr. Wawruch, one of the phy- 
Sicians treating Beethoven during his last illness, 
made the following report: 


On the eighth day I became quite concerned 
about him. On my morning visit to him I found 
him troubled and quite jaundiced. He had had 
a terrible vomiting and diarrhea which had 
threatened to carry him off. A great anger, | 
a deep suffering caused by the ingratitude 
he had encountered and an undeserved insult 
caused this powerful explosion. Trembling and 
shaking, he was doubled up with pain which 
seemed to be tearing his liver and viscera. His 
feet, which up to that point had been only 
moderately swollen had. increased consider- 
ably in volume(8)(my translation). 


A paracentesis abdominalis was carried out on 
December 20 and gave some relief to the patient. - 
But in the next few months he needed three more 
paracenteses. 

To add to his sufferings, Beethoven’s bed was 
infested with bedbugs, which caused him con: 
stant further torment. And his financial distress ~ 
continued. He was finally reduced to writing 19 
the Philharmonic Society of London requesting 
that they perform a concert on his behalf. He 
wrote on March 6, 1827, a little more than 8 © 
week after the fourth paracentesis on February — 
27. The society sent Beethoven rather promptly 
£100 as an advance against the concert to E 1 
held later, Beethoven was deeply touched. b. 
was a heart-rending sight," wrote a friend, "tO 
see him on receiving this letter clasping his hands 
and sobbing with joy and gratitude." In this hap- 
py emotional state the wound of the paracentese 1 
opened again. On March 18 Beethoven dictate 
a letter of thanks to “the noble English who have” 
helped him in his sad situation." He promise 
them a composition: his tenth symphony, M 
overture, anything they wished. "Never," Re” 
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wrote, “have I undertaken a composition with as 
much love as I shall put into this one’’(6, p. 128) 
(my translations). He died on March 26. 


Case 5. Sir Thomas Urquhart (1611-1660) 
was a celebrated Scottish man of letters in the 
first half of the 17th century. He was well known 
for the proposal of a universal language, a sort 
of predecessor of Volapuk and Esperanto, and 
for his admirably skillful translation of Rabelais. 
Taking the Royalist side in the English Civil 
Wars, he suffered much from its calamities and 
was himself wounded and captured at the Battle 
of Worcester (1651) when Cromwell put an end 
to the Royalists’ hope of recovering their posi- 
tion while he lived. Urquhart was released from 
prison after a time, but continued restricted and 
unhappy in Commonwealth England. He eventu- 
ally made his way to the continent where he 
could join other Royalist exiles. 

The mode of his death, as handed down ap- 
parently by family tradition, was that he died in 
an uncontrollable fit of laughter upon hearing of 
the Restoration(9). The exact time and even the 
place of Urquhart's death are unknown, but as 
Charles II was restored to the English throne in 
1660, Urquhart's death must have occurred in 
that year. I have not been able to find other de- 
tails of the circumstances of his death, but con- 
sidering his sufferings at the hands of the Repub- 
licans, it is altogether probable that he would 
have experienced a great elation on learning of 
the final triumph of his party. 


Case 6. Seguin drew attention in 1948 to an 
Observation. of psychosomatic relationships in 
the third century B.C.(10). The case includes as- 
tute observations by the physician Erasistratus 
of physical changes occurring during pleasurable 
emotions. The patient was Antiochus, the son of 
Seleucus, king of Syria. Seleucus (born about 
358 B.C.) married a beautiful young girl, Stra- 
tonice. Antiochus soon fell in love with her and 
developed symptoms of illness. I quote the fol- 
lowing from the account of the episode given by 
Plutarch: 


... Antiochus . . . had fallen passionately in 
love with Stratonice, the young queen, who 
had already made Seleucus the father of a 
son... . . Erasistratus, the physician who at- 
tended him, quickly perceived that love was 
his distemper, but the difficulty was to discov- 
er the object. He therefore waited continually 
in his chamber, and when any of the beauties 
of the court made their visit to the sick prince, 
he observed the emotions and alterations in 
the countenance of Antiochus, and watched 
for the changes which he knew to be indicative 
of the inward passions and inclinations of the 
Soul. He took notice that the presence of other 
Women produced no effect upon him; but when 
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Stratonice came, as she often did, alone or in 
company with Seleucus, to see him, he ob- 
served in him all Sappho's famous symptoms 
—his voice faltered, his face flushed up, his 
eyes glanced stealthily, a sudden sweat broke 
out on his skin, the beatings of his heart were 
irregular and violent, and unable to support 
the excess of his passion, he would sink into a 
state of faintness, prostration, and pallor(11). 


Case 7. A male patient in his mid-30s suffering 
from bronchial asthma consulted me about psy- 
chological factors relevant to his condition. The 
majority of his attacks seemed to be accompani- 
ments of some unpleasant emotion. On other 
occasions, however, he had asthmatic attacks 
when he was sure that his feelings were those of 
happiness. As examples of this he cited occasions 
when he would go to hockey matches or to a 
circus with his father. He also remembered hav- 
ing had an asthma attack during the pleasurable 
excitement of being at the World's Fair in New 
York when he was seven years old. A number of 
other attacks came on during the pleasurable 
excitement of preparing for a journey. 

This patient could not be sure that the happi- 
ness associated with these events was the main 
factor bringing on the associated asthmatic at- 
tacks. He considered, for example, the possibility 
that at the hockey games and circuses his father 
may not have been paying as much attention to 
him as he wished. Although the patient had these 
misgivings about his father, he was quite certain 
that his subjective feeling state at these times was 
one of undiluted happiness. In offering reserva- 
tions about the interpretation of his attacks as 
precipitated by his emotion of happiness he was 
providing an alternative explanation, not modi- 
fying the report of his conscious emotions. 


Case 8. A 41-year-old man suffered from ex- 
tremely severe asthma that required him to be 
admitted to the University of Virginia Hospital. 
As with the preceding patient, the majority of his 
asthma attacks were related to stresses in his life 
accompanied by unpleasant emotions. Most of 
these stresses arose from his relations with a man 
to whose position he had succeeded on the older 
man's retirement. Instead of withdrawing from 
the situation this man persisted in trying to direct 
the activities he had formerly been in charge of, 
but for which the patient was now responsible. 

In his marriage the patient was immensely 
happy. He and his wife shared their major inter- 
ests and though they had some differences in 
tastes, their marriage (of four years’ duration) 
seemed an unusually harmonious one. Their sex- 
ual relations were good. 

During the patient's hospitalization he regu- 
larly experienced asthma attacks accompanying 
the pleasurable feelings associated with his wife’s 
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visiting him in the hospital. The patient empha- 
sized that he anticipated his wife’s visits to the 
hospital with unalloyed joy. Yet he found that as 
he was experiencing the joyful expectation of her 
visits (in the afternoon during visiting hours) he 
would almost always have an asthmatic attack. 
Such attacks, apparently related to his wife’s 
visits, occurred almost every day over several 
weeks. The patient was quite sure that his joy 
over his wife’s visits was not mixed with such 
other emotions as anxiety over the possibility 
that she might bring him some bad news, per- 
haps concerning his work. 


Discussion 


In considering these and similar reports 
we must allow for the possibility that the 
physical symptoms were in fact accompani- 
ments of some emotional component other 
than pleasure. Some of these patients may 
indeed have had some concomitant anxiety 
that could have been an important ingredi- 
ent in their experiences. The patients, how- 
ever, do not say this and simply to assume 
that they must have been anxious is to allow 
theory to govern inferences. 

We must also consider the possibility that 
physical activity accompanying joy may ac- 
count for some symptoms during pleasurable 
emotions. Such physical activity might per- 
haps explain the opening of Beethoven’s 
paracentesis wound. In other instances, 
however, e.g., cases 7 and 8 above, and most 
of those I reported in my earlier article on 
this subject, it is certain that the physical 
Symptoms came on during pleasurable emo- 
tions when the patient was sitting or lying 
down. 

Purcell inquired into the frequency of both 
pleasurable and unpleasurable emotions as 
accompaniments (or precipitators) of bron- 
chial asthma in children. Of 38 children thus 
questioned, 21 reported negative affects as 
precipitating factors in their asthma, but 13 
reported the same role for emotions with 
positive feelings(12). His results suggest that 
physical symptoms during pleasurable emo- 
tional states occur considerably more often 
than most psychiatrists realize. 

Physical symptoms during pleasurable 
emotions have no adaptive value and their 
occurrence weakens the value of generaliza- 
tions about the biological purposefulness of 
psychosomatic changes. A more compre- 

hensive theory would simply suppose that 
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many factors, including a variety of emo- 
tions, may act as precipitators or accom- 
paniments of physical changes and symp- 
toms. Emotions of quite different subjective 
experience as to feelings and attitude may 
initiate changes along a common nervous 
pathway that activate similar physical symp- 
toms. 


Apart:from theoretical questions, physical 
symptoms occurring during pleasurable 
emotional states have practical significance 
in two respects. First, some patients wishing 
to avoid confrontation with the relevance of 
emotions in their physical symptoms will 
use the fact that the symptoms occur during 
pleasure as well as during anxiety to support 
their resistance. Second, physical symptoms 
during pleasurable emotional states may be 
particularly harmful and even dangerous for 
those in poor physical health or those ap- 
proaching death. 


When the physical organism is sensitive 
enough, slight physical changes accompany- 
ing any emotion may precipitate symptoms. 
This physical susceptibility to the easy pre- 
cipitation of symptoms by emotions is well 
recognized in some types of epilepsy(13) and 
in cataplexy. Concerning the latter Wilson 
wrote: 


... the effect of joy or anger may be equally ef- 
fective, as in the case of a man who dropped to 
the ground on receipt of the news that he had won 
a small sweepstake; a paterfamilias said, If I 
were to smack one of my children it would come 
over me before I could do so and I would go flat 
on the floor.” A dramatic illustration is afforde 
by the case of a narcoleptic who was thrilled id 
see approaching him on the pavement an O 
friend he had not met for years, but just as 
was on the point of stepping forward to Lon 
him, the excitement of the moment rendere 
him speechless and paralyzed, unable to stir t 
foot; the friend passed by unheeding, to be los 
in the crowd(14). 

A susceptibility to ill effects of emus 
of all kinds occurs particularly during Led 
illnesses threatening life, A fragile organis i 
may be seriously damaged by slight change? 
in function that would leave relatively yw 
paired a healthier one. In three of the Kr 
reported here the physical, symptoms ath 
curred just before death; joyful excite. 
in these patients seems to have hasten er 
their deaths. Beethoven’s terminal iing 
was apparently precipitated by cold 2 
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fatigue, exacerbated by sorrow and anger, 
and made further worse by joy. 

Nansen reported that some of the dread- 
fully weakened, emaciated inmates of the 
concentration camp at Sachsenhausen died 
of joy when they saw the Red Cross buses 
entering the camp to save them(15). 

John Hunter, the 18th century surgeon 
who suffered and died from angina pectoris, 
observed “my life is in the hands of any 
rogue’who chooses to provoke me." Hunter 
had his final and fatal attack of angina pec- 
toris on an occasion when he became angry 
with some colleagues; he died within a few 
minutes(16, 17). One wonders whether at 
this time in the progress of his disease he 
might have been carried off just as quickly 
during the excitement generated by some 
good news. There may be important wis- 
dom in the folklorish tendency to protect 
seriously ill patients from all excitement of 
whatever provenance. 
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Van Gieson, a Visionary of Psychiatric Research 


BY LEON ROIZIN, M.D. 


The author evaluates the significance of van 
Gieson's pioneering work and original con- 
cepts in relation to the historical develop- 
ment of research in psychiatry and the foun- 
dation of the Pathological Institute of the 
New York State Hospitals for the Insane, 
the first multidisciplinary research institute 
in the Western hemisphere for the investiga- 
tion and treatment of diseases of the nervous 
system, 


Thought grows out of environment(1). 


MERSON, in his essay on “Uses of great 
E men," emphasized that "each legiti- 
mate idea makes its own channels and wel- 
comes harvest for food, institutions for ex- 
pression, weapons to fight with and disciples 
to explain it’’(2). 

Ira van Gieson (1866-1913) has a place in 
the history of American psychiatry not 
merely because he developed a new classi- 
cal staining method for blood vessels(3) or 
because of his structural-functional corre- 
lates and pioneering neuropathological 
studies in the central nervous system(4-9) but 
principally because of his extraordinary 
scholarship, which embodied the knowl- 
edge of past medical, biological, pathologi- 
cal, and psychiatric achievements(10, 11). 
On the basis of this endowment, stimulated 
by his inquisitive and vivid imagination, he 
conceived and established the first research 
institute in the United States for the study 
and treatment of psychiatric patients(12). 
This innovation represents a turning point 
in the history of American and international 
psychiatric research in the sense that it was 
the first multidisciplinary coordinated ex- 
perimental research approach to the study 
of functional disorders and disease processes 


Read at the 125th anniversary meeting of the Ameri- 
can Psychiatric Association, Miami Beach, Fla., May 
5-9, 1969. 
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of the central nervous system that occur in 
man. 


Prologue: Deceptive Prejudices and 
Superstitions 


The history of the insane has been written 
again and again and is familiar to all psy- 
chiatrists(13-16). Still, a review of some of 
the most significant phases of the growth 
and progress of psychiatry presents the best 
demonstrative evidence of the importance of 
scientific progress to the understanding and 
treatment of mental disease(17-21). For 
clearer visualization and a better under- 
standing of van Gieson's pioneering role in 
the initiation and development of psychiat- 
ric research, some of the most outstanding 
trends of thought preceding and during his 
time will be briefly reviewed. 

In contrast to those who have achieved 
remarkable advances in medicine and sur- 
gery, “the alienist" has won little in propor- 
tion, and this has had graver results in the 
U.S.A. than in Europe(22). The most vigor- 
ous criticism of the "wooden" governing 
boards of the hospitals and the inertness of 
“alienists” was voiced by S. Weir Mitchell 
in his address to the American Medico- 
Psychological Association meeting in Phila- 
delphia in 1894. 

We have done with whip and chains and ill- 
usage, and having won this noble battle have we 
not rested too easily content with having made 
the condition of the insane more comfortable? 
;:. Frankly . . . we do not believe that you [alien- 
ists] are so working these hospitals as to keep 
treatment or scientific product on the front line 
of medical advance. . . . The asylum life is still 
deadly to the insane. . . . locked (bolted doors) 
and barred windows. . . . overcrowded dormi- 
tories. . . . nothing is half so tragic as the diet. . - 
attendants absurdly few. . . . feeling of distrust 
and lack of medical confidence. . . . cursed by that 
slow atrophy of the energizing faculties which is 
the very malaria of asylum life. ... There is des- 
pair in the name as there is in the idea. 

Fortunately, at various stages of progress 
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there have been alert, compassionate, and 
able men with courage to face the problems 
and duties of the hour(23). One man who 
had the perceptiveness to respond to Mitch- 
ell’s challenge was Ira van Gieson (1866- 
1913). He was born on Long Island, N.Y., 
of Dutch heritage. 


Van Gieson graduated from the College 
of Physicians and Surgeons of Columbia 
University in 1885. The ensuing four years 
were dedicated to critical examination and 
experimentation with histologic techniques 
for the study of the nervous system. A new 
staining method for peripheral nerves and 
the central nervous system, as well as the 
classical technique for the differentiation of 
the structural constituents of the vascular 
walls, were by-products of his early research 
endeavors. At the same time, he served as 
instructor and first assistant in histology and 
neurology at the laboratory of the Alumni 
Association of the College of Physicians 
and Surgeons. 

Van Gieson taught histology and neurolo- 
By and continued his investigations on the 
pathology of insanity until he applied for 
the directorship of the Pathological Insti- 
tute of the New York State Hospitals for the 
Insane. He was selected for this post on the 
basis of a special competitive civil service ex- 
amination, which consisted of "general 
pathological anatomy, the architecture of 
the nervous system, the minute anatomy of 
the nervous system, pathological anatomy, 
technique and methods of neural investiga- 
tion, and the lines of research to be applied 
3 the study of the pathology of insanity” 

4). 


Science was his vocation as well as his 
refuge, He was endowed with curiosity and 
imagination, the capacity to associate ideas, 
and the ability to recognize analogies. His 
mottoes might have been “Lege, lege, relege, 
ora, labora et invenis” (Read, read, reread, 
Pray, toil and thou shall find") and “Faber 
fabricat fabricando” ("The fabricator be- 
Comes a fabricator by fabricating"). One 
must strive to acquire all possible knowl- 
edge, through the acquisition of which one 
becomes competent. Furthermore, to be a 
good critic one must have settled opinions 
and one must have wandered in the field of 
Science to collect them instead of accepting 
them at second hand(25). Van Gieson firmly 
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believed, with Claude Bernard, that “sci- 
ence gives rise to shedding a bright light 
which dispels many obscurities and shows 
us new paths’’(25). 

As a clinician, van Gieson displayed an 
exalted sense of “moral obligation"(26) by 
devoting the results of experience, study, and 
inspired research to the benefit of the "'in- 
sane" by doing everything in his power for 
the advancement of understanding, formu- 
lation (with implementation), and stimulat- 
ing research investigation of diseases of the 
nervous system, particularly those of a psy- 
chiatric nature. Van Gieson began these 
Herculean and Promethean tasks by famili- 
arizing himself with the “growth and prog- 
ress” of psychiatry from the ancient Biblical 
periods up to his own time. He aimed to 
demonstrate the “incontestable evidence of 
the absolute dependence of the progress of 
the treatment of the insane upon science” 
(11). Although he was aware that psychiatry 
is the “most difficult and comprehensive of 
all medical and biological sciences,” he ded- 
icated the rest of his short but industrious 
life to going directly to the ""fountain-head," 
in order to “understand the modus operandi 
of insanity.” 

At that time the medico-biological sci- 
ences were dominated by the descriptive 
phase of microscopic and histological meth- 
odologies(14). The whole nervous system 
became “an inextricable maze of entangled 
networks of cells and fibers. Its unraveling 
seemed impossible"(10). Fortunately, Golgi 
had discovered, in 1873, a fundamental 
method for visualization of the nerve cells 
and their processes. Soon thereafter Nissl, 
Cajal, Weigert, and others developed addi- 
tional techniques that “revolutionized our 
whole knowledge of the structure of the neu- 
ral tissue"(10). These techniques opened 
boundless fields of research in manifold di- 
rections for the exploration of the structural 
organization of the nervous System. The 
knowledge of all kinds of “combinations, 
adjustments and associations” of myriads of 
cells and countless pathways led to the for- 
mulation of kaleidoscopic complexities anda 
mosaic-like cytoarchitectural and myelo- 
architectonic map(27) of the central nervous 
system. 

The most reliable method of gaining 
knowledge about the structure and function 
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of the nervous system was to follow its em- 
bryological development. It had also be- 
come apparent that man's nervous system 
was a recapitulation of the progression of 
development from the lowest to the highest 
creatures. But "nature makes no sudden 
leaps"(10). Consequently, comparative em- 
bryology was invaluable as.a method to 
study man's nervous system evolution from 
the simple to the complex. However, life 
phenomena are manifestations of energy, 
and one cannot see physiological processes 
in cut-dried sections through the micro- 
scope. Therefore, the analysis of life phe- 
nomena on the basis of energy should form 
the guiding principles of morphological 
studies. Physiology also encompasses the 
deductive and inductive application of the 
laws of physics and chemistry to living mat- 
ter. 

As a pathologist, van Gieson believed that 
cellular biology should be integrated with 
pathology. In fact, the real meaning of the 
great majority of the abnormal processes in 
the nervous system, and the significance of 
the manifestations associated with these 
changes during the life of the patient, can 
only be made clear through the science of 
neuropathology. One should always keep in 
mind that the brain in disease must not be 
regarded as something apart from the rest 
of the body. Whether in health or in disease, 
the nerve cells! must obey the laws of cell 
life in general; consequently research in pa- 
thology should include, besides statistics, the 
dynamics of disease: i.e., the pathological 
metabolism. The knowledge of the latter 
may shed light on the diseases “sine mate- 
ria," which were misclassified as “functional 
or idiopathic" (10). 

Since the “grand tool of consciousness is 
the modus operandi of the mind”(10), in- 
sanity will be more properly understood 
through the science of psychopathology. In 
the final analysis the “phenomena of con- 
sciousness, morphology and chemistry alone 
are not . . . able to explain all the phases" of 
functional and pathological conditions. In 
order to “change probability into certainty" 
it is necessary to reproduce such phenomena 
experimentally in laboratory conditions. (In 
fact, our present knowledge of the action of 


aL little was known of the function of the glial 
cells. 
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drugs has been gained through experimental 
investigations.) This work is indispensable, 
not only to progress in the treatment of dis- 
ease but also to advances in the “highest art 
of medicine"—the prevention of disease. 
Furthermore, the constitutional and mental 
variations occurring in human individuals 
or races and in experimental animals “ought 
to be most useful in relation with anthropo- 
logic and genetic studies" (10). 

On this basis, van Gieson urged that “sci- 
entific investigation of insanity is . . . an im- 
perative necessity." In agreement with his 
contemporary, the outstanding neurologist 
Bernard Sachs, he felt that "the past Psy- 
chiatry was full of discouragement, the 
present is involved in a mass of uncertainty, 
but the future is full of hope." He reexam- 
ined carefully the methods and contributions 
of the other sciences, and, as in the case of 
the staining techniques mentioned earlier, 
he devised his own procedures and future 
plans. 


First Multidisciplinary Pathological 
Institute for Psychiatric Research 


Van Gieson insisted that the inauguration 
of this new era required not only specializa- 
tion but also interaction and coordination 
of different scientific branches to sharpen 
the focus of the searchlight upon mental 
diseases. After overcoming innumerable 
obstacles, he established a "center of re 
search, based on organized-scientific-federa- 
tion of the most important vital branches of 
medical, biological and psychological sci- 
ences," So, from social redemption, through 
turmoil debates, arose a new scientific con- 
cept—correlated multilateral research for 
the study of the structural organizations, 
functions, and diseases of the nervous Sys- 
tem. Thus was defined the purpose of the 
first multidisciplinary Pathological Institute 
of the New York State Hospitals, which was 
dedicated for "the first time in the history 
of science" to psychiatric research(10). i 

The planned working “motive” of this 
institute was not simply to bring together a" 
assembly of various scientific departments 
under a common roof but to provide an 
organized correlation of sciences and PSY 
chiatric research for the purpose of fon 
lating laws and principles of the “moda 
operandi” of insanity. For this reason V2 
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Gieson emphasized that specialization 
among sciences was creating "gaps and 
clefts... . It is the value of domains between 
the various medical and biological ‘ologies’ 
when guided by psychology and psycho- 
pathology that we have endeavored to bring 
...in the study of insanity.” 

Van Gieson engaged researchers from 
a wide variety of medical and biological 


disciplines: psychiatrists, ^ neurologists, 
psychologists, physiologists,  cytologists, 
microbiologists, biochemists, and neuro- 


pathologists. As the leader of such a com- 
plex undertaking, van Gieson also imple- 
mented Descartes’ suggestions: “Incite men 
of superior genius to strive to proceed fur- 
ther, by contributing, each according to his 
inclination and ability, to the experiment 
which it would be necessary to make. . . . So 
that, by beginning where those before them 
left off, and thus connecting the lines and 
labors of many, we might collectively pro- 
en much further than each by himself do” 

These thoughts and research approaches 
to the investigation of diseases of the nerv- 
ous system were expressed by van Gieson in 
Several publications(3-9) and particularly in 
his "Correlation of sciences in the investi- 
gation of nervous and mental diseases" (10). 
In the ensuing years the work at the insti- 
tute became for van Gieson a struggle for 
fulfillment rather than for survival. He be- 
came involved in a controversy with admin- 
istrative authorities, which ended with his 
resignation. Soon thereafter he became a 
recluse, his health rapidly failed, and he died 
in 1913 at the age of 47 of “nephrities of un- 
known origin." Benjamin Rush's epitaph, 
Which he wrote for himself, seems fitting for 
van Gieson as well: “Medicine is my wife, 
Science is my mistress, books are my com- 
panions; my study is my grave, there I lie 
buried. . . . by the world forgot" (29). 


Van Gieson's Legacy 


_ Scientific progress converts the uncertain- 
ties of yesterday into the hypotheses of to- 
day and the truths of tomorrow(30). The 
discovery of the spirochetes in the brain of 
general paretics by Noguchi and Moore(31) 
is one of the early by-products of van Gie- 
son’s original multidisciplinary research 
approach to the study of mental diseases. It 
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also confirmed his pioneering visions as it 
established, for the first time in psychiatric 
research, that insanity in general paresis was 
caused by a characteristic pathological 
process of the central nervous system. This 
scientific demonstration has overthrown the 
“pernicious superstition" of regarding the 
mentally ill as possessed by devils and has 
rescued them from social revenge as well as 
social indifference. Finally; it stimulated an 
active interest on the part of society in the 
welfare of the mentally ill and their treat- 
ment in modern hospitals. 

Subsequently, the Psychiatric Institute? 
continued to spread the legacy and realiza- 
tion of van Gieson's visionary research con- 
cepts through the flow of his inspiring ideas, 
which to date have been incorporated into 
2.448 scientific papers. These publications 
by the members of the staff and alumni of 
the Psychiatric Institute, not only within 
the United States but also in distant lands 
throughout the world, are concerned with 
anatomical, anthropological, biochemical, 
biometric, embryologic, genetic, medical, 
neurological, neuropathological (from cellu- 
lar to molecular levels of organization), 
pharmacological (up to the molecular level), 
physiological, psychiatric (pediatric, adoles- 
cent, adult, geriatric), psychoanalytic, psy- 
chological, sociological, and toxicological 
research. These numerous interrelated sci- 
entific contributions seem to point out that 
the knowledge of the central nervous sys- 
tem is the science of sciences. 

Eddington(32), in his studies on “reality, 
causation, science, and mysticism," sug- 
gested that “the physicists and philosophers 
must look beyond physics to the borderland 
of the material and spiritual worlds," and 
that “religions have become possible for a 
man of science within the last 20 years main- 
ly because the philosopher of scientific 
thought has been startlingly re-directed by 
the discoveries" and newly developed con- 
cepts of relativity and physical and biologi- 
cal dynamic theories(17, 33-35). In this light, 
it seems that van Gieson's clinical pathologi- 
cal concepts, as presently expressed in struc- 
tural, functional, and biochemical interre- 
lated mechanisms, have taken the psyche 
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?The Pathological Institute of the New York State 
Hospitals for the Insane was renamed the New York 
State Psychiatric Institute and Hospital in 1929. 
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out of the “terra incognita” of superstition 
or id and relocated it in the central nervous 
system. 

Now, as we are advancing toward the new 
horizons of the central nervous system, it 
appears that molecular pathways are guid- 
ing the exploration of the ultrastructural or- 
ganization up to the molecular level(36), 
while functional mechanisms and the di- 
versified biochemical processes become 
measurable in quantum energy(17, 33, 34, 
37). However, since the highly specialized 
unilateral investigations become restricted 
and the isolated facts gained are inadequate 
for comprehensive interpretation, the multi- 
disciplinary or interdisciplinary research 
concept has become an essential methodo- 
logical procedure(18, 30, 38). 

No memorials were erected to van Gie- 
son, but the legacy of his endeavors re- 
minds us of his deeds: the foundation of the 
first multidisciplinary research institute for 
the study of central nervous system diseases 
and the unselfish dedication of his whole 
adult life to the study and development of 
scientific methodologies, which were used 
to defend, help, or restore to helpless psy- 
chiatric patients their most precious pos- 
sessions, sanity of mind and social dignity. 
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This Month’s Special Section 


PSYCHOPHARMACOLOGY 


Choice of Antipsychotic Drugs 


BY LEO E. HOLLISTER, M.D. 


Antipsychotic drugs are the most useful 
treatment available for the most serious 
psychiatric disorders. Despite the plethora 
of available drugs, a rational choice of few 
will provide a full range of therapeutic ef- 
fects. One must always choose drugs in re- 
lation to the special needs of individual pa- 
tients. A properly chosen drug may be 
preferable to polypharmacy; as in archi- 
tecture, “less may be more." 


Ox MAY ARGUE that antianxiety drugs 
are at best weak crutches of brief dura- 
tion. One may contend that antidepressants 
have scarcely changed the frequency, se- 
verity, or lethal consequences of depressive 
reactions. But no one with any regard for 
Scientific evidence would argue’ that anti- 
psychotic drugs are not effective. The pecu- 
liar prejudices against drug therapy that 
existed in Psychiatry 15 years ago led to the 
most massive scientific overkill to establish 
their efficacy. In fact, as drugs are compared 
with other types of treatment, increasing 
evidence indicates that in the case of schizo- 
phrenics, drugs contribute the most thera- 
peutic benefits; there is little direct evidence 
that many traditional therapies add more. 
This is a most unfortunate Situation, for 
good as antipsychotic drugs are, they are 
not yet good enough. We have too many 
patients who are better and too few well. 

At the latest count, some 15 antipsychotic 
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drugs were available on the market, includ- 
ing a new entry whose chemical structure 
was one atom different from an earlier drug. 
One might reasonably complain that this 
might be too much of a good thing, as these 
drugs cover a vast range of different thera- 
peutic dosage levels as well as creating a 
confusion of generic and trade names and 
dosage formulations. Most of these drugs 
are still vigorously promoted by advertis- 
ing in medical magazines, newspapers, and 
journals, as well as by the ubiquitous detail 
men. The earnest clinician wants to be sure 
that he isn’t missing any good bets for treat- 
ing his patients and so is often at the mercy 
of the most persuasive huckster. The bases 
for making a rational choice of antipsychot- 
ic drugs that I shall present are bound to be 
contentious and to hurt some feelings, oe 
so would any other proposal short of mak- 
ing no attempt to choose at all. T 

Drugs within a general class may differ 
in regard to chemical structure, pharma; 
cological actions, and the clinical exper! 
ence that has developed about them. Thes¢ 
three bases may be logically employed ie 
exploit the full range of effects offered by : 
class of drugs by mastering the fewest pos 
sible number. 


Chemical Structures 


At present, seven chemical classes of e. 
pounds are known that ameliorate psyc 3 
ses and evoke extrapyramidal rese 
the two unique properties of antipsy¢ we 
drugs. For practical purposes we are om 
cerned with only three chemical clas 5 
phenothiazines, thioxanthenes, and our 
ophenones, the first two having strong C 
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TABLE 1 
Antipsychotic Drugs Available in the United States 


ESTIMATED EQUIVALENT DOSE (MG.) 


Phenothiazines 
Aliphatic 
Chlorpromazine (Thorazine) 
Triflupromazine (Vesprin) 
Piperidine 
Thioridazine (Mellaril) 
Piperazine 
Acetophenazine (Tindal) 
Butaperazine (Repoise) 
Carphenazine (Proketazine) 
Fluphenazine (Prolixin) 
Perphenazine (Trilafon) 
Piperacetazine (Quide) 
Prochlorperazine (Compazine) 
Thiopropazate (Dartal) 
Trifluoperazine (Stelazine) 
Thioxanthenes 
Chlorprothixene (Taractan) 
Thiothixene (Navane) 
Butyrophenone 
Haloperidol (Haldol) 


Brand names of drugs are in parentheses. 


ical resemblances to each other. The mem- 
bers of these classes are listed in table 1. 

The phenothiazine derivatives are the 
most important antipsychotics by virtue of 
both their long history and their great pop- 
ularity. Partly because of chemical differ- 
ences but also because of variations in phar- 
macological actions and potency, it is well 
to distinguish between the three chemical 
subfamilies of phenothiazines as determined 
by their side chains. Compounds with an 
aliphatic dimethylaminopropyl side-chain, 
such as chlorpromazine, are relatively low 
in potency and high in sedative effects. Sub- 
stitution at the 2-position of the phenothi- 
azine nucleus makes for a more potent com- 
pound than no substitution (chlorproma- 
zine > promazine), and some substituents, 
such as the trifluoromethyl group, confer 
More potency than a simple chlorine atom 
(triflupromazine > chlorpromazine). The 
nuclear substituents may increase potency 
by increasing fat solubility of the molecule. 

The piperidine side-chain family is rep- 
resented solely by thioridazine, which is no 
more potent than chlorpromazine but is 
most different from the other phenothia- 
zines in pharmacological actions. Three 
variants of the piperazine side-chain, along 
with variations of the ring substituent, Cre- 
ate a rather large class of piperazinylpheno- 
thiazines. These compounds are even more 
potent than their ring-substituted analogues 
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in the aliphatic series. They tend to be less 
overtly sedative, at least in relation to anti- 
psychotic effects, than the other two classes 
but are more prone to produce extrapyra- 
midal reactions. 


Pharmacological Properties 


The exact mechanism of the antipsychotic 
action has not been fully worked out. A 
currently popular notion is that the central 
adrenergic blocking action of antipsychot- 
ics is of prime importance. This action is 
ascribed to stabilization of the membranes 
of the synaptic clefts so that norepinephrine 
or dopamine does not have ready access to 
its receptors and neural transmission is de- 
creased. In addition, the phenothiazines 
stimulate the amygdaloid nucleus, à portion 
of the limbic system, depress the hypothal- 
amus, and depress the reticular activating 
system. Thus these antipsychotics affect the 
three major integrating systems of the 
brain in a way that might be expected to 
diminish the emotional response to external 
or internal stimuli. : 

The aliphatic phenothiazines are highly 
sedative, with strong adrenergic blocking 
actions. Thus they are most useful in pa- 
tients for whom some sedative effect is de- 
sirable. The piperidine derivative, thiorida- 
zine, is similar to the aliphatic derivatives 
in its sedative and adrenergic blocking ac- 
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tion. Like the aliphatics, thioridazine would 
be considered a “high-dose” phenothiazine. 
Unlike the other phenothiazines, thiorida- 
zine has little tendency to produce extra- 
pyramidal effects and is devoid of antiemetic 
action. Its peripheral adrenergic blocking 
action is the greatest of all these drugs. 

The piperazine group of phenothiazines 
may be considered as low-dose drugs due to 
their greater potency. Although they are 
often claimed to have an "activating" ac- 
tion, this may be spurious. They are less 
overtly sedative in the usual therapeutic 
doses than the others, but the differences 
are not tremendous. They also tend to in- 
crease the motor activity of patients, but 
this is usually a purposeless, driven, and 
highly uncomfortable side effect termed 
akathisia. 


The thioxanthenes also share many of 
the same properties as the phenothiazines. 
One derivative, chlorprothixene, may be 
considered a high-dose drug while the oth- 
er, thioxthixene, is a low-dose drug. Halo- 
peridol, the butyrophenone derivative, is 
also quite potent, with strong tendencies to 
evoke extrapyramidal syndromes and aka- 
thisia. 


Experience with Specific Types of 
Schizophrenic Patients 


With the exception of mepazine and pro- 
mazine, both of which are too weak in anti- 
psychotic action to justify their hazards, the 
phenothiazine derivatives have been re- 
peatedly found to be equally efficacious 
when the responses of groups of patients 
have been compared(1-8). Still, individual 
patients respond differently to these drugs, 
doing poorly on some and better on others. 
The more sedative phenothiazines, such as 
chlorpromazine or thioridazine, were 
thought initially to be preferable for pa- 
tients with agitation; less sedative drugs, 
such as trifluoperazine and perphenazine, 
were considered best for patients with 
symptoms of withdrawal and retardation. 
But such a differential action was based 
more on armchair reasoning than on ex- 
perimental evidence. 

A few systematic approaches to the prob- 
lem have been attempted with uncertain 
results. Schizophrenics were divided into 
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three types: "paranoid," "core," and "de. 
pressed," using pattern probability models 
based on presenting signs and symptoms. 
All three schizophrenic subtypes responded 
equally to perphenazine, but paranoid pa- 
tients responded more favorably to aceto- 
phenazine(9). A later study by the same 
group failed to replicate such a difference, 
indicating rather that paranoid patients in 
general tended to respond somewhat better 
than the other types(8). Data from both a 
Veterans Administration study and a Na- 
tional Institute of Mental Health cooperative 
study indicated that regression equations 
could be derived that might be expected to 
predict the most suitable drug (either chlor- 
promazine or fluphenazine) for patients with 
a given initial profile of symptoms. When 
tested against actual results, the interactions 
were significant(10). A later attempt to 
replicate this approach was unsuccessful(11). 
The division of patients into the older cate- 
gories of “hyperdynamic” and "hypody- 
namic," based on the degree of activity and 
socialization, failed to reveal any differential 
response between carphenazine, triflopera- 
zine, and chlorpromazine, despite the fact 
that the first two drugs were reputed to be 
better for the "hypodynamic" type(12). 
Schizophrenics were divided into four types: 
"core," "paranoid," “bizarre,” and “de- 
pressive," and the actions of three phenothia- 
zines were compared in each. Evidence sug- 
gested that chlorpromazine was the most 
efficacious for core, acetophenazine for 
bizarre and depressive, acetophenazine and 
chlorpromazine more effective than fluphena- 
zine in paranoid, and fluphenazine most suit- 
able for depressives(13). 

A later review of the entire subject of 
predicting responses to antipsychotic drugs 
by one of the participants of these studies 
concluded that the present evidence for à 
differential action of antipsychotic drugs 
was highly inconclusive(14). This conclu- 
sion seems eminently reasonable, especially 
when one considers that the various schizo- 
phrenic groupings were based on retrospect- 
tive analysis of group data; the proper 
choice of drug in advance for individual pa- 
tients would be a vastly greater problem. 


Making A Choice 


One is left, then, with a bewildering array 
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of drugs from which to choose for an em- 
pirical trial in a given patient. Such a situ- 
ation is analogous to the case of the numer- 
ous corticosteroids, antihistaminics, diuret- 
ics, and digitalis preparations that confront 
the clinician. The usual dictum has been to 
learn to use a few drugs well rather than all 
poorly. The differences between the proper 
and improper use of a drug will probably 
exceed any actual difference between drugs. 
One of the most rational ways to narrow 
the choice of antipsychotics would be to 
master one of each of the three types of 
phenothiazines, one of the two thioxan- 
thenes, and a butyrophenone. (See table 1.) 

With five drugs chosen on this basis, one 
should be able to exploit the full range of 
pharmacological differences among the 
various antipsychotics. As one example of 
the array of drugs that could be obtained 
from such a choice, the following might be 
listed: triflupromazine, thioridazine, ace- 
tophenazine, thiothixene, and  haloperi- 
dol. Obviously many other combinations 
are possible, although thioridazine and hal- 
operidol are the only available members of 
their particular classes. 


Special Considerations in Choosing for 
Specific Patients 


The patient’s past experience is a quite 
reliable guide. If he has done well previously 
on some drug, and especially if he has done 
less well on others, one would be foolhardy 
to change drugs or to reinstitute lapsed 
treatment with a different drug. To the ob- 
jective response of the patient must also be 
added his subjective response. Unless a pa- 
tient tolerates a drug well, he is not likely to 
maintain treatment faithfully. A patient 
who is made unbearably restless by a drug 
may much prefer no drug. On the other 
hand, some patients may prefer restlessness 
rather than impairment of their sexual ca- 
pacity. The importance of various side ef- 
fects to the patient should be a guide in 
choosing his specific treatment. 

While high-dose drugs, such as chlorpro- 
mazine and thioridazine, are more sedative 
than low-dose drugs, sedation is not the 
most wanted effect. Antipsychotic drugs 
should be used to treat symptoms of schizo- 
Phrenia. It may be better to rely on conven- 
tional sedatives, hypnotics, or antianxiety 
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drugs to manage excited states, anxiety, or 
sleeplessness. Sedation alone should not 
dictate the choice of antipsychotic drug, 
although if the combination of effects is 
appropriate, so much the better. 


Another problem with high-dose drugs is 
that if treatment is long continued (and for 
many patients, it may be for life), choosing 
these drugs commits one to a course that 
will eventually lead to the administration of 
kilograms of drug. We simply do not know 
whether it is preferable to give 20 mg. daily 
of a foreign molecule rather than 200 mg. 
In view of the fact that harmful effects of 
drugs or chemicals in the environment are 
not appreciated for decades after their in- 
troduction, it seems prudent to reduce the 
total body burden as much as possible. 
Several years elapsed before it was recog- 
nized that lenticular deposits were a dose- 
related effect of chlorpromazine. Conse- 
quently, one might do well to consider only 
short-term rather than long-term use of the 
high-dose drugs, substituting whenever pos- 
sible low-dose drugs for chronic treatment. 

Many clinicians seem to prefer to choose 
two or more drugs in combination rather 
than seeking to use only one. In fact, in 
reviewing an order for a patient, one fre- 
quently finds the following conglomer- 
ation: two phenothiazines (one high-dose 
and one low-dose), a tricyclic antidepres- 
sant (the patient is withdrawn), an anti- 
parkinson drug (even if the patient has 
never shown any signs; this drug is com- 
pletely superfluous in the presence of the 
anticholinergic tricyclic antidepressant), 
something for sleep, and something during 
the day to keep the patient awake, Such a 
choice of drugs is no choice at all and has 
many irrational aspects. Small wonder that 
some patients seem to improve after drugs 
are withdrawn! Ever since the early days of 
clinical psychopharmacology, when a 
combination of reserpine and chlorproma- 
zine was touted as being better than either 
drug alone, it has been widely believed that 
two drugs are better than one. A fair num- 
ber of systematic studies of drug combina- 
tions has now been completed, with no 
convincing evidence that any combination 
is superior for treating schizophrenics than 
a properly chosen single drug(15). 

Some patients may tolerate antipsychotic 
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drugs so poorly that no drug treatment 
should be given. As these patients tend to 
be less psychotic than most schizophrenics, 
with retention of insight and marked soma- 
tization, it may be that they represent a 
"schizophreniform" group rather than true 
schizophrenia. One should bear in mind 
that to take antipsychotic drugs, one must 
be crazy, either literally or figuratively. The 
ability to tolerate these drugs seems to be 
directly correlated with the severity of the 
psychosis. 
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Thyroid stimulating hormone, when com- 
bined with imipramine, produces a more 
rapid recovery from depression than does 
imipramine alone. It seems more potent 
than triiodothyronine in potentiating 
imipramine, but dose differences prevent 
accurate comparison. This hormone has the 
clinical disadvantage of being long acting 
and difficult to control. Depressed patients 
show thyroid indices within the normal 
range. Serum indices of thyroid state re- 
spond normally to TSH injection, but ankle 
reflex time is not accelerated. Tantalizing 
clues have appeared, but the mechanism by 
which thyroid hormones potentiate tricyclic 
antidepressants remains unknown. 


T 1968 we FirsT reported the use of L- 
triiodothyronine (T3) to enhance the 
antidepressant activity of imipramine(1). 
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Enhancement of Imipramine 
by Thyroid Stimulating Hormone: 
Clinical and Theoretical Implications 
BY ARTHUR J. PRANGE, JR., M.D., IAN C. WILSON, M.B., D.P.M., 


SELINE KNOX, M.D., THOMAS K. McCLANE, M.D., 
AND MORRIS A. LIPTON, PH.D., M.D. 


Subsequently, in more detailed studies, we 
reported that this effect could be obtained 
in both retarded(2) and nonretarded(3) 
depressed patients. Earle(4) found under 
single-blind conditions that T3 would con- 
vert a high proportion of tricyclic drug 
failures to therapeutic successes. Coppen 
and associates(5) found that the advantage 
of adding T3 to imipramine was limited to 
women. They also demonstrated a tendency 
for women to respond faster to L-trypto- 
phan when T3 was used as an adjunct. 
McClure and Cleghorn(6) have reported 
that dexamethasone, a synthetic adrenal 
steroid, will also enhance the action of 
tricyclic antidepressants. 

We have previously discussed the mecha- 
nisms that may underpin the therapeutic 
interaction of imipramine and T3(2,3). 
Prominent among these is the possibility 
that a population of depressed patients, 
even though selected for euthyroidism by 
usual statistical standards, may present a 
level of thyroid function slightly below 
optimum for the individual that contributes 
to the final causation of depression without 
leaving an apparent mark on extra-neural 
tissues. We set out to study the clinical 
implications of this possibility by perform- 
ing more complete thyroid studies in our 
patients. In particular, we decided to per- 
form a thyroid stimulating hormone (TSH) 
response test on each patient after he had 
been drug free for at least a week but before 
he was assigned to project medication. We 
acknowledged that an initial dose of TSH, 
when followed by imipramine, might result 
in such an antidepressant effect as to pre- 
clude subsequent attempts at enhancement 
by T3. Our first three open cases (data not 
included) responded in just this way—i.e., 
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all showed remarkable improvement when 
TSH was followed by a few days of imipra- 
mine treatment. We decided to test this 
phenomenon itself on the grounds that its 
reliable presence or absence would have 
considerable clinical and theoretical 
import. 


Method 


After finding that T3 would enhance 
imipramine in both retarded and nonre- 
tarded depression we saw no reason to 
restrict ourselves in the present study to one 
group or the other. Accordingly all patients 
with primary depression(7) between the 
ages of 20 and 60 admitted to one of the 
geographical units of Dorothea Dix Hospital 
were admitted to the present study if they 
lacked evidence of thyroid or cardiovascular 
disease by the usual criteria of history, 
physical examination, and laboratory 
assessment. Most patients had been given 
small doses of various psychoactive drugs 
during the current attack, but none had 
received an antidepressant drug regimen 
that will usually produce remission (e.g., 
150 mg. of imipramine daily for three 
weeks). In any case, patients were drug 
free for at least a week before initial testing. 
For future reference, we did in fact address 
the Inpatient Multidimensional Psychiatric 
Scale (IMPS)(8) to all patients before proj- 
ect medication was begun but assignment to 
a treatment group was made irrespective of 
the results, which indicated that a given 
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patient was retarded or nonretarded(2,3), 
The chance distribution of this feature is 
shown along with other initial characteristics 
in table 1. 

On days 0 and 1 and weekly thereafter 
(days 7 and 8, 14 and 15, etc.) all patients 
were given only unflavored Metrecal and 
water as nutriment. Urine was collected 
during the second of each 24-hour period 
for chemical assays; the results of these will 
be reported in another paper. 

On day l, according to a prearranged 
randomized schedule balanced for age and 
sex, each patient was injected intramuscular- 
ly with either TSH (10 international units) 
or with diluent alone as a placebo (P). This 
was repeated on day 8. Commencing in the 
morning of day 2 and daily thereafter all 
patients in both groups received 150 mg. of 
imipramine in the form of two 25 mg. cap- 
sules three times a day. No other drugs 
were used, even for night sedation. None 
of our patients used oral contraceptives or 
other steroid preparations that might in- 
crease thyroid binding proteins. 

On days 1 (before injection), 2 and 8 
(before injection), 9, 15, and 22, blood 
was obtained for determination of à 
thyroxine (T4)-by-column! and a T3 uptake 

'test.' Thus half the patients, randomly 
assigned, received two TSH response tests 
while all patients were regularly assessed by 
serum measures of thyroid state. 


'Bio Science Laboratories, Van Nuys, California. 


TABLE 1 
Initial Characteristics of Treatment Groups* 
IMIPRAMINE IMIPRAMINE 
+ + 
PLACEBO TH. 
(n=9) (n=9) 
Age 3.1) 
ve S (8.6) E a 
Women (no.) 7 8 
Retarded (no.) 3 2 
Nonretarded (no.) 6 7 
Physiological Measures 
ART'* 324 (58.8) 313 (49.8) 
T4-by-column* * * 5.6 (1.36) 52 (1.10) 
T3 uptake test 10.5 (0.62) 104 (0.65) 
IMPS subscales 
Excitement 207 (159) 289 (229) 
Hostility 296 (132) 271 (11.6) 
Intrapunitive 46.0 (19.0) 46.7 (15.9) 
Retardation 127 (18.3) 23.8 (282) 


* Means and standard deviations 
* * Ankle reflex time in milliseconds 
* *T4-by-column in ug % 
1 T3 uptake test in % of added radioactive 
T3 taken up by resin 
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On days 0 and 2 (eight hours after the 
first dose of imipramine) and thrice weekly 
thereafter each patient received the follow- 
ing: determination of ankle reflex time 
(ART)(9), Self-Rating Scale for Depression 
(SDS)(10), Hamilton Rating Scale for 
Depression (HRS)(11), and assessment of 
side effects according to a detailed protocol 
that we had previously found useful. ART 
was determined by one worker; another 
performed the HRS and assessment of side 
effects and supervised completion of the 
SDS. Both were ignorant of medication. 
Since the ART results might have indicated 
whether a patient had received TSH, the 
two researchers did not discuss the project 
patients. When a patient had concluded 28 
days of observation he was treated entirely 
according to clinical indications. Initial 
T4-by-column and T3 uptake values were 
used to aid in excluding from the study 
patients with possible thyroid disorder. 
All other data were left unexamined until 
the conclusion of the study. 

Ten patients received TSH and ten P. 
One patient in each group, both of whom 
showed full remission, refused to cooperate 
after day 9 and both left the hospital against 
our wishes. Data pertaining to them were 
omitted from the analysis of results. 


Results 


_ Table 1 shows that there were no statis- 
tically reliable or biologically important 
initial differences between the two treatment 
groups. TSH patients showed a higher IMPS 
retardation mean score due to the chance 
inclusion of two very retarded patients. The 
difference between treatment group means 
was statistically insignificant due to large 
Variance. 

Figure 1 shows that on day 2, the first 
“on-drug” assessment, one day after receiving 
TSH and eight hours after starting imipra- 
Mine, the TSH patients showed greater HRS 
improvement than the P patients to a sta- 
tistically significant degree. They continued 
this improvement and were as a group near 
full remission by day 16. The relationship 
between HRS scores and intensity of de- 
Pression is probably not linear; neither re- 
Mitted patients nor normal subjects com- 
monly score zero. 

The SDS results show that patients’ self 
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assessments were substantially in agreement 
with the HRS results. In fact, statistically 
significant differences between the two 
treatment groups occurred more often on 
SDS than on HRS (figure 1, Student’s t 
test). The P group experienced little SDS 
improvement after day 9. By this time the 
TSH groups had reached a mean value of 
43, and this continued to edge lower 
throughout the course of the study. Scores 
in the 40 range are the usual residual after 
recovery from depression. 

By analysis of variance we found that 
regarding both HRS and SDS results, the 
advantage of TSH was statistically sig- 
nificant (p< .01) over the complete course 
of the experiment. 

At the end of 28 days eight patients who 
had received TSH were in full remission 
and their dose of imipramine was rapidly 
reduced, Five of the P patients required 
several more weeks of treatment. It was not 
necessary to break the code (TSH vs. P) to 
carry out the “open” treatment. 

To discern whether certain aspects of the 
depression syndrome were differentially 
benefited by TSH, we examined 14 HRS 
subscales. We omitted the subscales loss of 
weight and loss of insight because they are 
inappropriate as measures of short-term 
change. Figure 2 shows that TSH patients 
received an advantage on every subscale. 
The advantages ranged from large (retarda- 
tion, at top of figure) to insignificant (hypo- 
chondriasis, at bottom of figure). Data from 
day 2 and later allowed 168 comparisons. 
TSH patients did better than P patients in 
155 instances. Thirty of these benefits were 
statistically significant. P patients did better 
in ten instances, but none was statistically 
significant. On three occasions mean scores 
were identical. As further evidence of the 
initial similarity of the two treatment groups, 
no significant differences occurred between 
them on any subscale on day 0. 

The possibility existed, of course, that the 
conjoint use of TSH and imipramine might 
produce certain symptoms while removing 
others. Thrice weekly we employed a drug 
toxicity inventory. At no time was there a 
significant difference between scores of the 
two groups. Side effects were equally infre- 
quent in both groups and were limited 
mainly to the usual side effects of imipra- 
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FIGURE 1 
Diminishing scores on both Hamilton Scale and the Self- 
Rating Scale indicate clinical improvement. Slow re- 
flexes(higher ART scores) correlate with hypothyroidism; 
fast reflexes with hyperthyroidism. T4-by-column is a 
standard chemical measure of thyroid state and is 
comparable to the protein bound iodine (PBI) test. The 
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] mine—dry mouth and metallic taste. All 
patients experienced fewer side effects than 
those in a previous study who received 200 
to 300 mg. of imipramine daily(12). TSH 
toxicity might have revealed itself on several 
of the HRS subscales, such as somatic 
symptoms, anxiety, agitation, and insomnia. 
However, on all these measures the TSH 
patients received at least some advantage 
over P patients (figure 2). 

The lower portion of figure 1 shows the 
results of the physiological measures that 
we employed. As in our previous studies we 
found ART to be slightly slower than aver- 
age but well within the range of normal. 
There was an apparent tendency of TSH to 
quicken ART but the effect was slight and 
at no time did ART differences between 
groups reach statistical significance. Imipra- 
mine seemed to be without effect on ART: 
we previously obtained this finding in nor- 
mal young men(13). 

T4-by-column is a measure of bound 
thyroxine iodine. It is more specific than 
the traditional protein bound iodine 
assay(14). It was interesting to note that 
diluent injection seemed to produce a slight 
stimulation of thyroid secretion on both 
Occasions of its use. The effect was slight 
and may indicate no more than random 
variation. The first injection of TSH, on the 
other hand, produced a marked rise in T4- 
by-column after 24 hours. Values had re- 
turned to normal one week later, when a 
Second injection caused a smaller rise. All 18 
Patients were mid-range normal by this 
measure at the outset of the study. 

The T3 uptake test is an indirect measure 
of residual protein binding space for thyroid 
hormones. A high value indicates relatively 
Complete occupancy of proteins by hor- 
mones, suggesting a correspondingly high 
level of free, active hormones, a situation 
that corresponds with hyperthyroidism. Low 
values connote the opposite(15). Our 18 
Patients as a group showed initial values 
that were quite low though still in the nor- 
mal range. It would be unwise to emphasize 
this Point, however, as McClane and as- 
Sociates(16) found similar values in healthy 
Women of similar age who were working in 
Dorothea Dix Hospital and who, like our 
Patients, did not use oral contraceptives. 

TSH caused a prompt rise in T3 uptake 
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FIGURE 2 


Fourteen subscales of the Hamilton Scale were con- 
sidered separately. The difference between the means of 
the two groups is shown for all scales at all times. 
When, for example, the TSH group scored on the average 
one point lower (better) than the P group, the differ- 
ence is plotted as minus one. The Hamilton Scale is so 
constructed that the maximum possible difference at any 
given time on six subscales is two; on eight subscales, 
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(fall in residual binding space) within 24 
hours. One week later values remained high. 
A second injection then had only a slight 
effect, and values slowly normalized. 


Discussion 


The present group of 18 patients was in 
every way comparable to the two groups of 
20 we have previously studied. In all three 


studies the dose of imipramine was identi- 
cal. In our earlier studies we used T3 to 
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potentiate it, in the present study TSH. We 
are thus potentially in a position to com- 
pare T3 and TSH as to therapeutic efficacy. 
TSH as used here was clearly more effective 
in potentiating imipramine than was T3 in 
our previous studies. However, the matter 
of comparability of dose intrudes. There is, 
in fact, present evidence to suggest that ten 
international units of TSH repeated in a 
week causes a greater shift in thyroid state 
than 25 ug. of T3 given orally each day, our 
previous technique. For example, in our 
previous studies at no time did any thyroid 
index depart from the range of normal. In 
the present study, on the other hand, we 
found T4-by-column to exceed normal 
limits on day 2 and we have no way of know- 
ing how long, before day 8, it remained 
elevated. The present TSH patients did 
respond faster than our previous T3 patients, 
but we cannot conclude that TSH is inher- 
ently more effective than T3. 

Nevertheless, TSH is surely potent, and 
we are uncertain whether the second dose of 
the hormone was necessary. HRS mean 
scores had reached 8 the day before its in- 
jection and the T3 uptake test, at least, was 
still elevated. 

TSH injection has no practical advantage 
over T3 ingestion. It is long-acting and ir- 
retrievable. It cannot be adjusted to in- 
dividual need. Although we have not en- 
countered enhanced toxicity in the dose 
range of thyroid hormones we have used 
either in this study or previous ones, we 
would be mistaken if we were to suggest 
that it cannot occur. Surely at some level of 
frank hyperthyroidism imipramine is more 
toxic than it otherwise would be(17-22). If 
this is the case, it would be a practical mat- 
ter of safety to use a short-acting hormone. 

TSH enhances all facets of thyroid func- 
tion. It causes the thyroid gland to secrete 
additional amounts of both T4 and T3Q3). 
This study then does not furnish a definitive 
answer to the question of whether T4 alone 
would enhance the effect of imipramine. A 
consensus, would assume that it would, for 
aside from matters of potency and binding, 
there are no proven differences in action 
between the two thyroid hormones(24). 

The present study is the fifth double- 
blind, placebo-controlled demonstration that 

a thyroid hormone or thyroid stimulating 
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hormone will accelerate the action of one 
or another tricyclic antidepressant. The 
practical clinical advantage offered by this 
phenomenon requires no further exposition, 

We may now turn to the more theoretical 
aspects of this work. To start with, we have 
produced no clear evidence that depressed 
patients have less than optimum thyroid 
function. Regarding ART, our patients were 
slightly slow but well within the range of 
normal. Regarding the T3 uptake test, 
they were borderline low but normal and 
only slightly lower than our own normal 
controls(16). Regarding T4-by-column, our 
patients were mid-range normal. Their T4- 
by-column response to initial injection of ten 
international units of TSH was almost ex- 
actly the same as that observed by Williams 
and associates(25) in normals. Moreover, 
our patients returned to baseline values in 
one week just as did their normal subjects. 
We observed a diminished response to a 
second injection of TSH and this too has 
been shown in normal subjects(26). 

Although the various thyroid indices con- 
sidered separately appeared normal, an in- 
teresting constellation of findings occurred 
on day 8—accelerated response to imipra- 
mine, unchanged ART, normal bound thy- 
Toxine iodine, and diminished residual pro- 
tein binding space (elevated T3 uptake test) 
(see figures 1 and 3). The last two findings 
must be rationalized before the others can be 
considered. 


FIGURE3 i 
Increased levels of thyroid hormones, by delivering p 
increased negative feedback signal, may serve 
stabilize hypothalamic-pituitary function. 
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Possible Explanations 


On day 8 the T4-by-column results in TSH 
patients were again the same as in controls. 
Since nearly all bound iodine is in thyroxine, 
one would take this to indicate that residual 
binding space was normal. However, the T3 
uptake test indicates it was diminished. 
There seem to be four possible explanations. 
First, not all plasma proteins capable of 
binding thyroxine have equal affinity and 
capacity(27). Thus the bulk of newly secreted 
T4is probably bound to albumin and quickly 
given up thereafter. Residual amounts, how- 
ever, might remain bound to other proteins. 
These amounts would be small but they 
could block the binding of labelled T3 when 
it is added in the T3 uptake test and thus 
increase the amount of labelled T3 taken up 
by the test resin. Second, thyroid binding 
proteins may have diminished from day 1 to 
day 8. This could account for the findings 
but it seems an unlikely event. Stress can 
cause such changes(28), but our patients 
were probably less stressed on day 8 than 
on day 1; certainly they showed lower HRS 
and SDS scores. Third, the presence of an 
abnormal protein with a special affinity for 
T3 could account for the conflicting findings 
as well as for the initially low T3 uptake 
test in all 18 patients, but there is no direct 
evidence for such a protein. Fourth, imipra- 
mine might occupy binding spaces, as does 
dilantin(29), but the patients who received 
imipramine (plus diluent) showed no change 
in the T3 uptake test after one month on 
drug. The ultimate interpretation of these 
findings must await the result of comparable 
Studies in normal subjects. 

We were struck by the failure of TSH to 
affect ART. In our previous clinical experi- 
ence T3 has always quickened ART—usually 
Persistently. We can offer no explanation. 
Itis plausible to say that the amount of T4 
evoked by TSH, although considerable, was 
inadequate to do the job. Why, then, did not 
the T3 evoked by TSH quicken reflexes? 
Again one can only speculate that the 
amount evoked was either too small or was 
abnormally bound. In any case, the com- 
ed increased amounts of T3 and T4 as 
Tee and active hormones were sufficient to 
Potentiate imipramine. 

However these problems are resolved, the 
Problem of what thyroid hormones do that 
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could account for imipramine potentiation 
remains, We have previously enumerated a 
number of possibilities(2,3). Among these is 
the possibility that increased levels of 
thyroid hormones, by delivering an increased 
negative feedback signal, serve to stabilize 
hypothalamic-pituitary function (figure 3). 
Danziger and Elmergreen(30) have presented 
a mathematical analysis of this effect as it 
may pertain to periodic relapsing catatonia. 
At first glance it would seem that by giving 
a positive signal from the pituitary, i.e., by 
giving TSH, we had excluded this explana- 
tion. But we have not given a pituitary 
signal, we have only imitated one, and its 
only pituitary-hypothalamic effect is prob- 
ably through its evocation of a negative 
feedback signal from the thyroid—namely, 
increased secretion of thyroid hormones. 
Thus the present study offers no evidence 
bearing on the pertinence of the stabiliza- 
tion concept mechanism. To rule it out, one 
would have to ablate TSH production or 
thyroid gland response to it perhaps by 
induced antibody formation, and this is not 
presently tenable in man. 

Earle's preliminary demonstration that a 
demethylated tricyclic antidepressant, pro- 
tryptyline, can be potentiated by a thyroid 
hormone(4) suggests that the important 
action of thyroid hormones is not to hasten 
the demethylation of tricyclic drugs. This 
idea, which we first proposed on the basis of 
dose mortality studies in animals(18,20,21), 
also suffers from lack of proof that demethyl- 
ated tricyclic antidepressants are clinically 
faster in action than their parent com- 
pounds. In line with this, our later studies 
in rats have shown that induced hyper- 
thyroidism has no clear effect on the dis- 
tribution of radioactive imipramine(31). 

It is generally accepted that imipramine 
becomes an antidepressant only after chronic 
use. Recently Schildkraut(32) has shown in 
rats that the chronic effects of imipramine 
on brain metabolism of norepinephrine (NE) 
can be hastened by administration of a small 
dose of thyroxine. Whether this or any 
other single observation can wholly account 
for the global clinical phenomenon we have 
described is uncertain. At the very least, . 
however, Schildkraut’s work offers a pro 


2 We are indebted to Dr. Irwin J. Kopin for this 
observation. 
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tempore rational basis for the simultaneous 
use of tricyclic drugs and thyroid hormones. 

We remain attracted by the hypothesis 
that tricyclic drugs increase the amounts of 
NE(33) and serotonin(34) in synaptic clefts 
in the interdigitating(35) central aminergic 
systems and that thyroid hormones sensitize 
the response of receptors to whatever 
amounts of amines are present. The latter 
idea, at least as it pertains to NE, gains 
support from our observations that hypo- 
thyroid rats, which are patently hypo- 
adrenergic, show increased NE turnover(36), 
while hyperthyroid rats conversely show de- 
creased NE turnover(37). In some tissues 
thyroid hormones are known to increase 
adenyl cyclase(38) a probable receptor 
substance(39). Recently Paul and associ- 
ates(40) and Abdulla and Hamadah(41) 
showed that its related substance, adenosine 
3', 5', monophosphate (cyclic AMP) is de- 
ficient in the urine of depressed patients. It 
remains to be shown in depressed patients 
that the use of thyroid hormones will hasten 
the production of normal amounts of this 
substance. 
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The Role of Brain Dopamine in Behavioral 
Regulation and the Actions of Psychotropic Drugs 


BY SOLOMON H. SNYDER, M.D., KENNETH M. TAYLOR, PH.D., 
JOSEPH T. COYLE, M.D., AND JAMES L. MEYERHOFF, M.D. 


By comparing biochemical and behavioral 
actions of d- and l- isomers of amphetamine, 
the authors show that locomotor hyperactivity, 
an animal model for the central stimulant 
effects of amphetamine, is mediated by brain 
norepinephrine. By contrast, stereotyped, 
compulsive gnawing behavior in rats, which 
resembles symptoms of amphetamine psy- 
chosis, appears to be regulated by brain 
dopamine. Since haloperidol, a potent blocker 
of dopamine receptors, is uniquely efficacious 
in treating Gilles de la Tourette's disease, the 
authors suggest that hyperactivity of dop- 
amine systems in the brain may be a factor 
in the pathophysiology of this condition. 
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HE CATECHOLAMINES norepinephrine 
and dopamine (figure 1) are presumptive 


neurotransmitters in the brain, Because of 
their interactions with a number of drugs, 
they have been implicated as mediating the 
action of antidepressant drugs, and their 
relative deficit has been suggested as etiologic 
in the pathogenesis of endogenous depres- 
sion(1). Evidence for the “catecholamine 
hypothesis of affective disorders” depends 
largely on the effects of psychoactive drugs 
on mood and on catecholamine disposition. 
Thus reserpine treatment produces in a sub- 
stantial proportion of patients a syndrome 
clinically indistinguishable from endogenous 
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depression(2); in animals it elicits sedation. 
Reserpine's mechanism of action appears to 
involve an impairment of catecholamine 
retention within its storage vesicles in nerve 
endings, resulting in a leakage and sub- 
sequent depletion of catecholamines from 
the brain(3). If one assumes that the release 
of norepinephrine at synapses in the brain is 
associated with mood elevation, catecholamine 
depletion would be expected to cause depres- 
sion. 


Antidepressant drugs, including tricyclic 
compounds and monoamine oxidase inhib- 
itors, are thought to exert their antidepressant 
activity by enhancing central catecholamine 
effects(3). Catecholamines released at syn- 
apses in the brain and in the peripheral 
sympathetic nervous system are inactivated 
primarily by reuptake into the nerve endings 
that had released them(4,5). Tricyclic anti- 
depressants such as imipramine and ami- 
triptyline block this reuptake process, hence 
potentiate synaptically released catechol- 
amines. Monoamine oxidase inhibitors ap- 
pear to prevent oxidative deamination of 
catecholamines, resulting in a build-up of 
catecholamines in nerve endings, which then 
leak out into the synaptic cleft. Since all 
clinically efficacious antidepressant drugs, 
both tricyclics and monoamine oxidase 
inhibitors, can convert the sedation produced 
by reserpine in animals into an excited state, 
reserpine-induced sedation has come to be 
used as an animal model of depression for 
screening possible antidepressant drugs. 

Unfortunately these psychotropic drug 
effects on catecholamines do not differentiate 
between dopamine and norepinephrine, 
since the storage of both is susceptible to 
reserpine treatment; both are acted on by 
monoamine oxidase and by the reuptake 
system, hence are potentiated by monoamine 
oxidase inhibitors and tricyclic antidepres- 
sants. While in most areas of the brain 
dopamine functions as a metabolic precursor 
of norepinephrine, in some brain regions 
such as the corpus striatum (caudate nucleus 
and putamen) dopamine is the predominant 
catecholamine and is a putative neurotrans- 
mitter in its own right. Recently developed 
histochemical fluorescent techniques(6) have 
localized norepinephrine and dopamine to 
specific and distinct neuronal systems in the 
brain. 
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Major norepinephrine tracts in the brain 
have their cell bodies in the brain stem with 
axons ascending in the medial forebrain 
bundle and nerve endings distributed through- 
out the brain but with the highest concen- 
tration in the hypothalamus and limbic 
system. Maps of "reward centers"—brain 
areas in which animals will electrically 
stimulate themselves at high rates—tend to 
coincide with the localization of norepine- 
phrine tracts; the principal reward center is 
located in the area of the medial forebrain 
bundle in the lateral hypothalamus(7). If 
reward centers are involved in the regulation 
of mood, this suggests that norepinephrine is 
the catecholamine most closely associated 
with mediation of affective states. 

The principal brain dopamine tract orig- 
inates in the substantia nigra with nerve 
terminals in the corpus striatum(6), a brain 
region concerned with motor coordination. 
Striatal dopamine has recently been impli- 
cated in the pathophysiology of idiopathic 
Parkinson's disease. The brains of park- 
insonian patients have markedly reduced 
levels of dopamine(8). Treatment with 
L-DOPA, to replace the depleted dopamine 
content, produces dramatic amelioration 
of symptoms(9,10). A dopaminergic e 
that takes origin in the arcuate nucleus 9 
the hypothalamus and has terminals in the 
median eminence has been implicated. in 
regulating the synthesis and release of p 
itary trophic hormones(11). Other dope 
tracts arising in the brain stem terminate n 
the olfactory tubercle and the nucleus a¢ 
cumbens(6). 


As already mentioned, the synaptic a 
ities of catecholamines appear to d 
terminated by their reuptake into the MR 
endings that released them. This rupe 
process in brain can be studied in isola! jo 
nerve endings. When brains are homo A 
nized in isotonic sucrose, nerve endine 
pinch off from their axons, seal up, eo" 
can be isolated in fairly pure form m 
ending particles or *'synaptosomes. ote 
can readily compare catecholamine UP auf 
by dopamine and norepinephrine neur 
using the corpus striatum (in whic (^ti 
percent of the catecholamine con 
dopamine) as an example of dopamine ion 
neurons, while almost any other brain due ial 
contains primarily norepinephrine neur 
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AMPHETAMINE 


In this way we were able to compare the 
Stereospecificity of catecholamine uptake by 
Norepinephrine and dopamine neurons and 
Observed interesting differences that may 
have significant clinical implications. 
Because the beta hydroxyl group of 
norepinephrine creates an asymmetric cen- 
ter, this molecule has two stereoisomers of 
which 1-norepinephrine is the naturally 
Occurring form (figure 1). Dopamine, 
acking a substituent at the beta position, 
Occurs in only one stereoisomeric form. In 
Pos norepinephrine brain regions of the 
at, monkey, and guinea pig, the naturally 
Occurring /-norepinephrine showed four 
limes greater affinity than the d-isomer(12). 
n the other hand, in the corpus striatum, 
s dopaminergic area, there was no difference 
Tes affinities of d- or 1-norepinephrine for 
x CT ey uptake system. It seemed 
io " membranes of the dopamine neu- 
E ees striatum had been created with 
ie ve erence for d- or /-norepinephrine— 
"ier the beta carbon—because they had no 
ibd make such a distinction in recaptur- 
di leir symmetric transmitter, dopamine, 
er its synaptic release. 
ae examine the stereospecificity of dopa- 
ee norepinephrine neuron uptake 
ce Eus at the alpha carbon, we compared 
Roni of d- and /-amphetamine on 
o olamine uptake. Amphetamine has 
ethyl group at the alpha carbon so that 
ere are two isomeric forms, of which d- 
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Structures of norepinephrine, dopamine, 
and amphetamine 
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amphetamine has the greater central stimu- 
lant properties. D-amphetamine inhibits 
catecholamine uptake, and it has been 
postulated that the resultant potentiation of 
synaptically released catecholamine could 
account for its central stimulant properties 
(3). In the cerebral cortex and hypothalamus, 
predominantly norepinephrine regions, 
d-amphetamine was ten times as potent an 
inhibitor of catecholamine uptake as l-am- 
phetamine (table 1)(12). However, in the 
corpus striatum, d- and /-amphetamine 
were equally active inhibitors of catechola- 
mine uptake, and both were more potent 
than d-amphetamine in norepinephrine 
areas. Thus, stereospecificity at both alpha 
and beta carbons exists in norepinephrine 
neurons and is absent in the dopamine 
neurons. The potential clinical relevance 
of these findings will become evident after 
considering the effects of known antiparkin- 
sonian drugs on catecholamine uptake. 


Action of Antiparkinson Drugs 


Many antiparkinsonian drugs are anti- 
cholinergic agents, and it has often been 
presumed that acetylcholine receptor block- 
ade mediated their clinical efficacy(13). 
However, some antiparkinsonian drugs such 
as the antihistamine diphenhydramine 
(Benadryl) are fairly weak anticholinergic 
agents. We observed that a variety of anti- 
parkinsonian agents, be they anticholinergics, 
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TABLE 1 


Inhibition of Catecholamine Uptake Into Striatal and Hypothalamic Synaptosomes 
by Known and Predicted Antiparkinsonian Drugs and by Amphetamines 


CORPUS STRIATUM HYPOTHALAMUS 
?H-DOPAMINE RELATIVE 3H-NOREPINEPHRINE RELATIVE 
DRUGS (IDso CONC.) POTENCY (1Dso CONC.) POTENCY 
Benztropine (Cogentin) 2.0 x 1077M 50.0 4.0 x 10-5M 25 
Trihexyphenidy! (Artane) 7.0 x 10-°M 14 4.7 x 10-5M 02 
Orphenadrine (Disipal) 6.0 x 10-5M 7 4.3 x 10-*M 23 
Diphenhydramine (Benadryl) 4.6 x 10-°M 2 4.2 x 10-95M 23 
Phenindamine (Thephorin) 4.8 x 10-*M 34 4.5 x 10-5M 22 
Diethazine (Diparcol) 8.0 x 10-5M 2 7.8 x 10-*M 13 
Diphenpyraline (Hispril) 4.9 x 1077M 20.1 1.0x 10-5M 10.0 
Desmethylimipramine 
(Petrofrane, Norpramin) 5.0 x 1075M 2 1.0 x 10-5M 200.0 
Amphetamines 
d-Amphetamine 1.0 x 1077M 100.0 3.0 x 107M 333.3 
/-Amphetamine 1.0 x 10-7M 100.0 3.0 x 10-5M 33.3 


Homogenates from the striatum and the hypothalamus were incubated with drugs ranging in concentrations from 5 x 10°*M to 5 x 10"*M and with 0.1 
uM concentration of the respective 2H-catecholamine. !Dso values are the molar concentrations of drugs that produced 50 percent inhibition of 3H-cate- 


antihistamines, indole derivatives, or 
phenothiazines, were potent inhibitors of 
striatal catecholamine uptake in synaptoso- 
mal preparations (table 1)(14). Some of 
these drugs such as benztropine (Cogentin) 
and trihexyphenidyl (Artane) were ten to 
20 times more potent inhibitors of catechola- 
mine uptake in the striatum than in the 
hypothalamus. Their preferential action on 
dopamine neurons contrasts strikingly with 
the selective effect on norepinephrine neurons 
of some antidepressants. Desmethylimipra- 
mine, for instance, was about 1,000 times 
more active in inhibiting catecholamine 
uptake in norepinephrine areas than in the 
dopaminergic corpus striatum (table 1). 

These observations suggest that these 
antiparkinsonian drugs may owe their 
therapeutic efficacy at least in part to 
inhibition of striatal dopamine uptake(14). 
By inhibiting reuptake of dopamine, the 
antiparkinsonian drugs would potentiate the 
effects of dopamine released at striatal 
synapses and tend to counteract the dopa- 
mine deficiency in the brains of patients 
with Parkinson’s disease. 

In light of this hypothesis for the mecha- 
nism of action of antiparkinsonian drugs, 
the absence of stereospecificity of ampheta- 
mine in its actions on dopamine neurons 
takes on therapeutic implication. D-amphet- 
amine has been used in the therapy of 
Parkinson’s disease, but its central stimulant 
effects have restricted doses used to low 
levels. L-amphetamine is a much weaker 
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'umulation and were determined on logarithmic probability graph paper. Data presented are the mean of three independent determinations for which 
errors of the means were not greater than ten percent of the IDso value. Relative potency is the reciprocal of the IDso values x 105. Brand names 


central stimulant. Our model suggests that 
the therapeutic actions of d-amphetamine 
in this disease are related to inhibition of 
catecholamine uptake in the striatum. Since 
d- and l-amphetamine are equally potent 
inhibitors of catecholamine uptake in the 
striatum, /-amphetamine should have equal 
antiparkinsonian activity. However, it could 
be administered in higher doses with fewer 
central stimulant side effects than d-amphet- 
amine and accordingly should be a more 
powerful therapeutic agent. R 
As a test of this hypothesis we examined 
the ability of predicted antiparkinsonian 
agents to prevent the tremor produced by 
oxotremorine. The effects in animals o 
oxotremorine resemble Parkinson’s disease 
and the clinical efficacy of antiparkinsonian 
drugs is closely paralleled by their ability 
to prevent the oxotremorine syndrome(15) 
In support of this prediction, we found d- 
and /-amphetamine equally active in Pn 
venting the tremor and rigidity produce z 
mice by oxotremorine(14). Moret 
diphenpyraline, a drug that is à m 
inhibitor of striatal dopamine uptake (t i 
1) but that is employed clinically only NE 
antihistamine, was highly active in prev 
the oxotremorine syndrome and was cs 
as potent as benztropine. Currently a ps 
trial of /-amphetamine in Parkinson $ dis (to 
alone or in combination with IDOR by 
lower the required dosage of L-DOP. sin 
potentiating newly formed dopamine) ! 
progress at the Johns Hopkins Hospital. 
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TABLE 2 


Effects of d- and /-amphetamine on Locomotor Activity 
and Compulsive Gnawing Behavior of Rats 


ED-50 + SEM 
COMPULSIVE 
NUMBER LOCOMOTOR GNAWING 
DOSE RANGE TESTED OF ACTIVITY BEHAVIOR 
MG./KG. ANIMALS MG./KG. MG/KG, 
d-Amphetamine 0.1-20 84 0.9 + 0.2 21404 
/-Amphetamine 0.1-20 96 8.8 + 0.9" 442 09** 


"Differs from d-amphetamine p < 001 
* 'Differs from d-amphetamine 05 < p < 0.1 
Rats pretreated with iproniazid (150 mg./kg. ip.) were placed in individual photocell activity cages 30 min. before amphetamine injection. Five min after 
injection, locomotor activity was recorded for 30 min. Compulsive gnawing behavior was assessed every 30 min. a: i 
exhibiting compulsive gnawing behavior and the locomotor activity, expressed as percentage of maximal response. 
against amphetamine dose on logarithmic probability graph paper. The ED-50 value + SEM for both types of behavior was cal is graph as the 
dose that produced 50 percent of maximal enhancement of locomotor activity or produced compulsive gnawing behavior in 50 percent of the rats. 


Behavioral Studies of Dopaminergic 
and Noradrenergic Brain Function 


If inhibition of catecholamine uptake is 
related to the pharmacological actions of 
amphetamines, the differential ability of d- 
and /-amphetamine to inhibit uptake by 
dopamine and norepinephrine neurons 
should be reflected in differential effects on 
behavior mediated by dopaminergic or 
noradrenergic systems. Thus behavior 
mediated by central norepinephrine should 
be affected more by d- than by /-ampheta- 
Mine, while the two isomers should have 
Similar effects on behavior mediated by 
dopaminergic systems. 

Amphetamine produces two characteristic 
behavioral effects in rats: 1) locomotor 
Stimulation, which is thought to reflect the 
central stimulant properties of this drug in 
màn, and 2) a stereotyped compulsive gnaw- 
ing syndrome. There is strong evidence that 
amphetamine-induced locomotor stimu- 
lation involves brain catecholamines. Some 
authors have attributed this effect to brain 
Norepinephrine(16-18), while others have 
assigned the predominant role to dopamine 
(19). We compared the effects of d- and l- 
amphetamine on locomotor activity of rats 
Measured by a photocell recorder. For both 
d- and [-isomers activity was enhanced with 
Increasing doses, after which higher doses 
Teduced activity. The time course for am- 
Phetamine action was the same for the two 
Somers. However, d-amphetamine was 
about ten times as potent as /-amphetamine 
(table 2), a result that parallels the ten- 
fold difference in ability to inhibit catechola- 
Mine uptake by norepinephrine neurons. 

There have been many theories to explain 
the central stimulant action of the ampheta- 
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mines, including synaptic release of nore- 
pinephrine, monoamine oxidase inhibition, 
and a direct receptor action. The close 
parallel between variations in potency of the 
two amphetamine isomers in inhibiting 
norepinephrine uptake and enhancing 
locomotor activity suggests that inhibition of 
norepinephrine uptake may be a major 
mechanism of action. It also suggests strong- 
ly that brain dopamine, or at least inhibition 
of its reuptake, is not involved in the central 
stimulant actions of the amphetamines, 

The stereotyped compulsive gnawing 
behavior produced by amphetamine has 
been attributed by some workers to stimula- 
tion of dopaminergic mechanisms in the 
corpus striatum, since it is abolished by 
removal of the corpus striatum and can be 
elicited by direct implantation of dopamine 
into the corpus striatum (20-22). Such Studies, 
however, suffer from the criticism that the 
procedures employed invariably produce 
profound effects on other brain regions, We 
compared the ability of d- and /-ampheta- 
mine to produce compulsive gnawing in rats, 
D-amphetamine was about twice as potent 
as l-amphetamine (table 2), although this 
difference was not quite statistically signifi. 
cant. This is far less than the ten-fold 
difference in the effects of these two isomers 
on locomotor activity and suggests that a 
dopaminergic component may be of impor. 
tance for the compulsive gnawing behavior, 
However, if inhibition of striatal dopamine 
uptake were the sole factor in producing 
gnawing, one might have expected the two 
isomers to have exactly equal potencies. 
Perhaps. a certain level of noradrenergic 
stimulation is required to "turn on" the 
dopaminergic component of gnawing 
behavior. 
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Gilles de la Tourette’s Disease: 
Hyperactivity of Dopaminergic Systems 


It appears likely that the “noradrenergic” 
enhancement of locomotor activity by 
amphetamine reflects its central stimulant 
properties in man. What might be the human 
correlates of the “dopaminergic” compulsive 
gnawing syndrome? Randrup and Munkvad 
(22) noted that d-amphetamine elicited 
stereotyped compulsive behavior in a 
variety of species including mice, pigeons, 
dogs, cats, and chimpanzees. Although in 
several species gnawing was not observed, 
in all animals there occurred stereotyped, 
compulsive, tic-like behavior with repetitive 
movements of head or limbs. These effects 
are reminiscent of the compulsive, tic-like 
involuntary mouthing and limb movements 
that are the principal side effects of L-DOPA 
therapy in parkinsonian patients(9,10). It is 
quite possible that the side effects of L- 
DOPA, like the therapeutic effects of the 
drug, can be attributed to dopamine formed 
from L-DOPA. Accordingly, both the 
amphetamine-induced stereotyped compul- 
sive behavior and L-DOPA motor side 
effects may be pharmacological manifesta- 
tions of hyperstimulation of dopamine 
receptors in the brain, presumably in the 
corpus striatum. 

Several lines of evidence suggest that the 
symptoms of Gilles de la Tourette’s disease 
may be related to brain dopamine. This 
disease usually begins with facial tics, which 
gradually progress to involve arms and legs 
(23). A striking symptom is the occurrence 
of barking sounds, which may develop into 
coprolalia. There has been much dispute as 
to whether this condition has an organic or 
psychodynamic etiology. Neuropathologic 
changes have been reported for one case(24). 
Interestingly, the only lesion observed in the 
brain of this patient occurred in the corpus 
striatum, in which there was an increased 
ratio of small to large neurocytes. 

While the stereotyped compulsive move- 
ments in Gilles de la Tourette's disease 
remind one of similar movements occurring 
as a side effect of L-DOPA therapy and of 
amphetamine-induced stereotyped compul- 
sive behavior, such resemblances hardly 
qualify as evidence of a similar neural 

mechanism. More convincing evidence 
derives from an evaluation of the differential 
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efficacy of drug treatment. 


A large number of psychotropic agents 
have been administered to patients with 
Gilles de la Tourette's disease (table 3), 
usually with discouraging results. Recently, 
dramatic therapeutic responses have been 
obtained with the butyrophenone haloperi- 
dol. What unique properties of haloperidol 
might account for its utility in Gilles de la 
Tourette's disease? The butyrophenones, of 
which haloperidol is an example, share many 
pharmacological actions with the pheno- 
thiazines. Accordingly, haloperidol finds 
clinical utility as an antischizophrenic agent 
(25-27), and in the therapy of acute episodes 
of mania(28). The incidence of extrapyra- 
midal side effects is reportedly very high with 
haloperidol: up to 69 percent(29), and greater 
than with most phenothiazines. 

Phenothiazines and butyrophenones 
markedly accelerate the turnover of 
dopamine in the corpus striatum. The 
relative potencies on a milligram basis are: 
haloperidol > trifluoperazine > chlorproma- 
zine > thioridazine(30,31), which parallels 
the relative capacity of these agents to 
produce extrapyramidal side effects(29,32, 
33). The mechanism of accelerated turnover 
is thought to be blockade of dopamine 
receptors in the corpus striatum, causing 
enhancement of a postulated feedback to 
presynaptic dopamine neurons, which 
respond by increasing dopamine synthesis 
(30,31,34). Thus, both the symptoms of 
idiopathic and drug-induced parkinsonism 
can be attributed to a relative deficiency of 
dopamine at receptor sites in the corpus 
striatum. In the case of idiopathic Parkin- 
son’s disease there is degeneration of the 
dopaminergic neurons and a depletion of the 
dopamine content of the corpus striatum, 
8), while in drug-induced parkinsonism there 
are normal levels of dopamine but the drug 
has blocked receptor sites(30,31,35). 

Knowing that haloperidol is unique ipe 
great potency for blocking dopam 
receptors and that it is uniquely ofc 
in Gilles de la Tourette's disease, à ere 
hypothesis emerges to account for s 
pathophysiology of this condition. 5 
propose that in the corpora striata i 
patients with Gilles de la Tourette's dd 
there is a hyperactivity of dopamineré 
systems. Whether this is produced 
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TABLE 3 


Comparative Efficacy of Haloperidol and Other Treatments in 
Gilles de la Tourette's Disease 


NUMBER OF 
PATIENT NUMBER OF TOTAL NUMBER PERCENT RATED 
TRIALS FAILURES "IMPROVED" "IMPROVED" REFERENCES - 

Haloperidol 48 6 42 87.5 36-59 

Phenothiazines 63 36 27 429 23, 27, 36, 37. 40, 41, 42, 
43, 44, 47, 51. 52, 54, 56, 
57. 60-74 

Minor tranquilizers 34 30 4 118 23, 36, 37. 38, 40, 42, 43 
45, 47, 49, 51, 52. 57, 60, 
63, 64, 75 

Amphetamines 10 7 3 30.0 36, 40, 44, 47, 60, 71, 74, 
77, 79, 80 

Antidepressants 8 8 o 0.0 43, 52, 66, 68, 75 

Anticonvulsants 16 15 1 6.25 36, 37, 40, 44, 47, 49, 52, 

i 56, 64, 67, 71, 75, 76 

Barbiturates 18 16 2 114 23, 36, 43, 47, 49, 57, 62, 
63, 64, 75. 77, 78 

Antiparkinsonians 11 11 0 0.0 38, 51, 52, 57 

Hypnosis 11 9 2 18.2 23, 36, 37, 42, 43, 44, 62, 
63. 66, 73 

Psychotherapy 34 20 14 412 23, 36. 37, 38, 43, 44, 49, 
54, 60, 61, 62, 63, 69, 74, 
75, 78, 79, 80, 81 

Behavior therapy 10 6 4 40.0 36, 37, 51, 82, 83 

Miscellaneous 46 34 12 26.0 23, 36, 37. 42, 46, 47, 50, 


51, 52, 57, 59, 61, 63, 64, 
65, 67, 68, 71, 73, 77,84 


Analysis of clinical trials of various therapies reported in 108 cases of Gilles de la Tourette's disease surveyed in the lit 


lerature. (Often sever 


Nes oven toa single patient.) Each class of treatment is itemized below with the number of patient trials in parentheses. (A) “Phenothiazing 
azine (34), trifluoperazine (9) trifluopromazine (3). thioridazine (8). prochlorperazine (1), promazine (1), promethazine (2), ied (5) ‘Minor 
‘Ampheta dextroamphetaming 


patiens : chlordiazepoxide (10), diazepam (7), meprobamate (7), hydroxyzine (4). bromides (1), unspecified (6). (C) 
, methylamphetamine (1). (D) “Antidepressants”: Imipramine (4), amitriptyline (1). 
(G) “Ane n ‘amobarbital (6), phenobarbital (6), pentobarbital (1), thiopental (1). unspecified (6), 
REN re parkinsonian": orhenadrios: (4) /benstropine (3). trihexyphenidy! (2), unspecified 
mmn Aute (1). deanol (2), mephenesin (4). zoxazolamine (2). reserpine (2 
m S (1), hydrotherapy (1), "faradism" (1) ethanol (2), electroshock therapy 


(10), primidone (3), trimethadione (2), ethosuximide (1). (F) "Barbiturates" 


enhanced release of dopamine, impaired 
inactivation of dopamine, or hypersensitivity 
of receptors is a matter for speculation. 
This proposal would account for the resem- 
blance of the symptoms of Gilles de la 
iret disease to the side effects of L- 
OPA therapy. It would also explain the 
Specific therapeutic efficacy of haloperidol. 
re might predict that administration of 
-DOPA would cause an exacerbation of 
Symptoms of this disease. 
ee one must bear in mind that 
cp if haloperidol relieves the symptoms of 
illes de la Tourette’s disease by blocking 
peni receptors in the corpus striatum, 
d. y no means establishes that "excess 
5 pamine” activity causes this condition. 
ymptoms could be unrelated to dopaminer- 
do neurons yet antagonized by blocking 
d Paminergic activity. Only direct demon- 
ration of the biochemical abnormality in 
uds would constitute “proof.” Nonethe- 
€ss, this hypothesis results in testable 
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isocarboxazid (2), unspecified (1). (E) "Antico diphenylhydantion 
(2). (H) "Miscellaneous": chlorprothixene (3), diphenhydramine (1); 
) belladonna (11. lysergic acid diethylamide (1). insulin (2), Ct n (5), 
(5) lobotomy (3). chiropractic (4), methylcarbamol (1). spontane: 


predictions and, by the suggestion that 
dopamine receptor blockade is a mechanism 
of symptomatic relief, opens the way for the 
rational development of a new pharmaco- 
therapy for this condition. 
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AMITRIPTYLINE AND TRIMIPRAMINE 


Amitriptyline and Trimipramine in Neurotic 
Depressed Outpatients: A Collaborative Study 


BY KARL RICKELS, M.D., PAUL E. GORDON, M.D., CHARLES C. WEISE, M.D., 
STANFORD E. BAZILIAN, M.D., HAROLD S. FELDMAN, M.D., AND 
DANIEL A. WILSON, M.D. 


In a double-blind controlled study of 122 
patients from four populations, amitripty- 
line produced the most and placebo the least 
amount of symptomatic improvement, with 
trimipramine slightly less efficacious than 
amitriptyline; general practice patients 
tended to improve the most and medical 
clinic patients the least. The authors suggest 
that amitriptyline may be more potent than 
trimipramine at equal dosages, as evidenced 
by its greater production of side effects, 
and that the small difference in clinical ef- 
ficacy between the two drugs may thus be 
dosage related. 


T HIS REPORT presents the results of a con- 
trolled double-blind clinical trial, con- 
ducted in depressed neurotic outpatients, 
comparing trimipramine, amitriptyline, and 
placebo as to their respective antidepressant 
properties, 

Trimipramine is a tricyclic antidepressant 
with a molecular structure very similar to 
that of imipramine. It differs from imipra- 
mine only in having a methyl group attached 
to the middle carbon of the three carbon 
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side chain. French clinicians were the first 
ones to stress its antidepressant properties, 
yet most of these early studies were regret- 
fully uncontrolled(1, 2). Recently, reports 
have begun to appear in the English litera- 
ture attesting to the antidepressant proper- 
ties of trimipramine(3-6). . 

The sedative properties of trimipramine 
were stressed by several authors(2-3), par- 
ticularly when comparing it to imipramine. 
In oral dosages up to 150 mg. a day, Burns 
(3) and Salzmann(4) found trimipramine to 
be slightly more effective than imipramine 
in depressed patients. In a five-week com- 
parative trial of trimipramine and amitrip- 
tyline carried out by his general practi- 
tioners group, Wheatley(6) found no drug 
differences in improvement rate, but a slight- 
ly lower incidence of side effects with 
trimipramine. 

Trimipramine thus appeared to be a 
promising new antidepressant, producing 
possibly more sedative and less autonomic 
effects than some of the earlier tricyclic com- 
pounds. A more extensive, well-controlled 
evaluation conducted with depressed neu- 
rotic patients therefore seemed warranted. 
It was felt that amitriptyline would serve as 
an excellent standard agent, not only be- 
cause of its proven antidepressant effects, 
but also because of its sedative effects. 

In order to study both drugs in a large 
sample of depressed neurotic patients en- 
compassing all social classes, several thera- 
peutic orientations, and a variety of depres- 
Sive complaints, the study was conducte 
simultaneously in four depressed popula- 
tions. There has been some indication from 
earlier research that amitriptyline tends tO 
produce more improvement in middle socia 
class general practice patients than in lom 
social class clinic patients(7). It will be a 
teresting to see whether this finding can 
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TABLE 1 
Population Differences: Demographic Variables 
MEDICAL PSYCHIATRIC GENERAL PRIVATE 
CLINIC" CLINIC” PRACTITIONER" PSYCHIATRIST” TOTAL 
VARIABLE (N=26) (N=37) (N=32) (N=27) (N=122) 
Study status 
Completer 19 19 29 21 88 
Dropout 7 18 3 6 34 
Sex 
Male 1 6 p 7 23 
Female 25 31 23 20 99 
Race 
White 2 10 24 27 63 
Negro 24 27 8 0 59 
Mean age (years) 49 40 44 43 44 
Marital status 
Married yi 11 19 19 56 
Single 3 10 7 6 26 
Divorced, separated, 
widowed 16 16 6 2 40 
Education 
Seventh grade or less 9 4 2 0 15 
Partial high school 
or less 15 16 9 8 48 
High school or 
college 2 17 20 19 58 
Occupation 
Welfare or unemployed 9 8 o 0 17 
Unskilled or 
semiskilled 5 14 6 4 29 
Housewife 11 8 12 n" 42 
Other 1 6 13 12 32 
Head of household 
The patient 16 25 17 9 67 
Husband 7 8 13 15 43 
Other 3 4 2 3 12 
Social class 
Class 1-111 o 1 4 12 17 
Class IV 3 11 19 10 43 
Class V 22 24 B 5 59 
(Social index score) (71) (63) (52) (43) (57) 


*N varies slightly due to missing data. 


confirmed in the present study. 


Method 
Population 


The study population consisted of 122 
neurotic depressed outpatients, with or with- 
Out concomitant anxiety and/or somati- 
zation, attending either the medical and 
Psychiatric psychopharmacology clinics of 
the Philadelphia General Hospital (PGH) or 
the offices of three general practitioners 
(GP) and two private psychiatrists (PP). 
Patients with evidence of organic brain syn- 
drome, psychosis, sociopathy, and alcohol- 
ism were excluded. 

The characteristics of the four populations 
are given in tables 1 and 2. Perusal of these 
tables indicates that the four populations 
differed primarily in areas related to social 
class and its associated variables, such as 
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race, social and marital stability, and treat- 
ment expectations. Lowest social class, 
highest percentage of Negroes, and most 
marked marital instability were found 
among medical clinic patients, while high- 
est social class, lowest percentage of Ne- 
groes, and best marita] and social adjust- 


ment were found in the two private (GP 
and PP) patient groups, 


It is of interest that psychiatric private as 
well as clinic patients were most acutely ill, 
and while all patients were rather heavily 
pretreated with medication, only the gener- 
al practice population reported fairly good 
previous drug responses, The medical clin- 
ic group included the highest percentage of 
patients who did not realize that they had 
emotional problems, and in both clinic 
populations, physicians rated drug treat- 
ment alone—and not in combination with 
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TABLE 2 
Population Differences: Predictor Variables 
MEDICAL PSYCHIATRIC GENERAL PRIVATE 
CLINIC* CLINIC’ PRACTITIONER" PSYCHIATRIST” TOTAL 
VARIABLE (N=26) (N=37) (N=32) (N=27) (N=122) 
Psychiatric diagnosis 
Depressive reaction 13 16 7 11 47 
Mixed anxiety- 
depressive reaction 12 14 19 8 53 
Other 1 7 6 8 22 
Duration of illness 
«1 year 6 20 9 17 52 
>1 year 20 17 23 9 69 
Number of previous 
psychiatric drugs taken 
0 4 12 B 9 33 
1 6 11 12 5 34 
2+ 16 14 12 13 55 
Response to previous 
drugs 
Very good or good F 8 16 2 33 
Fair or poor 15 17 8 16 56 
Patient realizes he has 
emotional problems 
Yes 15 28 30 25 98 
No or uncertain 11 9 2 2 24 
Form of treatment most 
suitable for patient 
Drugs atone 20 27 6 5 58 
Psychotherapy or 
guidance 0 o 4 4 8 
Combination 6 10 22 18 56 
Physician's prognosis 
for present therapy 
Good 23 22 18 17 80 
Fair or poor 3 15 14 10 42 
Patient's prognosis 
for present therapy 
Good 17 11 24 9 61 
Fair or poor 9 21 8 18 56 
Additional psycho- 
therapy or guidance 
offered 
Yes 3 13 30 27 73 
No 23 24 2 o 49 
Time spent with FIRST AFTER FIRST AFTI AFTER 
patient — VISIT TWOWKS. VISIT TWO Wks. visit TWO WKS. Misir TWO WKS. visit TWO WKS. 
<10 min. o 4 o 13 o 1 o 0 0 y? 
11-20 min. M" 11 11 M" 22 22 4 6 48 50 
21-30 min. n 7 21 3 10 8 9 9 51 2 
31+ min. 4 o 5 1 o o 14 11 23 12 


*N varies slightly due to missing data. 


guidance or psychotherapy—as the most 
appropriate treatment approach. 

While the physicians’ good prognostic 
estimation for medical clinic patients may 
have been slightly unrealistic, it was, as ex- 
pected, poorer in both psychiatric popula- 
tions. Finally, it is of interest that in con- 
trast to clinic psychiatrists, general practi- 
tioners and private psychiatrists reported 
that they provided their patients more fre- 
quently with at least some additional guid- 
ance or psychotherapy in addition to drugs; 
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yet general practitioners spent less time with 
their patients than all other physicians. 
Investigators 

Three general practitioners, two private 
psychiatrists, and several psychiatric resi- 
dents and staff psychiatrists of the : 
Psychopharmacology Clinic participated in 
the present study. All physicians had pre- 
vious experience in drug evaluation within 
our research group, and our private phy- 
sicians treated all patients in their ow? 
offices. 
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TABLE 3 
Experimental Design 
MEDICAL PSYCHIATRIC GENERAL PRIVATE 
CLINIC CLINIC PRACTITIONE 
DRUG (N -26) IN 737) (N=32) ii d INS 122) 
Amitriptyline 9 12 10 9 40 
Trimipramine 9 12 11 94: 41 
Placebo 8 13 11 9 41 
Study Design daily. 


Patients were randomly assigned within 

each of the four populations to either tri- 
mipramine, amitriptyline, or placebo. A 
double-blind methodology was employed, 
and medication was provided in system- 
atized random order so that each of the three 
medications was equally distributed among 
nine patients. As can be seen in table 3, the 
122 patients who participated in the study 
were fairly evenly divided among the four 
populations. 
_ Study duration was four weeks, and pa- 
tients were evaluated biweekly. Data were 
analyzed using factorial (three drugs x four 
populations) and univariate covariance 
techniques, and also Student's t tests and 
chi-square tests, when appropriate. The 
Study atmosphere can be considered thera- 
peutic in all four patient groups; most 
physicians felt comfortable in prescribing 
drugs, and with few exceptions, patients 
were not told specifically of the research 
nature of this project. 


Medication 


; The three medications were prepared in 
identical capsules, each containing either 25 
mg. of amitriptyline, 25 mg. of trimipra- 
mine, or inert substance. 

Daily dosage for the first two weeks was 
75 mg. of each active drug, and this level 
Was raised for the second two-week peri- 
Od to 150 mg. Each patient was provided 
with additional medication in case he might 
have to cancel an appointment. All patients 
Were requested to return all unused medica- 
tion, and pill counts were performed when- 
ever possible. Patients were instructed to 
take one capsule three times a day during 
the first two weeks and two capsules three 
limes a day during the second two-week pe- 
riod. The occurrence of side effects prevented 
9nly 13 patients from having their medica- 
tion raised to the six-capsule maximum; 
these patients received three to five capsules 
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Only two trimipramine, one amitripty- 
line, and one placebo patient took less than 
50 mg. a day and were therefore excluded 
from all further data analyses. Most patients 
took the prescribed dosage of 75 mg. a day 
during the first two-week period; and 74 per- 
cent of the amitriptyline, 80 percent of the 
trimipramine, and 84 percent of the placebo 
patients took more than 100 mg. a day dur- 
ing the second two-week period. The aver- 
age mean intake during this period was 5.4 
capsules for the amitriptyline, 5.5 for the 
trimipramine, and 5.5 for the placebo pa- 
tients. 

Medication guesses made by the treating 
physician after two and after four weeks of 
treatment did not significantly differentiate 
between patients on active drugs and on 
placebo. A trend, however, existed to least 
frequently rate amitriptyline patients as be- 
ing on placebo. At four weeks, for example, 
the physicians guessed that only one ami- 
triptyline patient, but six trimipramine and 
eight placebo patients, were on placebo. 
One may well assume that in this study the 
presence of side effects has influenced med- 
ication guesses more strongly than in stud- 
ies with anti-anxiety agents(8). 

Clinical Criterion Measures 

l. Intake Form (completed at first visit), 
used for recording demographic and predic- 
tor variables. 

2. Physician Questionnaire (completed on 
each visit), on which anxiety, depression, ir- 
ritability, hostility, phobia-obsession, hypo- 
chondriasis, somatization, insomnia, appe- 
tite disturbance, and headaches are rated on 
7-point scales, ranging from “not present" 
[1] to “present all the time"[7]. The first 
five items form the Emotional and the sec- 
ond five items the Somatic Cluster. A Glo- 
bal Estimate of Psychopathology is made 
by the physician on a 7-point scale. During 
the second and third visits, information is 
elicited on dosage deviation, side reactions, 
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and intercurrent external events. Finally, at 
each visit the physician records time spent 
with the patient, type of additional suppor- 
tive therapy offered (e.g., guidance, advice, 
ventilation, none), as well as weight, blood 
pressure, and pulse rate. 

3. Physician Depression Scale (complet- 
ed on each visit), consisting of 23 items, 
each rated on a 4-point scale. This modi- 
fied Hamilton Depression Scale(9) pro- 
vides four major clinical clusters that to- 
gether form its total score(7). 

4. Patient Self-Rating of Depression 
(completed on the first and last visits), a 20- 
item rating scale developed by Zung(10). A 
recent factor analysis of 700 neurotic de- 
pressed patients indicated two major and 
three minor factors. These factors are: fac- 
tor 1) Depressive Mood/Outlook for Fu- 
ture—mind as clear as used to be, hopeful 
about future, find decisions easy to make, 
feel useful and needed, life pretty full, en- 
joy things used to do; factor 2) General 
Depression and  Agitation—downhearted 
and blue, crying spells, trouble sleeping, 
tired for no reason, restlessness, irritability, 
"others better off if I were dead"; factor 3) 
Appetite Disturbance—eat as much as used 
. to, losing weight; factor 4) Somatic—con- 

stipation, heart beats faster than usual; and 

factor 5) Performance—feel best in morn- 

ing, enjoy sex, find it easy to do things I 

used to do. i 

5. Global Improvement Rating (com- 
pleted at two and four weeks independently 
by the patient and physician), ranging from 
“ +3” (very much better) to “0” (no change) 
to “-3” (very much worse). 

6. Disposition Form (completed by the 
physician at the third and last visits or as 
soon after dropout as possible), on which the 
patient’s global evaluation of therapeutic 
efficacy, final disposition, and drug prefer- 
ence are recorded. 


Results 
Completion Rate 


Eighty-eight patients completed four 
weeks of treatment and 34 patients dropped 
out (table 1). The percentage of dropouts 
was highest in the psychiatric clinic group 
and lowest in the general practice group. 
Eleven patients dropped out after the initial 
visit and 15 patients after the second visit. 
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In addition, eight patients were dropped by 
the doctor either because of side effects or 
unwillingness to continue on medication. 
Dropouts were evenly distributed among the 
three medication groups, with 13 patients 
dropping out on amitriptyline, 11 on tri- 
mipramine, and ten on placebo. 

Mail contact with 14 dropout clinic pa- 
tients indicated that ten of the 14 patients 
had stopped taking medication; and while 
four patients on trimipramine and three on 
amitriptyline felt unimproved, four patients 
on amitriptyline and two on placebo re- 
ported improvement. 

Compared to dropouts, completing pa- 
tients included a higher proportion of whites 
(x? =5.04, p<.05), were slightly more ed- 
ucated (n.s.), reported significantly more 
global improvement (x? =7.98, p <.01), 
and adhered more closely to prescribed drug 
dosage (t =1.71, p. <.10). 

Important External Events 

Each physician inquired at two and at 
four weeks whether any intercurrent posi- 
tive or negative external events had oc- 
curred during the past two weeks. It is of in- 
terest to note that while drugs did not 
affect the reporting of external events, at 
two and at four weeks psychiatric private 
as well as clinic patients reported more 
positive and negative events than did gen- 
eral practice and medical clinic patients 
(31 versus 12 events). One may assume that 
psychiatrists provided a therapeutic climate 
conducive to gaining more than just symp- 
tom information. 

Physiological Variables 

No noticeable drug effects were observed 

on pulse rate, blood pressure, or weight. 


Side Reactions 


All symptoms that patients associated 
with drug intake, regardless of whether the 
physician agreed or not, and that patients 
reported spontaneously were defined as 
side reactions. Patients were asked to p 
port any effects from the medication, Y*- 
NO specific inquiry into such side reaction 
was made. ich 

With the exception of sedation, ma 
general practice patients reported more n 
quently for the two active agents than a 
psychiatric patients, no population diffe 
ences in the reporting of side effects 
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TABLE 4 i 
Number of Patients Reporting Side Effects for Several Clusters 
(Incidence of Side Effects Given in Parentheses)* 
0-TWO WEEKS TWO - FOUR WEEKS 
AMITRIPTYLINE — TRIMIPRAMINE 
(75 Mg, PER (76 Ma. PER ANBO MG. PER TISO MG, PER. 
Y] AY) 
sive EFFECT (N30 (N-38) use) [194 (30) reat 
Sedation 18 (26) 12 (20) 9 (12) 11 (17) 10 (16) 6 (6) 
Stimulation 9 (9 9 (17)°" 3 (5) 5 (6) 6 (8 1.0 
Autonomic 24 (32) 9 (10) 4 (9*'* 15 (19) 7 (7) e (7) 
Allergic 1 0) 1 (1) TO. [uU - 0 at 0 = 
Miscellaneous 3 (4) 105 2 (3 0, 22 i 1 (0 
Total 27 (72) 22 (49) 12 (30) 19 (42) 15 (31) 11 (16) 


"Total number of side effects reported 
" "One patient had six symptoms. 


Observed. Consequently, all side reaction 
data are presented for drugs only. 

Table 4 gives side reaction data for the 
two- and four-week study periods. Number 
of patients reporting side reactions and in- 
cidences of side reactions are subdivided in- 
to five major categories. At two as well as 
at four weeks, a significantly larger number 
of patients reported side effects on active 
drugs than on placebo, with amitriptyline 
producing the most side effects (0-two 
weeks, df 2, p «.001; two-four weeks, df 2, 
p «.05). These differences are particularly 
noticeable in the sedative (0-two weeks, df 
2, p «.05; two-four weeks, df 2, p «.20) and 
the autonomic categories (0-two weeks, df 
2, p «.001; two-four weeks, df 2, p <.01). 
Amitriptyline produced by far the most 
autonomic effects. 

Side reactions decreased during the third 


and fourth weeks despite an increase in 
daily dosage. Table 5 presents the main 
individual side effects and rates their sever- 
ity. It is of interest that while at two weeks 
about 50 percent of drug patients reported 
side effects that disturbed them to a marked 
degree, this rarely occurred at four weeks, 
supporting our earlier statement that side 
effects decrease with time. 

It should be added here that a 51-year- 
old white male patient with a minimal pre- 
existing circulatory disease became euphor- 
ic, slightly delusional, and experienced au- 
ditory and visual hallucinations at night. 
This man had had a psychotic breakdown 
ten years earlier. Withdrawal of trimipra- 
mine and the prescription of trifluoperazine 
markedly improved the patient's con- 
dition in several days. 

In summary, amitriptyline produced the 


TABLE 5 
Main Individual Side Effects 


0-TWO WEEKS 


TWO -FOUR WEEKS 


AMITRIPTYLINE — TRIMIPRAMINE 


TRIMIPRAMINE 
150 MG. PER 


AMITRIPTYLINE 
150 MG. PER 


75 MG. PER 75 MG. PER 
SIDE EFFECT DAY DAY PLACEBO DAY DAY PLACEBO 

Drowsiness 

Mild 9 6 6 10 8 4 

Marked 7 5 2 0 D 1 
Weakness/fatigue 

Mild 5 4 3 7 4 1 

Marked 5 5 1 o 2 [) 
Dizziness 

Mild $ 7 1 1 

Marked s 5 1 1 1 0 
Blurred vision 

Mild 4 o o 2 1 o 

Marked * 0 o 1 o (0 (o 
Dryness of 
mouth/throat 

Mild 9 5 1 2 3 2 

Marked 4 0 1 3 o 1 
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FIGURE 1 
Four-Week Improvement (Change Scores) for 
Four Populations: Physican Depression Scale 


(Mood Cluster) 
10 


F Ratio (df 3.75) = 3.11, p<05 
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most and placebo the least amount of side 
effects, with trimipramine assuming an in- 
termediary position. Largest differences be- 
tween amitriptyline and trimipramine ex- 
isted in autonomic side effects. 


Clinical Improvement 


Data were analyzed for the two- and four- 
week study periods using a 3 (drugs) x 4 
(populations) factorial analysis of covar- 


FIGURE 2 
Clinical Improvement as a Function of Drugs and 
Population: Patient Global Improvement Rating, 


Two-Week Period 
6 


F Ratio = 4.51, p<.05 
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iance design. Since at two weeks only the 
Emotional Cluster of the Physician Ques- 
tionnaire and the Mood Cluster of the 
Physician Depression Scale indicated sig- 
nificant drug effects at the five percent level, 
with amitriptyline but not trimipramine be- 
ing significantly different from placebo, 
only the four-week period data will be pre- 
sented. 

Improvement data are given for main 
drug effects only, since only one significant 
drug x population interaction effect occurred 
and since main population effects (p «.05) 
were noted only in the Somatic Cluster of 
the Physician Questionnaire, the Somatic 
and Mood Clusters of the Physician Depres- 
sion Scale, and in factor 2 of the Zung Scale. 
These population effects always indicated 
lowest level of improvement for medical 
clinic patients and highest level of improve- 
ment for general practice patients, a finding 
that concurs with some of our earlier work 
(7, 11). It is of interest that middle social 
class private psychiatric patients frequently 
showed as little improvement as lower so- 
cial class medical patients (figure 1). Oc- 
casionally, we also noted a trend for place- 
bo patients to improve more in our two 
clinic populations than in the private prac- 
tice population, while the reverse was true 
for drug patients. Although these interac- 
tion effects were similar to the ones observed 
earlier, they were significant in only one 
criterion measure (see figure 2), quite in con- 
trast to findings in research carried out with 
anti-anxiety agents(11). : 

A review of table 6 indicates that signifi- 
cant drug effects were obtained for the four- 
week study period in all criterion measures 
of the Physician Questionnaire and the 
Physician Depression Scale, as well as m 
one Global Improvement Rating. A rer 
of the adjusted post mean scores (derive 
from an analysis of covariance) indicates 
that, generally speaking, amitriptyline pro; 
duced the most and placebo the least "s 
provement, with trimipramine frequent y 
being closer to amitriptyline than to place 
bo. 

Table 7 gives the same four-week data P 
the Zung Depression Scale. Drug effects T 
seen in factors | and 2 as well as in the to de 
Score. No drug effects are seen in the ut 
minor factors, i.e., 3, 4, or 5. In gener?^ 
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TABLE 6 


Clinical Improvement (Adjusted Post Means) 
over the Four Week Treatment Period 


AMITI N 
MEASUREMENT weno Nea "wean F RATIO r< 
\ Physician Questionnaire 
| clusters 
Emotional 1.87 2.16 2.48 3.78 05 
Somatic 1.80 1.79 2.18 3.64 05 
Total score 1.84 1.97 2.33 3.84 05 
Global Estimate of 
Psychopathology 2.62 2.75 3.28 3.54 05 
Physician Depression 
Scale clusters 
Mood 39 53 69 4.63 05 
Psychomotor 25 41 57 5.38 01 
Pathological thought 22 34 60 9.72 001 
Somatic 49 58 37 4.33 05 
Total score 36 48 67 7.36 01 
Global endpoint rating: 
Patient (1 — 5) 329 3.16 2.63 227 ns 
Global endpoint rating 
Physician (1 - 7) 522 527 4.65 3.50 .05 


one may say that the results from the Zung 

Scale are slightly less significant than the 

results obtained with physician measures. 

We also combined the four populations 
and conducted a series of one-way analy- 
Ses of covariance in order to test for out- 
Come differences between each individual 
drug. and placebo, as well as for homo- 
Beneity of regression. These analyses indi- 
cated for the four-week period that trimi- 
Pramine produced significantly more im- 
Provement (p «.05) than placebo in the So- 
matic Cluster of the Physician Question- 
paire and in the Somatic and Pathological 

hought Clusters and the total score of the 

Physician Depression Scale. A similar trend 

(P <.10) was found in factors 1 and 2 of the 

Zung Scale, in the Global Estimate of 
! Psychopathology, and in both Global Im- 
provement Ratings. 

Amitriptyline produced significantly 
more improvement (p <.05 or p <.01) than 
placebo in all clusters and the total scores of 
the Physician Questionnaire and the Physi- 


cian Depression Scale, the Global Estimate 
of Psychopathology, and factor 1 and the 
total score of the Zung Scale. Amitripty- 
line also produced more Global Improve- 
ment than placebo (p <.10). No compari- 
son of the two active agents gave signifi- 
cant differences, yet amitriptyline consis- 
tently produced slightly higher improve- 
ment than trimipramine. 

Significant heterogeneity of regression 
rarely occurred, yet a trend was frequently 
seen for amitriptyline to produce the 
shallowest regression slope and placebo the 
steepest one. Again, the trimipramine re- 
sponse was intermediary. Thus amitripty- 
line appears to be particularly effective in 
the initially sicker patients, whereas place- 
bo is not, and trimipramine tends to pro- 
duce results that are closer to amitriptyline 
than to placebo. Figure 3 illustrates this 
trend with data from the Pathological 
Thought Cluster of the Depression Scale, the 
only criterion in which significant hetero- 
geneity of regression was found. 


TABLE 7 


Clinical Improvement over the Four-Week 
Treatment Period: Zung Depression Scale 


MEASUREMENT et HE s in ee PESO. F RATIO P< 
fastoj 2.26 241 272 2.88 10 

| 2 1.70 177 2.08 3.38 05 
$ 1.73 176 1.86 44 ns. 

4 1.78 1.63 1.65 85 ns. 

, B 2.96 2.95 3.14 89 ns. 
Total score 207 2.13 237 322 05 
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FIGURE 3 
Significant Heterogeneity of Regression: Physician 
Depression Scale (Pathological Thought), 
Four-Week Period 
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F Ratio=6.43, p- .01 
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Discussion 


This double-blind, placebo controlled 
study. again confirms the superiority of ami- 
triptyline over placebo in the treatment of 
neurotic depressed outpatients. It also dem- 
onstrates significant trimipramine-placebo 
differences, even if these differences tended 
to be slightly less marked than the ones ob- 
served with amitriptyline. 

Since amitriptyline has more sedative 
properties than imipramine, it was consid- 
ered the more appropriate drug with which 
to compare trimipramine. And, indeed, 
while Burns(3) and Salzmann(4) found 
trimipramine to be superior to imipramine, 
a tricyclic drug with fewer sedative prop- 
erties than amitriptyline, we could not dem- 
onstrate any superiority of trimipramine 
over amitriptyline. 

The present results, in fact, tend to agree 
with Wheatley’s findings, namely, that the 
most significant difference between amitrip- 
tyline and trimipramine lies in the report- 
ing of side effects rather than in clinical 
efficacy. Wheatley permitted greater flexi- 

bility in prescribed dosage; the large num- 
ber of his patients who thus took less than 
the maximum dosage of 150 mg. per day 
may account for the fact that Wheatley 
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found slightly fewer side effects and no 
trend for amitriptyline to produce more im- 
provement than trimipramine. 

In contrast, significantly less dosage de- 
viation occurred in our study. Assuming that 
amitriptyline may be more potent than trim- 
ipramine at the same dosage, as indicated 
by the fact that amitriptyline produces more 
side effects at this dosage than trimipra- 
mine, it may well be that the lower degree of 
dosage deviation in our study explains why 
our patients reported more side effects than 
Wheatley’s and, more importantly, why we 
found amitriptyline to have a slightly greater 
clinical efficacy than trimipramine. 

Two-week data were not remarkable. 
Drug effects occurred only in two measures, 
with amitriptyline, but not trimipramine, 
producing significantly more improvement 
than placebo. While this seems to attest toa 
slightly slower action of trimipramine, à 
slightly faster action of amitriptyline was 
expected. ; 

It is of interest to us that fewer population 
or population x drug interaction effects were 
noted in this study than in earlier ones, 
even when the same trend was present with 
lower social class medical clinic patients t0 
improve the least and middle-class general 
practice patients the most. However, In con- 
trast to earlier studies, we had included a 
middle social class private psychiatric popu 
lation, a population whose improverner 
rate frequency was more similar to the om 
seen in our medical clinic than in the gener 
al practice population. 

Since patients are usually only sen 
private psychiatrist after all other trea he 
attempts in general practice have failed, at 
slower therapeutic response observed n 
population was to be expected. The fin Me 
that compared to all other populations, E 
vate psychiatric patients were more ac 
ill, yet were also greatly drug pre-tit 
with poor results, further attests to 2 G 
tain treatment resistance in this population: ; 

A few additional findings deserve com 
ment. The insensitivity of factors 3, 4, n 
of the Zung Scale may be caused by iain 
instability of these factors, which eR 5 
only two or three items each. But even d 
total score and the two major factors ad 
2 are slightly less sensitive than phys os, 
measures in detecting treatment differen 
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a finding we have made frequently(12). 

The observation that completers,compared 
to dropouts, included a higher percentage of 
white patients, were more educated, adhered 
more closely to prescribed dosage, and im- 
proved more indicates again that low socio- 
economic patients have difficulties in adher- 
ing to a given treatment regimen and fre- 
quently drop out if no immediate benefit is 
noted. 

In contrast to an earlier study in which 
we compared protriptyline, meprobamate, 
and placebo in depressed outpatients(13), 
we could not find any effect of age on treat- 
ment outcome; more specifically, patients 
under 40 years of age did not behave dif- 
ferently than patients over 40 years of age. 
Dividing our populations into "high" and 

low" anxious patients also produced no 
consistent results. Of 14 outcome criteria 
tested, only in factor 1 of the Zung Scale 
was a main anxiety effect (p « .05) present, 
with high anxious patients improving more 
than low anxious patients. Also, only in 
factor 3 of the Zung Scale did a drug x 
anxiety interaction effect occur, with trimi- 
pramine producing most improvement in 
low anxious patients and amitriptyline most 
improvement in high anxious patients. 

Finally, the observation that amitriptyline 
produced more side effects than trimipra- 
mine, both drugs given in identical dosages, 
deserves mention. This was also found by 
Wheatley(6). The fact that side effects de- 
creased with time, despite an increase in 
dosage, attests to the clinical experience 
that if one is able to persuade a patient to 
lake a drug for one to two weeks, side 
effects frequently will subside. 

In conclusion, a clinician considering 
both drugs for the symptomatic treatment 
of depressed outpatients has to weigh the 
slightly higher efficacy of amitriptyline 
against the lower incidence of side effects, 
particularly of an autonomic and sedative 
type, produced by trimipramine. He also 
has to consider that amitriptyline seems 
lo be particularly effective in the initially 
Sicker patient, while trimipramine is not. 
This latter statement is given with some 
Teservations, since the significant hetero- 
geneity of regression occurred in only one 
measure. Finally, one may speculate that 
trimipramine has less potency than amitrip- 
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tyline when the two drugs are taken in 
equal amounts and that the small difference 
in clinical efficacy between the two drugs 
may thus possibly be dosage related. 


Summary 


This double-blind controlled study, con- 
ducted with 122 neurotic depressed out- 
patients from four depressed neurotic 
populations that differed in such important 
variables as treatment setting, treatment 
expectation, social class, and severity of 
depression, indicated consistent main drug 
effects, with amitriptyline producing the 
most and placebo the least amount of symp- 
tomatic improvement. The response of trimi- 
pramine was frequently closer to amitripty- 
line than to placebo. While amitriptyline 
produced significantly more improvement 
than placebo in almost all outcome criteria, 
the trimipramine response was slightly 
weaker, yet a number of significant trimi- 
pramine-placebo differences were obtained. 

Side effects, particularly sedative and 
autonomic ones, were produced more fre- 
quently by amitriptyline than by the other 
two agents. 

General practice patients tended to im- 
prove the most and medical clinic patients 
the least. Frequently, private psychiatric 
patients improved as little as medical clinic 
patients. Yet hardly any drug x population 
interactions occurred, even when in most 
measures the largest drug-placebo differences 
were seen in general practice patients and 
the smallest in medical clinic and private 
psychiatric practice patients. 
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Critique of Studies of Lithium Salts in the 
Treatment of Mania 


BY WILLIE KAI SHULL, M.D., AND JOSEPH D. SAPIRA, M.D. 


The authors review all available studies of 
lithium therapy of mania (comprising 805 
patients) to determine whether lithium's 
pharmacologic efficacy has been demon- 
strated in the customary manner. All studies 
reviewed except for one were found to have 
serious methodological deficiencies. The 
authors conclude that the available data 
demonstrate neither efficacy nor inefficacy, 
primarily because of inadequate experi- 
mental design. 


ple Cade's initial report(1) 
that the administration of lithium salts 
diminished manic symptoms, other investi- 
gators have claimed replication. Lithium! 
has been advocated mainly for the control 
of manic excitement in which it is said to 
stabilize mood and decrease hyperactivity 
without producing sedation or altering 
thought processes(2) A therapeutic effect 
has also been alleged for lithium in other 
psychiatric disorders(3-8). This paper is an 
evaluation of the literature to determine 


Dr. Shull is an intern at St. Vincent's Hospital and 
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! The word “lithium” is used here to mean the lithium 
ion, not the free metal. 
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customary pharmacologic criteria to be 
effective in the treatment of mania. 


Materials and Methods 


Twenty-six papers available in English 
reporting experience with the use of lithium 
salts in the treatment of mania were re 
viewed. Bibliographic sources included the 
Index Medicus, 1949-1968, Psychopharma- 
cology Abstracts, 1961-1968, the Na- 
tional Library of Medicine’s Literature 
Search on Lithium in Manic Depressi 
Iliness(9), and the extensive bibliography 9 
Kline and Kistner(10). The papers were eval- 
uated to determine whether experiments 
reported were done according to the d 
tifically rigorous standards that would co i 
stitute proof of drug efficacy(11). The cr 
teria used were as follows: —— eit 

l. Subjects should be assigned to tT ‘it 
ment and control groups in a fashion t m 
will insure that results will not be determin 
by variables other than drug action. "s 

2. Control periods in the study shou eit 
clude placebo administration to po 
biased results from placebo reactions 
natural remission. : jd be 

3. The experimental design shona oe 
such that the influence of observer n 5 
tient expectations will minimally aie ud 
results. In dealing with psychoactive C7" 
this necessitates a double-blind type 9 
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cedure. 

4. The subjects used in the study should 
be carefully described. The criteria used to 
select the patients and to make the diag- 
nosis of the disease under study should be 
clearly stated. This decreases the chance 
that patients in the study are being treated 
for different diseases and makes inter- 
investigator replication possible. 

5. Clinical status should be judged by ob- 
jective means wherever possible. The varia- 
bles that are being observed should be 
clearly stated. Casual, ill-defined, and hetero- 
metric impressions by workers caring for 
patients are not reliable and are not subject 
to meaningful analysis. 

6. The results should be evaluated by sta- 
tistical methods appropriate to the design. 


Results 


Seventeen papers(1, 12-27) were rejected 
because no attempt was made to use controls 
in the study reported. Placebos were not 
used in these studies. Five papers(3, 28-31) 
were rejected because the controls were in- 
adequate. 

Zall and associates(31) and Baastrup and 
Schou(3) used no placebos but attempted 
to use the histories of chronic relapsing pa- 
tients as controls. These are not adequate 
because they do not take into account the 
many variables involved in placing a patient 
in a drug study. (The work of Baastrup and 
Schou[3] has been critically examined at 
length by Blackwell and Shepherd[32].) A 
documented rebuttal defending the analysis 
of the data was published by Angst and 
associates(33). Jacobson(29) attempted to 
use a set of *matched controls” consisting 
of records of patients who had been treated 
Prior to the introduction of lithium. These 
are inadequate for the same reason. Whar- 
ton and associates(30) did use placebos but 
this was not done in a double-blind fashion. 
Gershon and Trautner(28) used placebos in 
three patients but do not say what type of 
design was used in administration. 

Four papers claimed to report controlled 
double-blind studies showing the efficacy of 
lithium salts in the treatment of mania. 

Schou and associates(34) used placebos 
and lithium tablets for two-week periods. 
They stated that the medication was 
Switched in a random manner every two 
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weeks by the biochemist who distributed 
the medications. Use of a double-blind pro- 
cedure was claimed but it was stated that 
“In some cases the lithium was given in an 
‘open’ treatment for a certain period. In 
other cases a ‘blind’ scheme was adopted,” 
Furthermore, these “open” treatments were 
included in the groups and tables with no 
way for the reader to separate them from 
the truly "double-blind" data. In fact, the 
number of “open” treatments is not given 
anywhere in the paper. 

Furthermore Schou and associates stated 
neither the criteria for diagnosing mania nor 
the manner in which the patients were se- 
lected for the study. For assessing response 
to treatment "the emotional level and the 
motor activity of the patients were regis- 
tered daily on a three-point scale, using the 
values +, ++, and + + + to indicate the 
various degrees of mania," but neither the 
specific features being observed nor the cri- 
teria used were stated. In fact, "sometimes 
the clinical assessment was only second 
hand, e.g., the evaluation of the patient’s 
state before admission or after discharge, 
which was based on information obtained 
from relatives or from the patient himself.” 
Next it should be noted that in presenting 
their results the authors classified the total 
response of each patient as “+ effect," 
“possible effect," and "- effect." The “+ 
effect" group includes cases that have met 
any one of four different criteria such as pre- 
vention of regularly occurring attacks, de- 
crease of emotional or motor level during 
lithium administration, or shortening of 
mania attacks of previously regular duration. 


These authors stated, “The group 'possi- 
ble effect’ includes cases in which lithium 
treatment was accompanied by a distinct 
improvement of the condition, but in which 
a spontaneous cessation of the manic period 
could not be excluded." As spontaneous re- 
mission is characteristic of manic-depressive 
psychosis(35), these cases tell us nothing of 
drug effect. The dosage used ranged from 
0.9gm. to 1.8gm. of lithium carbonate or its 
cationic equivalent of another lithium salt 
but it was not stated how the dosage levels 
were assigned nor were the results given by 
dose. Statistical analysis was not presented 
and the data published do not permit such 


analysis. 
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In summary, the work of Schou and asso- 
ciates was considered unacceptable because 
of the inclusion of “open” (ie. uncon- 
trolled) cases, the lack of indication about 
how subjects were selected and how the di- 
agnosis was made, the lack of objective 
measurement, and the lack of a design that 
would permit meaningful statistical analy- 
sis. 


Maggs(36) used a crossover design in 
which an important criterion of selection 
was the investigator’s estimation of the pa- 
tient’s ability to cooperate throughout the 
six-week test period, thus possibly excluding 
the more seriously ill patients. Furthermore, 
only 18 of the 28 patients selected were used 
in the statistical analysis since “two showed 
toxic effects, two left hospital against medi- 
cal advice, and five became so disturbed in 
behavior as to be beyond management,” 
thus automatically excluding those who be- 
came worse. This study was considered un- 
acceptable primarily because patients who 
deteriorated were not included in the sta- 
tistical assessment, which biased the results. 


Bunney and associates(37) performed a 
longitudinal double-blind study of two man- 
ic patients. A psychiatrist and a nurse used a 
15-point, 24-item scale that rated various 
symptoms(38). A second rating was made 
from daily taped interviews with the patients 
using a “global mania scale." (Although the 
authors stated that the ratings given by the 
nurse and the psychiatrist were in excellent 
agreement, they only presented an analysis 
of the daily interview ratings.) The most 
striking observation was the clear increase 
in clinical ratings of mania that followed the 
withdrawal of lithium in patient “A.” A 
sign test was used to show that this relation- 
ship was highly significant (p <.001). How- 
ever, the reverse calculation was not done; 
ie. there was no correlation of improve- 
ments in the clinical rating with increases 
in the serum lithium level. Instead the au- 
thors state that “after temporary withdrawal 
the return to lithium therapy did not con- 
sistently result in a similarly immediate de- 
crease in mania.” A graph of lithium levels 
and mania ratings was presented for patient 
"B" but no statistical analysis was per- 

formed. If the analyses performed for pa- 
tient "A's" data are repeated for patient 
“B” the increases in mania following reduc- 
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tion of serum lithium are not significant 
(p >.05). 

This was the only study found acceptable 
by the given criteria. It is unfortunate that 
only two patients were studied. 

Goodwin and associates(39) presented 
the results of a longitudinal double-blind 
study of 14 manic-depressive and depressive 
patients, eight of whom were treated for 
mania. (Some of the material in this paper 
has been published by Bunney and associ- 
ates[38] and was discussed above.) Neither 
the criteria for diagnosis nor the criteria for 
selection for the study were presented. Be- 
havioral scales were used to rate the pa- 
tients, but it is not stated how these scales 
were used to determine remission. Neither 
the raw data nor a statistical analysis was 
presented. All eight of the patients treated 
for mania were stated to have remission of 
some or all manic symptoms within two 
weeks after starting lithium therapy, but it 
was not stated how the two-scale ratings 
were used to define remission. ] 

In summary, this report of eight patients 
was found unacceptable in its current form 
because of the lack of description of how the 
diagnosis was made and how the patients 
were chosen for the study; the failure to 1- 
dicate how ratings of clinical status hs 
used to obtain the results; and the lack 0 
statistical analysis of the data. 


Discussion 


Numerous articles discussing lithium’s ef 
ficacy maintain that this efficacy has been 
shown and cite the studies of Maggs 47 
Schou. Gershon and Yuwiler stated, R | 
haps the most impressive works are x 
very careful double-blind studies of n 
who reported clear improvement in p p 
48 manic patients" (40). Melia stated, ET 
decided to use lithium in the treatment 
mania and describes the successful TES 
This finding has been corroborated by "e 
eral authors, notably Schou and his co bb 
orators and Maggs, the latter in a dou 
blind trial"'(20). d 

It has been shown here that the two p 
ies cited are clearly deficient and do Es 
rant the conclusions attributed to wo 
Perhaps the most unfortunate effect of ae ! 
two studies is indicated by White and per] 
ciates, who stated, “The design of our P 


70 
Amer. J. Psychiat. 127:2, August B 


WILLIE KAI SHULL AND JOSEPH D. SAPIRA 


ect did not include a control group since 
controlled studies done by others (ie. 
Maggs and Schou) have clearly demon- 
strated the therapeutic efficacy of lithium 
salt in the treat ment of mania” (27). 

The work of Bunney, Goodwin, and their 
associates at the National Institute of Men- 
tal Health will, one hopes, be of more value 
since they apparently have obtained data 
from which meaningful conclusions can be 
drawn when their complete study is pub- 
lished. 

The data in the papers analyzed here is 
suggestive, as are positive results in electro- 
convulsive therapy (ECT) dependent pa- 
tients(28) and phenothiazine refractory pa- 
tients, but it cannot be concluded that well 
controlled studies have unequivocally shown 
lithium therapy to be effective in the treat- 
ment of mania. Other studies are presently 
under way to accurately determine lithium’s 
effectiveness and to compare it with other 
types of therapy(39, 41). 

In conclusion, of 805 manic patients 
treated with lithium, a judgment as to thera- 
peutic efficacy can be made for only one pa- 
tient. In this patient, the design of the ex- 
periment and the published data justify the 
conclusion that withdrawal of lithium in- 
creased the mania; they do not justify the 
conclusion that increasing the lithium levels 
Improved the mania. 
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EDITOR’S NOTEBOOK 


Clarence B. Farrar, S.M., A.B., M.D., 
D.Sc., L.L.D., F.R.C.P. (C) 


I THE NEXT issue of theJournal, which he guided with skill and 
care for 34 years, there will appear the obituary of Clarence B. 
Farrar, its eighth editor, who died on June 3. Written by a respected 
colleague, it will set forth the highlights of the career of this capable 
and dedicated clinician, teacher, and editor whose name has been on 
the masthead of this publication since 1927. 

To attempt to embellish what has already been said about this schol- 
arly gentleman would be an act of supererogation. His place is already 
secure in psychiatry's annals and in the minds and hearts of his col- 
leagues and friends. It is our purpose here only to record the respect 
and affection in which his memory is held by the present Editorial 
Board and staff, for we are his residual editorial legatees and are 
mindful of the high standards he would require of us. 

Dr. Farrar, in conjunction with Austin Davies, a cooperative board, 
and several devoted office assistants, guided the Journal safely through 
the period of psychiatry's greatest expansion and through the troubled 
waters of wartime and economic depression. More than anyone else, 
he guided the Journal to its present respected place. 

Honored by friends, colleagues, universities, and professional soci- 
eties in North and South America and Europe, he wore his honors 
becomingly. Only a year ago, to cap his distinguished career he was 
awarded the Medal of Service of the Order of Canada. It was bestowed 
upon him personally by the Governor General—a fitting tribute to an 
outstanding man. 

The present editorial family of the Journal hereby pays tribute to a 
modest and friendly progenitor whom Stanley Cobb characterized as 
“an ideal editor, who does not get into controversies and always has 
the soft answer that turns away wrath." As finis is written to his envi- 
able career we concur in Dr. Cobb's estimate of him and add our own 


respectful “Well done!" 
FJB: 


For the editorial family 


opinions on topical problems. The 
y those of the Editor, nor can they 
1 policy of the Journal. 


In this section the Editor samples varied 
opinions expressed herein are not necessaril) 
in any way be construed as marking the officia. 
A j 141 
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Psychopharmacology: The Picture 
Is Not Entirely Rosy 


MERICAN PSYCHIATRY owes a substantial debt to drug therapies. 

Much of the reduction in mental hospital censuses can be attrib- 
uted to the existence of reasonably effective antipsychotic drugs; many 
newer community programs are greatly facilitated by the existence of 
these same drugs. Further, these drug therapies have the unique dis- 
tinction of being the most thoroughly assessed and validated treat- 
ments in clinical psychiatry. 

Although the newer antidepressant drugs are also moderately effec- 
tive, their contribution to patient care is generally less substantial than 
is that of the phenothiazines and other antipsychotic drugs. Anti- 
anxiety drugs are sometimes useful but appear most effective in the 
hands of general practitioners, while lithium carbonate holds substan- 
tial promise in the prevention of recurrence in cyclic affective ill- 
nesses. 

This all sounds as though the state of drug treatments in psychiatry 
is entirely rosy and that we now have drugs to treat almost any psychi- 
atric condition reliably and well. This is definitely not the case. The 
roses have spots on the leaves and are currently lacking signs of healthy 
new growth. 

The antipsychotic drugs do suppress psychotic symptoms to some 
extent in most schizophrenic patients, but as any hospital superinten- 
dent knows only too well, some extremely difficult patients are not 
well controlled by existing drugs. Many schizophrenic patients con- 
tinue to show major defects in social competence; they are less overtly 
psychotic but are very borderline members of the community. 

Antidepressant drugs act rather slowly and are most effective in 
psychotic endogenous retarded depressions—a rather small fraction 
ofthe total problem. 

Although methadone maintenance shows promise in the treatment 
of some opiate addicts, amphetamine dependence and the much larger 
problem of chronic alcoholism lack useful drug therapies. 

Similarly, although amphetamines and perhaps phenothiazines offer 
something for hyperkinetic children, mental retardation is little helped. 
At the other end of the life cycle, geriatric conditions are at best only 
mildly modified by existing drugs. 

What is worse, the development of new drugs for use in psychiatric 
patients is in the doldrums. The combination of the increasingly com- 
plex and highly expensive requirements that have been placed on com- 
mercial drug development by well meaning regulatory agencies have 
slowed the development of even mediocre **me-too" drugs and have 
discouraged the development and human trial of new and different 
kinds of compounds. No major serendipitous discoveries have come 
from other parts of medicine to help us. Under the current drought 
conditions, isolated and probably limited new developments such as 
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hyperbaric oxygen for cerebral arteriosclerosis, beta-adrenergic 
blocking agents for anxiety, or diphenylhydantoin for irritability 
appear perhaps more promising than they otherwise might. 

Let us all pray for new breakthroughs and evaluate them properly 
when they appear! 


JONATHAN O. Cors, M.D. 


Editor's Note: Dr. Cole is superintendent of Boston State Hospital, 
Boston, Mass. 


The Psychiatrist’s Role in Dealing 
with Social Turmoil 


HE CURRENT STATE of flux in American society is having a great 

impact on American psychiatry. It is worthwhile to mention 
a few of the results. Change is in the air. What have been accepted 
as givens in the way our society operates are being challenged by 
everybody, especially by the young and other minorities. 

In all fields, including psychiatry, the question of more adequate 
delivery of services to all has become paramount. There are in- 
creasing demands for influence or control over the activities that 
immediately impinge upon each person's life. Workers, patients, 
and professionals (whether in government or in the private sector) 
are demanding a part in setting goals and in allocating the avail- 
able funds and resources. The very fact that a large fraction of 
American society now participates or is determined to participate 
poses a grave practical and theoretical challenge to the organiza- 
tions and governance of our society and to all its institutions and 
agencies. 

The current widespread demand for response in terms of human 
needs is familiar to us in psychiatry. It ought to be welcome since 
we have long been acutely aware that the psychological state of the 
individual affects every other aspect of his life. Indeed, the tendency 
now is to look upon the psychological factor as the organizing 
principle around which our emerging society will operate rather 
than as merely a means to serve other ends. 

In looking at problems we have recently faced as therapists, we 
increasingly find problems of identity and other concerns stemming 
from a sense of impotence to command the events that affect our 
patients’ lives. What seems to be occurring, not only in our consult- 
ing rooms but in the population at large, is a religious and moral 
search for the “performance specifications" of how people wish to 
live. 

I believe we are in a period akin to the Reformation, one in 
which a revolution in values and morals is taking place within the 
minds of men. The changes we have seen in societies, organizations, 
and structures may, because of our inability as professionals to 
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change equally rapidly, take an undue length of time before new and 
workable patterns emerge. 

The psychiatrist has a unique responsibility to assist in this pro- 
cess. The patients we see will be different. Many may reject 
psychiatric approaches to seeking understanding and turn to other 
forms of search because they view our present professional values 
with suspicion. It has been claimed by many—including some 
psychiatrists—that psychiatry has been used to maintain the status 
quo, to help people to “adapt” to things as they happen to be, to 
pick up the pieces, whereas in fact society itself, rather than the 
patient, is what should be treated as the problem. 

Some of this criticism is valid. 


Psychiatry, like the rest of American society, is involved in the 
general flux. We already see increased decentralization accompanied 
by yet more demands for control by local groups. We see this 
within our profession and more broadly, within our communities. 
There is a real risk that we may reject those who are pushing us to- 
ward new ways. As with all people whose lives and living conditions 
are in flux, we are interested in preserving what is; we are overly 
concerned with what happens to us—to our lives, to our jobs, and 
indeed to our incomes. We behave much like our patients; our de- 
fenses are self-protective in aim (but not in effect) because we unduly 
fear the changing values and the confusion around us. Psychiatrists 
are subject to the same social pressures and problems that our 
patients and the communities at large are facing, But if we are to be 
of help as healers and assist those people who break down in the sys- 
tem, we will have to turn to ourselves and ask ourselves all the moral, 
ethical, religious, and value-laden questions that are being asked 
around us. 

Ahead of us, at best, is great turmoil. There is, however, latent in 
psychiatry an ability to understand change in others and in ourselves. 
In the coming chaos it will be even more important that we use, 
appropriately and helpfully, our tools for understanding behavior. 
When man feels impotent and threats to his existence appear, there 
are widespread demands to maintain the status quo at all costs: to 
turn increasingly to police action, rigid rules, and external controls. 
Many blame the deviant when he may be pointing—perhaps un- 
knowingly—to the broad societal issues. For others, there is a 
temptation to permit action to get out of hand, resulting in dis- 
organization, chaos, anarchy, and dissolution. 

Í Our goal must be to assist individuals, groups, and local organiza- 
tions to achieve competence, thus helping them develop the ability to 
command events that affect their lives. 

Even so, the times ahead will be tumultous. We can play a small 
part in bringing a better order out of the confusion if we keep in the 
forefront our concern with human dignity, equity, and personal 


psychological freedom in the face of attempts to disenfranchise us 
all. 


LEONARD J. DunL, M.D. 
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Editors Note: Dr. Duhl is professor of urban social policy and 
public health, University of California, Berkeley, California. 


HOFHEIMER RESEARCH PRIZE 
APPLICATIONS INVITED 


The American Psychiatric Association invites applications for its 
annual Hofheimer Prize Award ($1,500) for outstanding research 
in psychiatry and mental hygiene. Applicants must be U. S. or 
Canadian citizens under 50 years of age. If a group of co-workers is 
involved, the median age must be less than 50, and the majority of 
them must be U. S. or Canadian citizens. Any professional person 
who has done creative work in this area is eligible. The work must 
have been completed or published within the last three years, on or 
after July 1, 1967. 

To apply, submit six copies of the book or research report, or six 
reprints of publications reporting it, to: Robert A. Cohen, M.D., 
chairman, Hofheimer Prize Board, American Psychiatric Association, 
1700 Eighteenth St. N.W., Washington, D. C. 20009. Books, reprints, 
or other entries will be acknowledged but will not be returned. The 
deadline for submission is January 31, 1971. 
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Division Psychiatry in Viet Nam 


BY DOUGLAS R. BEY, M.D. 


The author describes and provides examples 
of primary, secondary, and tertiary preven- 
tive psychiatry within a combat division in 
Viet Nam. He suggests that a knowledge of 
individual, group, hospital, community, 
and organizational dynamics may be applied 
in effecting intervention at these levels in 
the division. 


T HIS PAPER is a description of my unique 
experience serving as a division psy- 
chiatrist in Viet Nam. I was prompted to 
write this account by letters from col- 
leagues asking about the nature of the 
work of a psychiatrist in Viet Nam and by 
reading Bloch's interesting account of his 
work in an evacuation hospital in Viet 
Nam(l). As Bloch mentioned, fewer than 
15 psychiatrists are serving in Viet Nam; 
of these about five are assigned to divi- 
sions. 

Psychiatrists were first assigned to com- 
bat divisions in the fall of 1943, According 
to Appel(2) “This represented the most 
important organization for preventive psy- 
chiatry since it was in the combat divisions 
that the highest rate of psychiatric casualties 
occurred.” The official duties of the divi- 
sion psychiatrist, as abstracted by Appel 
from WD Circular 290, were as follows: 


At the time the paper was written Dr. Bey was divi- 
sion psychiatrist, Ist infantry division, U.S, Arm 
Medical Corps in Viet Nam. His current address is dU 
Bradley Lane, Normal, Ill. 61761. 


Not only is he to screen out the mentally unfit, 
but to make available his professional knowl- 
edge for the everyday problems of discipline and 
morale. . . . Advise in all matters pertaining to 
the mental health of the command. . . . Assist 
in the program of preventive psychiatry, especial- 
ly in its relationship to discipline and morale, 
through educational programs with line officers 
and others who seek his advice. . . . Help in 
the proper assignment of military personnel, 

. and keep constantly oriented to the chang- 
ing psychiatric problems during the training, 
pre-combat and combat periods, with a view 
towards the development of the mental tough- 
ness essential to the combat troops(2). 

The principles of “immediacy, proximity 
and expectancy” developed in World War 
1(3) and coined by Hausman(4) were bt 
bases for division assignments. In 195 
Col. Albert J. Glass (psychiatric consul 
to the Surgeon, Far East Command) 
quickly instituted divisional psychi 
services in the Korean campaign zone. The 
decrease in psychiatric casualties i 
the Korean War was felt to have been a: 
in large part to placing psychiatrists nea 
the front. This positive trend has contin 
in Viet Nam. Psychiatric casualties he 
fallen from a high 101 per 1,000 troops d 
World War II to 37 per 1,000 in Kor 
and to 12 per 1,000 in Viet Nam(5). 


The Division Psychiatric Staff 

member 
respon- 
imately 


The division psychiatrist is a 
of the division surgeon's staff and is 
Sible for the mental health of approx 


This section includes articles which are usually, although not always, less lengthy than the 


preceding articles. Included are clinical notes 
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17,000 men. His staff consists of one social 
work officer and eight social work/psychol- 
ogy technicians. The technicians are as- 
signed to each of the four medical com- 
panies of the medical battalion, which 
supports the division. These companies are 
located throughout the division's area of 
operations. The psychiatrist and social 
work officer are located at one of the medi- 
cal companies and travel by jeep and heli- 
copter to the other companies in order to 
supervise and train the technicians, as 
well as to provide direct patient service. 
The division mental health program involves 
three levels of prevention. 


Tertiary Prevention 


_ The direct services provided by the divi- 
sion psychiatry department consist of 
evaluation, crisis intervention, brief psy- 
chotherapy (rarely), inpatient treatment 
(frequently dauerschlaft, which in our 
division consists of 24 to 48 hours of hos- 
pitalization with 100 mg. of chlorpromazine 
[Thorazine] orally, every hour the patient 
is awake to maintain sleep for 24 hours), 
sodium amytal interviews (rarely), out- 
patient psychopharmacological treatment, 
and medical consultation. We are geared 
toward rapid evaluation and treatment near 
the soldier's unit. Treatment is aimed at 
restoring him to an effective level of func- 
tioning and returning him to duty as soon as 
possible, Referrals for direct services come 
from battalion surgeons, chaplains, units, 
the judge advocate's office, and walk-ins. 
, Each individual coming to our attention 
is Interviewed by a technician who records 
à detailed social history. In some instances 
the technician then intervenes, providing 
information, advice, and/or crisis interven- 
tion. The technician may consult with an 
attending physician, the social work officer, 
or the division psychiatrist. He will always 
discuss the case with the referral source. 
Space does not permit a complete descrip- 
tion of the social work/psychology tech- 
nicians’ work in the division. These enthusi- 
astic, dedicated young men provide much 
9f the direct service to the soldiers of the 
division. 
nic. o examples of the quality of the tech- 

tans’ work are as follows: 

Example |. An infantryman was brought by 
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dustoff (medical evacuation) helicopter to one 
of the division’s clearing stations with symptoms 
of combat exhaustion. He complained of night- 
mares in which he saw eyes coming closer and 
closer to him. When the eyes were upon him a 
gun pointed at him appeared and he would 
awaken in a cold sweat. He would then force 
himself to think out the end of the dream in 
which he would get his weapon or grenade and 
destroy the frightening apparition, Specialist A 
talked with the soldier and learned that he had 
previously been in an ambush patrol and had 
been wounded, The infantryman related that he 
had found himself in close proximity to the 
enemy, “so close I could see the whites of their 
eyes,” but had remained cool at the time and 
radioed for help. His report resulted in his being 
discovered and wounded before assistance ar- 
rived. As he recovered from the injury, he became 
increasingly troubled by his nightmare. He be- 
gan to have trouble falling asleep, lost his 
appetite, and was unable to concentrate, 


The infantryman was extremely apprehensive 
about returning to the field, Specialist A con- 
sulted with a company physician who, as a 
result, hospitalized the soldier for 24 hours and , 
ordered tranquilizing medication (100 mg. of 
chlorpromazine four times daily.) The specialist 
told his patient he had observed that as his 
physical wound healed his psychological 
problems seemed to increase. He pointed out 
that the dreams were probably the soldier's 
way of gradually working out his anxiety about 
his stressful experience, which would have im- 
mobilized him had he experienced it at the time 
of the incident. Specialist A observed that just 
as the infantryman had done the right thing 
during the crisis and at the end of the dream, 
he could be assured that he would do the right 
thing in future times of stress, The infantryman 
went back to the field, and subsequent follow- 
up from his unit indicates he has been on patrol 
and is functioning effectively. 


Example 2. Another example of the ingenuity 
of the technicians was demonstrated by Spe- 
cialist B, who evaluated and treated a new man 
in the field unit who had developed conversion 
symptoms in his first fire fight. The patient was 
brought to the clearing station mute and seeming- 
ly oblivious to his surroundings. Specialist B en- 
listed the assistance of a wounded combat veter- 
an on the ward, who talked to the patient about 
his own apprehension with regard to coming to 
Viet Nam and going into the field. The technician 
then discussed the situation with the man’s unit, 
which sent two enlisted men from its squad to 
express their concern about his welfare and fur- 
ther reassure him about their having experienced 
similar feelings in their first contact with the 
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enemy. The patient asked Specialist B for 
permission to return with his fellow squad mem- 
bers to the unit. Follow-up indicates that he 
has functioned effectively in his unit since this 
time. 

The statistics for our direct services are as 
follows: We average 180 new clients per 
month. Diagnostically the population is 
comprised of five percent with psychotic 
reactions (which include toxic psychosis 
secondary to drug abuse), ten percent with 
psychoneurotic reactions, 20 percent situa- 
tional stress reactions (combat exhaustion, 
“short timer’s syndrome,” etc.), 25 percent 
with no psychiatric diagnosis, and 40 per- 
cent with character and behavior dis- 
orders. We hospitalize ten percent for two 
to three days in one of our clearing stations. 
One-half to one percent of our 180 new 
clients have to be sent to an evacuation 
hospital in order to be sent out of country; 
14 percent are cleared for administrative 
separation from the Army; and 85 percent 
are returned to duty. 


Secondary and Primary Prevention 


One of the most interesting aspects of the 
division psychiatrist's work is the opportu- 
nity to become involved in secondary and 
primary prevention(6, 7) within his *com- 
munity" of 17,000 men. In order to carry 
out prevention at these levels the psychia- 
trist must have information about the per- 
sonnel, functioning, and dynamics of the 
various units within the community. A 
knowledge of the principles of psychody- 
namics, hospital treatment, community psy- 
chiatry, and group and organizational 
dynamics is helpful to the psychiatrist in 
his efforts to intervene in a meaningful way 
in his division. In secondary prevention, 
the psychiatrist and his staff work with 
significant members of the division (com- 
manders, battalion surgeons, chaplains, 
sergeants, corpsmen). Through his work 
with these “significant others," the psychia- 
trist gains knowledge and shares his experi- 
ences, enabling these capable individuals 
to carry out their jobs more effectively. An 
example follows: 


Example 3. A first sergeant from a support 
company brought a man írom his unit to be 
seen in our clinic. During an informal discus- 
sion with the sergeant, I mentioned that we 
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had observed some problems that seemed 
peculiar to the support units in the division. To 
us the fact that these units were not involved 
directly in combat seemed to make it more dif- 
ficult for their personnel to perceive their work 
as important. Frequently the men complained 
that their jobs were thankless, unimportant, 
and routine. I noted that morale problems had 
to be of concern to the commanders and 
cadre of these units. The sergeant agreed that 
they were and added with irritation that some 
of the men were more affected than others by 
this type of stress. 

I indicated that in reviewing our referrals 
from support units most of the men appeared 
to have character and behavior problems and 
of these a very high percentage were high school 
dropouts. The sergeant related that he had 
obtained his high school diploma in the Army 
and that this had been a turning point in his 
life. Several weeks later the sergeant returned 
to tell me of a project he had initiated in his 
company. He had reviewed the company records 
and identified and individually interviewed the 
26 men in his unit who had not completed high 
school. He contacted an Army education center, 
arranged for instructors to come to his company 
area and conduct scheduled classes, and re- 
arranged the duty rosters so that the men would 
be free at class time. He went to classes to take 
attendance and individually encourage some 
of the men who initially were discouraged. He 
invited me to the graduation ceremony and 
enthusiastically reported that morale (and re- 
enlistments) were up in his unit. As he left he 


added that he was working on instituting college " 


credit courses. 


To carry out a program of primary preven- 
tion within the division the psychiatrist must 
become aware of the particular stresses 
(internal as well as external) to which the 
units are subjected. He must also be aware 
of which groups of individuals are most 
susceptible to stress in order to take appro- 
priate action to protect them. In our divi- 
Sion the psychiatrist and/or social work 
officer regularly attend command and 
battalion briefings to keep informed 0 
troop movements and on the mission, 
stress, and demands each unit is currently 
encountering. Through formal and informa 
contacts with significant figures within the 
division and through unit contacts made by 
the technicians, the psychiatrist obtains fur- 
ther information on which to base hiş 
“organizational diagnosis(8)." Finally, ally 
ents for direct services provide the division 
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psychiatrist with further clues as to the 
sources of emotional stress in the division 
community. Parrish and Morgan stated that 
the behavior and symptoms of certain indi- 
viduals may be seen as communications 
symptomatic of a disturbance of the total 
unit as an organism(9). 

From these sources of information it is 
apparent that an upsurge of psychiatric 
casualties just before a unit moves into the 
field and just after it returns is usual. We 
anticipate this increase and inform the unit 
commanders and battalion surgeons in 
order to prepare and assist them in under- 
standing and helping their men. We know 
that high school dropouts are a particularly 
high risk group. The foreign soldier with 
language difficulty and marked cultural dif- 

; ferences is susceptible to combat psychiat- 
ric casualty. We have learned that the en- 
trance of new men into a unit is stressful 
to the individuals, as well as to the unit itself, 
that a change of command may be disrup- 
tive to a unit, and that men in their last 
months in the country frequently develop 
Symptoms (the short timer's syndrome)(10). 

Primary. prevention of psychiatric dis- 
orders, although difficult to demonstrate 
e relatively new in the military literature, 
‘a n my opinion, one of the major contribu- 

ons of psychiatrists in Viet Nam. An ex- 


ample of intervention at the primary level 
follows: 


SUM 4. From our various sources of in- 
ae including observation trends in 
Eye referrals from units, we were impressed 
alia apparent increase of problems in some 
see owing change of command, Closer 
had be ation of these units revealed that there 
meme. a marked change in the departing com- 
their ds. style of administration just prior to 
of fein When we interviewed members 
She € units it seemed to us that the dynamics 
BED 7 paralleled the. dynamics involved in 
er oee nn egppists in individual psychotherapy 
ment Bing ward psychiatrists in hospital treat- 
m i it seems that the departing com- 
tute, th and the unit worked together to accen- 
lent feels Positive aspects of the unit’s ambiva- 
of heen and to suppress the negative aspects 
ite ee eelings toward the departing command- 
with ud The commanding officer in units 
coutiol Most problems tended to loosen his 
to his seus become a “buddy” to his men prior 

eparture. The incoming commander then 
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became the recipient of all the unexpressed angry 
feelings of the “abandoned unit.” (In one in- 
stance a claymore mine was detonated in the 
new commander’s quarters the day of his 
arrival!) 


Through the command health bulletin, medi- 


cal publications, and formal and informal con- 
sultations with commanders, we have been able 
to indicate the inherent stresses of change of 
command and offer concrete steps by which 
departing commanders may provide a smoother 
transition for their units. 


Primary prevention within the division 


has also been used with the new man in the 
country. This situation is akin to that of 
bringing a new member into a psychotherapy 
group that has been together for many ses- 
sions. It is intensified in the division where 
the groups are vitally interdependent and 
the apprehension of the new man is greatly 
increased, By providing the new man with 
orientation talks and by helping command- 
ers understand the dynamics of this situa- 
tion, much of the stress on the individual 
and the unit can be reduced. Further, the 
process of assimilating the new member and 
returning the unit to the previous level of 
effective functioning can be speeded up. 


Conclusion 


While a war situation is unique, the civilian 


psychiatrist may see parallels between his 
work in the community and the efforts of 
the division psychiatrist in Viet Nam. The 
stresses of separation from home, tropical 
climate, primitive living conditions, and 
dangers of war are problems peculiar to the 
division psychiatrist’s work. However, he 
has the advantages of a clearly defined "com; 
munity” structure, easy access to the signifi- 
cant figures within the community, and a 
stronger sense of community commitment to 
the individual and vice versa, all working to 
aid his endeavors to improve the mental 
health of his “community.” 
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The Yorkton Psychiatric Centre: 
A Five-Year Review 


BY COLIN F. LIPSCOMB, M.B., CH.B., D.P.M. 


In recent years doubt has been cast upon 
the effectiveness of community mental health 
programs. The author reviews one program, 
that of the Yorkton Psychiatric Centre in 
Saskatchewan, that seems to have succeeded. 
He pays icular attention to problem 
areas of the service and makes suggestions 
about what factors might control the success 
or failure of such programs. 


Af. total care program has 
sane provided by the Yorkton Psychi- 


Three were sent out of the area by the courts 
for security reasons. In this respect it would 
appear from the literature(2) that the York- 
ton program is one of the few of this type 
that is not sending a significant number of 
patients to another facility. 

The staff of the center are the only pro- 
fessionals providing psychiatric services in 
the area, and since all medical contacts in 


„Li penpe 1 director, Psychiatric Centre, 
Ura Hoapkal. orkton, Saskatchewan, Canada. 
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Saskatchewan are recorded it is known that 
the number of persons from the area being 
referred to psychiatric services in other parts 
of the province is very small indeed. 

This paper outlines the philosophy of the 
Yorkton program with a review of the past 
five years. 


Summary of Services 


Outpatient Services 


At present the Yorkton clinical area 1$ 
divided into five subareas; to each of these 
areas is allocated a psychiatrist, a psychi- 
atric social worker, and a psychiatric com 
munity nurse, who form a treatment team 
Each treatment team is then responsible for 
a population of about 20,000 persons and i$ 
encouraged to work directly with other s 
vices and agencies in their area. When pa 
tients are admitted, they continue to belt 
contact with the same team personnel. 3 
geographical area has one or more periphe 
al clinics usually located in the local genera 
hospital. All cases of mental disorder N 
in any area are the responsibility of the s 
concerned, and patients are not passed e 
one team to another unless the pua 
changes his permanent residence. The pe 
ment program in the community and pE 
up procedures are the responsibility 2 1i 
team concerned and are planned spec! 
for each patient so that the highest leve 
secondary prevention can be maintalne^* 
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Partial Hospitalization 


A varying number of patients attend the 
day activities program located in the main 
centre at Yorkton. The program does not 
differentiate between inpatients and out- 
patients so that there is no break in the con- 
tinuity of care if the patient changes status. 
In view of the large distances involved, only 
those persons living in and around the city 
of Yorkton are able to benefit from this 
program. There is no limit on the number 
of persons attending and to date there has 
arisen no need to impose one. The day ac- 
tivities program consists of occupational 
and recreational therapy of various types 
and may involve some group psychother- 
apy. A few patients occasionally attend as 
night patients following their normal day- 
lime occupations. These patients are ac- 
commodated on the inpatient units. 

A boarding-out program is run for suit- 
able patients under the provisions of the 
Saskatchewan Mental Health Act, 1960, 
and in conjunction with services provided by 
the Department of Welfare. 


Emergency Service 


From 8:30 a.m. to 5 p.m. there are staff 
available in the psychiatric center for any 
emergency situation. Wherever possible, pa- 

"tients are dealt with by their appropriate 
teams, but if appropriate team members 
are absent from the unit, then they are dealt 
with by the assigned-duty psychiatrist or 
Social worker, From 5 p.m. until 8:30 a.m. 
the next day, emergencies are directed to the 
emergency department of the Yorkton Un- 
ion Hospital to which the Yorkton Psychi- 
atric Centre is attached. There they may be 
scen by general practitioners who may refer 
them to the duty psychiatrist or, if they are 
Patients on the active case load of the center, 
the duty psychiatrist may be called in the 
first instance. There is a continuous 24-hour 
coverage by a psychiatrist and a social work- 
er for these services and other personnel are 
Occasionally called when required. The 
number of emergency situations has tended 
to decrease over the five-year period. We 
hope that this is a reflection of increasing 
communications with the community. 

Walk-in services are not provided in the 
Usually understood sense, since people are 
encouraged to call the team members rather 
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than walk into the unit; this facilitates à 
more efficient organizational situation. 


Consultation and Education 


There has been considerable expansion of 
the consultative function of the program 
over the years with an emphasis upon mak- 
ing the community therapeutic, the staff of 
the unit acting as consulting and suppoi 
personnel, Family doctors are encour 
to treat their own psychiatric patients wher- 
ever possible and increasing numbers are 
doing so with consultative help. Consulta- 
tion to family doctors is provided as swiftly 
as possible, phone consultations being dealt 
with immediately at any hour of the day or 
night and consultations in the general hos- 
pitals being provided as soon as physically 
possible. 

Immediate telephone consultation ser- 
vices are also available for most community 
agencies, in particular nursing homes, pub» 
lic health nurses, guidance counselors in the 
educational program, às well as other per- 
sonnel. These people are encouraged to call 
the unit and talk to various members of the 
staff whenever they have a problem. In addi- 
tion to this, staff members regularly visit the 
local nursing homes and meet with com. 
munity resource personnel, such as social 
welfare workers, public health nurses, Indi- 
an affairs workers, the police, and local 
magistrates, to maintain the highest possible 
level of communication; much secondary 
prevention is done through these channels 

The center has offered a more limited 
amount of formal education, and this has 
mainly been in the form of various staff 
members speaking to local organizations, 
etc. 


Inpatient Service 


The inpatient service consists of two 
cottage-type nursing units, cach containing 
30 beds. Every patient has a single room. 
Formal and informal inpatients have been 
dealt with in much the same way and so 
particular problems have been encountered 
with formal patients. The staff are orga- 
nized into a team system in line with the out- 
patient program so that cach geographical 
subarea is represented by an inpatient sure 
ing team that consists of a team leader who 
is a graduate psychiatric nurse assisted by 
possibly one other graduate nurse, nursing 
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assistants, and during the daytime a vary- 
ing number of general nurses in training 
seconded from the Saskatchewan R.N. 
affiliate program. This system insures con- 
tinuity of inpatient care in line with the out- 
patient system and as with the outpatient 
system, inpatients do not pass from one 
team to another. Team meetings are held 
once a week or more to discuss the diag- 
nosis and treatment plans for each inpatient 
as well as any day patients who are the re- 
sponsibility of a particular team. These 
meetings also serve as discharge planning 
meetings and have an important communi- 
cations function. 


Services for Special Categories 
of Patients 


Children 


Unfortunately it has not been possible to 
provide a specific children’s service for the 
Yorkton area, mainly because of difficulties 
in acquiring staff, although one is greatly 
needed. Children are seen at the center, 
however, and referrals are made through 
the same channels as adult patients, each 
team looking after the children from its own 
area, Occasionally it has been necessary to 
admit children to the unit, and even children 
as young as four years old have been satis- 
factorily accommodated in this way. The 
staff of the unit also provide a considerable 
consultative service to other agencies work- 
ing with children in the area. However, this 
is still an underdeveloped area of service. 


Alcoholics 


There is no special program for the treat- 
ment of alcoholism in the Yorkton área. 
Drinking problems are dealt with as they 
arise by the appropriate team personnel. 
People with subacute confusional states due 
to alcohol are usually admitted to the unit 
as are patients with complicating mental or 
sometimes physical symptoms. As much 
follow-up service is given as possible by the 
team concerned, and there is an active liai- 
son with the Alcoholics Anonymous group 
in the area. No long-term therapeutic pro- 
gram exists in Yorkton itself, but some suit- 
able patients are referred to the Saskatche- 
wan Commission for Alcoholism in Regina. 


Old People 
Old people with psychiatric disturbances 
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are dealt with by the program in the same 
way as any other mentally disordered per- 
son, except that persons who have uncom- 
plicated chronic brain syndrome and are 
suitable for and in need of nursing home 
care are not, on those grounds alone, ad- 
mitted to the unit. Sometimes, however, 
this rule is broken if there are extreme social 
problems. It has been possible to build up 
a working relationship with the local nurs- 
ing homes in recent years, so that there is 
now a working system of placements; this 
has prevented the psychiatric center's being 
overburdened with nursing home problems. 
This system, however, has only been possi- 
ble by maintaining a high level of communi- 
cation with the nursing homes and provid- 
ing rapid consultation and effective treat- 
ment of acute behavior disturbances. This 
area of the program is most vulnerable to 
communication problems and is very de- 
pendent upon the continuation of goodwill 
between the staff of the nursing homes and 
the center. 


Results of First Five Years 
of Operation 


The period covered in this review extends - 
from March 1, 1964, to February 28, 1969. 
The average number of inpatients in the unit 
has remained fairly constant and represents 
an average inpatient bed utilization of 0.41 
per 1,000 people served. The average length 
of stay is 26.6 days but this figure is not very 
representative of the utilization of the beds 
in the center, as can be seen from figure |. _ 

The average number of new referrals is- 
422 per year and about 37 percent are ad- 
mitted during any given year. The majority 
are referred by general practitioners. The 


FIGURE 1 
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average active case load is 1,136 with a pre- 
ponderance of women over men(1-3:1). 
There has been a gradual fall in the active 
case load and number of referrals but it is 
too early to predict what this may mean. It 
could be a reflection of the increasing con- 
sultative rather than treatment role of the 
program. 

The average number of admissions is 526 
per year, with a readmission rate of 60 per- 
cent, partly a result of revolving door poli- 
cies. 

Figure 2 shows the diagnosis of patients 
admitted in the years 1964-1967. Coding is 
from the International Classification of Dis- 
eases, 1955. Two main points are to be noted 
from this: 

l. There is a lower proportion of diag- 
nosis in the 300 (schizophrenia) category 
than appears in some other units, with an 
increase in the 301 and 302 affective psycho- 
sis categories. This probably arises from the 
fact that many of the staff in Yorkton have 
been trained in England and probably have 
à tendency to diagnose schizophrenia less 
often and endogenous depression more of- 
ten than those trained in North America. 
Eu is a general preponderance of 
Be. over men in most diagnostic cate- 
feci especially categories 301 and 302 
ibas psychosis) and 31x series (neurotic 
fiiia ers). A reversal of this tendency is 
BI) deep 320 (psychopathic per- 
ftd and 322 (alcoholism). This is to be 
iiie ed since male patients in these cate- 
fi s are more likely to be admitted be- 

Se of the threat they constitute to society. 


FIGURE 2 
Admissions by Diagnosis 
(March 1964—Dec. 1967) 
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Discussion 


Perhaps the most important thing to 
emerge from the Yorkton experience over 
the past five years is that it is possible to 
provide psychiatric care for all types of 
identified psychiatric problems arising ina 
definite area in an open unit attached to a 
general hospital. It has not been found nec- 
essary to transfer patients elsewhere either 
on the grounds that their disturbed behav- 
ior was so severe that they could not be 
handled in an open ward or on the grounds 
that they suffered from a condition needing 
long-term inpatient care in a psychiatric 
facility, therefore merely blocking the beds 
in an acute treatment unit. These services 
seem to be possible, utilizing no more than 
0.6 beds per 1,000 people, and could possi- 
bly be provided with less. 

One notable area is that of a psychiatric 
service to elderly persons that has not re- 
sulted in a significant number of such per- 
sons remaining as long-term inpatients in 
the center, which is so often the case in 
larger institutions. Inpatients who stay for 
more than 100 days utilize a disproportion- 
ate amount of bed utilization time. Many of 
the patients in this group, even with the 
present arrangements at Yorkton, are pa- 
tients awaiting placement in nursing homes 
and not in need of any active psychiatric 
treatment. The overall cost factors involved 
are highly significant with inpatient bed 
costs running at their present high level, and 
it would seem to be both medical and finan- 
cial nonsense to provide psychiatric beds for 
persons only in need of nursing home care. 
There is increasing evidence that the cost of 
a program such as the one presently in oper- 
ation at Yorkton is less per individual 
served than that of the older institutional 
type programs. 

The second major factor that appears to 
be emerging is that it is possible to reduce 
the need for tertiary prevention by an active 
program of secondary prevention. We hope 
this is beginning to happen in the Yorkton 
area: there are several indicators, as illus- 
trated above, to support this argument. Pri- 
mary prevention, although most desirable, 
would appear to be mainly out of reach in 
terms of our present knowledge. i 

The program as presently operating is 
utilizing only known methods of psychi- 
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atric treatment combined with the highest 
obtainable level of organizational efficiency, 
especially in the area of communications. 
The planning of delivery of service has been 
somewhat neglected in the past in psychi- 
atric programs, need being allowed to ac- 
cumulate in a rather haphazard fashion and 
follow-up being practiced by rule of thumb 
rather than by a meaningful appraisal of the 
needs or understandable factors in the pos- 
sibility of recurrence of illness in any indi- 
vidual patient. 

In general, it might be said that we have 
found that efficient organization, planning, 
and control have been almost as important 
in the provisions of this type of service as 
accurate diagnosis and high standards of 
medical care. 

When one is writing about community 
psychiatry, there would appear to be nu- 
merous problems of communicating what 
is meant. The term “community psychiatry” 
means various things to various people. 
Anything from the minimal provision of 
skeleton outpatient services to a highly or- 
ganized in-community treatment and con- 
sulting program has been described by the 
term. Basically, we have interpreted the 
term as meaning treating the patient in the 
community rather than in a hospital and 
focusing the main emphasis of any thera- 
peutic program either directly or by consul- 
tation at the community level. 

The other problem arises over what is 
meant by total service. It has been suggested 
that only a small percentage of persons with 
psychiatric symptoms in any given com- 
munity are probably being referred to psy- 
chiatric services(3). Many more people with 
psychiatric symptoms are either being 
treated by their general practitioners alone, 
which is not necessarily a bad thing, or are 
not being recognized at all. Certain funda- 
mental questions will need to be answered 
in this area, especially in relation to the cri- 
teria that determine referral, which may be 
social, legal, or personal rather than medi- 
cal. The other factor is that persons once re- 
ferred to a psychiatric service tend to be re- 
tained on the case load of that service, often 
for no logical reason. 

It has been said that need is infinite and 
somewhere a decision has to be made as to 
how much service is provided to whom, for 


[154] 


BRIEF COMMUNICATIONS | 


how long within the fiscal and human re- 
sources that can be made available in any 
given community. What is certain is that 
there will always be areas of need that are 
not covered. 


Mention has been made of the “back 
wards of the community”(2) or of the pos- 
sibility of “community institutionalization.” 
It is probably too early in the history of 
community programs of the “comprehen- 
sive" type to assess exactly what is happen- 
ing in this respect. One problem may be that 
many professionals have a personal need to 
treat patients so that case loads are artifici- 
ally maintained, with a reluctance on the 
part of the worker to sever contact with in- 
dividual patients. One surprising feature in 
the Yorkton program is that, of the patients 
seen initially since the unit has opened, there 
has not yet accumulated any number of pa- 
tients in need of long-term hospitalization 
in a psychiatric setting. The few patients 
that are presently inpatients in need of long: 
term hospitalization in the unit were all 
previously hospitalized in older institutions. ' 
This does not mean, however, that new pa: ; 
tients with chronic syndromes are not ap 
pearing, but to date these patients have been 
accommodated in the community with the 
resultant lack of opportunity to become I 
stitutionalized. 

One aspect of the Yorkton program le 
has seemed to many to be significant 1S that 
its present structure prevents "buck passing 
of patients from one group of personnel P 
another. This mechanism occurs in many | 
"service type systems" where the indivi e 
patient, especially the problem case, pass d 
from one service or agency to another M 
everlasting round. It would be interea 
to know what types of patients are e 
referred from community programs 10) id 
stitutions, and some of the same De 
may operate as those that are concu i 
with why a patient is referred to a PSY 
atrist in the first place. d 

Some interesting sidelights have appe 
in the Yorkton program on this vi of 
occasionally an individual psychiatrist g 
worker begins to exert pressure on t ferred 
tem to get one of his patients trans othe! 
either to another psychiatrist or 4P uct 
center. Numerous reasons are e pr 
as difficulties in treating or helping * 
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tient concerned or arguments concerning 
bed utilization. When these problems are 
discussed with the staff, it is usually found 
that a situation of countertransference ex- 
ists that is easily solved when the patient can 
be moved elsewhere. However, if the struc- 
ture is such that this is not a possible or ac- 
ceptable solution, then a local solution to 
the transference has to be sought and the 
path of least resistance cannot be taken. 
These and other such matters have to be 
studied in depth in the future if a rational 
and workable approach to total treatment 
programs is to be found, and they may 
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help to explain why some present programs 
are not functioning in the manner in which“ 
they were intended. 
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Effects of Increased Therapist Commitment 
on Emergency Psychiatric Evaluations 


BY ALFRED E. 
AND DONALD C. 


The authors conducted a study on 199 emer- 
gency walk-in patients, 98 of whom were 
given a one-month follow-up interview and 
free medication samples by first-year resi- 
dents, This manipulation increased the ther- 
apists’ optimism about prognosis, the num- 
ber of interviews beyond the emergency 
evaluation, and the likelihood that the 
resident who first saw the patient on the 
emergency service would invite the patient 
Into treatment. 


pecs who work in emergency 
rooms use the term “revolving door” 
to refer to patients with chronic problems 
who apply for help repeatedly but seldom 
ecome engaged in an effective treatment 
deis The tradition of regarding the 
B k-in patient as an unlikely candidate 
ae treatment is no different in psychiatry 
me in other branches of medicine. It is 
eie not surprising that psychiatrists 
dicil n emergency services view their 
thay as “onerous and unrewarding” (1) and 
ficial they tend to perform fairly super- 
i evaluations before making disposition 

mmendations. Administrative staffing 
Procedures often compound the problem: 
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the least experienced therapists are assigned 
to emergency work and the emergency rota- 
tion is added as an extra duty grafted onto 
an already full schedule. From the patient’s 
point of view the experience can be described 
as “revolving faces": a quick diagnostic 
evaluation followed by referral to another 
therapist, at another time, and often at an- 
other agency. 

Impressive results in motivating alcoholics 
and other psychiatric walk-in patients to 
become engaged in treatment programs 
have been reported following complete re- 
structuring of the initial emergency contact 
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(2, 3). Specifically, the changes instituted 
included: 1) continuity of therapist from 
the moment of the first patient-therapist 
contact, 2) early attention to practical living 
problems faced by the patient, and 3) early 
and routine involvement of family members 
in the treatment process. This demonstra- 
tion project required replacement of a part- 
time psychiatric resident with a full-time 
three-man treatment team. Unfortunately, 
there is no way of knowing which of the 
changes contributed most to the beneficial 
results. 

In another study at Colorado Psychiat- 
ric Hospital the emergency room was ori- 
ginally manned by first-year psychiatry 
residents, who rotated on 24-hour shifts 
every three weeks. Staffing patterns were 
changed so that advanced residents worked 
eight-hour shifts on three-month primary 
assignments on the emergency service(4). 
During the years when these changes were 
instituted the number of interviews almost 
doubled, while the frequency of patient 
referrals for hospitalization dropped from 
52 percent to 26 percent. Again, we cannot 
know whether the increased experience of 
the physician or the changed pattern of 
rotation through the service contributed 
more to the results. 


Inadequate staffing of emergency psy- 
chiatric services is certainly an inefficient 
and undesirable utilization of mental health 
personnel at a crucial gateway position. On 
the other hand, it is patently obvious that 
not every mental health agency can revamp 
its procedures and reorient its priorities to 
give ideal care to walk-in patients. It would 
be fatuous moralizing to ignore the great 
resistance of most therapists to the time 
and scheduling inconveniences of emergency 
work. 

When hiring many new staff members 
or reorienting an entire mental health facil- 
ity is not possible, what can be done to im- 
prove therapist interest and patient care 
in emergency work? Is it possible that qual- 
ity of emergency treatment can be raised 
with less drastic measures than those re- 
viewed above? If so, improved treatment 
would be more within reach of the average 
psychiatry emergency service. This paper 
reports the results of a modest but manda- 

tory change in the operating procedures of 


[156] 


BRIEF COMMUNICATIONS 


an emergency psychiatric service—namely, 
requiring residents to offer patients a follow- 
up interview one month after the emergency 
service contact and having residents give 
free drug samples when medication was 
indicated. 


Method 


walk-in patients seen by ten first-year psy- 
chiatry residents in a university emergency 
psychiatry service were randomly divided 
into control and study groups. The residents 
were instructed to offer patients in the study 


One hundred and ninety-nine consecutive 


group a 20-minute follow-up interview in 
one month to “check on the patients’ pro- 
gress.” The investigators explained to the 
residents that one of the purposes of the 
study was to determine whether scheduling 
a follow-up interview would increase the 
patients’ carry-through of the emergency 
psychiatrists’ recommendations. In addi- 
tion, if medication was indicated for patients 
in the study group they were given free 
samples, whereas patients in the control | 
group were given a prescription. The row ‘ 
tine emergency service form requested de 
tailed information on disposition recom- 
mendations and was supplemented by 8! 
attitude questionnaire that asked residents 
to rate all patients on a five-point scale for 
the following question: "Is this patien 
likely to deal effectively with the situation 
that brought him to the emergency room: 

The investigating team attempted to po 
tact every patient by telephone two Mi. 
after the initial emergency service visit 
check on the patients' actual follow-throug 
of the residents' recommendations. 


Results 


s did not 
* variables 
of visit, 
neral 


The study and control grou 
differ significantly on independen 
of sex, age, marital status, race, day 
time of visit, source of referral, or 8° 
diagnostic categories (table 1). Y 

The offering of a one-month folio 
interview to patients in the study a 
correlated significantly with several E 
tant aspects of the physician-patient Peli 
action: 1) Following the first emani 
contact the residents were more opi’ iis 
about the coping abilities of the P e 


atien 
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TABLE 1 
Demography and Diagnoses 


NUMBER OF PATIENTS 
STUDY 


BRIEF COMMUNICATIONS 
CHARACTERISTIC CONTROL 
Sex 
Male 30 
| ^ Female 71 64 
Age 
10-19 14 
20-29 42 ie 
30-39 17 16 
40-49 18 11 
50-59 6 3 
60+ 4 3 
Marital status 
Single 
Married 38 34 
Separated or divorced 23 23 
Other 7 4 
Race 
Negro 
White 25 7s 
Other 10 12 
Day of visit 
Weekday 
Weekend 24 2a 
Time of visit 
Midnight — 8 a.m. 12 11 
8am.-5p.m 52 48 
5 p.m. - midnight 37 39 
pore of referral 
elf 
^ Relative 16 
' Friend 10 8 
Professional 27 32 
Police 4 4 
Other 3 6 
Diagnosis 
rain syndrome 2 
Psychotic 19 17 
Neurotic 44 37 
Character disorder 21 26 
Other/unknown 11 16 


anme study group than they were about 
SR in the control group (figure 1). 2) 
e ents elected to extend the emergency 

A ation to more than one interview for 
Mrecent of the study group, but only 12 
the; nt of the control group were seen after 
Rolie contact (chi square = 8.3, p <.01). 

ot fae in the control group were referred 

of Pnp alization at double the frequency 
N tents in the study group (18 controls 
D<05 eight in the study group; Z = 2.01, 
Haine binomial test). 4) At the time this 

all a was undertaken the residents were 
and SITE a full schedule of outpatients 
iier ds not expected or asked to take any 

E uos erm therapy cases from their rota- 
Por m the emergency service. They were 
ata IER call 24 hours a day, a week 
me, every 12 weeks as an extra duty 
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grafted onto an already full service and 
training commitment. Nevertheless, 12 per- 
cent of the patients in the study group were 
invited into treatment by the residents who 
first saw them on the emergency service, 


FIGURE 1 
Resident’s Prognostic Expectations 


1s this patient likely to deal effectively with the 
situation that brought him to the emergency room? 


1 2 3 4 5 
FAIRLY very 
FAIRLY Possiet, 
viery Uwe (ety ey 
101 controls 98 study 
(mean = 284) (mean = 3.14) 
Mann-Whitney U test — 27 1.66 p<.05 
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Only four percent of the control patients 
were accorded this continuity of physicians 
(z =2.12, p <.05, binomial test). 

Offering free medication to patients in 
the study group while requiring patients 
in the control group to purchase medication 
had little effect on the frequency with which 
drugs were prescribed. 

The investigating team was successful in 
reaching slightly more than 80 percent of 
patients in both groups for a follow-up 
telephone interview approximately two 
weeks after the patients’ initial emergency 
service contacts. Table 2 shows that patients 
reported a uniformly high follow-through 
of the residents’ recommendations and that 
no significant differences existed between 
the study and control groups. 


Discussion 


While the experimental manipulation did 
not produce measurable effects on patient 
behaviors, it had major effects on therapists’ 
behaviors and attitudes. Increased commit- 
ment to study group patients was evidenced 
by the increased number of evaluations ex- 
tending beyond one interview and the fact 
that a greater percentage of these patients 
were invited into treatment by the resident 
who first saw them on the emergency ser- 
vice, Increased optimism about patients 
in the study group was evidenced by the 
higher rating given their coping abilities 
and the lower frequency of hospital referral. 

The experimental manipulation was pri- 
marily aimed at increasing therapist com- 
mitment, and the results suggest that this 
aim was fulfilled. The required invitation 
to return for a follow-up interview may 
have served to remind the resident that his 
responsibility for the patient continued 
until either the presenting problem was 
resolved or a new therapeutic relationship 
was satisfactorily established. 
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Extension of the evaluation process over 
time probably contributed to the lower 
referral rates for hospitalization. Two other 
studies have shown a reciprocal relationship 
between the extended emergency evaluation 
and immediate referral for hospitalization 
(4, 5). As Mendel and Rapport have pointed 
out, hospitalization referral can be a way 
for the evaluator to avoid responsibility for 
a difficult decision(6). By extending the 
emergency contact in time the residents 
could gain increased rapport with the pa- 
tients and confidence in their own evalua- 
tion and treatment abilities. They could 
find it easier to accept the responsibility of 
decision maker, rather than taking the 
"easy out" of hospital referral. Further- 
more, as the patients revealed intrapsychic 
problem solving abilities and interpersonal 
sources of support that were not obvious 
during the initial contact, the residents could 
more easily help those patients plan alter- 
natives to hospitalization. 

The greater optimism about study group 
patients’ coping abilities was also probably 
a result of increased therapist commitment. 
This could have occurred in two ways 
First, patients may have shown greater 1m- 
provement as a result of having more than 
one interview. In a study of the same emer 
gency service one year prior to this project 
Miller pointed out: “It was a recurrent ¢ 
perience that when the patient had the oP 
portunity to return for further interviews, 
his anxiety cleared sufficiently that he coul 
begin to identify and master many of r 
problems himself. . . .”(7). Second, as thè 
number of interviews per patient increase» 
it seems that the residents perceive A 
own roles more as crisis oriented theraps i 
and less as evaluation and disposin 
agents. Objectivity and attention to jr 
cally relevant prognostic signs are aPPP 
priate for the evaluator who perceives 1 
most important role as making à referral. 


d their 


TABLE 2 
Percent Follow-Through of Doctor's Recommendations 


jouP 
PATIENT GROUP ,. y 


CONTROL 
RECOMMENDATION (PERCENT) (PERCENT) 
Take medication 81 90 
Contact emergency psychiatrist again— 
by phone or in person 81 89 
Refer to hospital 88 83 
Refer to outpatient clinic 62 62 
ust l 970 
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However, increased optimism about any 

given patient’s prognosis could be the re- 

sult of assuming a therapist’s role where 

positive outlook aids in establishing rap- 

port and mutual therapist-patient goal 
! orientation. 

In conclusion, the mandatory require- 
ment of follow-up interviews and free medi- 
cation samples had widespread effects on 
therapist behaviors but not on patient be- 
haviors. These effects are somewhat less 
than those reported for the more ambitious 
programs(3, 4). However, this program re- 
quired only that 20 minutes be set aside for 
each new patient seen on the emergency 
Service in contrast to replacing a part-time 
neophyte therapist with a three-man inten- 
sive treatment team. Considering the scope 
of the manipulation, the increase in resi- 
dents' interest and time spent with patients 
was striking. 

: It is important to note that the increased 
lime residents spent with study group pa- 
tients would have been impossible to ac- 
commodate had there not been some slack 
ud the system. If an emergency service is 
" Brossly understaffed in relation to the de- 
mands placed upon it, then it seems unlikely 
that manipulations to increase therapist 
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commitment would have much effect. How- 
ever, we suspect that many emergency ser- 
vices are operating under capacity, await- 
ing an increase in therapists’ interest in 
walk-in patients rather than requiring more 
money or staff to handle a burdensome 
overload. 
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The Influence of Language Upon Symptomatology 
in Foreign-Born Patients 


BY JULIO C. DEL CASTILLO, M.D. 


The author describes several cases in which 
patients showed psychotic symptoms in 
interviews held in their native languages but 
not in those conducted in foreign languages, 
possibly because the effort of communicat- 
ing in another tongue produces unconscious 
vigilance over the emotions. While he does 
not offer a hypothesis, he suggests that 
further research in the area of psychiatry 
and linguistics would be rewarding. 


AVING made a number of observations 

of foreign-born patients with mental 
or emotional problems, I would like to pre- 
sent a few typical case histories concerning 
them, preceded by several general remarks 
about the influence of linguistic factors on 
mental health. 


The relationship between language and 
thought is a fascinating subject that is being 
explored by psychologists, linguists, and 
anthropologists from various angles. No 
definite conclusions have been reached on 
this topic to date; it is still doubtful whether 
abstract thinking as such is actually possible. 
This has nothing to do with mathematical 
logic, which operates with symbols. What 
we are concerned with is the question of 
whether such simple statements as “Yester- 
day my brother came to visit us," or “The 
train will be half an hour late," can be con- 
ceived without relation to the respective 
words, be it in one language or another. The 
possible influence of the relationship be- 
tween thinking and speaking on a person's 
mental health has been neglected by schol- 
ars because it is on the borderline between 
various disciplines; the linguist usually 
knows too little about psychiatry to deal 
with such problems competently. But there 
is no doubt that certain connections do exist 


Dr. Del Castillo is in private practice. His address is 
1002 Hamilton Ave., Trenton, N. J. 08629. 
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between how we think, in what language we 
talk, and how we react to problems. 

I am bilingual by birth and education. My 
practical experience in the field of psychi- 
atry often brings me into contact with 
foreign-born patients who speak very little 
English, and I have made a number of inter- 
esting observations that deserve to be stud- 
ied from several angles. No claim is made in 
this brief article that a general theory could 
be established on the basis of such observa- 
tions, although they all seem to point in one 
direction. But it may be worth extending the 
research in this field and conducting system- 
atic experiments that might confirm, at least 
in part, the possibility of developing a hy: 
pothesis. j 

It seems that the intellectual effort of ex 
pressing oneself in a foreign language in 
which one lacks fluency is equivalent, from 
the psychologist’s viewpoint, to certain 
stimuli that are apt to awaken a sleeping 
person and to arouse his unconscious to- 
ward exerting that type of vigilance that 1$ 
either absent during sleep or other forms " 
mental relaxation or that assumes differen 
forms such as distortion or symbolic id 
guise. Or it may be that when speaking po 
foreign language the speaker is simply mo 
on guard. ; 

The following pages will descri 
clinical examples that may enable 
searchers to draw some definite conc’ rs 

During my extended and rather intens 
experience in the forensic unit of the king 
Jersey State Hospital at Trenton, wor 


B YO a ] e anf 
“ e" in both ma 4 
with the “criminal insan: have ob 


be several 
future f° 
Jusions: 


served on many occasions that 
foreign extraction, mainly Span! 
people about whom I can testify b hter- 
pear obviously psychotic during the MT 
view with the psychiatrist held ! 
mother tongue but seem much les 
even may not show any overt 
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symptoms at all, if the interview is con- 
ducted in English. This is corroborated 
during their presentation to the staff, which 
is also held in this language, or when inter- 
viewed individually in English. I advised my 
colleagues about this observation and gave 
them evidence to support it. They listened 
with solicitude and interest but after further 
observation they found that the patients 
showed no or only slight psychotic behav- 
ior. Needless to say, their additional exam- 
ination was not likely to disprove my find- 
ings, since their contact with these patients 
again occurred in English. 

How do these phenomena fit into our 
concept of emotional disorders? The author 
believes that more observation, numerous 
Systematic experiments, and more interdis- 
ciplinary studies will be needed before a the- 
ory can be developed that would attempt to 
explain these findings from a psychiatrist's 
viewpoint. However, the case studies re- 
Ported on the following pages may be con- 
Sidered a contribution to the problem, and 
àn encouragement to other researchers to 
gather their information on related matters. 
I Would like to give a few hints about my 
own views on the phenomenon, repeating 
that no attempt is made in this brief article 
to establish a formal hypothesis or to de- 
velop a definite theory. 

I believe that a foreign-born individual 
who thinks and dreams in his own language 
mr he becomes  psychotic— distort 

ality in his own native thoughts and lan- 
d Y he may associate freely, being 
at aot 2 his unconscious mind and 
TOR ed while talking in his mother 
b - A language not his own, in which he 
rà © make an effort to understand and to 
fale can act asa stimulus that shakes 
er makes him think, and puts him in 

i contact with reality. 
ls al also be noted in this connection 
their Ded ve foreign people swear in 
thee ae ive tongue, as they wish to relieve 
ica i AUN of their anger and frus- 
"een - Ihe writer can attest to this ob- 

lon from his own personal experience. 
ere follow several clinical cases that 


Show typic 
al patterns th; B 
amples. P at may serve as ex 
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Case Reports 


Case 1. J.S. was a 30-year-old Puerto Rican 
male patient charged with murder. At the begin- 
ning of his hospitalization he was obviously psy- 
chotic in both English and Spanish. During his 
hospitalization, which lasted several months, he 
received intensive and active psychiatric care, 
including a series of 29 electrotherapy treatments. 
By the end of his hospitalization he was exam- 
ined by an outside expert, a renowned English- 
speaking psychiatrist, who found him able to 
stand trial. 

The patient then had a sanity hearing. I was 
there as an expert witness. At the hearing it was 
obvious that when questioned by the prosecutor, 
the lawyer, and the judge, the patient was coher- 
ent and relevant, giving proper answers to the 
questions. Before, during, and after the trial I 
spoke with my patient in Spanish, and when- 
ever his delusions were touched upon he showed 
signs of severe mental disorganization, unsys- 
tematized delusional symptoms, a pathological 
degree of anxiety, and periods of talking in a 
rambling, disconnected fashion. 

In his testimony the English-speaking psychi- 
atrist said the patient was coherent and relevant; 
the patient gave coherent answers and showed 
calm behavior during his interrogation in the 
sanity hearing, and the judge, who had tempo- 
rarily interrupted the proceedings, reached the 
conclusion a few days later that J.S. was “sane 
enough” to stand trial. 


Case 2. R.A. was a 28-year-old Cuban patient 
charged with murder. During his rather lengthy 
hospitalization he was under the care of a Span- 
ish-speaking physician who found him to be psy- 
chotic, suffering from terrifying imaginary ex- 
periences. Occasionally he was interviewed by 
an English-speaking psychiatrist, in whose judg- 
ment the patient was coherent, factual, and free 
from overt psychotic manifestations. I was asked 
to evaluate his mental status on a few different 
occasions and encountered exactly what the 
other Spanish-speaking physician had found. 

Case 3. A.A., a 45-year-old man charged with 
murder, was admitted for the third time. On this 
occasion he showed only depression. I diagnosed 
his case accordingly. My interviews with him 
were held in a mixture of English, Spanish, and 
Italian, He said to me clearly in English, “I am 
not crazy, doctor, my head is okay; I don’t hear 
voices,” and while saying this he even smiled in 
spite of his depression. 

The last three interviews proceeded in the same 
manner during the first half of the sessions ex- 
cept that I was assisted by another patient who 
talked to the man in Italian following my direc- 
tions. Then the picture changed completely, and 
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on all these occasions the patient turned marked- 
ly depressed and cried copiously. He claimed that 
he heard his daughter crying and asking for her 
mother; he wondered how he could hear his 
daughter’s voice if she was not around, had not 
Visited him and he had not seen her for more than 
a year. 


Case 4. E.D. is a 79-year-old Italian woman 
charged with murder who was admitted to our 
female security unit. She shows signs of mental 
disorganization and severe confusion. When very 
upset, she does not speak English, but only Ital- 
ian. At times she has been able to hold a con- 
versation with me and with others in English, 
giving an account of the alleged murder, includ- 
ing certain details about the tragedy. While 
speaking English, she flattered the ward person- 
nel, especially the nurse, calling her pretty and 
kind; she said that we all are very nice and that 
she did not mean to kill anyone and would never 
do it again. 

When visited by her Italian-speaking relatives 
and a nurse, E.D. turns suspicious and para- 
noid: she will not speak about her alleged crime, 
ignoring it completely, and she talks against 
every one of us, accusing us of being hostile to 
her, of threatening physical harm, and of con- 
spiring to kill her. She is obviously psychotic, 
whichever language she uses, but it is clear that 
she is much more severely unbalanced while talk- 
ing and thinking in her native Italian. 

Case 5. N.M., charged with aggravated assault 
and battery, is 48 years old. He is a Cuban de- 
scendent, born and raised in this country. He 
speaks both languages fluently, claiming that at 
home Spanish was always spoken and that he 
learned English at school. All his siblings are bi- 
lingual and, like him, they can easily switch from 
one language to the other. Although the patient 
reads well in both languages, he writes much bet- 
ter in English, as can be expected from his formal 
education. He has been a patient at the hospital 
twice, and his present hospitalization has lasted 
several months, He has been doing quite well 
lately and hopes that he will be released from the 
hospital soon. 

For about five months this patient in his regu- 
lar lengthy interviews with me showed innumer- 
able unsystematized delusions, the most conspic- 
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uous one of grandeur, feeling himself able to cure 
diseases such as leprosy, syphilis, and gonorrhea, 
and stating that all these diseases started when 
the liquid of the coconut got infected by worms. 
Interviews were switched from Spanish to Eng- 
lish on my initiative and the patient inadvertently 
followed suit. In both languages he showed his 
psychosis to an equal extent. Now he is "sane" 
in both languages. 


Conclusions 


The foregoing examples are typical of the 
writer's experience in cases of this sort: in 
many other instances it was found that the 
patient's reaction to the mental effort of 
thinking in a foreign language was likely to 
be the same. This observation was confirmed 
by several colleagues. 

However, as indicated from the outset, 
no attempt will be made at this stage to gen- 
eralize or to set forth a theory on the basis 
of such examples, although their number 
could be extended without difficulty. It is 
obvious that, in order to establish a fully 
acceptable explanation of the impact that 
thinking or talking in a foreign language 
may have on a person's mental health and 
personality problems, much more careful 
research would be required than a mere ac 
cumulation of further case histories. Sys- 
tematic experiments with control groups and 
an exchange plan among several scientists 
from the major related disciplines will be 
needed to work on such projects in à truly 
scientific manner. 

In the meantime, though, it seems to mé 
that the evidence gathered so far 1s nota 
worthy and can well be considered a en 
rary indication that my ideas should be i 
veloped in the direction in which the find 
seem to point. Observations from colleag" e 
on related cases will be welcome, as Me 
comments on the possibility of establis! ie 
a hypothesis for an explanation of the 
derlying causes. 
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Is Punishment Dead? 


BY WALTER BROMBERG, M.D. 


The author discusses the changing role of 
punishment for crime in modern society, es- 
pecially its increasing ineffectiveness. He 
suggests as a possible solution the large-scale 
use of television for education against crim- 
inal impulses. 


pen its effect on the generation occu- 
X pying the older side of 30, punish ment, 
like God, is considered to be dead. It is as 
effective as holy water against a ten-ton 
megaton bomb. Felons, misdemeanants, 
those who break the rules of school or uni- 
versity, and those who oppose their parents’ 
flats or flout good taste and decency are 
equally unaffected by the threat of punish- 
Ment. The militant who captures the dean’s 
office and hustles him out the side door and 
the Student who howls down as irrelevant an 
English professor's analysis of Blake’s 
Poetry unite in making punishment an 
anachronism, a senile maneuver at best, 
totally inadequate in today’s scene. 
pe de not have to examine the draft card 
: er for signs of youthful intransigence; 
* need only listen to a 12-year-old school 
APART when faced with the punishment 
an i kept after school for misbehavior, 
Bitierd € walked out of the classroom, “It’s 
lett etention or Little League practice. ... 
i Pod baseball." What has happened to 
eterrent effect of punishment, to its 
moral force? 
Geena tien for wrongdoing has always 
eon ia, solid legal grounds. No one 
ele its pertinence in law; no one 
the ries position as a right of parents on 
ine us y hearth. Punishment was an auto- 
Bid MT of the Ten Commandments, 
died ough not explicitly included as a 
"reed of “Thou shalt not. ..," was as 
night buds as the sequence of day and 
- From the lopping off of a hand de- 
"DE Bomb 
3349 Coage Way, Sacramento Calif 95825, eare 
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creed in the Code of Hammurabi for the 
crime of adultery in ancient Babylon to ex- 
ecution or life imprisonment for first degree 
murder in our day, punishment and crime 
were and are linked in an indissoluble bond. 

If it were necessary to provide a rationale 
for punishment, theorists readily supplied it; 
punishment deterred others from crime; it 
allowed retribution by an outraged society; 
or it opened the way for penitence and re- 
habilitation (read counseling for penitence 
and psychotherapy for rehabilitation). Fi- 
nally, the aim of punishment was reproba- 
tion. Reprobation as an aim of punishment 
strikes at the heart of the matter, for it sim- 
ply means unconditional disapproval for a 
criminal act. Originally the word reproba- 
tion meant "rejected by God, beyond the 
hope of salvation." The philosopher Kant 
wrote in 1785, “juridical punishment. . must 
in all cases be imposed only because the in- 
dividual...has committed a Crime. The Pe- 
nal Lawis a Categorical Imperative"(1)! 

For all the latter-day explanations cover- 
ing the essence of punishment, it stands 
starkly as social disapproval. Reprobation 
embodies the whiplash of condemnation, 
whether the punishment is a reprimand for 
“boosting” an article off a department store 
counter, a prison sentence for assault, or a 
death sentence for murder. Reprobation 
carries the warhead, the moral force of pun- 
ishment, the charge that sets off the detona- 
tion of guilt. 


The Ineffectiveness of Punishment 


Yet it is increasingly apparent that during 
the last three years punishment has lost its 
sting. As a deterrent to crime it is complete- 
ly ineffective. For the under-30 half of our 
populace, reprobation is a soft hand on the 
shoulder or a clumsy maneuver to be dealt 
with when necessary with the simple com- 
mand, “Flake off." There was a time in the 
history of English law when a judge could 
thunder down from his exalted stratosphere 
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on the bench, “You are a miserable soul. ... 
I condemn you to hang until dead...." 
while the public openly reflected on his 
righteousness. 


Modern judges do not permit themselves 
the luxury of expressing society's feelings in 
statements from the bench; reprobation has 
lost status. Insensibly, during the past 50 
years or more, crime has ceased being an 
evil and hence lost some of its function as 
whipping boy for the spirit of reprobation. 
Crime has become misbehavior; this seman- 
tic change has wrought a tremendous influ- 
ence on the unconscious feelings behind 
punishment and softened the moral thunder- 
bolt hidden in it so that it appears as flat as 
last night's champagne instead of as strong 
as today's bitter medicine. The pain of pun- 
ishment is discounted: punishment has lost 
its sting as our changing society rolls on. 
The under-30 people have unerringly put 
their finger on one large defect in the estab- 
lishment's ethical code: its basic presuppo- 

sition that punishment follows crime. 


Besides this perception by the oncoming 
generation that punishment has lost its use- 
fulness (militants, for example, will not take 
discipline or submit to punishment, and err- 
ing juveniles laugh at school suspensions) 
there are signs that society itself has reduced 
its reprobative “instinct.” For one thing, the 
outcry against capital punishment has result- 
ed in a steady attrition of the death penalty; 
for another, the sentence of life imprison- 
ment now means only 13 years, if that. But 
more importantly, the civil rights movement 
has made crime less an evil and more an ex- 
perience, less an injury than an assertion of 
rights. And the mature public—those older 
than 30—have found themselves swept 
along in the downgrading of wrongdoing 
and the minimizing of punishment by the 
mechanism of finding reason behind legal 
disobedience, 

Like the outpost sentinels who, facing 
each other as enemies across no man’s land 
in World War I, found themselves drawn 

closer psychologically by virtue of their spa- 
tial relationship, the establishment finds it- 
self wondering about the validity of the feel- 
ings of the young, examining their com- 
plaints and really listening to what they are 
saying about the hypocrisies of our culture. 
We are undergoing what psychologists call 
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a process of unconscious identification: it 
might also be called the alchemy of associa- 
tion. Whatever it is called, this new attitude 
that questions the heaven-sent authority of 
punishment is softening the rigid division of 
the criminals and the law-abiding into sep- 
arate and distinct species. And more signifi- 
cantly, this attitude is opening the way for 
the attenuation of punishment as an eternal 
good, 

This changed attitude can be glimpsed at 
work in a secondary way in the semantics of 
penology and sociology. Juvenile offenders, 
once called “incorrigible children," now are 
classified as “wayward minors" or “beyond 
parental control”; chronic offenders are 
called “maladjusted”; jail birds are called 
“recidivists”; “enemies of society” and 
“born criminals” are diagnosed as “chronic 
character neuroses." Just as political pris- 
oners in Europe held a special position of 
honor among fellow inmates— thieves, mur: 
derers, and rapists—so now “‘misbehavers 
carry their new designations as a badge of 
honor instead of the mark of Cain. This i$ 
especially true for those whose aggression I5 
in the service of pacifism, militant over 
throw of the educational establishment, Or 
direct action aimed to “overcome. ..." The 
truth of the business is that aggression m 
criminal areas has been democratized an 
hallowed: no longer is there a criminal class 
from the ranks of the lowborn, the illiterate, 
the other-side-of-the-track citizens. Crim 
inal aggression has infiltrated all ranks 
among those under 30. 


The New Role of Aggression 


Like sex, aggression has passed through 
certain phases of liberation during the pat 
half-century in its democratization. | 
two “instinctual” drives run a paral 
course. The sexual revolution, stimulated * 
psychoanalysis, which unearthed pere 
sexuality in the dreams and sublimation © 
normal persons, swept aside taboos a 


prohibitions, permitting the ye B 
: tad the 
sexual experience. Similarly, Id behav 


revolution, through analyses of chi 
ior disturbances and inhibited adul the 
aggression as a normal component 0" gt 
human soul. Sex was discovered to be 4 a, 
ural right, not a duty designed only for E 
creation; similarly, aggression was dis 
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ered to be a human right. Just as the sexual 
impulse was acknowledged to be normal, 
hostility was welcomed: death wishes be- 
came the legitimate and proud possessions 
of emancipated persons. Esoteric knowl- 
edge about the human condition filtered 
down to the mid-educated and the educa- 
tionally deprived: the vast black cloud of in- 
hibitions and prohibitions thinned out. Ag- 
gression, like sexuality, became a knowable 
and approved human quality that, if used to 
enhance what one considered one’s right, 
could no longer be jammed into a steel cas- 
ing called criminal. Add to these considera- 
tions the flood of nationalistic uprisings dur- 
ing the past 15 years where the use of ag- 
gression was in the service of “truth” and 
political deliverance, and it becomes evident 
that the mantle of evil has slipped from the 
shoulders of assault, theft, murder, mayhem 
—in short, from aggressive crime. 


Proof of the reorientation of the youth of 
this country toward criminal sanctions can 
be seen in the attitudes of juvenile and adult 
offenders in custody. From New York to 
California, the house of detention to which 
Juvenile miscreants are sent awaiting court 
hearing is affectionately known as “Juvy” 
or the “House of D.” To have been in Juvy 
at one time or another in one’s high school 
career has become a source of quiet pride 
rather than a badge of sin. Juveniles en- 
Countered in court clinics or in their own 
habitats out of the hearing of adults indi- 
cate their elevation in the hierarchy of ado- 
lescence by a spell in Juvy. One 18-year-old 
School dropout said with a touch of swagger 
that she “graduated” at Juvy. Similarly, old- 
er prisoners speak of the penitentiary or 
prison in familiar terms, calling them the 

Joint" or the “House,” thus betraying a 
kind of unconscious dependence on an im- 
Personal protector. The inmate in today’s 
Prison who studies law, art, political sci- 
ence, and even creative writing in prison has 
been known to refer to the institution as his 
alma mater after his release. 


Pi of militant organizations do not 
nent and incarceration; draft card 
etre er welcome imprisonment as a mea- 
per Bee of their righteous actions; 
iol and pushers take no umbrage at 
VERON treatment in institutions. It is 
as a misuse of time, a temporary en- 
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cumbrance, a stupid method of expressing 
the senile, impotent wrath of the establish- 
ment. Irritation, anger, and sullen defiance 
can be read in the attitudes of prisoners be- 
fore the bar, but the moral weight of a judi- 
cial sentence is missing from the conscious- 
ness of today’s offender against many of our 
laws. 

The result of this subtle reorientation to- 
ward lawful imprisonment is that punish- 
ment has lost its fearsome poignancy. This 
is not to say that prisoners who have served 
time are not often embittered by their ex- 
perience. But the psychological fact is that 
lawful punishment is no longer a searing, 
coruscating experience to contemplate. In 
short the deterrent effect of punishment is 
close to zero. 

If these indications are granted, and con- 
tact with wrongdoers of all ages and psychic 
complexions proves their truth daily, then is 
it not time to abolish punishment as an out- 
moded representative of society’s need to re- 
probate? Public officials, sincerely dedicated 
to the need to eradicate or reduce crime, 
call for funds to increase police protection 
to destroy organized criminal cartels. Ac- 
tually, however, the majority of crimes to- 
day are not caused by organized mobs but 
by individuals, chance offenders, unstable 
personalities, angry young and old men, and 
those impelled by a sense of the rightness of 
their actions. 

Here is the dilemma: law enforcement 
agents are essential to our national life, but 
if punishment has lost its bite, is not this 
painstaking labor of apprehending of- 
fenders and sentencing them a lost cause, a 
miscarriage of honest, well-meant effort? 


A Possible Solution 


While the machinery of justice must grind 
on, the cure for crime in the upcoming gen- 
eration can only be the distant one of emo- 
tional education. This does not mean horta- 
tory lectures, moralizations, pleadings, or 
the example of virtue and such time honored 
methods of inculcating ethical standards 
that the youth of today deride as products 
of a hypocritical establishment. The educa- 
tion espoused here is, to put it bluntly, a 
campaign of perpetual brainwashing 
through television. 
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It must be conceded that this idea comes 
up hard against the inbred urge toward rep- 
robation. That crime leads to punishment 
is a presupposition as unassailable and ir- 
reducible as the statement that cause leads 
to effect. To deny these equations is to court 
accusations of insanity. 

But new suppositions can be offered with- 
out vitiating the old. Thus today’s students 
are upsetting the tradition expressed in the 
formula, “I teach, you learn." They want to 
participate in selecting teachers, methods, 
subject matter, and educational directions. 

Brainwashing has the misfortune to have 
had a bad press; actually it is merely the 
planting of ideas, attitudes, and standards 
through a process of conditioning. Tele- 
vision is ideally suited to such a process of 
painless mass education. Every day we are 
brainwashed to improve our sanitation 
(Two deodorants, not one!); eat correctly 
(Breakfast on - - - and you'll look better); 
eradicate dandruff (. . .he got the raise); ban- 
ish bad breath (...and get lover's breath); 
save your lungs; preserve your hair; take 

Command; hoodwink greying hair, buy sex 
appeal; reduce your girth; to the point where 
try as we might, we cannot erase these con- 
ditioned standards from our automatic ner- 
vous mechanisms. If we can brainwash the 
public to buy consumer goods, why not 
brainwash them against criminal impulses? 
Why can’t universal television imprint the 
simple fact upon our brains that in an over- 
populated world, in order to live at all we 
must preserve the obvious tools of life—a 
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usable body and the necessary material to 
feed, clothe, and recreate ourselves? 

What the techniques will be to instill ra- 
tional consideration of the prime facts of 
life is a matter for television technicians: 
the writers, directors, actors, and producers, 
The basic principle is to educate the public 
the same way that theatrical drama reaches 
so effectively into the brain cells where emo- 
tion influences the intellect. Although the 
message is rational, the means for imprint- 
ing it may be irrational—that is, beyond the 
control of a judging mind. If the medium is 
the message it can carry a message also: the 
medium of television can dip its electronic 
fingers into our midbrains to fixate auto- 
matic behavior that will eventually govern 
our judgments and decisions. 

Brainwashing, propaganda, and educa- 
tion are in our culture the ultimate weapons 
for control of action. Why not use them in 
the war that has never been won, the pro- 
tective war against crime? Here, as in other 
modern wars, reduction of activity on the 
front can be the only true victory. For al- 
though crime is not remediable it is at least 
controllable. That control should function 
prior to crime and thus in place of punish- 
ment. It is chiefly applicable among the 
young from whose ranks the next generation 
of wrongdoers will emerge. 


REFERENCE 
1. Kant, I, cited in The science of right, in Great pond 
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There is not a fiercer hell than the failure in a great object. 
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Megavitamin Therapy with Severely 
Disturbed Children 


Sir: A pilot project was carried out with 19 
children who were severely emotionally disturbed 
in an attempt to determine whether megavitamin 
therapy B, would prove beneficial. Therapy was 
carried on in a day school setting. 

Megavitamin therapy, such as 500 mg. tablets 
of nicotinamide or nicotinic acid, has been advo- 
cated for adult schizophrenia by researchers such 
as Osmond and Hoffer(1, 2). There has been con- 
siderable conflict between their results and the 
work of others. Enthusiasm has run high. Often 
more than one vitamin is used, as well as vitamins 
in combination with drugs, leaving considerable 
doubt as to the effectiveness of any single agent. 

Since the education and treatment of severely 
disturbed children is difficult and demanding, it 
was felt that the use of vitamin B,, nicotinamide, 
with its low toxicity and low incidence of side re- 
actions, could be attempted on an empirical 
basis as a pilot study. 

S The project was carried out at the Forum 
cent one of the first day schools for seriously 
Te urbed children in the United States. All chil- 
B n whose parents agreed to the administration 
Hane amide were included in the study. These 
ded were variously diagnosed as follows: 

a hood autism—8, childhood schizophrenia 
di » Severe anxiety—2, and chronic brain syn- 

ome with grand mal epilepsy—1. (Several years 
iau this latter patient had a surgical sec- 
i n of the corpus callosum performed in an at- 
*mpt to reduce his severe and repetitious grand 
mal epileptic attacks.) 

PR ae ena was administered in school or at 
v. y the parents. The dosage varied with 
e weight—i.e., 1 gm. (1,000 mg.) per 50 Ib. of 
S DAC aE Therapy was carried on for 12 
Sont During the summer months the parents 
Inter ued administering the prescribed dosage. 
Slate ee in the plan were as follows: Two 
ae who were diagnosed as autistic discon- 
iie treatment after seven months because of 
mong of school and no plans to return. 

i Children diagnosed as childhood schizo- 

Phrenics also left after seven months, and therapy 
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was discontinued. Consequently these four chil- 
dren received nicotinamide for seven months, 
whereas the remaining 15 children were adminis- 
tered nicotinamide for one full year. 

Side effects due to nicotinamide were negligi- 
ble. Communication with severely disturbed chil- 
dren, of course, is difficult. If they felt subjective 
symptoms such as headache or abdominal pain, 
these were not manifest, 

During the earlier phase of treatment some 
parents reported improvement in behavior; this 
appeared to be transient. 

No control group was used, since none was 
available at the school. Daily observations by 
teachers were made, as well as weekly observa- 
tions by the consulting staff (psychiatrist, psy- 
chologist, social worker, and speech pathologist). 
Periodic staff meetings were held to discuss any 
observable gains in the children's behavior that 
might have been due to the administration. of 
nicotinamide. 

After one year of treatment with megavitamin 
therapy B, no significant change in the chil- 
dren's motor or mental behavior was noticed 
other than the usual growth and development that 
might be expected with age and proper care in à 
day school setting geared to the needs of these 
children. Several children continued to take the 
vitamins long after the year was up, the parents 
believing that some improvement had resulted 
from them. However, the entire staff, as well as 
the consultants, were not impressed that any 
significant improvements had occurred. Had 
there been dramatic results, we would have been 
encouraged to set up, control groups in other 
schools and measure progress in each group by 
standardized tests. 

The references are: 

1. Hoffer A, Osmond H, Calbeck MJ, et al: Treatment 
of schizophrenia with nicotinic acid and nicotina- 
mide. J Clin Exper Psychopath 18: 131-158, 1957 

2. Osmond H, Hoffer A: Massive niacin treatment in 
schizophrenia. Review of a nine year study. Lancet 
1:316-320, 1962 


RICHARD W. ROUKEMA, M.D. 
Louise EMERY, M.A. 
Ridgewood, N. J. 


if found suitable, as space permits. Please 
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The Role of Human Conscience in 
Therapeutic Abortion 


Sir: Dr. Whittington, in his article “Evalu- 
ation of Therapeutic Abortion as an Element of 
Preventive Psychiatry” (March 1970 issue of the 
Journal) makes the point that psychiatrists have 
difficulty predicting accurately the effects of child 
bearing on mental health and related issues, such 
as the distinction between unhappiness and men- 
tal illness. Additional problems arise when an 
effort at prediction is linked to a quasi-judicial 
procedure regarding abortion. Dr. Whittington 
concludes that the best solution is to leave deci- 
sions about abortion to the individual ethical 
judgments of a woman and her physician. Consid- 
ering the problems he outlines, such a solution ap- 
pears attractive. However, this solution implies 
a principle of ethical relativity that I am not sure 
many of us could follow down the line. 

The principle might be stated that as long as a 
person does what he thinks is right, society should 
not interfere. If this principle were rigorously 
followed, a person who declined to pay his in- 
come tax because he felt the money would be ill- 
used should not be prosecuted. A person who 
honestly believes our institutions are totally cor- 
rupt and ought to be destroyed should not be 
prosecuted for dynamiting the courthouse. An- 
archy could be the only result. 

However, this type of principle can also be 
formulated in a less extreme form: In a plural- 
istic society when there is a dispute about the 
morality of an act and when that act is a private 
one that does not interfere with the rights of 
others, society should not interfere. This princi- 
ple has been used successfully in changing old 
laws against contraception, for example. In this 
instance, it was argued that society should not 
restrict a couple from performing an act that was 
private, that they considered good, and that did 
not interfere with the rights of others. 
Unfortunately, this principle cannot be applied 
in such an uncomplicated fashion to the problem 
of abortion, because here the issue of interfering 
with the rights of another becomes central, Those 
who object to abortion on request and without 
grave reason do so because they see the issue as 
one of conflicting rights between two human be- 
ings, the mother and her unborn child. Society 
in its laws has taken special care to protect the 
helpless. Thus minors are protected by laws that 
are not framed for adults. The heat of the present 
debate over abortion stems from the fact that 
many citizens believe society must continue to 

represent the rights of the unborn child in addi- 
tion to those of the mother. To allow the issue to 
be decided between the mother and her physician 
alone prejudges it as a private act in which there 
is no third party, i.e., the unborn child, needing 
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representation by society. 

Given the possibility of being adopted into a 
family where he is loved and cherished or even 
the situation where he is to be brought up in an 
atmosphere of hostility or neglect, would this 
nascent life have chosen, on reaching full maturi- 
ty, not to have been given the opportunity to live 
out his years? I do not pretend to know the an- 
swer in any given instance, but I would not want 
to make the decision to take an unborn child's 
life unless there were grave need on the mother's 
part. 

The only way any moral concern over abortion 
can be avoided is to treat the embryo as a blob 
of cells forming part of the mother like an un- 
wanted fibroma, But it is hard to ignore the one 
continuous biological entity present from the 
time of conception. Before many weeks have 
passed even the biologically unsophisticated can 
identify the embryo's obvious human form. An 
imperfect form of human life, yes, as in other 
ways are anencephalic idiots, severely brain dam- 
aged motorcyclists, and the extremely senile 
aged. Nevertheless it is human life and it is diffi- 
cult to take an arbitrary point in its development, 
for example the time when the developing life 
passes through the birth canal, and say that now 
this creature must be treated like a human being 
for the first time. 

Dr. Rosen's editorial on abortion in the same 
issue stated in its plea that all women should be 
allowed to determine their own reproductive 
lives, “There is such a thing as human conscience, 
human dignity, and human compassion." These 
are the qualities that influence us in our desire to 
help the troubled woman whom we personally 
see before us. Ironically, these same qualities are 
what produce the strong concern for less mature 
human life, which is hidden from our view as à 
stranger. If there were no concern for human dig- 
nity, there would be no conflict and no problem 
to agonize over today. 


PuiLiP R. SULLIVAN, M.D. 
Boston, Mass. 


The Need for Scientific Magicians 
in ESP Experiments 


Sır: Ullman and Krippner’s report, ian 
Experimental Approach to Dreams and Tele 
thy: II. Report of Three Studies" (March 19 
issue of the Journal) places the reader on ps 
horns of a dilemma. He must either serious 
reconsider most of science’s assumptions about 
the nature of the universe or question the sophis 
tication or integrity of the investigators. did 

Anyone even vaguely familiar with the SOT on 
history of research in parapsychology kno 
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that internationally renowned scientists have 
often been duped by clever charlatans. If there 
is one thing to be learned from the past, it is that 
"experiments designed to demonstrate the exis- 
tence of extrasensory perception must be care- 
fully observed by individuals who are expert in 
detecting deception, conscious or unconscious. 
It makes no difference whatsoever how many 
independent investigators duplicate Ullman’s 
and Krippner’s results if this precaution is not 
taken. In order to protect the public and the 
feputations of ESP researchers, future investiga- 
tions should be designed to allow a reputable 
"professional magician to observe the experiments 
and rule out the possibility of conventional forms 
"of communication. 


WALTER WEINTRAUB, M.D. 
Baltimore, Md. 


‘Dr. Ullman Replies 


Sir: I can understand Dr. Weintraub's con- 
ern about the far-reaching implications of re- 
Search in telepathy when the claim is made for 
positive results. Out of hand I reject his proposed 
Solution to the dilemma. 

Dr. Weintraub blandly assumes that the current 
Scene in parapsychological research is in no way 
different from the controversy and notoriety that 
Characterized the early history of psychical re- 
Search as it evolved over the last century and at 
the beginning of this one. Each scientific disci- 
Pline, medicine included, evolved through its 
‘Own prescientific era where, among other things, 
charlatanry was not unknown. The difficulty 
arises when someone not acquainted with the 
field makes the further assumption that para- 
Psychologists, unlike any others dedicated to the 
Application of the scientific method, are unable 
to Profit from their own history or protect the 
Integrity of their own experimental endeavors. 

There is no answer down the road Dr. Wein- 
traub Suggests. He is proposing an external and 
Objective remedy, i.e, a professional magician 
Teviewing parapsychological experiments, to a 
Problem that is an internal and subjective one. 

There have been times in our history as curious 
Creatures when we have had to find the courage 
to challenge existing world views. We cannot 
‘Protect ourselves from this by either derogating 
the importance of independent replication, which 
Dr. Weintraub does, or shifting the responsibil- 
ity to a corps of professional magicians who will 
Oversee the work going on in parapsychological 
laboratories, 

E image Dr. Weintraub projects of old 
dy-duddy scientists amateurishly bumbling 
about in unfamiliar territory and who therefore 
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are an easy prey to charlatans has no connection 
with the current scene. Parapsychologists have 
had an uphill battle, and the fact that more and 
better controlled experimentation is going on 
at the present time than at any time in the past 
is a tribute to both their mastery of scientific 
method and, at the risk of seeming immodesty, 
their courage. 

There is only one way we know of to deal with 
the dilemma to which Dr. Weintraub refers. 
There is a need for further experimentation, 
independent replication, identification and con- 
trol of variables, and, one hopes, the evolution 
of a model to help articulate these puzzling 
phenomena and incorporate them with the rest 
of what we know. 


MONTAGUE ULLMAN, M.D. 
Brooklyn, N. Y. 


The Story Behind Political **Patients" in 
Red China 


Sir: The letter to the Editor, “Political 'Pa- 
tients’ in the Soviet Union" by An Observer 
(March 1970 issue of the Journal), was particu- 
larly interesting to me. As a medical graduate 
from Red China, my first-hand experience makes 
me agree with the author's observations. 

The so-called “showcase presentation” is very 
common in Communist societies. Visitors who 
come to a Communist country never see the 
whole picture. Only an insider knows exactly 
what happens there. Of course, he who is perfect 
in the language, has a good relationship with the 
local people, and stays long enough will see the 
picture better than the others. The trouble is, 
even though you are aware of the facts, you still 
do not know what's what; you only know what 
you are told. 

To illustrate what I mean, I would like to quote 
from an article I recently read a conversation be- 
tween two Soviet spies: 


“Guess who I just came up on the elevator 
with!” he yelled. “Eleanor Roosevelt! I stood 
right next to her!” 

“What’s she doing here?" Tuomi asked in- 
credulously. 

“That’s what's so funny," Galkin answered. 
*'They're taking her through the fanciest apart- 
ments in Moscow so she can see how the 
typical Soviet worker lives. I thought about 
bringing her up here to meet you, à fellow 
American." They laughed, speculating about 
what Mrs. Roosevelt was being told, one floor 
beneath a Soviet espionage school. “Maybe 
she would like to sit in on some of your class- 
es," said Galkin. “She could see for herself 
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how much we really want to understand her 
country" (1). 


The situation in Red China is much worse. The 
term "'counter-revolutionary delusions” is not 
familiar to me, since in most cases Chinese Com- 
munists do not employ this kind of excuse. They 
simply shorten the term to *'counter-revolution- 
ary"; that's good enough to remove anybody 
they don't like, believe me! 

There are no lawyers in Red China. The Peo- 
ple's Court exists only in name, has no real func- 
tion, and a victim is sentenced before the trial. It 
is also true that the Communists will sometimes 
use “mental” or “health” reasons to remove some 
important person from his position. The former 
Defense Minister of Red China was a good ex- 
ample. The Chinese public was told he left his 
job for health reasons for a long-term rest in a 
famous convalescent hospital. 

I do hope this letter will expose some of the 
cold facts behind Communist societies. The read- 
ers of the free world should be aware of these 
facts before they read any visitors’ reports 
about Communist countries. 


The reference is: 


l. Barron J: The schooling of a soviet spy. Reader's 
Digest 96:225-266, 1970 


Jonn D. M. Lee, M.D. 
Los Angeles, Calif. 


Whither Resident Responsibility? 


Sir: Two years ago frustration pervaded our 
residency group. Perhaps it was “first-year crisis." 
Past generations of residents assured us that they 
had done their share of complaining at the same 
stage of training. 

We felt, however, that there were serious issues 
involved in our difficulties. Seminars were per- 
functory; staff appeared disinterested in the 
teaching program. Stipends ranged from very 
poor to reasonably good; this inequity was 
bothersome. Paramedical divisions were filling 
the power void produced by a soon-to-retire de- 
partment head and an under-manned psychiatric 
staff. Social issues were ignored. To complicate 
matters a number of residents had been rather 

precipitously dropped from the program. 

Perhaps influenced by undergraduate events 
across campus, we decided to try to ameliorate 
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our problems by acting in concert. First-year 
residents led the organization movement, with 
limited participation by the second-year group. 
Third-year residents, soon to complete their 
training, did not play an active role. 

Our first step was a visit to the department 
head. With his assent and with the approval of 
the psychiatric staff, we obtained representation 
on the residency committee in the department of 
psychiatry. Next, staff requested that our resident 
association review the teaching program. Grad- 
ually stipend inequities were modified. Informal 
opportunities for staff-resident interaction were 
initiated, and mechanisms to facilitate staff- 
resident communication were established. 

Today we have come to consider ourselves an 
interest group with a dynamic role to play in the 
department of psychiatry. Resident training and 
other functions of the department are inter- 
related. No one element can flourish alone. 

We believe we have a responsibility in the de- 
partment affairs and in our training. Complaints 
in the coffee shop change nothing. Explicit, 
reasoned criticism can have a beneficial effect 
when discussed with staff. Resident initiative has 
filled gaps via evening seminars, a journal club, 
and utilization of training assets outside the 
department. Demonstration of resident enthu- 
siasm has had another direct effect: it has stimu- 
lated staff enthusiasm. 

Many of the problems that concerned us two 
years ago have not been eliminated. Nonetheless, 
we now have a voice. Recently a staff-resident 
task force has come to grips with the matter of 
resident evaluation by staff, as well as with an 1m- 
novation—staff evaluation by residents. Another 
staff-resident task force will shortly address itself 
to residency curriculum. J 4 

We as house staff need no longer consider if 
we can effect change. The critical question now 18 
what change do we wish to effect? A manifest 
responsibility thus befalls us regarding our train- 
ing and thereby the future posture of psychiatry 
in our society. ; 

Shared staff-resident responsibility is nO ; 
acea, certainly. It consumes staff time an e 
mands resident commitment. Such disadvantage 
are more than compensated for, in our opinio, 
by the possibilities for reformation that share 
responsibility permits. 


pan- 


Josep WEsTERMEYER, M.D. 


PHILIP LEBOVITZ, M.D s 
Minneapolis, Min" 
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Urnoorep CHILDREN: THE EARLY Lire oF MIGRANT 
Farm Workers. By Robert Coles. Pittsburgh: 
E of Pittsburgh Press, 1970, 140 pp. 

5. i 


This book is the tragic and human saga of 
America's hardest working and lowest paid citi- 
zens, its migrant farm workers. Only Dr. Coles 
of all writers could have told this tale with such 
insight, such wisdom, such humor, such respect 
for truth, and such an absence of bathos. It is no 
exaggeration to say that it contains elements of 
greatness and promises much for its enlarged 
version—soon to appear. 

Coles knows his subjects. He has lived with 
them, traveled with them, laughed with them, 
and wept with them. This is no case-hardened 
Sociological document, but a human one that 
bongs alive and into our studies the exploited, 

€ dispossessed, the utterly miserable, aban- 
doned poorer-than-poor whites of the United 
States. 
uunepuchont the book one gets the feeling that 
i soles is a man of perception, enormous 

egrity, humor, humility, and above all, sur- 
passing wisdom. What more can we ask of an 
author? 
uae fo all this, Coles knows how to tell a 
REM ndeed, he is a magical storyteller. Once 
ing started to read his book, no one could 
put it aside. He writes: 


aes indifferent one may be to the cause 
isum ERES it is hard to accept the fact 
ioni RUN second half of the twentieth century, 
pun von States of America, women bear 
ori on the side of a road or in a one 
face ouse that lacks running water and elec- 
et i in either case attended by a friend or 
fe E or or relative, who is able to offer af- 
ction and sympathy but not medical help. 


ga ia xS too squeamish, you had better not 
tenet E ook, but you will be missing an in- 
eae ae document. Coles is nothing if not 
foes * o his writing is always leavened with 
ies ia a kind of realism that comes largely 
Fo ing his subjects speak in their own words. 

T example, from a nursing mother: 


Un I knows what you means. There are 
ea when I finds myself wondering if rH 
ui i: a chance to try one of those bottles 
s i like to, but you have to keep going 
em store then for the milk, and then I'd 

ry—and what if I started with the bottle 
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and I couldn’t buy any more milk, because 
there was no crops, you know, and then Td 
be dry, and the baby would be suffering real 
bad, she would. . . . But I don't think I'd want 
to keep away from my baby all the time like 
that, so I don't think I’d try it for so long that 
Pd run dry, no sir, because I like being near 
to the baby. It’s the best time you ever has 
with your child, if you ask me. That's right, 
it's the best time. 


The extraordinary closeness between baby and 
mother and the joy in this relationship seem to 
account for the high birth rate and the large 
families. 

Coles has an unabashed respect—indeed love— 
for young mothers and their infants. That is 
probably the basis of his surpassing wisdom and 
empathy and his understanding even of hunger. 
He feels his way into the very essence of the mi- 
grant life—a life without possessions, with no 
place of one's own to rest and sleep, with no 
shoes or shirts or pants of one's own, and yet 
with tenderness and love within the ever-restless, 
ever-moving migrant families. Coles knows all 
their enemies and perils and whom they should 
fear: policemen, firemen, sheriffs, people who 
wear business shirts, people who are called 
owners or boss men or foremen or managers. 
He knows the dangers in the rest rooms of gas 
stations. Far better to use the fields or the woods. 
In fact, anyone who is not a picker, a harvester, 
a farm hand, or a migrant worker is a potential 
source of danger. To think that in the 20th cen- 
tury in America we have thousands of boys and 
girls who live utterly uprooted lives, who wander 
the American earth and by the sweat of their 
brows harvest our crops and so enable us to eat! 
These homeless ones who feed us and sustain 
us get not even a crust of bread in return. No one 
can read Dr. Coles’s book without a lively sense 
of shame and humiliation and yet a firm if some- 
what unfocused resolve to try to set these things 
aright. 

Cart A. L. BINGER, M.D. 
Cambridge, Mass. 


Tue Ricut ro ABORTION: A PSYCHIATRIC View. By 
the Group for the Advancement of Psychiatry. 
New York: GAP, 1969, 28 pp., $1 (paper). 


“A decision to perform an abortion should be 
regarded as strictly a medical decision and a 
medical responsibility. It should be removed 
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entirely from the jurisdiction of criminal law.” 

These are the two opening lines from the brief 
Position Statement on Abortion that was adopted 
by the American Psychiatric Association in De- 
cember 1969(1). 

In order to understand the events leading up 
to such a remarkable statement, one needs to read 
this formulation of the GAP Committee on Psy- 
chiatry and Law. This excellent short pamphlet 
discusses the obligations of motherhood, the reli- 
gious and moral objections to abortion, the con- 
cept that a woman has a right to control the prod- 
uct of her own body, the unwanted child, and 
the steps that have been taken to liberalize abor- 
tion laws that led to GAP’s recommendation: 
that abortion, when performed by a licensed 
physician, be entirely removed from the domain 
of criminal law. 

In 1959 the American Law Institute proposed 

a model code for abortion laws with the follow- 
ing provisions for abortion: when pregnancy is 
likely to result in serious impairment of a wom- 
an’s physical or mental health; when there is 
substantial risk that the baby will be born with 
grave physical or mental defects; or where the 
pregnancy resulted from rape or incest. Ten 
states (Arkansas, California, Colorado, Dela- 
ware, Georgia, Kansas, Maryland, New Mexico, 
North Carolina, and Oregon) have followed the 
code. In none of them, however, has there been 
a significant increase in abortion. Colorado has 
a rate of 13 per 1,000 live births, Compare this 
with Japan’s rate of 653 abortions per 1,000 live 
births or Sweden’s 85 abortions per 1,000 live 
births! 

The popular press, including both lay and sci- 
entific magazines, has carried articles on the need 
for clarification of medical responsibility in abor- 
tion and has often suggested modifying the law 
to reflect a rapidly changing social viewpoint. 

GAP has done a service to the professional 
community in clarifying the issues. This is an 
excellent report that everyone interested in the 
topic of abortion should read. 

The reference is: 


1. Position statement on abortion. Amer J Psychiat 
126:1554, 1970 
WALTER E. BARTON, M.D. 
Washington, D. C. 


Tur MANUFACTURE oF Mapness. By Thomas S. 
Szasz, M.D. New York: Harper & Row, 1970, 
370 pp., $8.95. 


Beginning with his book The Myth of Mental 
Iliness(1) Szasz has wrestled with some of the 
most fundamental problems in psychiatry, phil- 
osophy, and jurisprudence. Deep problems do 
not have sharp edges, but we can say that Szasz is 
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working somewhere in the overlapping areas in- 
dicated by the words “responsibility,” “insan- 
ity,” “criminality,” and “punishment.” 

In the present volume Szasz cleverly points out 
the parallelism of the medieval concept of witch- 
craft and the contemporary concept of mental 
illness; but his presentation is “too clever by half." 
It is not done in the spirit of truth seeking, but of 
legal advocacy. We need lawyers in their place, 
but that place is not the laboratory or the clinic. 
As the historian George Sarton has said, “Law- 
yers, theologians, and even philosophers may 
indulge in. . .equivocations and get away with it; 
Scientists cannot do that without disgrace." 

The practical problem with which Szasz is 
concerned is this: What shall society do with its 
deviates? “Deviate” should be understood to mean 
a person whose behavior has in the recent past 
departed significantly from the social norm— 
nothing more. (Whether one "is" a deviate the 
way one is a diabetic need not be discussed.) 
Szasz's thesis is that mental illness does not exist; 
therefore we should never incarcerate deviates 
in mental hospitals. He cites some telling 1n- 
stances of the unjust use of this legal method of 
restraint. 

Seriously deviate action is quite properly per- 
ceived as threatening by society. If we were t0 
destroy our mental hospitals (as Szasz implies) 
then what would we do—throw all deviates i 
jail? Would this be more humane? Anyone who 
has had personal experience with present-day 
jails and jailbirds is appalled at the large number 
of mental patients being given this treatment 
which is surely even less appropriate than tha 
offered by our mental hospitals, poor as they 
are. 392 

“The physician,” says Szasz on page él 
“ought to be a protector of the individual, eV i 
when the individual comes in conflict with an 
ety.” The sentiment is admirable, but we e 
decide whether or not to follow his advice un 


: oues : ud 
we consider quantities. “in conflict" —how me 
speaking 


raping little girls, killing men in the nigh 
tities matter. And how many deviat 
to be treated by physicians? And how s to 
physicians? If the proportion of physico a 
deviates is utterly inadequate—as indeed I ile 
should we ask society to “do nothing tment 
we fall further and further behind with trea 
(or whatever Szasz would call it)? T 
has done little more than paint an ! y 
(“If ifs and ands were pots and pans, 
be no need for tinkers.”) E of 
The problems of deviance and b " 
punishment and responsibility, rematn Madnes* 
unilluminated by The Manufacture of h ymble 
The psychiatry of these problems requires 
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seekers of the truth, not committed advocates 
of a striking position that is only superficially 
plausible. 


The reference is: 


I. Szasz TS: The Myth of Mental Illness. New York, 
Hoeber (Harper & Row), 1961 


GARRETT HARDIN, PH.D. 
Santa Barbara, Calif. 


ANALYTICAL PsycHoLoGY : Its THEORY AND PRACTICE. 
By C. G. Jung. New York: Pantheon Books 
(Random House), 1968, 213 pp., $6.95. 


Someone has said “Once you have wrestled 
with Jung you are never quite the same." 

This book, which represents a republication 
and editorialization of the five famous Tavistock 
Lectures that Jung was invited to present before 
the Institute of Medical Psychology in London in 
1935, provides the reader with a wrestling arena 
in which both author and reader emerge refreshed 
and more mentally fit. The stenographic tran- 
script of the lectures and discussions enlivens the 
lest and brings the full force of Jung's personality 
into focus. Jung was speaking to an audience of 
the more learned clinicians and critics of his time. 
He sensed he was on the spot, not only because 
of his ideas but his English as well. His subject 
i carried him through, his informal manner 
3 entation eased the tension, and his breezy 
olloquial speech disarmed his listeners to the 
Piu where he gave the illusion of being fluent. 

; an ane his basic psychological theory in 
E e but scholarly fashion, presenting first the 
done and content. of the mind and later his 
pat methods for its investigation. The early 
tain were elucidations of the unconscious with 
Lae ar elaboration upon the concept of the col- 
ality Vistas He then described the person- 
en its four functions of thinking, feeling, 
nani and intuiting. This led to a discussion of 
ailing and his use of dream interpretation by 
EM He spoke of the physiological ac- 
abete iments of emotion—what today we would 
dun psychosomatic phenomena." 
Met i elaborations concerning methodology 
nee ip investigating the unconscious en- 
Be Mc association test," “dream analysis," 
Mm imagination"—all terms that he in- 

Tan * part of his analytic psychology. 
Donnas, ae lecture was delivered almost extem- 
EN En since he deviated from his original 
" ence spoke directly to a question from the 
talk hee on < problems of transference.” In this 
a Sonceived of transference asa specific form 
bar general process projection, happening 
aliet wọ people; this process is of an emotion- 

pulsory nature. He clearly differentiated 
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his concepts of transference from those of Freud: 
“According to my experience anything can be a 
matter of projection, and then erotic transference 
is just one of the many possible forms of trans- 
ference.” He believed transference was always a 
hindrance, never an advantage to the therapeutic 
relationship: “You cure in spite of the transference 
not because of it.” 

In reading these essays one cannot help but 
catch, not a glimpsé, but a lasting impression of 
Jung’s personality. Especially evident are his 
humor, humility, wisdom, intellectual honesty, 
clinical acumen, and scientific inquiring ap- 
proach to human problems. Said Jung: 


Only thru our feebleness and incapacity are we 
linked with the unconscious, with the lower 
world of the instincts and with our fellow 
beings. We do not in any sense possess divine 
knowledge of the human mind; we know 
precious little about it; our virtues only enable 
us to be independent. My principle is: For 
heavens sakes don’t be perfect, but by all means 
try to be complete—whatever that means. 


In reading this book one experiences the pres- 
ence of a great man. One is never really quite the 
same. s 

WILLIAM W. ZELLER, M.D. 
Hartford, Conn. 


Henperson AND GiLLEsPIES "TEXTBOOK OF Psy. 
cuiaTRY, 10th ed. Revised by Ivor R. C. Batch- 
elor, M.B., Ch.B., D.P.M. New York: Oxford 
University Press, 1969, 565 pp., $13. 


The first edition of this famous English text- 
book was reviewed for this journal by Dr. Edward 
Brush in 1929 when Dr. Brush was the Journal's 
editor. The ninth edition was reviewed by Dr. 
Farrar during his tenure as editor in 1962. It is 
fitting that the present edition should be re- 
viewed by the present editor of the Journal, 
for it has been reordered and rewritten and 
chapters have been added "to deal more fully 
with current interests and problems and the new 
data from research." 

There are chapters on psychiatry and on gen- 
eral medicine that take note of the fact that the 
gap between these disciplines is being bridged, 
The hope is expressed that in the not-too-distant 
future psychiatry in its preventive aspects will 
become a part of general medicine. The format 
of the book is what we have come to expect of 
works of its kind, but special attention is given to 
addictive problems, forensic psychiatry, and 
sexual difficulties—all situations that presently 
are agitating the public and the profession. 

The chapter on etiology covers 50 pages, while 
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the chapter on neurotic reaction types is given 65. 
This is pointed out not to imply that because a 
little is good, more is better, but rather to note a 
slight movement away from the earlier emphasis 
on hospital psychiatry that characterized most 
psychiatric texts. Not as much fuss is made here 
about community psychiatry as one finds in 
American texts, probably because the advent of 
the National Health Service has made great 
segments of British psychiatry take more cogni- 
zance of community needs. 

This edition updates the previous editions, and 
like them, it is indeed well written. 


F.J.B. 


Manpower ror Mentat Hearta. Edited by 
Franklyn N. Arnhoff, Eli A. Rubinstein, and 
Joseph C. Speisman. Chicago: Aldine Pub- 
lishing Co., 1969, 197 pp., $6.95. 


This book is based on the formal papers and 
the proceedings of a symposium on Manpower 
and Mental Health, sponsored by the National 
Institute of Mental Health in June 1967. Psychol- 
ogists, psychiatrists, economists, lawyers, and 
political scientists are among the many profes- 
sions represented by the contributors. 

There are extensive discussions of the eco- 
nomic, social, and political factors that bear on 
manpower issues as well as the part that govern- 
ment plays in these issues. What emerges is the 
impression that the competing forces—political, 
economic, and social—that bear on mental health 
manpower programs have not been taken suffi- 
ciently into account in planning programs and 
that one of the great difficulties is that the goals 
and means of achieving them have not been care- 
fully planned in advance. In this context, many of 
the basic assumptions upon which manpower de- 
cisions have been based have proved wrong. 

Perhaps the most important pressures occur in 
allotting resources in our society. A plea is made 
that in the competition for scarce resources, the 
programs in mental health that are to be given the 
highest priority must be carefully chosen among 
competing programs and then carefully spelled 
out, if they are to be funded in the contest with 
the demands of programs in other areas of our 
society. To quote: 


The basic economic proposition—that all so- 
cial goals cannot be fully pursued simulta- 
neously (although our society, paradoxically, 
seems to start with the proposition that all 
social goals can be simultaneously pursued)— 
was the point of departure for consideration 
of the processes of choice and decision. The 
essential point was that there are bridges that 
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can be established between economic analyses 
and what have to be behavioral decisions that 
affect the allocation of resources. Problems 
begin to emerge with some clarity only at the 
point where achievable goals are specified. An 
analogy was drawn to the space program, 
where a highly unspecific goal, “to explore outer 
space," was translated into the very specific and 
rather attractive goal of “landing a man on the 
moon.” Given a specific and attainable objec- 
tive, it can be placed on a temporal dimension; 
systematic assessment of factors such as levels 
of allocation and resources, program content, 
and manpower types may be made within the 
framework of time needed for overall goal 
achievement. 


Another area of competing pressures in plan- 
ning programs, in addition to the allocation of 
resources, relates to the model of the causes of 
disturbed behavior. Depending upon which model 
is used, the conditions are entirely different. One 
model emphasizes the learning process and stress- 
es prevention and environmental factors, and the 
other emphasizes the medical model, which 
stresses organic, biochemical, neurological, etc. 
factors. 

An advantage of the social-environmental- 
learning model would be, according to Albee, 
that it would be possible “to deal more effectively 
with manpower shortages, since this model does 
not require extremely scarce and expensive man- 
power. It would be possible to train people at the 
bachelor’s-degree level to deliver many of the 
needed services.” A major difficulty of the social- 
environmental-learning model is that “once the 
problem is seen as the result of an inadequate, 
unequal, and destructive environment, it becomes 
a distinct threat to the existing political and eco- 
nomic systems.” In contrast to this, "AS o 
mental health deals with drug therapies or. oti ui 
t therapies. . .it is not threatening 

ree enterprise." ` 

The social-environmental-learning model pi 
psychiatry into conflict with many comme 
services such as schools, religious organizati i 
etc., for funds and influence. The medical es 
merges into competition with medicine for n is 
and prestige. Contributing to the difficu! an 
“the lack of specificity of mental health Ba 
the vagueness of terminology, and the failure a 


portant factor is that social an 1 
entists are increasingly less interested i 
psychiatric leadership and now wis to 

try at solving these problems. nee on 


The report closes with eight recomm« d here 
that, due to lack of space, cannot be ded vast 
These papers were written 1n 1967, edi” 


American 
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cine. The costs of medical care have soared; the 
many unmet health needs of our society have be- 
come widely recognized. Our mortality figures no 
longer compare favorably with those of much of 
the rest of the world, and there is a good chance 
that the delivery system may become bankrupt. 
Fortune Magazine estimates that 63 billion dol- 
lars were spent last year on the health industry. 
The question is now being raised as to how much 
more our economic resources are to be used for 
medicine in view of many other urgent problems 
such as pollution, education, housing, and trans- 
portation. 

Even if the war were to end, there is no evidence 
that more funds might be devoted to the health 
field, The recent cuts in funding for research, 
training, and other aspects of health care may be 
merely harbingers of the future. Most economists 
feel that current funds would be sufficient if they 
were allotted differently—if the health care system 
were drastically changed, more physicians were 
educated, and vast numbers of allied health per- 
sonnel trained. 

Revision of the system of medical delivery with 
the possibility of eliminating “fee for service" 
and at the same time changing medical education 
to graduate physicians able to function in the new 
System is meeting vast resistance from the many 
vested interests in the medical profession, both 
within and without medical schools. Medicine is 
not unique in these problems, as all institutions in 
our Society now show the same resistance to 
Changing into institutions capable of "self-re- 
Dewal" to use John Gardner's phrase. 

This book is extremely useful in outlining the 
basic issues facing all people interested in mental 
health manpower and is “must reading” if a more 
enlightened dialogue about the issues now facing 
Psychiatry and medicine is to occur. 

DANIEL H. FUNKENSTEIN, M.D. 
Boston, Mass. 


Psvcutatey AND PuiLosopuy. By Erwin W. Straus, 
Maurice Natanson, and Henri Ey. New York: 
Springer-Verlag, 1969, 161 pp., $8. 


" This small volume (161 pp.) contains three es- 
m that originally appeared as individual chap- 
("5 In a larger work, Psychiatrie der Gegenwart 
Bneichraty of the present day")(1). The trans- 
Eri. of the first essay from the German is by Dr. 
is m Eng, Lexington, Ky., and the third essay 
mone from the French by Stephen C. Ken- 
on Y, also of Lexington. The purpose of the 
AUS larger work was to overcome the bar- 
re of language and separation of place and to 
p esent the various accomplishments of English, 
tiga and European studies in psychiatry 
Ting the most recent decades. 
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The three contributors to the work here briefly 
reviewed seem to arrive at the same conclusion: 
There exists an inseparable and interdependent 
relationship between psychiatry and philosophy. 
The authors present no new or controversial 
discoveries, but their individual insights and vari- 
ous methods of viewing an already known body 
of knowledge bring an intensified renewal of our 
own appreciation of these facts, 

Psychiatry and Philosophy will provide stimu- 
lating reading for anyone with special interest 
in either or both disciplines. Of the three essays, 
I found Dr. Ey’s contribution the most effective 
for its clarity and conciseness. All have distinct 
merit and will certainly reward those readers 
with the time and complete attention these excel- 
lent studies demand. The presentation of the three 
essays together heightens their individual impact. 
This is not a book for scanning. It is, indeed, a 
book that deserves respectful perusal. 


The reference is: 


1. Gruhle WH, Jung R, Mayer-Gross W, Müller M: 
Psychiatrie der Gegenwart. Berlin, Springer-Ver- 


lag, 1963 
GEORGE A. Constant, M.D. 


Victoria, Tex. 


Primary Mepicat Practice: A PSYCHIATRIC Evar- 
UATION. By Lucy Zabarenko, Ph.D., Rex A. 
Pittenger, M.D., and Ralph N. Zabarenko, 
M.D. St. Louis: Warren H. Green, 1968, 266 
pp., $11.75. 


The first two decades after the end of World 
War II were marked by the growth, slow at first 
and then more rapid, of postgraduate courses in 
psychiatry for nonpsychiatrist physicians. These 
training efforts were initially undertaken with 
high hopes and noble, if vague, objectives and 
with a generally remedial educational philoso- 
phy. The training program directors held the 
view that the family physician is one of the com- 
munity's important resources for the prevention, 
recognition, and treatment of psychiatric dis- 
orders and that illness of any sort involves psy- 
chological responses and emotional as well as 
behavioral consequences. However, physicians 
educated prior to World War II were likely to 
have had little or no psychiatry during their 
medical education. The aim of the courses was 
to give them what they needed to understand the 
psychological and psychiatric aspects of their 
everyday practice. 

Program objectives varied. Some aimed to 
teach — "psychotherapeutic medicine.” Others 
aimed to create greater awareness of psycholog- 
ical aspects of their patients’ behavior. Some 
were designed to add psychotherapeutic skills 
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and knowledge to the doctor’s ordinary behav- 
ior; others aimed only to enrich his understand- 
ing of what he was already doing. Methods sim- 
ilarly differed—from brief seminars to ongoing 
long-term seminars and even to simulated prac- 
tice situations in clinics, 

At first most courses were reasonably well 
attended, but since 1965 the recruitment and 
retention of new physician students have been 
increasingly less successful in all but a few pro- 
grams. Most programs have begun to discover 
that they are dealing with a relatively small and 
declining number of physicians each year. Many 
participants have been taking the courses for 
years. Probably less than two percent of all the 
physicians in this country have taken post- 
graduate courses in psychiatry. 

Similarly, attempts to evaluate the success of 
these programs in changing the practice behav- 
ior of physicians have given inconsistent and 
uneven findings. This work represents one of the 
most complex and highly refined studies in the 
field to assess program success. Although the 
authors dealt with a very small sample—only 
four physicians—their assessment of change is 
summed up in the statement: “There was no 
clear cut evidence of change. Ratings showed no 
alteration during or after course work" (p. 224). 

To look for validation in a sample of four, 
even with matched controls, is pointless, and we 
can only conclude that this Study gives us no 
evidence about the effectiveness of the Staunton 
Courses in Psychotherapeutic Medicine in alter- 
ing practice behavior of general practitioners. 
On the other hand, the book is a gold mine of 
useful information to social Scientists, and partic- 
ularly to those individuals who would like to study 
the role of the generalist or who are concerned 
with understanding or altering health care sys- 
tems. 

There is an interesting account of the history 
of the project and the development of a research 
design that involved visiting the offices of general 
practitioners to observe them at work. The 
research design is well described. The rating 
scales are all shown. 

I could not help but feel that the rating scales 
and the attempt to rate the doctor-patient trans- 
actions served only to get comparability of de- 
scriptive phrases, rather than objective data sus- 
ceptible of statistical analysis. Actually, the study 
appeared to be very much like a classic anthro- 
pological ethnography. 

The real gem of this book is to be found in 
chapter 3, "The Practices," and chapter 4, 
“Medical Styles." These are fascinating, color- 
ful, clear, and richly detailed pictures of eight 

different general practices, their psychological 
and physical characteristics, and their social 
contexts. Well written and illustrated with anec- 
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dotes, they read like a well done anthropological 
field study. The transactional styles of the 
general practitioners are described in a witty 
and illuminating way that clarifies the very 
texture of the fabric of general medical practice 
in the communities and social settings of these 
eight case studies. 

The book is never dull, which is a rare feat. At 
times one could wish for less of the self-congratu- 
latory tone, but it is evident that an excellent 
study of eight general practices has been accom- 
plished in fine style. 

After reading this book, I have concluded that 
more such studies of the practice behavior of 
physicians in their own offices as well as in 
hospitals and other settings would be very help- 
ful to those planners who are trying to look for 
ways to improve the ability of the health care 
system to meet the needs of an expanding popula- 
tion. Another conclusion I reached is that the psy- 
choanalytically oriented psychiatrist and the an- 
thropologist have much more in common in their 
method and outlook than is generally recognized. 
And finally, I concluded that a successful study 
of the effect of continuing education in psychia- 
try on the practice behavior of general practi- 
tioners has not yet been done. 

ALLEN J. ENELOW, M.D. 
East Lansing, Mich. 


Tue Scrizopurenic Synprome. Edited by Leopold 
Bellak, M.D., and Laurence Loeb, M.D. we 
York: Grune & Stratton, 1969, 833 pp., $24.75. 


This book brings the scientific work on schizo- 
phrenia up-to-date. It is a reference work com- 
posed of 20 chapters contributed by authors who 
have done work on various special aspects of the 
disorder, and it has something for anyone inter- 
ested in any part of the problem. 

Because of the nature of the present sta 
knowledge about schizophrenia, the results are 
analogous to court transcripts of the testimony i 
conflicting witnesses presented in meticulou 
detail rather than a final judgment on any p 
not to speak of the whole question. Bibl io 
graphical references cover the bulk of the work E 
Schizophrenia for half a century, while the dui 
concentrates on developments since the B 
edited a similar volume in 1958, the second 0 
series which began with a review in 1948. i 

While the book as a whole does not nike 
case for any one point of view, every well knee 
formulation is examined, The volume con 
excellent chapters on topics ranging from V " 
Statistics and biological studies to group PSYC 7 
therapy and hospital and community apponi in 
Bellak provides a certain unifying philosop ris 
the introduction and epilogue in the for m vid ple 
Personal view that schizophrenia is a “mu 
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factor psychosomatic disorder." In the epilogue 
he states also, “It is extremely unlikely that many 
a reader will read through this volume from 
beginning to end. Even browsing or selective 
reading will have impressed on him the complex- 
ity of the schizophrenic syndrome as portrayed 
inthe broad panorama of the contributions of 
this volume." 

It remains to be seen whether this complexity 
will ever be resolved by some simplifying new 
advances in knowledge. In the present state of our 
understanding, this book stands as a monumen- 
tal source of information for those who would be- 
come acquainted with the field as well as those 
who wish to bring themselves up-to-date. It is 
as well a convenient single reference source for 
scientific work related to schizophrenia. 


Henry BRILL, M.D. 
West Brentwood, N. Y. 


CHANGING Perspectives IN MENTAL ILLNESS. Edited 

by Stanley C. Plog, Ph.D., and Robert B. 

Edgerton, Ph.D. New York: Holt, Rinehart and 
Winston, 1969, 735 pp., $15. 


. This book, edited by two social scientists, is 
an outgrowth (according to their statement in the 
Preface) of a recognized need for basic source 
ena for teaching programs in social psy- 
qm Ene such material is not readily avail- 
dic eR process from "inception to final pro- 
hd. took more than six years, and it would 
This is at the time was exceedingly well spent. 
; evidenced by the organization and con- 

ent of the volume. 
pe pi interest that in the introduction the 
ad attention to the current challenges 
Ens tional understanding of mental illness and 
Ee the ferment of fundamental and far- 
qe reassessment. Naturally the medical 
iih 1s questioned, and this questioning from 
ied E is made evident by the fact that 
V s tively few psychiatrists among the 
tors ae utors. For the most part, the contribu- 
ents members of a broad spectrum of social 
k Saree in and working in the field. 
Problem s asis is on mental illness as a social 
bake and the stress on its social origins. The 
about WERT. a stock taking of current thought 

ental illness. 

bedSuRcp fiv major chapters: “Theoretical 
COSS iu Does Culture Make a Differ- 
and Ws : en Complexity," “Social Deviance 
um al Illness,” and ‘‘Nature-Nurture and 
ar ee Pathology.” Each chapter has 
fites, penon by the editors that serves as a 
Preceded sanger for the theme. Each paper is 
Within y an orientation that places its author 
a certain context. The presentations are 
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far-ranging and for the most part fulfill the 
editors' original justification for such a volume. 

The *Nature-Nurture" chapter seems to be 
intended to balance what otherwise might appear 
to be a skewed point of view. Perhaps this is best 
expressed in the editors’ own words when they 
state: 


We continue to believe, for example, that social 
systems do indeed have the power to program 
man to suffer all manner of disorders, including 
what we call neuroses. But, for more serious 
disorders, such as the psychoses, particularly 
that chimera called schizophrenia, we urge a 
second look. We would caution the sciences of 
man as a social and psychological being not 
to forget that man is also an animal, and that 
man's immense plasticity and sensitivity to his 
social and cultural surroundings should not 
becloud the fact that he is also a host for micro- 
organisms, the victim of sundry toxins, and 
that his primate heritage includes heritable dis- 
orders of many sorts. Furthermore, men differ 
in all these regards. . . . We believe that Rim- 
land's challenge to psychogenesis—and the 
social system perspective—is not to be shrugged 
off. The biogenesis of schizophrenia must be 
taken seriously, and not only by biochemists 
and geneticists, but by social scientists as well. 
Only then will our perspective on mental ill- 
ness be complete (p. 595). 


This book will be of great value to all workers 
in the field, particularly to psychiatrists, since it 
does present a number of different perspectives. 
The 35 contributors perhaps might profit the 
most by reading all the essays contributed to the 
volume. The impact might be noticeable in a sec- 
ond edition. 


M. RALPH KAUFMAN, M.D. 
New York, N. Y. 


Brack Suicioe. By Herbert Hendin. New York: 
Basic Books, 1969, 167 pp., $5.95. 


The author has provided a volume that in part 
is intended to dispel the much believed fallacy 
that Negroes seldom commit suicide. One needs 
only look at the statistics in the appendix of this 
book that compare suicide rates for blacks and 
whites in New York City over a 40-year period 
to reach an immediate conclusion that, like 
American history, much of what happens to and 
about blacks tends to be ignored. This fact is- 
borne out by the striking difference in suicide 
rates in 1960 per 100,000 population in the age 
range 20 to 34—41.3 blacks to 24.0 whites. 

In the study, 25 hospitalized black subjects 
were intensively examined by psychoanalytic 
interviewing techniques, free 


associations, 
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dreams, fantasies, and psychological testing. 
Those studied included 12 hospitalized men and 
13 hospitalized women, with an age span from 
adolescence through old age (if 40-year-olds can 
be considered elderly). Striking in the study is 
the presence in the young blacks of conscious 
hostility erupting in episodic violence, which 
alternates with self-destructive behavior. This 
the author rightfully contends is markedly differ- 
ent from the Freud and Abraham formulation 
of suicide associated with depression: dependent 
ambivalence, guilt, oral incorporation fantasies, 
and inwardly turned hostility. 

The author attributes this dynamic difference 
to the experience of being black in America, an 
experience that generates violence while at the 
same time presenting a problem in its control. Ap- 
parent in each of the patients studied was unhap- 
piness and turmoil associated with unconscious 
self-hatred. The underlying psychopathology, 
and consequent failure at adaptation, was severe 
enough that it is evident that, regardless of ethnic- 
ity, suicide would be a way out of their respec- 
tive dilemmas. 

Although the author refers to the cohort as a 
small one, through inference by indicating it to 
be a cross sample of the black ghetto he presents 
it as a representative cohort of the total black 
segregated population. Considering the fact 
that ghetto boundaries as well as composition 
differ depending upon the urban area, this seems 
hardly a valid assumption. In addition, the co- 
hort is entirely too small to provide at this time 
anything other than exploratory findings. Since 
principally matriarch-centered families (who 
produce mother-hating offspring) were in the 
majority, one would also wonder what are the 
additional factors that permit socially adaptive 
alternatives to overt violence and suicide? 

In response to a question that is raised in the 
book about the dilemma pertaining to with whom 
or with what groups matched samples of blacks 
could be compared, it is apparent that since the 
diversity evident in black persons and families 
has been missed, a comparable black sample in 
which suicide was not attempted is first in order, 
Another question arises as to why the author 
did not also study those persons who have made 
unsuccessful suicide attempts and who frequently 
present themselves to every urban general hospi- 
tal emergency service and are not admitted. Cer- 
tainly this would have increased the size of the 
sample and provided a larger cross section of 

suicidal patients. 

While studies of large aggregates of people that 
provide evidence of behavioral patterns and that 
describe the culture of a particular geographical 
region exist on the one hand, and the means and 
techniques of intensively studying and providing 
the psychodynamics of people on an individual 
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basis exist on the other, the actual effects of one 
on the other are generally not known and not 
well established. This vacuum, of course, does 
not exist solely with black persons but is true 
for the entire population. Since the author chose 
the case history method of study, he can only 
draw inferences of the effects of culture on the 
individual. This is not solely criticism of the au- 
thor but points out the dire need for these kinds 
of ecological studies. Until they are available, 
the results of the cultural overlay on individual 
development will for the most part remain fuzzy. 
Although this is an important book from the 
standpoint of focusing attention on an area that 
heretofore has been almost completely ignored, 
it is seen more as a beginning of an investigation 
of the problem than a fully validated scientific 
treatise on black suicides. 
CHARLES B. WILKINSON, M.D. 
Kansas City, Mo. 


ResearcH iN FaMiLY INTERACTION: READINGS AND 
Commentary. Edited by William D. Winter, 
Ph.D., and Antonio J. Ferreira, M.D. Palo 
Alto, Calif.: Science and Behavior Books, 1969, 
312 pp., $12.95. 


This is a collection of 34 readings about envi- 
ronmental pollution. It is not concerned with 
the rape of our magnificent physical environ- 
ment that has resulted from our rampant techno- 
logical wizardry; rather, it deals with the emo 
tional climate within the family that all too oF 
causes psychological stunting or deformity 9 
the family members. il 

There was a time when the tribe or famiy 
served the function of protecting its members 
so that the weak were protected by the strong: 
This was so often not conducive to the develop 
ment of the mature individual. We are now E 
ing the “personal period”; the role of the fis 
is less to protect and support forever but up 
to nurture, teach, and prepare the individua t 
his personal life. What kind of a job is the es 
ly doing? A poor one, if the ever-widening E 
between our creative skill and our D: 
perceive meaning and design an orderly WO 
is any indication. bs cess 

Family interaction is clearly a critical pro fe 
that helps mold the individual emotionally, si 
yet it has been so little studied. Su. i 
most of us are still trained almost exclua a 
the study of the individual. It is less compis em 
to study the individual components of a SI ous 
than to attempt to determine how the mothef 
components interact and affect one ane 
The editors of this collection of research wt 
have selected 34 original articles and 4 E in 
and arranged them into sections to give ^y 
troductory but nonetheless extensive ox 
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tothe problems of research in family interaction. 

The first section, consisting of three papers, 
considers methodological issues. Among the 
questions raised is the suggestion that a typology 
of families is needed before one attempts to dif- 
ferentiate between normal and abnormal. It is 
also suggested that what is observed in family 
interaction may be the family’s response to the 
patient’s illness and not its cause and that the 
influence of parental attitudes and behavior may 
depend more on the child’s perception of them 
than on what they "really" are. The authors 
point out the deficiencies of retrospective reports 
à$ tools to give an accurate picture of family 
interaction. They favor direct observation, while 
pointing out the deficiencies of such research. 

Section 2 is devoted to studies of individual 
family members and the attempt to determine 
family structure by inference. A couple of the 
book's stronger papers appear in this section, 
in particular one concerned with the role of psy- 
chological and social factors in the onset of 
somatic illness in young children. This paper 
and another in section 5 are the only ones dealing 
With social stress as an important factor of poor 
family interaction. 

The remaining sections deal with studies of 
family interaction—decision making; feelings, 
attitudes, and power; behavior; and intrafamily 
Communication. The research was based on ob- 
pod interactions. Dominance in the family, 
nae with hostility and rejection, family value 
ence and ways of viewing the world, and 
rene making are among the topics. Many of 
all Papets are excellent; a few add nothing. Over- 
i À e editors have done a good job in produc- 

a concise introduction to a vital but little- 
Studied subject. 
N. MicHAEL Murpny, M.D. 
Albany, N. Y. 


Peventataic Examination oF CuiLpREN. By James 
E Simmons, M.D. Philadelphia: Lea & 
ebiger, 1969, 179 pp., $4.75 (paper). 


ei so often a harried teacher of psychiatry 
ought bm remarks to himself that there really 
Pendiu 9 be a short, easy-to-read, useful com- 
ds eae the details we need to present to stu- 
Psychiat e field as they begin their work in child 
pA ‘hath Having thought about it, he rational- 
sary time OREL too busy to devote the neces- 
unwritten. is prosaic task, and the book goes 
Sow Simmons, M.D., has done the job 
E BITS aone it well. In a small paperback he 

child int ully packaged the basic rudiments of 
status iiai utE parent interviewing, the mental 
pating dos. and diagnostic formulation. Antici- 
€ questions of students, the author incor- 
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porates a wealth of practical suggestions based on 
years of clinical experience. Old child psychiatry 
hands will be surprised and gratified to find all 
their tricks of the trade neatly cataloged in 
sensible order. Neophytes will be helped in mak- 
ing order out of anxiety-ridden chaos, much as a 
new mother finds comfort in reading Spock. 

Having taught the examination procedure, the 
author devotes the latter half of the book to 
three detailed examples of the case study method 
by which history, mental status, and psychological 
test results are woven into a diagnostic formula- 
tion and treatment plan. 

Dr. Simmons’ short treatise in defense of diag- 
nostic nomenclature is especially noteworthy at 
a time in the development of psychiatry when the 
establishment of a formal diagnosis is often con- 
sidered passé. 

This handbook should be a part of the mini- 
mum library of every student and teacher of psy- 
chiatry. Although it is written primarily for those 
who work with children, it will be useful to every- 
one in the field of psychiatry. 

FRANK G. BUCKNAM, M.D. 
Hartford, Conn, 


AurocENic THERAPY, VOL. 1: AUTOGENIC METHODS; 
voL. 2: MEDICAL APPLICATIONS; VOL. 3: APPLICA- 
tions IN PsycHotueraPy. By Wolfgang Luthe, 
M.D., and Johannes H. Schultz, M.D. New 
York: Grune & Stratton, 1969, 242 pp. 205 
pp.; 216 pp., $13.75; $11.75; $11.75. 


Drs. Luthe (Montreal) and Schultz (Berlin, 
West Germany) herein present their specialized 
variety of autohypnosis with its complex tech- 
niques and vocabulary. They insist that autogenic 
therapy is not hypnosis or autohypnosis, but the 
differences appear miniscule. 

The patient lies or sits, eyes closed; the thera- 
pist directs him in "passive concentration" (e.g., 
a continuous silent monologue for 30 to 60 sec- 
onds) on such self-directions as **my left arm is 
heavy." The initial “standard exercises" cover 
heaviness, warmth, cardiac regulation, respira- 
tion, abdominal warmth, and forehead cooling. 
These mastered—and the patient is given quanti- 
ties of homework to do—the therapist then gives 
instructions in autogenic meditation (spontaneous 
colors, selected colors, concrete and abstract ob- 
jects, selected feeling states, visualizing other per- 
sons, and answers from the unconscious). Then 
are introduced special items, the organ-specific 
formulae and intentional formulae, followed by 
autogenic neutralization via (you guessed) auto- 
genic abreaction and autogenic verbalization. 

Volumes 2 and 3 respectively cover almost every 
diagnosis mentioned in medical school and the 
more devious ones encountered in the practice of 
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psychiatry. The bibliography is scheduled for a 
future volume, but references are liberally indi- 
cated, perhaps even setting some sort of record: 
The highest superscript I noted was (!) #2,426 
which, even if there are no more, is a not incon- 
siderable number of citations. 

The authors do not claim a panacea; most con- 
ditions are listed as variable in outcome, the spec- 
trum being from total nonresponsiveness to phe- 
nomenal results. They do suggest consistent 
improvement in migraine but mention failure to 
abort current attacks, (The verbal phrase used was 
“My forehead is cool”; perhaps something is lost 
in the translation from the German.) In volume 3, 
on psychotherapy, the authors suggest using auto- 
genic therapy on anyone willing to sit or lie still— 
with the exception of patients with dissociative 
reactions; I suspect from their comments that 
some patients tended to dissociate oftener and 
more thoroughly. 

Although the three books are very “scientific,” 
with graphs, tape transcripts, and case reports, I 
did not note any appreciation of placebo effect. 
Regardless of this, and in spite of the rather nega- 
tive tone of this review, those interested in psycho- 
physiological problems will find material worth 
considering in this collection. I do not doubt the 
authors’ good results, their honesty, or their ear- 
nestness, for any therapist who can obtain this 
quantity (regardless of quality) of cooperation 
from his patients will indeed see improvement in 

many. 

There should be few who seriously doubt the 
ability of intensive verbal stimuli to alter physio- 
logical mechanisms; the benefits of the formulae 
taught (when not due to other factors) can prob- 
ably be attributed to facilitation of homeostatic 
processes or to the removal of pathological 
thought patterns. The basic contention of the 
authors is that this modality does add to the per- 
centage of patients whose problems can be re- 
lieved, modified, or ablated. 


W.C. ELLERBROEK, M.D. 
Omaha, Neb. 


Comprenensive Menta HeaLtH: Toe CHALLENGE 
or EvaLuATION. Edited by Leigh M. Roberts, 
Norman S. Greenfield, and Milton H. Miller. 
Madison, Wis.: University of Wisconsin Press, 
1968, 328 pp., $10. 


This volume is the result of a conference spon- 
sored by the University of Wisconsin Medical 
Center's Wisconsin Psychiatric Institute and De- 
partment of Psychiatry and the Division of Men- 
tal Hygiene, Wisconsin Department of Public 
Welfare. It includes the deliberations of a group 
of research scientists of various disciplines ad- 
dressing themselves to the problems of program 
evaluation from the point of view of methodology 
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The fact that this conference took place with | 
such an impressive group of authorities as partici- | 
pants is sufficient evidence that program evalu- 
ation as an integral component of program devel- 
opment and refinement has come of age. 

The contributors deal with a variety of typesof 
programs in terms of specific problems of evalua- 
tion. Particularly impressive are the chapters that 
deal in depth with methodological issues involved 
in the process of evaluation. 

The volume provides an overview of the current 
status of evaluation in the mental health field. The 
individual chapters are presented in an extremely 
lucid manner, yet I found the content to be some- 
what repetitive, perhaps because of the specific 
format of the volume. 

Appropriate emphasis is placed on methodol: 
ogy and the need for clarification of definitions, 
concepts, and goals as prerequisites to develop 
techniques of evaluation and standards by which 
to measure their effectiveness. Also stressedis the 
need to update evaluation procedures in keeping 
with changing patterns of programming 1n the 
mental health field. Previously used clinical efforts 
at evaluation, including direct observational stud- 
ies and end result studies, are no longer appli- 
cable. h 

Although the book does not solve many M 
most pressing problems related to the evaluatiol 
of mental health centers, it does present a b 
multidisciplinary perspective while raising basic, 

rtinent, thought-provoking issues. 

P While the volume deals with program god 
research, and theory, no adequate attempt is e. 
to elaborate on the interrelationship bena 
them. No particular attention is given to the vi | 
ysis of unanticipated findings that might B 
during analysis of the data and that might e 
specific relevance for redefinition and rene) ef | 
of the program as well as contribute to the He | 
nition of concepts, goals, and theory in an R 

to explain these findings. à aly in 

The book impressed this reviewer not © rated | 
terms of content but also because it stimi 
considerable thought about evaluation W 
own programs. It should be read by every W 
in the field who has responsibility for the 
mentation of mental health programs. 


A. R. Fotey, Di 
Jamaica, 


CONTRIBUTIONS TO CLINICAL NeunoPsY on 
Edited by Arthur L. Benton. Chieti 
Publishing Co., 1969, 231 pp., no PP' 


The discipline of neuropsychology h 
boundary with neurophysiology and T€ sedi 
ral sciences. In this volume the term i5 
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restrictive sense: the systematic study of the ef- 
fects of focal and diffuse brain lesions on “higher 
functions” of the central nervous system. The 
clinical disorders include the aphasias (impaired 
ability to deal with verbal symbols), construc- 
tional dyspraxia (impaired ability to spatially 
orient objects), the apraxias (impaired ability 
to perform gestures or use objects properly), and 
the agnosias (impaired ability to recognize ob- 
jects presented in one or another sensory 
modality that is not attributable to perceptual 
deficits). 

Although most of these disturbances were de- 
scribed in detail by the turn of the century, they 
have been the subject of systematic inquiry with 
standardized procedures of high reliability and 
validity for only the last 15 years or so. Such in- 
vestigations are of value not only in clarifying 
clinical-pathological correlations, but also in elu- 
cidating some aspects of the anatomical and func- 
tional organization of the brain. 


The first chapter is both an introduction to the 
field and a précis of the rest of the volume. The re- 
maining six chapters are addressed to several in- 
terrelated topics: behavioral effects of commissur- 
al section, neuropsychology of the phantom, 
aphasias, constructional apraxias, auditory agnos- 
Ha and protopathic and epicritic sensation. It can 

e seen that this book is not a comprehensive sur- 
Vey of the field. However, the chapters are repre- 
sentative of the problems of the field and convey 
its scope. Each is written by a knowledgeable ex- 
pert who is active in investigational work in the 
areas of his special interests. 


diay interest to several of the contributors are 
Pee ncous disconnection syndromes” or deficits 
Mes n from lesions of the neocortical commis- 
festi ntil recently agnosias were thought of as 
CER only from lesions of one or both hemi- 
ru i involving the neural substrate of recogni- 
AN pum Owever, a similar picture may result from 
diced Mee commissural lesion such as that pro- 
ofintra y "split-brain" surgery for the treatment 
ctable epilepsy. 
Mun. example, following surgery the right- 
Bacci ,Patient may correctly identify an object 
left ae right hand but not one placed in the 
SS t-hand tactile stimulation is correctly 
i RR in the left hemisphere and correctly 
DEM verbally since the neural tissue sub- 
diet. PESE is in the same hemisphere. An 
he dus ES in the left hand is correctly perceived 
verbal rig t hemisphere. However, the sensory- 
fines q ORAS cannot be made in this case 
mue e bue area is still in the left hemi- 
ne Eu the commissural fibers that are the 
onare annel for interhemispheric communica- 
ire severed. 
his book will be of interest and value to the 
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general neuropsychiatric reader. Each chapter 
contains a good general introduction to the topic 
under discussion, and much basic neuropsychol- 
ogy is covered. However, the book will be of 
greatest interest to the specialist. As each chapter 
develops it emphasizes problems and new ques- 
tions more than answers, and in concluding it 
conveys the feeling of an unfinished, exciting 
story. 


Jonn PAUL BRADY, M.D. 
Philadelphia, Pa. 


Viotence iN THE City. By Blair Justice, Ph.D. 
Fort Worth, Tex.: Texas Christian University 
Press, 1969, 280 pp., $8. 


There is a plethora of articles and books on 
social unrest, violence, and race relations—closely 
related phenomena. This is not to suggest that the 
magnitude and importance of the problems do 
not warrant intensive study and reflection. How- 
ever, because violence is so intimately involved 
with personal psychodynamics, individuals tend 
to express personal concern and convictions on 
the subject as though they were doing it in an im- 
personal manner. Convictions are expressed with 
intensity and solutions frequently offered as pana- 
ceas. 

Too many of the published papers and books 
do not meet the criteria of scientific validity; many 
add nothing new. Also, in this rapidly changing 
society, most of what is written today is prologue 
by the time it is published, and many of us find 
our writings of yesterday outmoded, naive, and 
frequently inappropriate. 

Violence in the City utilizes results of an ex- 
tensive investigation (primarily by means of a 
large series of interviews) of social unrest in 
Houston. The author’s field studies in other major 
cities that have had and are having overt racial 
crises are utilized in attempting to explain what is 
occurring in Houston as well as in other places. 
Dr. Justice combines the skills of a seasoned sci- 
entific editor with those of a social psychologist; 
he has been involved with community problems, 
especially those concerned with race relations and 
the underprivileged. 

His apparent purpose here is to present an un- 
derstanding of the problem and to offer prag- 
matic ways to deal with it. The conclusions of 
each of the nine chapters list well-taken and suc- 
cinctly expressed points to consider. 

The compilation of the details of the thoughts 
and actions not only of social scientists but of 
those actively involved in decreasing and foment- 
ing violence adds to the interest of the book. 

Some may consider Dr. Justice’s style euphe- 
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mistic. Many radicals will dislike this book be- 
cause of the author’s clear-cut opposition to vio- 
lence. He clearly argues for short-term, positive 
approaches to prevent bloodshed while root 
causes and long-term factors of social unrest are 
being resolved. He maintains that a Watts, De- 
troit, or Newark solves nothing although short- 
term gains may appear significant. He is a strong 
advocate of early and effective involvement of 
community people. As he notes, emotional rhet- 
oric is a poor substitute for "just plain hard 
work." 

Some of Dr. Justice's surveys corroborate the 
frequently noted phenomena that attitudes, ex- 
pectations, and postures can be shaped—even 
created—by the public spotlight. He is con- 
cerned about the effect of mass media and notes 
that the impact of rhetoric must be added to 
material deprivation as a causal factor in riots. 
His surveys document the impact of a charis- 
matic leader and initial disturbances in producing 
violence and markedly changing people's atti- 
tudes, This book is a worthwhile contribution 
to the topic of violence. 


GENE L. UspiN, M.D. 
New Orleans, La. 


CLINICAL INFORMATION Processing By Computer: 
An Essay anp SeLecrED Reapincs. By Benjamin 
Kleinmuntz. New York: Holt, Rinehart and 
Winston, 1969, 384 pp., $5.95 (paper). 


The regular subscribers to this journal need not 
be informed of the usefulness of the computer in 
processing clinical information. Even a casual 
review of the literature on computers in medicine 
indicates that psychiatry is well represented. The 
psychiatrist whose interest extends into data pro- 
cessing has, however, all too often been offered a 
smorgasbord of information to whet his appetite. 
There has not been a well balanced diet to inform 
him of what is needed or what is available. This 
offering by Kleinmuntz and his associates has not 
altered the current situation. 

The essays that Kleinmuntz has collected or 
written describe how some scientists have used 
computers for information processing. The reader 
is introduced to the jargon of our times: flow 
charts, branching, FORTRAN, COBOL, on-line 

versus off-line, and subroutines. Concepts and ap- 
plications are written by those who are using the 
computers. They provide the reader with informa- 
tion about the use of computers in simulated 
thinking, personality assessment, medical diag- 
nosis, and medical education. 
But it is unclear to this reviewer which audience 
Kleinmuntz had in mind when he set out “to in- 
troduce computers to an audience interested in the 
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complexities of information processing in the clin. 
ical sciences.” For, in an apparent effort to satisfy 
many, he has satisfied very few. He has attempted 
to write for divergent groups such as psychologists 
and physicians, while trying to inform the unini- 
tiated, and has probably failed to deal satisfac- 
torily with any single group. 

It is somewhat disconcerting, for example, to 
review in 1970 a book that was published in 1969, 
was edited in 1968, and contains only three refer- 
ences that were published after 1967. The use of 
computers and the accompanying literature have 
grown at an exponential rate. Some of the more 
recent references, especially as they apply to the 
use of computers in psychiatry, would probably 
have made this book more useful to the bulk of 
the readers of this journal. 

One essay stands out and may be worth the 
inflated price of this paperback book. “Simula- 
tion Of Personality; The  Interrelationships 
Between Affect, Memory, Thinking, Perception, 
and Action" by Silvan S. Tomkins is a scholarly 
examination of man’s ambivalence toward the use 
of computer simulation. It is recommended to all 
those who fear the use of computers in medicine 
as well as to those who cannot understand phy- 
sicians' persistent resistance to the use of con 
puters. 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 


Die Erurersien. By Dieter Janz. Stuttgart: Georg 
Thieme Verlag, 1969, 523 pp., DM 118. 


This is a good reference book for the broad a 
of epileptic disorders; it contains a full discuss! 


of the literature, including American as br 
French, English, and German journals att RS 


To psychiatrists, the book is especially V pu 

because it emphasizes psychopathologic pbi 

toms in children, adolescents, and adults. Re 
The various types of epilepsy are enumer 


and are described in considerable detail, Ne 


e 
Psychologic and psychopathologic aspects Rer 
different types of epilepsy receive considera elop- 
tention. The little-studied psychologic ba af 
ment and reactions in school children are We P 
sented. " ings, the 
In his review of psychopathologic fine ee 
author emphasizes that until recently. the 
ture usually considered hospitalized P' 
simply suffering from psychomoto 
there are now recognized differences 
“pure” and "combined" psychomotor ders 
Hysterical symptoms and behavior disor’ bine 
more frequent in the pure than in the cO hosy™ 
form. On the other hand, organic PSY 
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dromes (memory defect, intellectual deterioration, 
confusional states, anger outbursts) are observed 
in the combined form. Psychotic episodes with 
delusions and hallucinations occur in both groups. 
Auditory hallucinations, in the form of voices and 
music, and visual hallucinations, often present as 
scenic pictures, are frequent in dreamlike states 
and may be accompanied by ecstasy and fear. 

Stated changes in behavior (epileptic person- 
ality) and psychiatric theories with regard to psy- 
chopathology of epilepsy, which have interested 
German psychiatrists for a long time, may be 
challenging to an American reader who is un- 
familiar with the older literature. There is incon- 
siderable discussion in the literature about sub- 
jective experiences during epileptic attacks. A 
claimed relationship, illustrated in the author’s 
case material and in the literature, between 
changes in behavior, intellectual or memory dis- 
orders, high rates of suicide, and demonstrable 
brain damage is unclear. Literature in psychopa- 
thology has remained sparse, and more studies 
are needed to permit an explanation of the occur- 
rence of such symptoms. 
_ Psychodynamic factors are considered in pa- 
tients who suffer from sexual difficulties, e.g. 
voyeurism and fetishism, but on the whole they 
have received limited attention in the literature. 
Automatic activity with amnesia has also been 
superficially studied in recent literature. Porio- 
mania and criminal acts seem to have been found 
to be rare. Throughout the psychopathologic dis- 
cussions, the author refers frequently to psycho- 
analytic theories and explanations. The findings 
in Rorschach tests are now more critically eval- 
uated than in the older literature. Some authors 
claim that different psychopathology can be cor- 
TOborated by the findings in Rorschach tests. 
However, the reader may question the conclusion 
drawn from electroencephalographic studies that 
different types of asocial behavior occur when 
epileptic changes are observed either in the waking 
State or during sleep. 

This interesting book presents the author’s wide 
experience in the field as well as an excellent re- 
View of the literature. 


OskAR DIETHELM, M.D. 
New York, N. Y. 


Biocysernetics or THE CENTRAL Nervous SYSTEM. 
peed by Lorne D. Proctor. Boston: Little, 
rown and Co., 1969, 446 pp., $16. 


ee proceedings of an international sympo- 

ee consisting of 17 papers and the banquet ad- 
eg fall into three groups: 

of - Brain: models. Starting with a small number 

9! reasonable assumptions, Mundie shows that 
Pulse density modulation” (pulse rate propor- 
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tional to the logarithm of the signal amplitude) 
adequately explains data transmission. Sponta- 
neous activity increases the neuron's sensitivity to 
weak signals. 

Adey's central theme is that redundancy and 
stochastic modes of operation, as essential fea- 
tures of the living brain, “render trivial any hope- 
ful notions that mere possession of an adequate 
wiring diagram of cortical connections would 
suffice for a comprehensive understanding of 
those qualities unique to cerebral function." 

Medvedev uses a phenomenological approach 
to decision making based on an analogy to how 
one would assemble components to accomplish 
the same task with a computer. He assigns each 
stage in the process to a specific portion of the 
brain. 

Moreno-Diaz and McCulloch contribute a 
mathematical analysis of stability and the logic 
of relations in neural, three-dimensional nets. 

Zadeh’s paper is on fuzzy sets. 

To people interested in the practical manage- 
ment of human groups, there is much to be 
learned from the model of the reticular forma- 
tion and its functioning, described by Kilmer, 
McCulloch, and Blum. 

2. Brain: experimental. In establishing that 
shorter evoked potential latencies reflect superior 
learning, Ertl raises such questions as: Can ex- 
posure to learning affect the nervous system? Is 
the rate of processing of visual data in the human 
retina related to intelligence? 

Bechtereva describes the results of applying 
direct current pulses and single trapezoids of up to 
10 ma. for 30 seconds directly to the human brain. 
It is not surprising to learn that the subjects €x- 
perience “negative emotional response" under 
such harsh treatment, and one doubts that such 
experimentation would be permitted in most 
countries. 

Hyden reports on ribonucleic acid synthesis in 
the brain during sensory and motor stimulation. 

3. Applications. Of very practical interest to 
amputees and researchers is Fogel's review of the 
theory and practice of prosthetic control by mus- 
cle potentials in the stump, by visual, vocal, or 
facial signals, by pre-programmed routines, and 
by adaptive systems. Included are discussions on 
modeling the human operator as a finite-state 
machine and the outlook for the "intelligent 
prosthesis." 

Taking the phonetic typewriter (speech directly 
to typed copy) as the ultimate goal, Hans L. 
Oestreicher, L. A. Chistovich, and V. A. Kozliev- 
nikov break down speech into approximately 40 
phonemes, combine these into syllables, and 
syllables into words. Each step presents formi- 
dable difficulties, but limited solutions are in sight. 
For example, a voice controller with a vocabu- 
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lary of 14 words now can recognize three distinct 
speakers—the size of an Apollo crew. 

Van der Tweel shows how a careful distinction 
between spontaneous, inhibited, and mechanical 
lines can lead to the detection of faked drawings 
of artists. 

Young contributes a beautifully developed 
mathematical and hardware model of those parts 
of the ear that sense and control posture orienta- 
tion. 

Aphasic transformations of French linguistic 
units are related by Lhermitte, Lecours, and 
Bertaux. 

Lorne D. Proctor has done an outstanding job 
of editing this collection of distinguished authors. 
The book is highly recommended to all people 
interested in the central nervous system. The only 
typographical error this reviewer found is in the 
interchange of the two parts of figure 14-7. 


HarorD K. HuGues, PH.D. 
Potsdam, N. Y. 


S. L. RusiNSTEJN AND THE PuiLosorHicAL Founpa- 
tions or Soviet Psvcuorocv. By T. R. Payne. 
New York: Humanities Press, 1969, 180 pp., 
$14.25. 


In the introduction the author quotes Gregory 
Razran: “The Soviet psychologist is above all a 
scientific worker who is to further and to promote 
the cause of Socialist construction. He has first 
principles with which he starts, objectives towards 
which he strives, and selects his hypotheses, facts 
and conclusions accordingly.” The author has 
chosen to give an account of the philosophical 
aspects of Soviet psychology on the basis of the 
study of the works of one prominent Soviet 
philosopher, S. L. Rubinstejn. 

The first two chapters are devoted to the nature 
and history of Soviet psychology, while the last 
four and main chapters are devoted to Rubin- 
Stejn's thought. T. R. Payne points out that the 
Construction of psychology on the basis of 
Marxism-Leninism has meant not merely adher- 
ence to its principles, but even to the very words 
used by the "classics." This practice has forced 
Soviet psychology into a theoretical straitjacket 
and the only outlet was a vast crop of purely exe- 
getical works. 4 

This situation was further aggravated in 1950 
by the decree that Soviet PSychology should in 

addition be faithful to all teachings of Pavlov and 
his school. The dogmatic insistence that Pavlov's 
basic reductionism is compatible with the cate- 
gorical pluralism of Marx and Lenin became the 
nightmare of Soviet psychologists and philoso- 
phers. Rubinstejn had to revise all of his previous 
teachings in order to bridge this gap. While no 
psychologist would seriously deny the importance 
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of Pavlov's teachings and especially his investiga- 
tions of higher nervous activity, there seems to be 
no need for their philosophical interpretation. 
Pavlov himself couldn't have cared less. 

The most adverse result of the Pavlov Con- 
ference in 1950 was that it raised Pavlov to the 
status of a "classic," whose ideas were quoted but 
never questioned. Another result of this confer- 
ence was that quite a number of psychologists 
started to subordinate psychology to physiology. 
Others held on bravely to the Marxist notion that 
psychic phenomena are an ideal reflection of the 
material world and thus transcend the laws of 
physiology. 

T. R. Payne believes that in spite of the addi- 
tional ideological straitjacket created by the Pav- 
lov Conference, it forced Soviet psychologists to 
attempt to clarify the relationship between phys- 
iology and psychology. It also created the desire 
for synthesis. Rubinstejn's power of synthesis 
coupled with his wide knowledge of philosophy 
and psychology put him in the forefront at that 
critical period. T. R. Payne even maintains that 
Rubinstejn goes beyond the limits of Marxist- 
Leninist orthodoxy in his writings. This writer 
is doubtful about that. Rubinstejn might have 
had such thoughts without trying to make them 
public. The cynicism in Soviet philosophy is a 
well-known fact. Kamenka writes, “There 18 4 
much greater disparity between what people 
write and what people believe in philosophy 
than in any other subject in the Soviet Union” (1). 
In all fairness to T. R. Payne it should be said 
that he tries to be as impartial as possible and 
critical only where it is unavoidable. 

The book is well written and easily readable. 


The reference is: 


l. Simirenko A, ed: Social Thought in the Soviet 
Union. Chicago, Quadrangle Books, 1969 


Isaac KANTER, M.D. 
Brooklyn, N. Y. 


A PsycHiaTRIC-PsycHoLocicaL STUDY OF oY 
SevereLy Hyroconapat Mate PATIENTS: 
Inctupinc 34 with KLINEFELTER’S Synot 
47 XXY. By Johannes Nielsen, Andra 
Sorensen, Alice Theilgaard, Anders Fray 
and Svend G. Johnsen. Acta Jutlandica XLI; 
Copenhagen: Munksgaard, 1969, 183 DP» 
Dan. Kr. (paper). 


This monograph studies the effect of a p 
somal aberration on personality, intelligence... 
the risk of mental illness. The Klinefelter 5/7. 
drome with its 47 XXY karyotype is the focis 
the study. The authors utilize both descriptive ® 
comparative methods in their careful analysis 
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50 hypogonadal patients (34 with 47 XXY and 
16 with 46 XY). Psychological similarities be- 
tween the two groups were attributed to the 
proven hypogonadism in both; the etiology of 
those mental abnormalities found only in the 
Klinefelter subjects was attributed to the extra X 
chromosome. Although this hypothesis is perhaps 
too exclusive, the method of studying the individ- 
ual patients was objective; the raters were unaware 
of the subject’s karyotype and degree of hypo- 
gonadism. 

Of particular importance is the method of se- 
lection utilized in this study. The incidence of 
Klinefelter's syndrome in the general population 
is reportedly 1:500, but the incidence increases in 
psychiatric, retarded, and neurological popula- 
tions. In fact, the most often described psycho- 
logical features of the syndrome are based on 
characteristics of patients referred because of 
already recognized neuropsychiatric disorder. 
In contrast, this study has almost an opposite 
bias—which the authors recognize—in that all 
subjects were referred to an endocrine clinic and 
thus probably had less psychiatric disorder than 
even an unselected population of hypogonadal 
subjects. 

_ The authors did find certain mental abnormali- 

ties significantly more often in subjects with a 47 
XXY sex constitution than in those who had hy- 
pogonadism but a normal 46 XY constitution. 
The features noted in the Klinefelter subjects 
were I) passive-immature personality functioning 
(e.g., insecurity, boastfulness, decreased initia- 
tive, few interests, few friends); 2) a low level of 
intelligence (e.g., relative weakness in verbali- 
zation, arithmetic, and reading abilities, in- 
creased distractibility, and word blindness); and 
3) a higher risk of mental illness. It is of note 
that despite the significant difference in intel- 
lectual functioning, both experimental groups 
fell within the normal range. 

The conclusion is that the sex chromosome 
constitution XXY is the principal etiology of the 
psychological-psychiatric abnormalities found in 
Klinefelter patients. This documentation makes 
some previous etiological explanations less likely 
Since psychosexual confusion and identity con- 
flict, for example, might expectedly occur in both 
groups of hypogonadal subjects. However, de- 
Spite the etiological contribution of this mono- 
graph, the path from XXY to mental abnor- 
mality remains unknown. The authors stress that 
further study of Klinefelter and hypogonadal 
Subjects is necessary to define the pathways by 
which the extra chromosome produces its psy- 
chological influence. 

This monograph is written in a clear, factual 
Style with interesting case history material on 
all subjects, Although this study is perhaps not of 
interest to all psychiatrists, it does have import 
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for research persons, especially those interested 
in the organic determinants of behavior. 


Davip W. Swanson, M.D. 
Rochester, Minn. 


Group Tuerary Topay. Edited by Hendrik M. 
Ruitenbeek, Ph.D. New York: Atherton Press, 
1969, 354 pp., no price listed. 


The editor has successfully attempted to give 
the reader a broad overview of the group psycho- 
therapy movement. The book is divided into three 
parts. Part l, “The History," acquaints the reader 
with the historical roots of the group therapy 
movement. Chapter | is an original article by 
Joseph H. Pratt, written in 1906, describing one 
of the earliest efforts to utilize a patient group for 
therapeutic purposes. Part | also includes chapters 
describing contributions to the group therapy 
movement by Freud, Adler, Horney, and Sullivan. 

The essay on Adler points out his efforts to 
clarify the social nature of a group and the impor- 
tance of a group in satisfying the needs of belong- 
ing and acceptance. This results in a feeling of 
social security that promotes an essential aspect 
of group therapy—the freedom to reveal oneself 
and one’s pathology. This then gives the patient 
the opportunity to see how others react to him 
and encourages him to reevaluate areas of inter- 
personal relations that need changing. 

Part 2, “Problems in Traditional Group Psycho- 
therapy," deals with some of the major problems 
that confront patients and therapists in group psy- 
chotherapy. Essays cover such areas as group 
analysis, acting out, transference and counter- 
transference, failures in group psychotherapy, 
treatment of married couples; use of co-therapists, 
and resistance phenomena. Part 2 contains several 
excellent essays that I would highly recommend, 
especially for the beginning group therapist. 
These essays would also be informative to the 
more experienced therapist. Chapter 6, “Acting 
Out in Group Psychotherapy,” is an intensive and 
multifaceted discussion by several experienced 
group therapists of a difficult issue that confronts 
all group therapists. 

Hugh Mullan in chapter 7, “Transference and 
Countertransference: New Horizons,” continues 
the discussion of transference problems. Chapter 
15, “Resistance Phenomena in Group Psycho- 
therapy (Overview),” is an excellent essay by 
Hyman Spotnitz in which he discusses the pro- 
cess of working with resistances in group therapy 
and the types of resistances observed in groups. 
Spotnitz points out that in groups a patient’s 
resistance may be multidirectional, i.e., aimed 
at more than one person. To adequately deal 
with resistances in groups one must be aware 
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of their variegated forms. 

Part 3 is a most interesting section describing 
“Recent Trends” in group psychotherapy. Essays 
cover such areas as Gestalt therapy, the use of 
systematic desensitization of phobic disorders in 
groups, the theme-centered interactional method, 
bioenergetic group therapy, marathon groups, 
Synanon, group therapy with alcoholics, and 
newer developments in group therapy. As one can 
see, part 3 covers a wide range of topics. I com- 
mend this section especially to those not fully 
acquainted with newer developments in the field. 

This book, which is informative, interesting, 
and broad in its scope, is highly recommended. 


Myron M. Pisetsky, M.D. 
Hartford, Conn. 


Yourn: A TRANSCULTURAL PSYCHIATRIC APPROACH. 
Edited by Jules H. Masserman, M.D. New 
York: Grune & Stratton, 1969, 179 pp., $9.75. 


This highly interesting and thought-provok- 
ing volume is of immediate relevance because it 
deals with one of the most pressing problems 
of our times—the role of youth in a world that 
is undergoing rapid and radical social change. 
Experts from countries around the world, with 
a diversity of cultures, races, languages, 
religious beliefs, levels of development, and 
socioeconomic ^ backgrounds, present brief 
but comprehensive descfiptions of the nature 
and possible causes of youth problems in their 
respective countries and their approaches to 
treatment of the problems. 

A primary contribution of this text is that it 
Offers the reader an illuminating overview of 
the differences and similarities of youth prob- 
lems in dissimilar countries and cultures and an 
opportunity to detect patterns of change not 
confined to any one particular country or cul- 
ture. In each of these countries the pressures for 
social change and attendant stresses and youth 
unrest are clearly evident. Family life is under- 
going many changes; value structures and stand- 
ards of conduct are visibly altering. 

The essayists highlight changing folkways 
and mores, shifting cultural norms and social 
attitudes, conflicting pressures of old and new 
value systems, effects of increasing industrializa- 
tion and urbanization, deprived-affluent inequi- 
ties, and a host of other sociocultural variables 
that are disturbing the social scene. All of these 
factors seem to be woven almost inextricably 
with the problems of contemporary youth 
throughout the world. 

Most interesting is evidence suggesting the 
stabilizing influence of traditional family life, 
regardless of the particular culture. The pat- 
tern of family life is changing in most of these 
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countries. The extended family system of 
several generations and various degrees of kin- 
ship, living together or in close proximity, is 
giving way to the nuclear family, particularly 
in the more developed countries. The traditional 
patriarchal and authoritarian family is losing 
its characteristics of stability, restraints, and 
parental control. 

One of the book’s most pervasive themes 
is the influence of westernization opposing the 
older culture patterns of other countries. West- 
ern influence, which is more visible in the young 
but not confined to them, is linked to youth 
unrest and generational disagreements. It is 
reflected in the implied rejection of the adult- 
youth standards imposed by the parents’ cul- 
ture and way of life and widens the gap that 
normally exists between the two generations 
as to what are considered acceptable deviations 
from the norm in social values and roles. 
This is bringing about problems in adolescent 
behavior that have a different quality and thrust 
than those of the past. 

In all these countries there seems to be a grow- 
ing incidence of delinquency, sexual problems, 
violence, vagrancy, personal and group dissent, 
drug use, aggressiveness, and antisocial activities 
in the younger age groups. 

Nowhere else is youth unrest and revolt as 
clearly visible or as vocal as in the United States. 
In the concluding essay Dr. Masserman presents 
an intriguing analysis of the vagaries and virtues 
of American youth with some thoughtful sugges- 
tions as to how we might mitigate the serious 
problems of modern youth in a period of rapi 
social change. A model outline for the organiza" 
tion and administration of an adolescent pro 
gram in a private psychiatric facility, pret. 
as an epilogue to the volume, is well detine i 
and should be of particular interest to PATA 
trists concerned with the treatment of adole 
cents. and 
The youth problem is a matter of grave i 
growing concern, both nationally and QUT 
tionally. As Dr. Masserman points out !n ow 
preface, half of the world's population !$ F i 
under 25 years of age. Youth today Tes ae 
potential for transforming our world, “an ate 
had best comprehend, concede, and collabo! 
while yet we may." 


D. 
Perry C. TALKINGTON, M. 
Dallas, Te*- 


iG. 
Tue STRUCTURE OF PSYCHOLOGICAL bee 
By Norman M. Bradburn. Chicago: Aldine 
lishing Co., 1970, 310 pp., $9.75. 


TN 

This carefully developed, workmanlike 5 
search monograph is not for the casual 5 E 
but professionals in the areas of both 
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health and motivation will find it well worth 
reading. Bradburn views psychological well- 
being "as a resultant of the individual's posi- 
tion on two independent dimensions—one of 
positive affect and the other of negative affect." 
The amount of well-being will depend upon the 
degree to which positive affect predominates 
over negative. 

The scales on which affect is measured, the 
structured interview technique by which data 
are gathered, and the various statistical methods 
used in processing data are set forth clearly and 
in detail, Bradburn’s research strategy is first 
to demonstrate significant relationships between 
affect and various environmental measures and 
then to give the conceptualized relationship con- 
struct validity by making predictions where 
change has occurred in the environmental situa- 
tion and checking for the hypothesized shift 
in affect that should theoretically occur as a 
result of the change. 

The major finding of the research is the inde- 
pendence of the two affective dimensions. Pre- 
vious hedonic models assumed that positive and 
Negative affect had a reciprocal relationship, 
that an increase in one would entail a decrease 
in the other. Bradburn finds them unrelated. 


Thus there is a strong correlation between 
five indices commonly associated with mental 
health. (anxiety, physical symptoms, etc.) and 
negative affect, but they do not relate to positive 
affect; i.e., negative affect is a function of their 
Presence, but their absence is no guarantee of 
Positive affect. Marital tensions or disagreements 
are related to negative affect, but their absence 
in the marital relationship does not assure 
Positive affect, as this seems rather to depend up- 
on the presence of satisfactions associated with 
sociability and intimate companionship. This 
demonstrated independence of positive and 
negative affect will call for some major rethink- 
ing of our customary approaches to the problem 
of human happiness and the individual's search 
for satisfaction in living. 

Many of the basic findings confirm previous 
Work, but Bradburn's further analysis adds new 
understanding. Thus the slight predominance of 
Negative affect over positive in women seems 
Telated to a greater tendency to report physical 
Symptoms associated with anxiety. Positive 
affect is seen to decline with age, but there is no 
Significant increase in negative affect. Income has 
à positive relation with positive affect but none 
With negative affect. There are some specific inter- 
actions that are interesting and suggestive, such 
as the finding that high-school graduates in the 
income range $5,000 to $7,999 are less happy 
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than their education and income would suggest. 
Of course, these are group differences and allow 
for great individual variation. 

A word of caution is in order. One can chal- 
lenge many of Bradburn’s assumptions. His 
measures are loose and his definitions often far 
from specific, but he is the first to realize this 
and offers many caveats to the reader. The book 
is best viewed as a promising beginning, too well 
developed for a pilot study, but not sufficiently 
comprehensive to be definitive. Above all, how- 
ever, it offers a fresh and thought-provoking re- 
search approach to the problems of human 
adjustment. 


WILLIAM A. HUNT, Ph.D. 
Chicago, Ill. 


Interns: From STupents TO Puysicians. By Emily 
Mumford. Cambridge, Mass.: Harvard Uni- 
versity Press, 1970, 285 pp., $8.50. 


As part of a nationwide study of internships 
and residencies conducted by Columbia Uni- 
versity’s Bureau of Applied Social Research, 
Professor Mumford undertook a study of two 
hospitals offering internship positions. One is 
a large voluntary hospital closely affiliated with a 
major medical school; the other is a voluntary 
hospital located in a suburban town and without 
university affiliation. 

The author’s major concerns were to learn 
the ways in which these two institutions, one 
oriented toward teaching and research and the 
other toward private practice, socialize their 
house staff from the very first day of internship: 
The author found that the physician’s approach 
to medicine is largely determined by the hospital 
where he serves his internship. Furthermore, 
once an intern has become established in a par- 
ticular type of program he is apt to consider it 
the best or the most preferable. 

While conclusions of this type are fairly self- 
evident, the author does recount interesting 
material relating to the different patterns of 
practice in the hospitals. However, what one 
misses in this study are matters that are of more 
immediate, even urgent concern. Will the intern- 
ship survive, and if it is to survive, what changes 
will take place within it? Furthermore, other 
significant issues are not considered in any de- 
tail—namely, the question of unionization, the 
matters of wages, hours of work, fringe benefits, 
participation of interns in the government of the 
hospital, and so forth. 


Joun Romano, M.D. 
Rochester, N. Y. 
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Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


Cuipren or Resurrection Crrv. By Walter E. 
Afield, M.D., and Audrey B. Gibson. Washing- 
ton, D. C.: Association for Childhood Educa- 
tion International, 1970, 48 pp., $1.50 (paper). 


Soci, Psycuiatry. By the Association for 
Research in Nervous and Mental Disease. 
Baltimore: Williams & Wilkins Co., 1969, 
343 pp., $21. 


VIDEOTAPE TECHNIQUES IN PSYCHIATRIC TRAINING AND 
Treatment. Edited by Milton M. Berger, M.D. 
i York: Brunner/Mazel, 1970, 278 pp. 


Lectures ın Mepicat PsvcHoLocv: An Inrro- 
DUCTION TO THE Care or Patients. By Grete L. 
Bibring, M.D., and Ralph J. Kahana, M.D. 
New York: International Universities Press, 
1969, 281 pp., $7. 


Innovations iN SociaL Psycuiatry. By Joshua 
Bierer, M.D., and Richard I. Evans, Ph.D. 
London: Avenue Publishing Co., 1969, 212 pp., 
$4 (paper). 


Nursinc Home Stanparps: A Tracic DILEMMA 
IN American HEALTH. By Jordan Braverman. 
Washington, D. C.: American Pharmaceutical 
Association, 1970, 75 pp., $2.50 (paper). 


Tue Dyinc Patient. Edited by Orville G. Brim, 
Jr, Howard E. Freeman, Sol Levine, and 
Norman A. Scotch. New York: Russell Sage 
Foundation, 1970, 380 pp., $10. 


ABORTION: Law, Cuorce anp Moratity. By Daniel 
Callahan, Ph.D. New York: Macmillan Co., 
1970, 507 pp., $14.95. 


Tug Tugonv anp Practice or Mental HEALTH 
Consuttation. By Gerald Caplan. New York: 
Basic Books, 1970, 394 pp., $10. 


Marriace anp Divorce: A Soctat AND. Economic 

Stony. By Hugh Carter and Paul C. Glick. 

ambridge, Mass.: Harvard University Press, 
1970, 438 pp., $8.50. 


ws Sexvaumv: New PsvcuoaNALvTIC VIEWS. 

M Janine Chasseguet-Smirgel. Ann Arbor, 

jeu, University of Michigan Press, 1970, 
Pp., $8.95. 
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Le CARATTEROPATIE | *ManGINALI'" Dew’Era 
Evowutiva. By Pietro M. Criscuoli and Maria 
Ales. Palermo: Clinica Delle Malattie Nervose 
e Mentali Dell’Universita di Palermo, 1969, 
136 pp., no price listed (paper). 


EssenTIALs or PsvcHOLoGICAL TESTING, 3rd ed. 
By Lee J. Cronbach. New York: Harper & 
Row, 1970, 740 pp., $10.50. 


Annuar Review or Menicine, vol. 21. Edited by 
Arthur C. DeGraff and William P. Creger. Palo 
Alto, Calif.: Annual Reviews, 1970, 444 pp., 
$10. 


Tue Dvisc Cup. By William M. Easson, M.D. 
Springfield, Ill.: Charles C Thomas, 1970, 100 
pp., $5.75. 


Insurance COVERAGE FOR MENTAL Iuwess. By 
J. F. Follmann, Jr. New York: American 
Management Association, 1970, 135 pp., $5 


(paper). 


Gone Is Suapows: Cuito. By Jessie Gray Foy. 
Plainfield, N. J.: Logos International, 1970, 
159 pp., $4.95. 


CELEBRITIES ON THE COUCH. Edited by Lucy Free- 
man, Los Angeles: Price/Stern/Sloan Pub- 
lishers, 1970, 234 pp., $5.95. 


Tue Specia Cup. By Barbara Furneaux. Balti- 
more: Penguin Books, 1970, 208 pp., $1.25 


(paper). 


Psvcuorocv. By B. von Haller Gilmer. New York: 
Harper & Row, 1970, 490 pp., $9.95. 


Towanp Tuerareutic CARE: A Gutpe ror THOSE 
Wuo Work with THE MENTALLY Inn, 2nd. ed. 
By the Group for the Advancement of Psy- 
chiatry. New York: GAP, 1970, 120 pp., $3.50 


(paper). 


ABORTION IN A CHANGING Wortp, vol. 1. Edited 
by Robert E. Hall, M.D. New York: Columbia 
University Press, 1970, 370 pp., $10, 


Steep anD DREAMING. International Psychiatry 
Clinics, vol. 7, no. 2. Edited by Ernest Hart- 
mann, M.D. Boston: Little, Brown and Co., 
1970, 430 pp., $21.50 (annual subscription 
rate). 

CHancinc HOMOSEXUALITY IN THE Mate: TREATMENT 
ror MEN TROUBLED BY Homosexuauity. By 


Lawrence J. Hatterer, M.D. New York: 
McGraw-Hill Book Co., 1970, 486 pp., $15. 
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American InpiaN AuTHoRS: A REPRESENTATIVE 
Bisuiocrapuy. Compiled by Arlene B. Hirsch- 
felder. New York: Association on American 
Indian Affairs, 1970, 45 pp., $1 (paper). 


AN ATLAS For THE Hutt ADAPTATION OF THE BENDER- 
Gestart Test. By Max L. Hutt and Robert 
Gwyn Gibby. New York: Grune & Stratton, 
1970, 285 pp., $9.75. 


Tur Derenvencies oF Orp Peopte. Occasional 
Papers in Gerontology, no. 6. Edited by 
Richard A. Kalish. Ann Arbor, Mich.: Institute 
of Gerontology, University of Michigan— 
Wayne State University, 1969, 106 pp., $2 
(paper). 


A Socia History or Herring Services: CLINIC, 
Court, Scuoot, anb Community. By Murray 
Levine and Adeline Levine. New York: Apple- 
ton-Century-Crofts (Meredith Corp.), 1970, 
305 pp., $6.75. 
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The Conflict of Buridan’s Ass or 
Some Dilemmas of Affluence: 
The Theory of Attractive Stimulus Overload 


BY Z. J. LIPOWSKI, M.B., D.PSYCH. 


The author outlines a motivational theory of 
human behavior that takes into account the 
effects on the individual of certain ubiquitous 
features of affluent societies, which provide 
an overabundance of attractive stimuli and 
alternatives related to material and symbolic 
values. Such an overabundance leads to in- 
tapsychic conflict between incompatible 
approach tendencies, exemplified by the 
aes of Buridan's ass. Conflicts of this 
i ia ave widespread effects on human be- 
“Ane and on mental health. A need for 
thie on pue psychodynamic theory of 
epe conflict is pointed out, and the 
for al implications of the proposed theory 
psychiatric intervention are emphasized. 


JER BURIDAN, the venerable nominalist 
Philosopher, has been saved from obliv- 
mad àn anonymous joker who attached his 
Bs to a classical example of a type of 
Anas conflict. Buridan's ass epito- 
to d approachapprogca conflict: it starved 
to ee between two stacks of hay, unable 
RAAI e which of them to approach. Experi- 
this a evidence suggests that, taken literally, 
the parable is but a myth. Miller(1) refers to 
Bs ork of Klebanoff, who showed that if 
Au rats were placed in the center of an 

y at each end of which food was avail- 
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able, they moved without hesitation to one 
end or the other. This finding, however, does 
not invalidate the importance of approach- 
approach conflict in contemporary human 
life. 

It may well be that a hungry rat, donkey, 
or man placed midway between two equal 
portions and kinds of food experiences no 
conflict. But what concerns Us here is not 
such a simple situation involving a biolog- 
ical need in the service of survival. We are 
concerned with derivative needs produced 
by civilization and multiplying with its in- 
creasing complexity. Such derivative needs 
pertain to both material and symbolic goals. 
They involve striving for the possession of 
objects as well as for the attainment of spe- 
cific social roles and status, life styles, ideals, 
kinds of recreation, and so forth. A society 
that offers an overabundance of attractive 
options in all of these spheres promotes the 
development of intrapsychic conflict be- 
tween incompatible approach tendencies. 
Since our society does just this, we must re- 
evaluate the role of the type of conflict illus- 
trated by the parable of Buridan's ass in 
human psychology and psychopathology. 


Attractive Stimulus Overload 


The key propositions of this paper may be 
stated as follows. The increasing complexity 
of man's social as well as nonhuman environ- 
ments is accompanied by an increase in the 
number and diversity of stimuli-eliciting ap- 
petitive—i.e., approach—response tenden- 
cies. This state characterizes affluent indus- 
trial societies and is best exemplified by the 
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North American society. Limitations of 
time, economic means, and relevant psycho- 
logical resources restrict the number of 
choices that an individual can make and the 
goals he can pursue and attain. There is thus 
a bottleneck, as it were, between appetitive 
responses and approach tendencies on the 
one hand, and the available attractive goals 
on the other. 
In this situation only some of the aroused 
approach tendencies may be realized—that 
is, be followed by appropriate actions cul- 
minating in the approach to the coveted goal 
and satisfactory consummation. It follows 
that under these conditions there is strong 
potential for the simultaneous occurrence of 
incompatible approach tendencies within the 
person and therefore for intrapsychic conflict 
of a specific category, i.e., approach-ap- 
proach conflict. One may characterize this 
whole situation by invoking the conception 
of input overload. I propose that an over- 
load of attractive stimuli and alternatives is a 
form of stimulus (or information input) over- 
load that is most prevalent in affluent indus- 
trial societies and exerts a profound effect on 
the experience and behavior of individuals. 


Miller(2) postulates that information input 
overload is stressful and may lead to psycho- 
pathology. Spitz(3) warns of the pathogenic 
effects of emotional stimulus overload in in- 
fancy. He claims that a surfeit of affective 
stimulation prevents the subject from com- 
pleting actions or responses initiated by him. 
Accumulation of such unfinished "action 
cycles," in which anticipatory and appetitive 
responses are aroused but not consummated, 
leads, according to Spitz, to maladaptive and 
asocial behavior. 


I maintain that it is specifically the over- 
abundance of attractive alternatives, aided 
and abetted by an affluent and increasingly 
complex society, that leads to conflict, frus- 
tration, unrelieved appetitive tension, more 
approach tendencies, and more conflict —a 
veritable vicious cycle. Such an overload and 
its consequences constitute a category of 
psychosocial stress that must have far-reach- 
ing and probably harmful effects on the men- 
tal and physical health of affected individ- 
uals. It is the chief purpose of this paper to 
formulate a theory of attractive stimulus 
overload and approach-approach conflict, 
and their behavioral consequences. I hope to 
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contribute to the theory of intrapsychic con- 
flict and will point out the implications of my 
postulates for psychopathology and clinical 
psychiatry. 


Theories of Intrapsychic Conflict 


Elaboration of the concept of intrapsychic 
conflict and its role in human motivation has 
resulted from the work of psychoanalysts 
and experimental psychologists. A balanced 
discussion should include the contributions 
of both groups. 

Conflict is one of the key concepts in cur- 
rent psychodynamic theory. The latter em- 
phasizes the ubiquity as well as the patho- 
genic potential of intrapsychic conflict. As 
Arlow(4) puts it: “Psychoanalysis regards 
intrapsychic conflict as an inexorable quality 
of human condition. The inevitability of in- 
trapsychic conflict is rooted in man's bio- 
logical nature and in the fact that he is also 
a social being." : 

Rangell(5) distinguishes two meanings of 
the term “conflict” as it is used in psycho- 
analytic theory: 1) when the ego has to make 
a choice between two competing alternatives, 
and 2) when it struggles against instinctual 
forces. In two papers Rangell(6,7) offers a 
detailed and rather abstract theoretical dis- 
cussion of both intersystemic and intrasys- 
temic conflicts. He stresses that decision- 
making in the face of competing alternatives 
is a major and prominent ego function. 

A recent panel discussion(5) revealed that 
despite its central position in psychoanalytic 
theory, the concept of conflict is not free 0 
ambiguity and requires further clarification 
and elaboration. It is the second meaning 0 
conflict in Rangell's discussion, namely that 
of struggle against instinctual forces, that has 
figured most prominently in explanatory hy- 
potheses about the origins of neurosis. 

Fenichel(8) states it succinctly: “The ue 
rotic conflict takes place between drives, io 
is, the id and the ego." The drives strive E 
discharge; the ego opposes it. This contei 
originating in childhood, unresolved, a 
pressed, and thus unconscious, is à sine e 
non for the development of neurosis. Curs 
environmental factors are said to activa 
neurotic conflict but are not considere is 
necessary condition for the formation otn is 
rosis(9). It must be stressed that conflic 2 
not necessarily pathogenic. On the contrat) 
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o seen as a desirable psychological 
enon that contributes to the matura- 
ind growth of personality(6). 

EX perimental psychologists, notably Lew- 
0), Miller(1, 11), and Berlyne(12) have 
mulated a theory of conflict broader in 
pe than its psychoanalytic counterpart. 
ne(12) says that the word "conflict" 
sts something wild and dramatic and 
psychoanalytic writers have given it the 
otation of a violent clash between moti- 
nal forces. Yet "the kinds of psycho- 


only some of many kinds that can occur.” 


j rlyne proposes that conflict of other, 
ften milder, varieties is an inseparable ac- 
npaniment of the existence of all higher 
imals because of the great diversity of stim- 
at act on them and of the responses of 
ich they are capable. The most ubiquitous 
"and recurrent conflicts are those that occur 
when information input is excessive, defi- 
"Went, or discrepant. In such conflict stim- 
lus-selection processes are the main means 
defense. The degree of conflict increases, 
d ording to Berlyne, with: 1) the nearness to 
quality in strength of the competing re- 
Onse tendencies; 2) their absolute strength; 
_ 4nd 3) their number. Berlyne's statements 
are highly relevant to my thesis. 
iller's(1, 11) important contributions to 
€ theory of conflict include a broad and 
classification of the latter, although 
n(10) had prepared the ground for it. 
er distinguishes four categories of con- 
approach-approach, approach-avoid- 
$ €, avoidance-avoidance, and double ap- 
Proach-avoidance. He claims that situations 
Which there is competition between ten- 
Mcies to approach two or more desirable 
Eu are resolved quickly, unless there are 
€ 0€Xistent but concealed avoidance tenden- 
S$. In the latter case we deal with a double 
4pproach-avoidance conflict—i.e., the sub- 
«t tends to both approach and avoid each 


€ definition of the term "conflict" is, 
Ng crucial to this whole discussion. 
liller(1) states that "conflict is produced 
Competition between incompatible re- 
mses.” He distinguishes “conflict behav- 
7e Which he means hesitancy, tension, 
ation, or complete blocking. Oram and 
izer(13) point out that these two related 
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meanings of conflict—i.e., of opposing ten- 
dencies and of the resulting emotional state, 
have led to inconsistent and contradictory 
usage. This writer proposes that “conflict 
behavior" is a descriptive term, while “‘con- 
flict” is a theoretical one, employed to ex- 
plain what is being observed and/or reported. 
This distinction should be kept in mind. In- 
trapsychic conflict may be defined as simul- 
taneous existence of opposed tendencies for 
action within a person. 

It should be stressed that approach-avoid- 
ance conflict, that is, one between simulta- 
neous tendencies to move toward and away 
from a goal, has played a key role in both 
psychoanalytic and experimental psycholog- 
ical formulations. This type of conflict has 
been regarded as the one most relevant to 
psychological stress, frus- 
tration, anxiety, ego mechanisms of defense, 
and other related concepts and areas of in- 
vestigation. The approach-approach cate- 
gory of conflict, which is the main focus of 
this paper, has been regarded as relatively 
unimportant unless “contaminated” by 
avoidance tendencies or ambivalence. Lewin 
(10) states that this type of conflict is rela- 
tively easy to solve “unless questions are in- 
volved which cut deeply into the life of the 
individual.” This stipulation has been gener- 
ally ignored. 

The question whether conflict elicited by 
two or more attractive stimuli or choices 
should be categorized as pure approach-ap- 
proach or double approach-avoidance con- 
flict seems to be immaterial. Such puristic 
treatment may be of value in the planning 
and interpretations of laboratory experi- 
ments. In the complexity of actual life situ- 
ations, however, approach and avoidance 
tendencies tend to be intermingled in vary- 
ing proportions. What does matter is that 
the sheer number and diversity of attractive 
options evoke approach tendencies whose 
quantity alone generates conflict regardless 
of the presence or absence of simultaneous 
avoidance tendencies related to neurotic 
conflicts or other factors. This assumption 
underlies the following discussion of the 
determinants and hypothesized consequen- 
ces of the conflict between incompatible ap- 
proach tendencies. 
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Determinants of the Approach- 
Approach Conflict 


Determinants of intrapsychic conflict in- 
clude the following three classes of variables: 
1) the characteristics of the individual and 
his needs; 2) the nature and quantity of the 
alternative options or goals, and 3) the influ- 
ence of the social environment. These fac- 
tors will be discussed separately; one should 
keep in mind that such a separation is only 
a heuristically useful artifact. 


1. The Individual and His Needs 


One may postulate the existence of en- 
during individual differences with regard to 
the readiness to respond to external stimuli 
with approach tendencies. Korner(14) de- 
scribes individual variations in “primary en- 
dowment factors” in infants that pertain to 
their responses to internal and external stim- 
uli. Chess(15) studied individual differences 
in behavioral patterns in children and identi- 
fied nine categories of reactivity, among them 
approach or withdrawal. These differences 
in responsivity and drive appear to be bio- 
logical or constitutional givens that are like- 
ly to influence a person's propensity to re- 
spond to and approach stimuli and thus the 
intensity of his approach-approach conflicts. 

Early experiential factors may inhibit or 
enhance these basic ego and drive variations. 
Spitz(3) suggests that a mother-child rela- 
tionship in which the mother offers a surfeit 
of affective stimulation may have as a con- 
Sequence an enduring increase in the appe- 
titive response readiness in the child. Gross 
maternal deprivation may have the same 
effect. Bowlby(16) remarks that severely de- 
prived children impulsively follow every 
whim, are unable to pursue long-term goals, 
and have impaired capacity for inhibition. 
He says: “For them, all wishes are born 
equal and equally to be acted upon." One 
may add that when such children enter later 
into an environment full of attractive stimuli, 
their approach-approach conflicts are likely 
to be all the more intense and lead to anti- 
social behavior. 

Two other personality variables may be 
postulated to influence the intensity and 
effects of approach conflicts. One is a ten- 
dency to respond with ambivalence to some 
or all attractive choices. This personality 
trait is most likely to reflect unresolved un- 
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conscious conflicts resulting from actual or 
threatened punishment for pleasure-seeking 
behavior in childhood. The second person- 
ality attribute is the tendency to respond to 
attractive choices with either predominantly 
cognitive, fantasy behavior or with goal- 
directed action. 

2. The Goals 


Apart from innate, biologically deter- 
mined drives and their relevant objects, the 
goals to which men strive reflect learned 
sociocultural values. They range from the 
most trivial of material objects to objectives 
aptly described by Lewin(10) as those that 
"cut deeply into the life of the individual." 
The latter involve such alternatives as settled 
life versus a restless, nomadic one; closeness 
to others versus distance; security versus ad- 
venture; sensual gratification versus renun- 
ciation; immediate versus postponed satis- 
faction; and so forth. Choices involving 
goals that have far-reaching consequences 
for the individual may engender conflict not 
only because inner prohibitions and related 
avoidance tendencies may be aroused, but 
also because commitment to one goal may 
mean the loss of the other no less attractive 
one. 

These issues have concerned man through- 
out the history of civilization. Never before, 
however, has man faced such a multitude of 
available choices and alternatives as in the 
industrial democratic societies of today. 
North American society is a most striking 
example of this and allows observations 0 
the whole problem and its effects. 

Let us consider what a vast quan 
diversity of potentially attainable goals "d 
at the disposal of an American citizen. How 
many possible choices of career opportum 
ties, living environments, styles of life, a 
modes of leisure confront the individual: 
one adds to this the massive output a 
variety of available material objects ues 
moted by aggressive advertising, 1S theres 
a stimulus input overload? To make cho Š 
in the face of such overabundance must E 
difficult. Furthermore, it is not easy tO i 
tablish a personally satisfying hierarchy g 
goals to be strived for. It is in America a 
the fate of Buridan’s ass haunts us: it is n° 
dilemma of the hungry and oppressed. 

3. The Influence of Social Environment 


2 ORE om- 
The tendencies to imitate others and ¢ i 
9 
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pete with them exert a powerful influence on 
behavior and the problems of choice among 
attractive alternatives. Imitation and com- 
petition are stimulated not only by direct 
contacts with other people but also by the 
mass communication media, which both 
depict and help to shape the desires of peo- 
ple. The media contribute to the arousal and 
formation of all types of derivative needs, 
promote pursuit of related goals, and thus 
contribute to the eliciting of intrapsychic 
conflicts. They play their part in the in- 
formation input overload. 

Societal influences include such factors as 
the prevalent values and their stability, pat- 
terns of upbringing of children, desirable 

| models for identification, density of popula- 
lion, ease of spread of information, frequent 
discordance of the latter, and a host of other 
factors. All of them combine to produce 
overstimulation of appetitive response ten- 
dencies as well as confound problems of de- 
cision making regarding attractive alterna- 
tives, If in addition these social influences 
promote easing of internal inhibitions of 
impulses to seek gratification, then the 
Weight of intrapsychic conflicts tends to 
shift from approach-avoidance to approach- 
approach, I believe that this is actually taking 
nese in North America. Our conception of 
We tole of intrapsychic conflict in human 
ERN modified to take into account the 
e impact of the changing social en- 
je ment on the desires and goals of man 
opportunities for their attainment. 


The Effects of Intrapsychic Conflict 


Se C definition of "conflict behav- 
modes quoted earlier. His terms like **ten- 
little or "blocking" are ambiguous and tell 
physi about experiential, behavioral, and 
SRM ak effects of the state of conflict. 
area id substitute the term “appetitive 
Buen . for “conflict behavior." Such 
ee is viewed asa psychosomatic phe- 
ere t is, one having both psycho- 
Paice and somatic concomitants. The exact 
e of the latter should be clarified. Ap- 
i E approach aomi may be postulated 
ONE in appetitive arousal, which may be- 
he lysphoric if the conflict is unresolved. 
dike aspects of such arousal are 
Sm r anxiety or anger or both. Of more 
ctical importance are the modes of coping 
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with persistent or recurrent approach-ap- 
proach conflicts enhanced by an overabun- 
dance of attractive alternatives. Such coping 
behaviors include withdrawal from conflict, 
attempts at reduction of the number of at- 
tractive options, and restless striving for one 
goal after another. These behaviors lead us 
to considerations relevant to psychopathol- 
ogy. 
Attractive Stimulus Overload, Conflict, 
and Psychopathology 

Withdrawal from conflict or less drastic 
attempts at reduction of alternatives may 
take various forms. They are most readily 
observed in adolescents and young adults. 
One may postulate that some of the current 
problems of youth may be related to their 
inability to choose from too many alterna- 
tives. There is a collusion of two kinds of 
factors: on the one hand, patterns of up- 
bringing that for various reasons result in 
the young people’s high appetitive readiness 
coupled with ambiguous values and norms of 
goals and follow them through; and on the 
other hand, a social environment that offers 
an overabundance of attractive alternatives 
coupled with ambiguous values and norms of 
behavior, while exerting pressure to make 
choices. What many young people experi- 
ence in this situation is a sense of helpless 
anger, confusion, and anxiety. Their sense of 
personal identity, weak to start with, is fur- 
ther undermined by lack of satisfaction and 
sense of personal worth accruing from the 
choice and pursuit of a limited number of 
attainable goals. The related anxiety and 
anger may lead to attempts to opt out of un- 
bearable conflict by wholesale rejection of 
the existing social order and withdrawal into 
the autistic and largely passive pleasures of 
drug-induced altered states of consciousness. 

Others attempt to reduce inner conflict 
and the unmanageable complexity of the en- 
vironment by angry accusations and violent 
attacks against any convenient scapegoat, 
usually the so-called establishment—be it 
the whole social system, government, Or 
university. If the society arouses too many 
incompatible desires and does not provide 
meaningful solutions to resulting conflicts, 
then one may want to escape from or destroy 
it. Others still search desperately for a sense 
of belonging and a simpler, less stimulating 
environment. It is not suggested that ex- 

[53] 


————————— Ct‘; 


278 


planatory hypotheses offered here account 
fully for the current unrest and drug-taking. 
We must eschew oversimplifications. But I 
believe my hypotheses provide a partial ex- 
planation of the behaviors in question. 

I want to mention one other and more 
fundamental problem. Many psychiatric 
writers have commented in recent years on 
the rising frequency of psychopathological 
problems related to personality structure 
and modes of reacting that have been labelled 
“borderline personality,” **as-if personality," 
"schizoid personality," and so forth. Fair- 
bairn(17) and Guntrip(18) have stressed the 
ubiquity of the schizoid state, at the basis of 
which lies the fear of a hostile world from 
which the schizoid person tends to withdraw. 
The schizoid state is characterized by an in- 
ability to commit oneself fully or perma- 
nently to anybody or anything. This is ac- 
companied by a pervasive sense of futility, 
lack of enjoyment of anything, avoidance of 
close relationships, and absence of zest in 
living. Such people become enthusiastic 
about somebody or something and then, 
suddenly and unaccountably, lose interest 
and complain of emptiness, apathy, and 
boredom. They are often unsure of what they 
are or of what they should be or do. 


One patient of mine, for example, related 
how distressed she became Sitting at a con- 
cert as she could not decide if she should or 
should not like and enjoy the music she was 
listening to. Spontaneous feeling response 
was missing. Discussing the causes of this 
type of psychopathology, Guntrip(18), sug- 
gests that "impingement" on the infant by 
his environment, particularly the parents, 
arouses fear and a withdrawal tendency in 
him. We see here a close analogy to Spitz's 
stimulus overload, mentioned earlier. 


Taking a broader view, one may postulate 
that the contemporary social environment in 
industrial societies tends to provide stimulus 
input overload from infancy on and results 
in strong approach but also fear and with- 
drawal tendencies. Thus many children grow 
up with a view of the world as, to use Spitz's 
expression, an appetitive paradise, and at 
the same time a hostile, complex, and for- 

bidding place. This view is transmitted to 
the child by the parents and also by television 
and other mass communication media. This 
development leaves the child singularly un- 
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prepared to cope with the multiplicity of 
attractive alternatives and the general com- 
plexity of the environment he grows up in. 
There is thus a vicious cycle that cannot but 


ior, which further complicate the social scene 
and bode ill for the future of our society. 


No theory of behavior is complete unless 
it includes the psychosomatic dimension; 
This implies an assumption that every psy- 
chosocial stress impinging on the individual 
at the symbolic level of organization must 
have somatic consequences, and the latter 
have a positive or negative feedback effect 
on the stress. It must follow that the type of 
stress that has been discussed here has phys- 
iological concomitants and effects. Their 
nature remains speculative for the time being, 
but one may conceive of an experimental 
design that could demonstrate whether an 
attractive stimulus overload had deleterious 
physiological consequences on laboratory 
animals. 


result in discontent and maladaptive behav- | 


Implications for Clinical Psychiatry 


If the reasoning followed in this paper is 
correct, it must be accepted that an over- 
abundance of attractive choices and related 
intrapsychic conflicts have serious conse- 
quences for mental health. They constitute 
only one—albeit an important one—con- 
tribution of the affluent society to psychiatric 
morbidity. Overstimulated and bewildered 
parents bring up overstimulated and bewil- 
dered offspring unable to cope with over- 
stimulation and its intrapsychic sequelae. 
Current psychodynamic theory stresses id- 
€go, approach-avoidance conflicts generat- 
ing anxiety as the key to much of psycho- 
pathology. k 

Psychotherapy based on this theory aims 
at resolution of the intrapsychic conflicts and 
related symptoms and self-defeating behav- 
ior patterns. It appears that this explanatory 
model and the therapy based on it are too 
narrow in scope. They fail to take into ac- 
count the growing prevalence of the type of 
conflict discussed here. This failure is par- 
ticularly striking in attempts to explain the 
behavior of the younger generation and to 
reach them. What is needed is an expansion 
of the theory of conflict along the lines 
Suggested here. 


One may predict that psychiatrists will 
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have to deal more and more with the effects 
of stimulus overload, overabundance of 
choices, and people’s inability to cope with 
resulting conflicts. The issues of guilt and 
neurotic inhibitions will probably recede into 
the background, while those related to the 
mastery of overstimulation and conflicts 
between incompatible approach tendencies 
will gain in importance. This shift of em- 
phasis will have to be reflected in both psy- 
chiatric theory and practice. One of the goals 
of psychotherapy will increasingly be to help 
the patient achieve a satisfactory balance 
between his capacity for striving and consum- 
mation on the one hand and the choice and 
pursuit of available goals on the other. 

This will have to be achieved in a social 
environment increasingly complex, intrusive, 
changing, and full of contradictory social 
models, demands, and values. A more active 
role of the therapist in helping his patients 
select values, goals, and models for identi- 
fication is inevitable. There must be a co- 
Operative search for coping strategies with 
the environment that we cannot change. 
More emphasis on the here and now rather 
than on arduous and lengthy reconstruction 
of genetic antecedents of the individual's 
predicament is called for. We will have to 
master ourselves and help our patients appre- 
ciate the difficult challenge of Goethe’s say- 
ing that it is primarily in self-limitation that 
a master shows himself. Here lies one anti- 
dote to the dilemma of Buridan’s ass of the 
contemporary man. 
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A Family View of Hysterical Psychosis 


BY JOSEPH RICHMAN, PH.D., AND HARVEY WHITE, M.D. 


The phenomenon of hysterical psychosis is 
reexamined in view of the newer family 
concepts of psychiatric disturbances. In 
four patients studied, the illness was as- 
sociated with anxiety related to death, 
aggression, and actual object loss; every 
patient was suicidal; and the psychotic 
symptoms were family syntonic. In addi- 
tion, the psychosis was of special relevance 
to dominant family problems, themes, 
myths, and fantasies. The authors conclude 
that family factors are crucial to the under- 
standing of the development of this dis- 
order. 


T HROUGH the years, the diagnosis of 
“hysterical psychosis” has been ap- 
plied, often apologetically, to patients 
whose symptoms did not fit the usual noso- 
logical categories. In a recent revival of 
interest in the literature on this and related 
syndromes(1, 2) the primary focus has been 
on ego states and the personality of the pa- 
tient, as well as on the social conditioning 
reflected in the symptoms. 
In this paper we propose to review some 
of the recent studies, evaluate them in the 
light of our own experience, and reexamine 
the phenomenon in view of the newer fami- 
ly concepts of psychiatric disturbances(3, 
4). These concepts have proved fruitful in 
the study of schizophrenia(5, 6, 7), juvenile 
delinquency(8), female sexual delinquen- 
cy(9), and some neuroses(10). If our contri- 
bution adds more confusion to an already 
confused subject, our justification lies in 
the demonstrated relevance of the family 
approach to what we have seen in a city 
receiving hospital. Since family therapy was 
possible in only two of our cases, however, 
we shall attempt to construct a consistent 
theoretical formulation rather than con- 


The authors are with the departinent of psychiatry, 
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Sider technical aspects of family therapy 
as they relate to hysterical psychosis. 


Review of the Literature 


The concept of hysterical psychosis was 
used by Breuer and Freud(1 1-14), questioned 
by Bleuler(15) and Fenichel(16), and at- 
tacked as invalid on logical grounds by 
Suzanne Reichard(17). The latter reasoned 
that delusions and hallucinations are evi- 
dence of a schizophrenic thought disorder 
and that since hysteria is the mildest form 
of neurosis, it cannot be accompanied by a 
psychosis. 

Marmor(18), on the other hand, ques- 
tioned whether hysteria is as benign or as 
easily treated as earlier authors believed. 
He emphasized the presence of oral mech- 
anisms in hysteria and concluded that 
"there is a close psychodynamic relation- 
Ship between hysteria, addiction, certain 
types of depression, and schizophrenia 
(18, p. 670). 

The concept has recently been summa- 
tized by Hollender and Hirsch(2). They 
polled a number of psychiatrists on their 
experiences, reviewed the literature, and 
described the typical syndrome as follows: 
The symptoms (such as delusions, hallucina- 
tions, and depersonalization) are sudden 
and dramatic in onset and occur as a reac- 
tion to an upsetting event or circumstance. 
The condition is transient, usually lasting 
one to three weeks, and it recedes as dra- 
matically as it began. Recurrence is a pos- 
sibility, but chronic disability is not seen. 

The condition occurs in hysterical char- 
acters who are described as seductive, SU£ 
gestible, dramatic, and genitally oriente! 
People(19), usually with pregenital, espe 
cially oral, features as well(18). These indi- 
viduals have fluid moods and relationships 
and a tendency toward emotional volatility 
and social expediency in their life styles. 
Their thinking is fluid, intuitive, and affec- 
tively directed. Hysterical psychosis occurs 
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in such a vulnerable personality in response 
to overwhelming anxiety, with repressed 
material erupting into awareness in halluci- 
natory or delusional form. 

Hollender and Hirsch quoted N. Q. Brill 
to the effect that the symptoms resemble a 
child’s distortion of reality when he is very 
angry or fearful and that the delusional ma- 
terial usually serves an easily understood 
wish-fulfilling or problem-solving function. 
Although the syndrome may occur in a 
schizophrenic, the thought disorder as part 
of the syndrome itself is usually absent or 
else is circumscribed and transient. 


General Clinical Observations 


Throughout the 15 years since Jacobi 
Hospital (Bronx, N. Y.) was opened in 
1955, a number of patients have been seen 
each year for whom the diagnosis of hys- 
terical psychosis seemed more appropriate 
than any other. We have noted a number 
of characteristics that were critical in deter- 
mining our choice of diagnosis. These in- 
cluded the following: 

l. An acute onset. One 16-year-old girl, 
for example, suddenly developed vivid 
hallucinations of being pursued and ques- 
tioned by detectives (case 1); a 19-year-old 
boy became uncontrollable and bizarre 
following an unexpected abdominal opera- 
tion; a 31-year-old woman suddenly felt 
she was very small and everything was Very 
large (case 4); and a 20-year-old woman sud- 


denly found that people’s appearances ha 
changed. 
2. The absence of à schizophrenic 


thought disorder, both clinically and upon 
psychological testing. The psychological 
test protocols have tended to be of two 
types. One is a straight neurotic record 
with a minimum of pathology, reflecting 
the basically intact ego of the patient. The 
other is a deviant record, often wildly bi- 
zarre and "crazy." 

Patients with the latter record may 
apparently decompensate on the Ror- 
Schach, for example, and give openly in- 
cestuous, delusional ideation and fantasies. 
They do so, however, more in terms of 
fluid free associations during which they 
leave the perceptual field of the blots and 
let their fancy go, rather than in depicting 
the scenes they describe as objectively pres- 
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ent in the cards. Their approach is analo- 
gous to the daydreams or preconscious 
thinking described by Kris(20), directed by 
drives to the detriment of reality, but never- 
theless not partaking of the free or unbound 
use of cathexes, the symbolizations, con- 
densations, and fusions of more uncon- 
scious derivatives. 

The disturbed responses always have a 
direct relevance to the clinical symptoms. 
The young man who had become psychotic 
after his unexpected abdominal operation, 
for example, saw card 1 of the Rorschach 
as a wounded butterfly when first tested. 
Retested a week later after a dramatic 
clinical recovery, he saw the card as a 
butterfly that had been hurt but was re- 
covering. Klopfer and Spiegelman(21) 
described a “flooded” ego that is some- 
times mistakenly diagnosed as schizo- 
phrenia on psychological tests. They 
labeled this à “temporary dissociative 
reaction,” and their description of the 
Rorschach protocols closely resembled 
what we find in the hysterical psychoses. 

3. A degree of object relatedness that 
is both qualitatively and quantitatively 
different from the schizophrenic. A child- 
like quality combined with a naive flirta- 
tiousness iS often present, sometimes 
charming and sometimes infuriating the 
professional staff. The hysterical psychotic 
patients are often undifferentiated, infan- 
tile, oral characters who are simultaneously 
clinging and dependent, but also control- 
ling and demanding(22). The psychological 
tests often contain much direct oral em- 
phasis or else derivatives of the oral mode. 
Self and ego boundaries in these patients 
are essentially intact, however, as opposed 
to schizophrenics, who lose the distinction 
between themselves and others. The hys- 
terical psychotic impresses the observer as 
an actor who can take on a part, rather 
than as someone who becomes the part 
he is playing. 

4. A rapid recovery. Our clinical observa- 
tions thus correspond closely to what has 
been reported in the literature. There is one 
other aspect, which represents the raison 
d'etre of our paper. and that is: 

5. The central importance of situa 
and family factors and the role of signifi- 
cant others. Langness(23) emphasized the 
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culturally situational factors in hysterical 
Psychosis in primitive societies, where 
precipitating incidents, symptomatology, 
and societal responses all seem to be con- 
sistent, predictable, and culturally specific. 

Hollender and Hirsch have described 
the hysterical psychosis as reactive to a 
“specific stress,” a traumatic situation or 
happening. They have also pointed out the 
heightened awareness of the patient to 
these external events. For example, they 
have mentioned, as pointed out by Rab- 
kin(24), the sensitivity of patients to the 
cues and expectations of others and their 
need to behave as others might expect of 
them. Lidz(4) has pointed out that as 
Western society became more and more 
fluid and required more flexibility in its 
Social structures, the family unit began to 
take on increasing relative importance as 
the primary social situation. 

For this study, therefore, we paid partic- 
ular attention to the family either in terms 
of how the various members were directly 
involved or how the Psychosis was of spe- 
cial relevance to dominant family prob- 
lems, themes, myths, and fantasies. It is 
this last point that will be dealt with in the 
four case reports that follow: 


Case Reports 


Case 1. This 16-year-old girl had developed 
vivid visual hallucinations of detectives pursuing 
and questioning her. The episode occurred after 
a boy she knew had been stabbed to death in 
school. When some detectives did actually try 
to interview her she fainted, after which they 
made an appointment to see her at home the 
next day. It was that night that the hallucina- 
tions began. The patient was brought to the 
emergency room by her parents, and the family 
was seen together for about five sessions. The 
“visions,” as they were called, subsided after 
the first few visits, ! 

Some of the relevant factors in a rather com- 
plicated and stormy family life included the fol- 
lowing: 

I. The patient’s symptoms had the effect of 
reducing the immediate stress and removing the 
noxious stimulus. Because she was so anxious 
the detectives did not question her at home, as 
they had arranged, and they ceased any further 
inquiries. 

2. “Visions” were taken for granted in the 
home. A maternal grandmother who lived with 
them spent most of her waking hours talking 
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to imaginary voices. The father was an alcoholic 
who was given to tactile and auditory hallucina- 
tions. The mother, a mystically inclined woman, 
described with a pride that was shared by all 
the participants in the family session how an 
invention she ultimately patented came to her 
in a vision. The patient's hallucinations, there- 
fore, were thoroughly family syntonic. 

3. The theme of “crime and punishment" was 
built into the family structure. The family held 
à weekly "court" on Sundays, presided over by 
the mother, who acted as the judge, while the rest 
of the seven children still at home were the jury. 
Each child was charged with whatever misbe- 
havior had occurred during the week. He was 
found guilty or not guilty, and a “sentence” was 
imposed, usually an order to perform various 
household chores. The appearance of the detec- 
tives thus replicated the family’s unusual mode 
of punishment. 

4. Fear of death, especially death by stabbing, 
was a preoccupation in the home. The father 
and mother engaged in frequent fights that at 
times became violent and terrifying to the chil- 
dren. The mother would discuss with the chil- 
dren what they should do if her husband tried 
to stab her. The mother described one incident 
when she grabbed a knife from her husband. The 
patient added that she thought her mother was 
going to stab her father and she feared both 
Parents would kill each other. It was evident 
that the theme of being stabbed to death was a 
highly threatening one for the entire family. A 

5. The theme of being chased by men, which 
was part of her “vision,” was another family 
theme, The father often accused his wife of 
having affairs with other men, and while drunk 
he would accuse her of hiding lovers in the house. 
Unknown to him (?), his wife had been carrying 
on an abortive love affair (by letter) with a man 
3,000 miles away in California for several years. 

6. Finally, the psychotic episode seemed to 
perform a tension-reducing function for the en- 
tire family, at least for a brief period. There 
seemed to be a need for such an outlet. When 
the patient recovered the father drank more 
heavily, to the point of incipient delirium tre- 
mens and an alcoholic hallucinosis. When he Hi 
covered and temporarily cut down on his drink- 
ing, the mother had a brief psychotic episodi, 
during which she ran out into the street ha 
naked because she believed men were after her. 

This family thus demonstrated how one hys- 
terical psychotic episode condensed the basic 
problems and conflicts of the family and how 
the same themes were repeated by several fam! 
ly members at different times. 


Case 2. A 20-year-old married woman b 
admitted to the hospital because she heard voices» 
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thought people looked different, and feared 
| harming her daughter or herself. Her younger 

sister, an alcoholic, had moved into her home 

a few months earlier. The patient's symptoms 

developed suddenly after her husband asked her 

sister, who had become a burden to the patient 
| to leave the home. Her sister then claimed to be 

having sexual relations with her husband, which 
he denied, This was the second marriage for the 
husband, whose first wife had “heard voices" 
and been diagnosed as schizophrenic. 

The patient was a childlike, orally dependent, 
appealing person who related to the therapist 
as a daughter to a father, thus repeating the 
relationship that had developed between herself 
and her husband. The patient identified strongly 
with her husband's first wife. One of her first 
questions upon entering the hospital was 
whether she also was diagnosed as “schizo- 
phrenic.” 

p. hospitalized, the patient was seen 
Ga and with her husband, It seemed evident 
e lee all three protagonists—the patient, 
a ate and her husband—were acting out an 
ae Bor fantasy in which the father (hus- 
(are Mee shared by the children and the mother 
Eee x and's first wife). As the situation be- 
UM reatening, however, the patient invoked 
No Pn both to express her rage at her 
SS and sister, which she could not other- 

€ express because of her complicity in the 
pathological behavior, and to restore the older 
Status quo. 


dieat demonstrates that hysterical psychotic 
ER s occur when the more traditional 
ttl pe work. The patient was à 27-year- 
erie ate ed woman who was brought to the 
XM ER room by her father because of a sui- 
EN Lian A few scratches were present on 
Ws Dasa was pregnant, but according to 
nancy.” SER notes she "tried to deny her preg- 
ED ospitalization was considered unnec- 
mrandeheparieri vi ME 
ma Sh later she returned, having learned 
(ases paie methods to ensure admission. This 
1o e had swallowed 50 Anacin tablets fol- 
describen! RE at home. The resident now 
RAER er as silly and hallucinatory, with 
hébéphr Persecution. She was diagnosed as 
Bite phrenie ana mentally defective, and she 
håna ee On the ward she was a severe 
We s OM problem, at times hostile, demand- 
seiable a a at other times friendly and 
anata fa ost of the time she was rebellious 
ON ant, refusing to obey the rules. 

fairly psychological testing she seemed to be a 
EU bue acting out hysterical 
E with a character disorder but with no 

nce of either mental deficiency or psychosis. 
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Confronted with the evidence of her normality 
she ceased being a management problem, be- 
came more realistic, and admitted that she had 
become painfully embarrassed about living at 
home while her neighbors were beginning to 
notice her condition. 

In this case the oedipal components and the 
secondary gains attendant upon both her 19 
years of pseudo-mental deficiency and her cur- 
rent hysterical psychosis were more prominent 
than any symbolic meaning of the symptoms 
themselves. Her pseudo-stupidity enabled. her 
to stay home, out of school, after the death of 
her mother when the patient was eight years 
old, in order to care for her alcoholic father 
and younger brothers. Since it allowed restitu- 
tion for the dead mother this symptom served a 
need for the entire family, all of whose members 
entered into the myth of her mental deficiency. 
Hers was also a shame-oriented family, As she 
became unable to conceal the evidence of her 
pregnancy, she developed the psychosis to re- 
move herself and provide a means of conceal- 
ment for everyone. 

Case 4. This 32-year-old woman suddenly 
developed the hallucination and bodily sensation 
that everything around her had become larger 
while she was becoming smaller. When first 
seen in the emergency room she was crying 
and hiding her head in her coat. She was afraid 
to look at people because they Were SO big. 
When admitted to the ward she had to be led 
by the hand because she had covered her head 
with her coat. Once on the ward her immediate 
symptoms quickly subsided, but she then became 
depressed, constantly, and expressed 
suicidal and homicidal thoughts. She was trans- 
ferred to a state hospital for further care. 

She became symptomatic when she learned 
that her father was dying of lung cancer. Their 
relationship had been a stormy one for years, 
with bitterness on both sides. He accused her 
of immorality and sexual promiscuity. She 
charged that he had never cared for her or been 
a proper father. The earlier history had been a 
more loving one, at least at times. Her psychosis 
was therefore seen as a reaction to her father’s 
imminent death and the consequent revival of 
old ambivalent attitudes. 

The changes in perception and body image 
probably expressed her wish to be a little girl 
who was still loved by her healthy father and 
her denial that she was able to kill him. The 
murder fantasy was expressed on the Rorschach, 
where the third card was seen as two men flipping 
someone’s lungs in the air. After this response 
she turned to the examiner and in a childlike 
manner confided, “I bet I know what happened. 
These men killed him and after he’s dead they’re 
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playing with his lungs.” This response was inter- 
preted by the psychologist as a preoccupation 
with her father’s imminent death from cancer 
and her effort to cope with her feelings of guilt 
for her own murderous wishes. 


Discussion 


We found that each family can be con- 
sidered hysterogenic in a family-specific 
way, that psychosis, like conversion, can 
be an alternative when repression fails, 
and that this choice of illness can best be 
understood in a family context. In all of 
our cases the hysterical psychosis could be 
understood as the acting out of a family 
fantasy. We also found the diagnostic 
category of hysterical psychosis a neces- 
sary one in clinical practice. and family 
factors especially useful in understanding 
the illness. 

Our experiences and observation agree 
with the criteria for the individual patient 
already formulated for this nosology. 
Hollender and Hirsch, who emphasize 
both the specific stress and the personality 
predisposition, also emphasize the severity 
of the conflict in these patients, their ex- 
treme resort to denial, and the ineffective- 
ness of their neurotic behavior in manipu- 
lating the environment. Similarly, the se- 
verity of the conflicts in our hysterical psy- 
chotic families stood out, as compared to 
those in the families of neurotic patients. 

The individual dynamics are not directly 
germane to this paper, which is more con- 
cerned with the family and situational 
determinants. However, we did observe 
Some common threads running through 
all our cases. In every case the illness was 
associated with anxiety related to death, 
aggression, and actual object loss. Every 
patient was or had been suicidal. In every 
instance we could determine that the psy- 
chotic symptoms were family syntonic. 
This attitude might be compared to those 
in societies with socially sanctioned forms 
of psychotic release, such as running 
amok(23) A psychiatric symptom that is 
integrated with the culture possesses nei- 
ther the social nor psychiatric implications 

of one that alienates the person from his 
society or his family. 

Few cases have been reported in the lit- 
erature with these criteria of death anxiety 
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and object loss in mind. Of Freud's five 
cases of hysteria, Anna O. was most clear- 
ly psychotic, and her illness was directly 
related to the death of her father. Three 
of his patients were clearly neurotic hys- 
terics, and in these case histories the anxiety 
seemed to be related to libidinal cathexis 
and erotization of relationships. In a case 
reported by Reich(25) symptoms began 
on the second anniversary of the death of 
the patient's sister. It remains to be seen 
whether this death anxiety and the threat 
of real object loss is specific for hysterical 
psychosis or whether the illness can be 
explained by situational factors that make 
neurotic symptoms ineffective and perhaps 
a predilection for the use of denial in these 
patients. 

In any case, we conclude that situational 
factors are crucial to the understanding of 
the development of a hysterical psychosis 
and that the family must be included as 
an important, if not the most important, 
"situation" in Western society. 
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Marathon Group Therapy and Nonverbal Methods 


BY IVAN B. GENDZEL, M.D. 


The author outlines the structure of a 24- 
hour encounter group (marathon) meeting. 
Nonverbal methods were felt to be effective 
in circumventing verbal barriers, conceptu- 
alizing and verbalizing new and unusual ex- 
periences, and providing much relevant in- 
formation. The majority of 100 participants 
responding to a questionnaire immediately 
after their marathons felt they had benefited 
from the experience and that the nonverbal 
methods had contributed. A follow-up meet- 
ing several weeks after the marathon helped 
to provide closure to the experience. 


Pe PROLIFERATION of encounter groups 
and personal development and growth 
experiences has a history and a body of 
theory and relates to culture(1, 2, 3). Of 
particular relevance culturally are the fan- 
tastic rate of technological change and the 
growing awareness that previous means of 
adaptation are becoming maladaptive. We 
not only live in disharmony and contra- 
diction, but we are also aware of this dis- 
harmony and contradiction because the 
rapid rate of change brings home to us the 
consequences of our actions. Thus it would 
seem that the proliferation of encounter 
groups is partially an outgrowth of an ac- 
celerated process of change that severely 
Stresses the organization and structure of 
social systems and groups. The specific his- 
tory itself of these groups is a product of 
this very technology. We have a growing 
body of knowledge concerning decision 
theory, leadership processes, group dynam- 
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ics, role theory, systems analysis, and other 
areas. We are also still searching and evalu- 
ating the efficacy of different forms of psy- 
chotherapy(4). 

Group therapy is said to have started in 
America with the classes associated with 
the rest treatment of tuberculosis in 1905, 
Some of the notable characteristics of 
Joseph Pratt’s meetings, such as testimoni- 
als, inspiration, persuasion, *emotional re- 
education," and strong suggestion, are still 
important factors in current group therapy. 
This led to the following claim by him: *We 
were amazed at the speed with which a 
change in the emotional state was often 
effected. This was apparent soon after the 
group was organized"(5). The variety of 
innovations and the claims as to their effica- 
Cy continue to this date. " 

In subsequent years it was the theoretical 
formulations of Kurt Lewin and the collabo- 
ration of Leland Bradford, Ronald Lippitt, 
and Kenneth Benne that helped lead to the 
formation of the National Training Labo- 
ratory at Bethel, Me.(6). Innovations intro- 
duced by these and other investigators in 
the 1950s included here-and-now orienta- 
tion, emphasis on feelings and emotions, 
feedback procedures, interpersonal learn- 
ing, and formation of leaderless groups. — 

Rogers has summarized the assumption 
of this variety of encounter group exper 
ences as follows: - 

In an intensive group experience, the individual 
will gradually drop some of his defensive behavior 
and facade; he will relate more directly on 2 
feeling basis with the members of the group; he 
will come to understand himself and his relation- 
Ship to others more accurately; he will change n 
his personal attitudes and behavior; and he wi 
subsequently relate more effectively to others 1" 
everyday life situations(7). 3 

In brief, an encounter group con 
of approximately 10 to 20 people who s 
together for the primary purpose of person 
growth and for help in decision making n 
learning about the process of decision Td 
ing. The members are not generally emotio 
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ally sick in the sense of being psychotic or 
seriously neurotic; these groups have been 
loosely termed “group therapy for normal 


people" (8). 
The Marathon Group Experience 


Marathon groups fit into the spectrum of 
encounter experiences. They may be said to 
have become popularized by the work of 
Drs, Stoller and Bach since about 1964(2, 9- 
13). The definition of what comprises a mar- 
athon group experience is highly variable, 
ranging from more than the usual one- OF 
two-hour group meeting to those running 
perhaps 72 hours nonstop. A favored for- 
mat is a weekend retreat, usually extending 
from Friday evening to Sunday afternoon, 
with some time out for sleep on Friday and 
popular novel entitled 
The Lemon Eaters dramatically portrays 
one such weekend experience[14].) 

Our method for the marathon group was 
one that met continuously for 24 hours; 
there were only two breaks of about 30 to 
45 minutes each. The number of participants 
ranged from 14 to 18 and initially consisted 
of either couples or singles (people there by 
themselves). The singles groups tended to 
have great difficulty starting, and subsequent- 
ly singles and couples were mixed. All of the 
Pa apu were known to at least one of 
the leaders through at least one preliminary 
interview. During this premarathon individ- 
ual session, the focus was on the potential 
Mica ue reasons for attending the mara- 

on, his expectations and those of the lead- 
ers, and his specific current problem areas, 
if any. It was not felt necessary to exclude 
any of the applicants, who tended to range 
in age from 25 to 50, be well educated and 
verbal, and be generally psychologically 
oriented and sophisticated. Approximately 
half of the people were either currently in 
therapy or had been in therapy. and some 
had been referred for this experience by their 
therapists. 

The generally accepted rules of the group 
were those delineated by Bach(15). They 
included such concepts as: 1) all of the par- 
ticipants would remain together until the 
group broke up at the prearranged time; and 
2) there would be no ‘subgrouping Or whis- 
pering during the meeting; 3) no physical 
assault or violence would be allowed; and 4 


Amer. J. Psychiat. 127:3, September 1970 


287 


members would agree to share their true 
feelings as clearly and transparently as pos- 
sible. The group leaders were bound by the 
same rules as everyone else. 

The general orientation of show me now, 
do not tell me when" and "as you are in the 
group, so you are in the world" were strong- 
ly emphasized. Real attempts to give affec- 
tion and recognition for change and growth 
were encouraged, and the members agreed 
on the confidentiality of information dis- 
closed during the meeting. Finally, no 
alcohol or drugs were allowed. 

During the introductory comments of the 
marathon, the rules were restated and open- 
ness and honesty emphasized. The physical 
setting included comfortable furniture, à 
large, soft rug, and colorful tapestries on the 
wall. All of these lent warmth to the atmo- 
sphere; it was hoped that they would contrib- 
ute to feelings of interpersonal warmth and 
closeness. There were adjacent bathroom 
facilities, and coffee and snacks were avail- 
able. 

The participants also understood that 
role-playing and nonverbal techniques 
would be used when appropriate. The vari- 
ous verbal techniques were aimed at giving 
the individual an opportunity to express him- 
self as an integrated, responsible, and inter- 
acting person. The emphasis throughout was 
on the verbal communication of ideas and 
feelings, with encouragement of direct ex- 
pression of feelings. The orientation was 
on the here-and-now and on current prob- 
lems, with less emphasis on historical mate- 
rial. Participants were encouraged to intro- 
duce themselves by means of telling how they 
were feeling now and what they wanted to 
gain from the marathon experience. 

After the introductory comments, the 
encounter was sustained nonstop for 24 
hours, during which various emotional peaks 
were reached. These occurred as early as 
six hours after the start of the group in one 
case and as late as 15 hours in another. 
A real contagion of emotionality always 
took place. After an initial emotional break- 
through, which would spread to many of the 
group members, there tended to be an in- 
crease in sharing and openness. These break- 
throughs would generally require active par- 
ticipation and direction by the leaders. 

It was difficult to determine exactly what 
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factors contributed to these peak experi- 
ences. The factors certainly included the 
strong motivation of the participants in be- 
ing there, the gradually increasing fatigue, 
and the presence of the leaders. The roles of 
the leaders included setting an atmosphere 
and structure, serving as models in the more 
open and direct expression of feelings, and 
providing direction(9, 12). 

Although most participants expressed 
fear and disbelief concerning their ability 
to remain awake and alert during this 
extended period of time (Friday 8 p.m. 
through Saturday 8 p.m.), it frequently 
turned out that people were more exhila- 
rated and energetic at the end of the mara- 
thon than they had been at its beginning. 
Perhaps Walt Whitman contributed to an 
understanding of this in Leaves of Grass 
when he stated: “There is something in stay- 
ing in close to men and women and looking 
on them, and in the contact and odor of 
them, that pleases the soul well. 

“All things please the soul, but these 
please the soul well”(16). 


Nonverbal Methods 


The participants understood in advance 
that nonverbal methods would be included, 
although not Specifically which ones(17). 
Participation in these activities was urged 
but not demanded; most of the members 
did actively participate in them. Nonverbal 
activities generally could be divided into two 
major areas: 1) art—that is, drawing and 
clay work, and 2) Sensory awareness—that 
is, touch and body movement, 


Art Work 


Paper and pastels or Crayons were made 
available for drawing, and any one of the 
following instructions was given: 

Express your mood, however it comes 
out on paper, 
p 2. Draw yourself as you see yourself now, 
in any form, style, or design that feels ap- 
Propriate, and then as you would like to be, 
or 

3. Conduct a dialogue with another per- 
son by drawing on paper without talking or 
writing words, allowing one person to say 
something and the other to respond, until 
the conversation feels complete, 

About 15 or 20 minutes were needed for 
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this. Then the creators were asked individ- 
ually or in couples to discuss their work and 
the feelings it engendered. As an example, 
the leaders would frequently discuss their 
own work first. The entire group was en- 
couraged to express whatever impressions 
they had. The individual drawings were dis- 
cussed less from an artistic standpoint and 
more from the point of view of what the 
artist felt and what he wished to convey. 
Participants in the dialogue expressed orally 
what they had tried to say on paper, how 
well they had worked together, and discov- 
ered how well understood or misunderstood 
they had been. 

Considerations such as choice of color, 
boldness of stroke, closed shapes versus 
open, and overall strength of drawings were 
discussed. In the dialogue, harmony and 
complementarity in interaction were com- 
pared to opposition, lack of communication, 
and power struggles. 

For the clay work, the clay was brought 
out and each participant scooped off a piece 
and took a small board on which to work. 
The instructions were: Play with the clay to 
get a feel for it. Conceive of that lump of 


clay as a person of the opposite sex and do ' 


with it as you wish. F 
After about 10 to 15 minutes, the creations 
were presented and discussed. Again the in- 
tent was to get at the feelings engendered by 
the work, the significance of the final prod- 
uct, and what it seemed to say to others. 
Interestingly, a frequent pattern was the 
molding of containers, e.g., pots, nests, 
caves, or baskets, Both men and women 
often verbalized this as the desire for secu- 
rity, acceptance, warmth, or love. Anatom- 
ical parts, especially breasts, were also com- 
mon productions. The texture and feel, 
as in the smoothness of the female body, 
was also emphasized. 
Sensory Awareness "es 
Another variety of nonverbal activities ity 
cluded the use of touch and body movemen 
(16). The rationale for this was to encourage 
feelings of physical proximity and psycho 
logical intimacy. i 
Physical closeness was initiated and i 
Couraged by the relatively limited space. t 2 
warm, comfortable atmosphere, and by SUP 
Port from the leaders. This might be starts 
by sitting next to someone on the sofa or ? 
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oor and perhaps placing a hand on his 
der. With the tone thus being set, phys- 
contact would become more frequent 
ong the participants. 

| On occasion the leaders positioned two 
| people back to back, partially for them to 
Ip support each other because of their dis- 
mfort while on the floor but also because 
| ariably this led to more intense contact 
between the two who otherwise might have 
remained physically and perhaps psycho- 
logically isolated. 

i Another means of contact frequently 
sed was to ask people to pair, to face 
each other holding hands and closing eyes, 
and then to try to become aware only of 
What the other pair of hands was “say- 
ing.” Permissive and relaxing verbaliza- 
‘tion by the leaders helped to focus attention 
"on the hands and to use this as a primary 
Source of input from the other person. Then 


express anger, and later gentleness and ten- 
derness. Depending on how this went, the 
leaders might then encourage exploration of 
the arms, neck, and head. Finally, the face 
might be explored and each person could 
literally help his partner to “open his eyes." 
„Another method was to have one person 
sit passively on the floor. With music playing, 
his partner would take his arms from behind 
and help him conduct the music. Many feel- 
ings would rapidly emerge concerning one’s 
ability to lead and follow, and the physical 
proximity of the other person. 

The most frequently used activity was to 
have two individuals stand several feet apart 
and then instruct them to approach each 
other and have some variety of nonverbal 
interaction. (The “variety” was never further 
specified.) They were instructed to have this 
interaction until it felt complete and then to 
Teturn to their initial place. These encounters 
might last only moments and include only 
eye contact or a brief handshake. The meet- 
ing would usually involve an embrace, and 
9n one occasion this lasted for more than 
25 minutes, After the interaction the partici- 
pants would discuss their feelings, and the 
group would give its feedback. 

Throughout all of these activities, inter- 
action and nonverbal communication with 
others and concordance of verbal and non- 
verbal messages were emphasized. Com- 
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parison of these messages with the total 
picture the person presented during the 
meeting was the goal. 

As a concluding nonverbal activity, the 
group frequently would be instructed to form 
a circle, initially holding hands and then 
perhaps link arms around waists or shoul- 
ders and sway while studying the faces of the 
others, A line could even be bent upon itself 
so that each person literally faced another as 
the line slowly moved past. Then the facial 
expressions of the others could be studied 
and reacted to. 

Role of Nonverbal M ethods 


Obviously not all of these techniques could 
be used at any one meeting, but any could be 
applied when the leaders felt it would con- 
tribute to the interaction in the marathon. 

The rationale for the nonverbal activities 
was that they might provide additional 
means, first, to help set a more open and 
intimate tone within the group and second, 
to help circumvent the usual verbal barriers 
that most people so often maintain. For ex- 
ample, the extreme anxiety induced in a 
logical scientist when asked to draw with a 
crayon, or in an attractive and beckoning 
female who is asked to hold someone's 
hand, could not readily be replicated by the 
more usual verbal techniques. Finally, the 
satisfaction of being able to discourse mean- 
ingfully on paper oF by hands tended to 


serve a valuable function in terms of the 


group interaction and the individual’s sense 
of accomplishment. 

The goal of the various nonverbal methods 
was to help supply additional and relevant 
information within the framework of a mara- 
thon encounter group. It was hoped that this 
information subsequently could be concep- 
tualized and verbalized and thereby make a 


contribution to the overall marathon expe- 


rience. 
Results of Questionnaire 


In a brief questionnaire completed at the 
end of the 24-hour period by the first 100 
participants (between June 1967 and July 


1968) the following results were obtained: 
80 indicated that the marathon had been 
a worthwhile experience (but not neces- 
sarily a happy or comfortable one), while 
only four felt that they had not been helped 
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at all. More than half said they would be 
willing to attend another marathon at a fu- 
ture date. The most commonly expressed re- 
action was that the participant felt he had 
been able to reveal himself to others in an 
unusual way and had come away with an in- 
crease in positive feelings toward others, and 
equally importantly, toward himself. 


In the questionnaires, only three people 
said they felt that the nonverbal activities had 
not contributed to their total marathon ex- 
perience. The others felt that, although oc- 
cupying only approximately one and one- 
half hours out of the 24, these activities had 
made a contribution. Occasionally this con- 
tribution was felt to be the peak experience 
or most valuable event in the marathon. 


A follow-up meeting of the entire group 
lasting about three hours was scheduled two 
to three weeks after the marathon. It offered 
an opportunity to compare various short- 
and intermediate-term effects of the experi- 
ence and provided a sense of closure. The 
general reaction was that the participant left 
at a certain “high” and within a period of 
one to three days experienced a let-down 
with moderate depression. This was inter- 
preted and discussed during the follow-up 
meeting as being comparable to a “re-entry” 
phenomenon. Specifically, the participant 
expected changes in himself and in the 
world, and these expectations had not been 
met. This contributed to the depressed 
mood. By the time of the follow-up meeting, 
the mood had usually passed. After the fol. 
low-up meeting, no further meetings of the 
group were scheduled, Two couples, one of 
which had met for the first time at the mara- 
thon, eventually married. Approximately 
five couples eventually decided that a di- 
Vorce was the indicated step; concern about 
this question had been a reason for their hav- 
Ing come to the marathon, 


There is no basis for claims of a 


Sight that they carried back to the real world 
and applied toward more satisfactory func- 
tioning. For those in Concurrent psycho- 
therapy, the experience provided valuable 
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material to be further explored in their 
therapy. 

In addition, certain important decisions 
can be arrived at as a result of a marathon, 
perhaps most particularly between couples 
who covertly war and who during the en- 
counter have had to make their differences 
more overt. They may then resolve the mari- 
tal dilemma in some way and take appro- 
priate action. Although divorce is an occa- 
sional outcome, often the result is a more 
positive affirmation and commitment to 
work constructively for greater fulfillment 
within the marriage. 
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The Principle of Normalization and Its Implications 
to Psychiatric Services 


BY WOLF WOLFENSBERGER, PH.D. 


The "normalization. principle" formulated 
by Scandinavian workers in mental retar- 
dation aims at eliciting and maintaining 
culturally normative behavior and using 
culturally normative means to this end. The 
principle is simultaneously simple and com- 
prehensive, and it can constitute a unifying 
ideology for all human management areas. 
It provides guidance for decisions from the 
lowest clinical to the highest systems levels. 
Some specific implications for psychiatry 
are discussed. i 


HE PRESIDENT’s Committee on Men- 

tal Retardation recently sponsored a 
searching reappraisal of residential services 
for the mentally retarded(1). In this report 
the history and evolution of residential mod- 
els in retardation were traced; present prac- 
tices were documented, assessed, and largely 
rejected; and a number of sweeping pro- 
posals were offered for the future. It is note- 
worthy that in the concluding and synthe- 
sizing chapter, Dybwad(2) identified the 
normalization principle” as the keystone 
of a new approach not only to residential 
services specifically, but also to all services 
for the retarded. I submit that the field 
loosely referred to as “mental health” can 
profit as much from utilization of the nor- 
malization principle as the field of mental 
retardation. 


The Normalization Principle 


was first 


The normalization principle 
and it has 


fully formulated in Scandinavia, 
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received little discussion thus far in the 
American literature. Yet the principle is con- 
sistent with and subsumes a number of con- 
cepts and principles that have gained as- 
cendancy in sociological theory and human 
management! practices and are widely 
known in the United States. 

As a theoretical construct, the normaliza- 
tion principle is remarkably elegant and 
parsimonious and has profound implica- 
tions for the management of persons who 
are likely to be viewed as “deviants” in a cul- 
ture. In Scandinavia, especially in Denmark 
and Sweden, the normalization principle has 
not only become à dominant theme in clin- 
ical practices but is also expressed and ac- 
cepted increasingly by the citizenry. The 
principle has been incorporated most €x- 
tensively in the area of mental retardation 
and has found its most recent legal expres- 
sion in a new, comprehensive Swedish law 
(effective since July l, 1968) about provi- 
sions and services for the mentally retarded 
(3)? Its expression in concrete service 
structures and delivery systems has recently 
been documented by Bank-Mikkelsen(5) 
for Denmark and Grunewald(6) for Sweden. 

The principle of normalization is decep- 
tively simple. Reduced to its essentials, it 
states that human management practices 
should enable a deviant person to function 
in ways considered to be within the accept- 
able norms of his society; by the same 
token, human management practices shoul 
enable a person who is not a deviant to con- 


Webster's dictionary definition 
use of means to LU an end. 

1 del 
"human manage- 
agencies, 
into the 


! The 
ment is “judicious 
For the purposes of this paper I wil 
of “human management” and of 
ment services” as entry of individuals and/or 
acting in societally sanctioned capacities, 
functioning spheres of individuals, families, Or a 
social systems in order to bring about changes intended 
to benefit such individuals, their families or larger 
social systems, Or society in general. 3 

2The law is dated December 15, 1967, and is 
printed in the Swedish Code of Statutes, 1967(4). 
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tinue being able to function within the ac- 
ceptable norms of his society. As much as 
possible, the means employed should be 
culturally normative ones. 

In terms of human management practices 
the principle has innumerable specific im- 
plications, some of which will be discussed 
later in this paper. However, the specifics 
can be classed into three broad categories: 

1. Deviant persons should be helped to be 
able to become less deviant and nondeviant 
people to remain nondeviant; however, it 
Should be noted that the goal is not to im- 
pose social conformity but to prevent or 
reverse involuntary or unconscious deviancy. 

2. Deviant persons should be presented 
and interpreted to society in such a way as 
to emphasize their similarities to rather 
than differences from other people, and 
their positive aspects rather than negative 
ones. The use of culturally normative rather 
than esoteric means is intended to minimize 
the appearance of separateness of deviant 
individuals, 

3. The attitudes and values of Society 
should be shaped to be more accepting and 
tolerant of harmless types of differentness, 
such as differentness in appearance, de- 
meanor, intelligence, speech and language, 
nationality, education, race, skin color, 
ethnic background, and dress. 

My first response to exposure to the 
normalization principle was "So what is 
new?" and I have found that most people 
respond as I first did, wholeheartedly en- 
dorsing the principle. However, I have also 
found that neither I nor most other pro- 
fessionals in the human Management field 
could immediately grasp the sweeping im- 
plications of the Principle, much less change 
daily human management Practices so as to 
bring them into conformity with it. It is for 
this reason that I will Spell out some specific 


management implications of the normaliza- 
tion principle, 


Specific Human Management 
Implications 


Normalization means that deviant per- 
sons should be exposed to experiences that 
are likely to elicit or maintain normative (ac- 
cepted) behavior. These experiences can be 
derived from one's physical activities and 
from one's interaction. with the physical 
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environment (such as one's residence and its 
furnishings) and one's physical neighbor- 
hood. They can also be derived from one's 
interaction with the social environment, 
such as one's family, neighbors, fellow cit- 
izens, group members, and human managers, 
Social interaction with typical citizens under 
typical life conditions brings with it innu- 
merable occasions and role expectancies that 
are likely to elicit normative behavior and 
normative role performance. Thus both 
physical and social environments must be 
Structured in such a manner as to weigh 
their normalizing and de-normalizing ele- 
ments, as well as those elements that are 
irrelevant to normalization. 

Normalization has many subtle implica- 
tions that require appreciation of other 
Sociobehavioral processes. For instance, a 
common phenomenon in human manage- 
ment is for deviant persons to drift into em- 
ployment where they work with clients who 
are deviant themselves. Thus the teacher 
who cannot cope with regular pupils is put 
in charge of a special education class; the 
physician who does not have a license to 
practice in the community (usually because 
of inadequate training or skill, language 
problems, alcoholism, drug addiction, or 
physical or mental problems) is permitted 
to practice in institutions for the retarded 
or disordered; prisoners may be placed into 
training or work with the mentally retarded, 
retarded workers may be placed as orderlies 
in homes for the aged; and so forth. 

Usually human managers defend these 
Practices on narrow clinical grounds: The 
deviant worker can make a contribution by 
Such an arrangement; he can be habilitated 
by it; and so forth. However, attention rarely 
is given to certain important and broad 
Sociological considerations that lead back 
to the normalization principle. Three such 
considerations come to mind in this context. 

1. When a deviant “reject” from society 
is employed to administer services to other 
deviants, it is inevitable that members of the 
larger society conclude consciously or un- 
consciously that the deviants who are 
served are of low value, For instance, a er 
Son not good enough to teach my norma 
child may be good enough to teach some 
one else’s retarded child. Thus a juxta- 
Position of deviant workers with deviant 
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clients devalues both of them even more, but 
particularly so the client. Inevitably, this 
devaluing perception will lead fellow citizens 
to behave toward the deviant client group 
in a way that is more likely to be “de- 
habilitating (7) than normalizing. 

2. When deviants work for and with 
deviants, almost inevitably a subculture of 
deviancy is created that exacerbates rather 
than reverses the deviancy of those within 
the subculture. 

3. At a given time, a person generally 
has'the potential of forming a limited num- 
ber of social ties and meaningful relation- 
ships. Usually he will fill his "relationship 
vacancies" with the people he encounters in 
his social system(s). The likelihood of filling 
one's relationship needs with deviant persons 
probably stands in direct proportion to the 
percentage of deviants in one's social sys- 
tem(s). Thus, by surrounding a deviant 
client with deviant workers, or vice versa, 
the chances of each group to socialize with 
nondeviant persons is lowered. Both the real 
and perceived deviancies of both groups are 
likely to be increased; and the chances of 
habilitation for either group, especially the 
much larger client group, are likely to be 
reduced. 

It follows that instead of there being mu- 
tual benefits, both groups may actually 
lose—if not in each concrete instance, then 
at least in the long run of societal pro- 
cesses, Normalization principles would thus 
not only prohibit the juxtaposition of de- 
viant workers with deviant clients but would 
dictate that as much as possible, deviant in- 
dividuals be surrounded by nondeviant ones. 

, Let us return to the clinical considera- 
tions for a moment. Actually, juxtaposing 
deviant workers with deviant clients has 
been primarily a matter of convenience. If 
normalization principles were clearly under- 
Stood and accepted and if a commitment 
were made to the discovery or creation of 
alternatives, such alternatives capable of 
optimizing normalization of all involved 
could be found, developed, and/or utilized. 


Exposure to Normative Experiences 


. Since exposure to normative experiences 
is a crucial aspect of normalization, every 
effort should be made to avoid conditions 
that are apt to inhibit or even prohibit nor- 
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malizing behavior. Thus psychiatric services 
should be structured so as to bring about 
the most feasible maximum integration of 
the deviant into society. 

It follows that in a psychiatric service 
that purports to be habilitational, deviant 
persons should never be congregated in num- 
bers larger than the surrounding community 
(usually even neighborhood) social system 
can readily absorb and integrate. How large 
such a number might be is ultimately an 
empirical question and depends much on 
local community factors. There is probably 
no neighborhood that can integrate 2,000 
deviants, although there are some that might 
be able to integrate 100 to 200. Generally, a 
psychiatric residential service or similar 
facility should probably not congregate more 
than 25 to 50 deviant persons. This implies 
a major rethinking and reorganization in 
regard to our residential psychiatric ser- 
vices, especially those that are defined as 
habilitation-oriented. 

Generally, people in our society engage 
in age-specific associations and activities, 
and many activities and services are specif- 
ically identified in the minds of the public 
as appropriate for one age group and less 
appropriate or even inappropriate for 
another. Thus it is abnormalizing if we place 
persons into a context of activities or ser- 
vices perceived as age-atypical by a signifi- 
cant portion of the public. 

This means that adults should not be 
housed closely adjacent to children and 
should ordinarily not be engaged in activ- 
ities that are not considered appropriate 
for a typical adult. Thus while American 
society approves of recreation after work, it 
does not approve of recreation instead of 
work; the latter is viewed as childlike play 
activity. 

A prime implication is that endless "rec- 
reational therapy" as well as the often eu- 
phemistically labeled “occupational ther- 
apy" of our psychiatric facilities are not 
culturally normative means and may have 
an effect opposite to their stated and in- 
tended one: They may dehabilitate and de- 
normalize. Even if one were not willing to 
agree with this interpretation, one might 
consider whether meaningful work in a 
typical work routine would not be more 
culturally normative and therefore more 
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effective than the ambiguously structured, 
defined, perceived, and valued recreational 
and occupational “therapies.” 

The conclusions that have been reached 
here can also be derived by considering 
other points that will be discussed shortly, 
such as the meaning of work in our culture 
and the nature of a normal rhythm of daily, 
weekly, and monthly activities of adults. 


Normalization means that a person 
should live in a normal routine of life. In 
our culture most people live in one place, 
work or attend school in another, receive 
their medical treatments somewhere other 
than their residence (unless they are bed- 
bound), and partake of a variety of rec- 
reational activities outside their homes and 
places of work. Thus when we offer resi- 
dence, treatment, work, religious nurture, 
and recreation all under one roof (as we 
usually do in residential treatment and ser- 
vice centers), we often denormalize. 

To offer all services under one roof is con- 
venient—although not always as economical 
as claimed. However, this convenience 
should be sacrificed if a useful principle is at 
stake. We should ask ourselves at all times 
whether any service provided in conjunction 
with a residential service could not be pro- 
vided in a more normalizing fashion by 
drawing on extraresidential and community 
resources, thereby increasing the resident's 
integration and habilitation. Obviously, a 
community mental health center attempting 
to offer “comprehensive” services under one 
rOOf is likely to violate the normalization 
principle. 

Most adults work eight or more hours a 
day, usually between 8 a.m. and 5 p.m., and 
usually outside their place of residence. Thus 
we should strive to provide a similar rhythm 
and arrangement and to involve adults in 
meaningful work, in as near a meaningful 
workday as possible. The idleness forced 
upon many of the consumers of our psy- 
chiatric services, especially residential ones, 
is clearly denormalizing: only slightly less 
denormalizing is "occuption" or work that 
is meaningless. This consideration argues 
strongly for the establishment of sheltered 
workshops that can be used by residents of 
psychiatric facilities—except that for most 
psychiatric residents these Shops should not 

be on the grounds of the residential facility, 
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as this would not be normalizing. 

A normal rhythm of the day also means 
that most people under treatment should 
not have to rise significantly earlier than 
typical fellow citizens or have to go to bed 
at odd hours. It also means that they 
should be able to eat their meals at normal 
hours; few citizens eat their supper at 4:30 
or 5:00 p.m., as do residents in many of our 
treatment facilities. 

Most people go on a vacation trip once a 
year, which breaks up the routine of life. 
Few things are as monotonous as long-term 
residence in a psychiatric facility. It is thus 
normalizing to provide annual trips for such 
residents to the usual tourist and vacation 
places. In Scandinavia even the severely re- 
tarded are taken on vacation trips—often 
abroad. Although cost may be a problem, 
at least some arrangements can be made, 
even if it is only a trip of two to three days 
duration to a vacation home owned by the 
facility. 

Normalization implies that generally, a 
person under psychiatric management lead 
an economic existence that is typical of the 
larger society. Once more, this implies that 
clients should have an opportunity to work 
and earn some income so as to exercise adult 
control over pocket money (not merely 
scrip or credit) and minor, everyday pur- 
chases. In Danish and Swedish human 
management services, clients who are 1m- 
pecunious or cannot earn money are pro- 
vided generous allowances so as to increase 
dignity, assist in realistic social training, an 
foster independent choice behavior(6). "' Pov- 
erty in a mental hospital is no less dehuman- 
izing than in a slum" (8). 

Although the normalizing nature of work 
has long been recognized in psyctae 
practice, it has been greatly underutilized: 
One reason may be that in the acute stages 
of a client's dysfunctioning, the psychia 
manager may be impressed by the fact tha 
the client’s behavior has decreased or Bi: 
eliminated his ability to carry out his ve 
nary work. The manager may then concluce 
that the same would be the case with be 
work, overlooking the possibility that t Y 
client may be capable of working, and be 
ing normalized by, some other type of V 
activity. For instance, the certified public 
accountant, although momentarily too dis 
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traught to handle his ordinary job, may be 
effective in and normalized by the work- 
shop assembly of relay switches. 

Another reason may be that when work 
was assigned to psychiatric clients, it usually 
was work associated with the maintenance 
of the facility, e.g., in the laundry or library, 
on the farm or living unit. Such work has 
suffered from two aspects that have dimin- 
ished its normalizing value. Such work was 
often exploitative, involving little or no pay 
and perhaps even leading to institutional 
peonage(9) rather than habilitation; con- 
versely, work was often contrived or viewed 
with such an indulgent paternalistic (“ther- 
apeutic"?) attitude that it lost much of its 
work nature, thereby its sociocultural mean- 
ing, and consequently much of its normal- 
izing effect. 

Normalization also dictates that a person 
should be as independent, free to move 
about, and empowered to make meaningful 
choices as are typical citizens of comparable 
age in the community. As much as possible, 
his wishes and desires should carry the same 
weight as they would under ordinary cir- 
cumstances outside of a human manage- 
ment context. 

This means that unless it is essential, 
person should not be submitted to a “mor- 
tification” process upon attaining “patient- 
hood" (e.g., stripped of clothes and posses. 
sions, locked up) and that generally he 
Should not be prevented by even nonphys- 
ical (e.g., social and psychological) means 
from exercising normal freedom of move- 
ment. Furthermore, a person generally 
should have reasonable control over his 
physical environment, including freedom to 
turn lights on and off, to open and close 
windows, to regulate the temperature in his 
room, and to decide whether he wants 
another person to enter or not. A nurse Or 
Other manager sweeping abruptly into a 
resident’s room commits an act of denor- 
malization. No person should be deprived 
of his physical freedom or his freedom of 
choice because he is housed in a facility with 
other people who appear incapable of ex- 
ercising these freedoms. 

_A secondary implication is that residen- 
tial facilities should achieve a greater degree 
of specialization of function. Instead of con- 
gregating the mildly disordered and the 
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severely disordered together, as we com- 
monly do at least during some (usually the 
initial) phases of a typical residential treat- 
ment course, we should group clients so 
that each group can be served with the 
minimum feasible number of restrictions 
and even personnel. Thus contrary to stereo- 
type, a high staff ratio can imply an inter- 
pretation of the client as being more de- 
viant than he is and can thus be denor- 
malizing under certain circumstances. 

Normalization means living in a bisexual 
world, In residential facilities this means 
that the building and the social structure 
should produce at least as much mingling 
of sexes as in a hotel, a mixed boarding 
house, or a home in which there live adults 
other than a married couple. For models, 
one need only think back to the extended 
households of some decades ago when 
families sometimes shared their homes with 
aunts, uncles, grandparents, housekeepers, 
gavernesses, etc. A bisexual environment 
also means that there should be both men 
and women working with the clients. 

Finally, an important aspect of normali- 
zation is to apply health, safety, comfort, 
and similar standards to mental health 
facilities as they are applied to comparable 
facilities for other citizens. This has im- 
plications primarily to residential facilities 
such as institutions and even more specifi- 
cally to state-operated services that, in many 
states, may and do operate below the stan- 
dards prescribed by law for private facilities. 
However, it also has implications to clinics. 
For instance, reception and waiting areas 
should be as comfortable, attractive, and 
private as typical citizens might encounter 
in comparable community services. By this 
criterion, the reception areas of many of our 
(psychiatric) clinics are not normalizing. 

There are, of course, innumerable other 
implications from the clinical level to the 
level of large social systems. The examples 
given here represent only a selected and 
arbitrary sampling. However, they under- 
line that many major and minor practices 
that are currently accepted and not found 
objectionable by proponents of other 
human management systems are, in fact, 


quite inconsistent with the principle of 


normalization. 
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Normalization Versus Other 
Management Systems 


The normalization principle has powerful 
theoretical force vis-à-vis other human 
management systems, and despite its late 
emergence, considerable empirical evi- 
dence—primarily from social psychology 
and related fields—can be marshalled in 
support of it(10). However, upon first super- 
ficial exposure to the principle, one may 
well ask how it differs from a number of 
other approaches, as, for example, the 
therapeutic community. 

The difference lies in the simplicity, 
parsimony, and comprehensiveness of the 
principle. The principle requires no assump- 
tions that the consumer of human manage- 
ment services is, or is not, "sick" or a 
"patient." The principle is applicable not 
only to psychiatric populations and prac- 
tices, both residential and nonresidential, 
but to many aspects of societal functioning 
and human management services as well? 
The principle subsumes many current 
human management theories and measures 
—but goes beyond them in stipulating other 
measures that have been neglected so far. 
And the principle is easily understood once 
one has opened one's mind to it. 

Occasionally, psychiatric orientations 
have been classified as being somatother- 
apeutic, psychotherapeutic, and sociother- 
apeutic. Although the normalization prin- 
ciple transcends psychiatry, it can be viewed 
as being most consistent with a sociother- 
apeutic approach in that it uses concepts 
and constructs rooted primarily in sociol- 
Ogy. The emergence of this principle ap- 
pears particularly timely now, both because 
of the apparent confusion and disagree- 
ment in the field in regard to human 
management ideologies and because the 
field appears to be ready to orient itself 
Increasingly toward Sociotherapeutic con- 
cepts(1l, 12). While some management 
concepts, such as the therapeutic com- 
munity, constituted a big step from a med- 
ical to a social model, the very word 


? The principle can even be incorporated into some 
existing management theories, purifying and yet pre- 
serving them. For instance, the medical model is highly 
appropriate for certain types of problems, but it 
could be considerably improved by being suffused with 
the normalization principle. 
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"therapeutic" still symbolizes medical model 
thinking; Now we should advance in our 
thinking from a "therapeutic community? 
to a “normalizing community." 

A noteworthy aspect of the normaliza- 
tion principle is that it suggests action on 
three levels: clinical, public interpretation, 
and societal change. In addition to suggest- 
ing specific practices on all three levels, the | 
principle also has relevance to the balance 
between them. At present, most mental 
health professionals work on the first level; 
very few work on the third. The normali- 
zation principle presents a powerful 
rationale for a redistribution of psychiatric 
priorities so that the second and third 
levels will receive at least as much attention 
as the first. After all, fellow citizens are the 
ones who ultimately define a person’s be- 
havior as deviant, and thus much deviancy 
is of our own making. Furthermore, by his 
involvement in sociosystemic action, a pro- 
fessional can often be instrumental in bring- 
ing about more individual benefits in a 
short time than he could in a lifetime of 
traditional clinical service. 

From the larger viewpoint of how to move 
society toward effective support of necessary 
Social action measures, the normalization 
principle has many advantages. Our society 
apparently has an inadequate understand- 
ing of current management measures in 
mental health (much less so than in mental 
retardation, for example), and this is an 
area where societal understanding will 
probably have to precede effective societal 
support. On the other hand, the normaliza- 
tion principle makes sense; it can be ex- 
plained in a matter of minutes to an average 
citizen and usually finds at least partial ac- 
ceptance. Thus it would appear that to the 
degree that the mental health field ex- 
Plicitly embraces this principle and its con- 
crete implications, it may not only become 
More effective in its management and prac- 
tices, but will also be able to marshal the 
necessary societal support for the action 
that is so urgent. 
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Perceptual Characteristics Distinguishing Auditory 
Hallucinations in Schizophrenia and 
Acute Alcoholic Psychoses 


BY MURRAY ALPERT, PH.D., AND KENNETH N. SILVERS, M.D. 


By means of a questionnaire the authors 
compared the characteristics of auditory 
hallucinations experienced by 45 schizo- 
phrenics and those experienced by 18 pa- 
tients with alcoholic hallucinosis. The 
alcoholics’ hallucinations were localized in 
space and had a greater frequency than 
those of the schizophrenics; the Srequency 
was relatively independent of emotional 
State. The schizophrenics’ hallucinations 
had a cognitive taint, were poorly localized, 
and showed a sensitivity to emotional 
arousal. 


C ONTROVERSY OVER the etiology of audi- 
tory hallucinations in alcoholism may 
be traced to the opposing views of Bleuler 
(1), who felt that alcohol unmasks latent 
schizophrenic symptoms, and Kraepelin(2), 
who believed that alcoholic hallucinosis is 
one phase of the general alcohol withdrawal 
Syndrome. When these views were articu- 
lated few workers recognized a relation be- 
tween alcoholic hallucinosis and with- 
drawal from alcohol, primarily because it 
Was commonplace to observe the halluci- 
nosis during active drinking. It required 
heroic experiments, such as Isbell's(3) and 
Mendelson's(4), to convincingly demon- 
Strate the relative independence between the 
amount of alcohol ingested and the alcohol 
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blood level during an extended drinking 
bout. When the paradox of relative with- 
drawal during active ingestion was eluci- 
dated under conditions of controlled 
nutrition, support for Kraepelin’s position 
increased. 

Gross, Halpert, and Sabot(1) carefully 
reviewed Bleuler’s writings and concluded 
that he was less dogmatic about a connec- 
tion between acute alcohol hallucinosis and 
paranoid schizophrenia than subsequent 
writers have suggested, although he did feel 
that there was substantial evidence for a 
connection with schizophrenia in patients 
with a subacute course. Bleuler based his 
conclusions in part on a schizophrenic out- 
come for some of his patients who initially 
presented with an alcoholic hallucinosis. On 
the wards of Bellevue Hospital, a higher 
incidence of schizophrenia among patients 
admitted with alcoholic hallucinosis has 
been observed(5, 6) than one would expect 
from a chance association. t 

It is not clear whether alcohol abuse is an 
etiological factor in schizophrenia, or if 
Schizophrenia produces a vulnerability to 
alcohol abuse. Among the factors that lead 
Schizophrenics to abuse alcohol is one that 
might prove especially challenging for a 
differential diagnosis. Some schizophrenics 
Teport that alcohol reduces the discomfort 
caused by their hallucinations. As they 
drink more and more to escape their hallu- 
cinations, they become more likely candi- 
dates for an alcohol withdrawal syndrome. 
When they arrive at the admitting office, 
they present a confounded mixture of 
symptoms. 


Methods 


We interviewed a nonselected sample a 
80 adult hallucinated inpatients and code 
their responses to these structured inter- 
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TABLE 1 
Differences in the Perceptual Characteristics of the Auditory Hallucinations * 
ITEM Wins YES NO J 
1. Occur many times Alc. 17 7 
each day Sch 29 1 : 465'* 
2. Nonvocal sounds in Alc. 11 7 
addition to voices Sch. 13 2 Tae 
3. Source localized out Alc. 18 15 f 
side of patient Sch. 30 P peii 
4. Source spatially Alc. 12 i5 
localized Sch 9 a 220 
5. More frequent with Alc. 3 RE 
emotional arousal ii 
(angry. sad so E " m 
anxious) 
6. More frequent with Alc 1 
social isolation Sch. 27 E E d 
7. Less frequent with Alc. 7 "a 
increased light | 
8. More frequent with ae 8 %3 s 
decreased light Sch. 2 36 pues 


"ln 
some cases information for all patients could not be ascertained with confidence, and t 


LIP € 05 (two-tail test) 
'D<< .01 (two-tail test) 
tp« 01 (two-tail test) 


Piin a questionnaire(5). Patients were 
adi ed to the study if they freely admitted 
MM hallucinations, were willing and 
in to cooperate in the interview, were not 

‘oriented, and were without memory im- 
ae or Patients were first seen within 72 
ae pa M This report vill con- 
Wan B rom a group of 45 patients who 
hizo "nee (by two psychiatrists) as 
pun Bos and were without a recent 
eh. z alcohol abuse and from 18 pa- 
holic v i were diagnosed as having alco- 
We Sail pem without schizophrenia. 
Uy sine also comment on a third subgroup 
An bi who were diagnosed as 
AM ic but with recent heavy alcohol 
TM m square test(7) was used except 
ae ee test is indicated. The differ- 
Parm ported were all significant at greater 
olain .05 level of confidence. The ques- 
histotical covered the usual psychosocial, 
eee , and mental status information. 
the Mn half of it was concerned with 
ence, perceptual, and cognitive char- 
R of the hallucinations. The ques- 
viewer 2 were completed by the inter- 
it based on between two and three 

rs of interviews. 


Results 


Background Factors 


oa average age of the schizophrenics was 
5 years, with a range from 16 to 67 years. 
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For the alcoholics the average age was 37.6 
years and the range 27 to 52. The difference 
in range is significant (Moses test of ex- 
treme reactions [7] p < <,01), the alcoholics 
being a much more homogeneous group. 

The ratio of males to females among the 
alcoholics was five to one. This figure is 
similar to the ratio of four to one reported 
by Victor and Hope(8) for a similar group. 
Variations in the sex ratio from one popu- 
lation to another most probably reflect pop- 
ulation differences in the incidence of alco- 
hol abuse. In the schizophrenic group, 
female hallucinators were equally represent- 
ed. In other studies it has been found that 
between 40 and 50 percent of schizophrenics 
admitted to the wards of Bellevue Hospital 
reported auditory hallucinations(5, 9). The 
percent of males in samples of this size has 
ranged from 35 to 60. 

A majority of the individuals in both 
groups lived alone and had poor work rec- 
ords. As also reported by Victor and 
Adams(10), the alcoholic group had a very 
high incidence of broken marriage. Also, 16 
of the schizophrenics but only one of the 
alcoholics reported a mental illness requir- 
ing hospitalization in a member of their 
immediate families. 


Onset and Course 
For the alcoholics, the hallucinations 
usually occurred early in their illness—al- 
most invariably when they withdrew from 
alcohol—and they came to the hospital 
[75] 
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within a few days of the onset of the hallu- 
cinations, which were their chief complaint 
on admission. The importance of the hallu- 
cinations in the early course of the alcoholic 
hallucinosis may be somewhat exaggerated 
because the physically sick patient, who is 
eager to be admitted to the hospital, is usu- 
ally aware that he is more likely to gain ad- 
mission if he can convince the admitting 
resident that he is hallucinating. For the 
schizophrenics, hallucinations often occur 
later in the course of the illness and are pre- 
ceded by other symptoms. The patient may 
have been hallucinating for weeks or 
months; hallucinations are seldom the chief 
complaint on admission. 


Perceptual Characteristics 


We have reported(11) that alcoholics do 
not differ significantly from schizophrenics 
in terms of the elaboration and affective 
quality of their hallucinations. The most 
elaborate hallucination of the average pa- 
tient in each group was one of voices trans- 
mitting either a meaningful personal or a 
strongly affectual message. The perceptual 
characteristics of the hallucinations distin- 
guishing the groups are presented in table 1. 
The hallucinations of the alcoholic were 
more frequent and had a free running qual- 
ity, whereas the schizophrenic might have 
hallucinatory episodes separated by hours, 
days, or weeks. 

In addition to his fully formed auditory 
hallucinations, the alcoholic will frequently 
hallucinate noises, music, and unintelligible 
voices, The schizophrenic rarely hallucinates 
anything but voices, usually of a high level 
of intelligibility. The reports of the noises 
among the alcoholics are similar to the 
“auditory elementary hallucinations” de- 
scribed by Saraway and Pardes(12) and at- 
tributed by these authors to middle ear 
pathology. No association was found in 
this group between alcoholism and middle 
ear pathology. 

The apparent source of the hallucination 
was almost invariably outside the alcoholic’s 
body, and the alcoholic often reported 
spatial localization of the source. Localiza- 
tion might be oriented in relation to the pa- 
tient (e.g., from behind, from the right), or 
it could coincide with a source of existing 
noise so that the voices appeared to come 
through a window, a door, etc. The schizo- 
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phrenic tended to localize the source of the 
voice within his body. When the source was 
external, it was often poorly localized, e.g, 
"from the sky." Parker and Schilder(13) 
noted the localizability and some other 
sensory aspects of alcoholic hallucinations, 
and our data are consistent with their re- 
port. 

The alcoholics felt that increases in pat- 
terned visual stimulation resulted in a de- 
crease in hallucinatory frequency. The 
Schizophrenics tended to be unaffected by 
these characteristics of the stimulus field. 
On the other hand, they reported increases 
in hallucinatory activity with increases in 
emotional arousal, especially anger and 
anxiety, an effect that the alcoholics were 
less likely to report. However, the alcoholics 
were already operating at a rather high level 
of nonspecific arousal, and all reported 
sleep disturbances, for example. Gross and 
associates emphasize the importance of the 
sleep disturbance both as a sign of hyper- 
arousal and possibly in producing a REM 
sleep deprivation(14). 

In an experimental study we found that 
alcoholics but not schizophrenics tend to 
hallucinate more frequently with an exper- 
imentally manipulated increase in the base- 
line arousal state(11), suggesting that the 
arousal rather than the REM deprivation 1$ 
more important in producing hallucinations 
in alcoholics. The schizophrenics reported 
that social isolation was associated with an 
increase in hallucinations and said that if 
they could become involved in a routine, 
repetitive activity, their hallucinations woul 
decrease. 


Associated Symptoms 


The interviewer noted that the alcoholic 
related well in the interview and was ear 
for the opportunity to discuss his hallucina- 
tions, while the schizophrenic tended 1? 
withdraw and discussed his hallucinations 
only reluctantly. As one might expect, the 


alcoholics had visual hallucinations MOT? » 


frequently and tended to hallucinate in bot 
modalities simultaneously. The tempor? 
association between the auditory and visu? 
hallucinations for the alcoholic may indi- 
cate that both modalities share a hallucino" 
genic mechanism, as Gross and associate? 
have suggested(15); or it may be an artifae 
of the greater frequency of hallucination 
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in this condition. The alcoholics showed 
better insight into the pathological source 
of their symptoms, perhaps because the 
abuse of alcohol was so proximal and 
obvious. 

However, the poor reality testing of the 
schizophrenic hallucinators may not result 
from the subtlety of their hallucinogenic 
factors. The schizophrenics did show more 
frequent delusions, ideas of reference and 
influence, and loosening of associations. 
This finding is perhaps trite and to be ex- 
pected from the differences between the 
syndromes. However, there is some evidence 
that these classes of thinking disorder occur 
more frequently in hallucinating than in 
nonhallucinating schizophrenics(16). 

In line with this, it is interesting to ex- 
amine the reality testing of the small group 
of heavy drinking schizophrenics whose 
hallucinations appeared related to alcohol 
withdrawal. These patients, like the alco- 
holics, showed good reality testing for their 
hallucinations. Although the group was 
Small and there were many confounding in- 
fluences, a number of sources of evidence 
indicate that the poor reality testing in the 
Schizophrenic may precede rather than 
arise from the distortions in his perceptual 
world. 


Discussion 


The hallucinations of the alcoholic appear 
to be characterized by sensory factors. Thus, 
the voices are localized in space and appear 
to emerge from a background of noises and 
Unintelligible voices. Their frequency is 
relatively independent of emotional state, 
but an increase in the level of articulated 
Visual input produces a masking effect. We 
know that localization, filtering and mask- 
Ing effects, etc., are dependent on relatively 
Peripheral auditory structures. The alco- 
holic also has a greater frequency of hallu- 
Cinations and a tendency for temporal con- 
tiguity when he has both auditory and visual 

allucinations, suggesting that he has had a 
higher does of hallucinogenic “stuff.” The 
Sensory “feel” of the hallucinations is con- 
Sistent with their attention-demanding 
Quality, so that it is usually more difficult to 
distract an alcoholic from his voices. 

The hallucinations of the schizophrenic 
have a cognitive taint, appearing more like 
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thoughts that have become audible. Thus, 
schizophrenics report greater intelligibility 
to their messages, poorer localization, and a 
sensitivity to emotional arousal. The schizo- 
phrenic can be more easily distracted from 
his hallucination. It is not clear whether his 
increased frequency of hallucinations with - 
social isolation is mediated through in- 
creased anxiety, with isolation, or decreased 
distraction, with lack of company. 


Bleuler observed that the alcoholic hallu- 
cinates several voices, spatially localized and 
“talking to" each other rather than to the 
patient(17). This observation has affected 
the clinical interview since then and was an 
important consideration when we con- 
structed our questionnaire. The alcoholic’s 
tendency to perceive several different voices 
seems to be consistent with our suggestion 
that the voices are elaborations provoked by 
sensory phenomena, This view is also con- 
sistent with the failure of the message to 
achieve full intelligibility. Emphasis on 
sensory aspects should not lead us to ignore 
the gross cognitive distortions found in alco- 
holic withdrawal, which are perhaps pre- 
requisite to hallucination formation. 

In analyzing our alcoholic and our alco- 
holic-schizophrenic groups, we found that 
Bleuler’s “talking to"-"talking about" dis- 
tinction is not crucial for the alcoholics. 
Their hallucinations may "talk to" them. 
Schizophrenics, however, do seem to ex- 
perience their hallucinations almost invar- 
iably as “talking to” them. When they occur, 
reports of being “talked about,” from 
schizophrenics, usually are lacking in sen- 
sory quality and are closer to delusions. 
Among schizophrenics many “talking to” 
hallucinations are of impoverished sensory 
quality—experiences that seem to merge 
into delusions. 

Distinctions at the hallucinatory-delusion- 
al interface are clearly confounded by re- 
sponse bias. Miller, Johnson, and Rich- 
mond(18) have shown that schizophrenic 
hallucinators are less adequate than non- 
hallucinators in their use of language and 
that this deficiency probably predated the 
development of the psychotic illness. Alco- 
holic hallucinators have been characterized 
as utilizing less differentiated cognitive 
styles(19), and longitudinal studies suggest 
that these factors predate the development 
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of hallucinations. It may be that some pre- 
disposing factors are necessary but not 
sufficient preconditions for the formation 
of auditory hallucinations and set them 
apart from such phenomena as dreams, 
drug-induced hallucinations, and sensory 
isolation-induced ^ hallucinations—all of 
which are, of course, predominantly visual. 
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Psychiatric Illness and Female Criminality: 
The Role of Sociopathy and Hysteria in the Antisocial 
Woman 


BY C. ROBERT CLONINGER, M.D., AND SAMUEL B. GUZE, M.D. 


A systematic psychiatric study was carried out 
with a group of convicted women felons. All 
the women received at least one psychiatric 
diagnosis. Sociopathy, alcoholism, drug de- 
pendency, hysteria, and homosexuality were 
encountered more frequently than would be 
expected in the general female population. 
Sociopathy or hysteria was found in 80 per- 
wid a 20 times greater prevalence of hysteria 
Pow ns found in the general population was 
ed D striking finding. The results of this 
" ly confirm other work suggesting that there 

a significant association between sociopathy 
and hysteria. 


REVIOUS WORK from this department 
E "A 2) has shown that sociopathy, al- 

olism, and drug dependency are the 
Eee disorders found more frequently 
iier convicted male felons than in the 
Boul population. An increased prevalence 
and Eo ath) alcoholism, drug dependency, 
s teta is found among the first-degree 
Es. of these felons; hysteria is found 
the sad among the female relatives and 
m z disorders predominantly among 
Enos relativa 4). Family studies of 
S i with hysteria have shown an increased 

alence of hysteria in the female relatives 
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and of sociopathy and alcoholism in the 
male relatives(5, 6). i 

These results suggest a significant associ- 
ation between sociopathy and hysteria. 
However, there are few systematic data about 
the interrelationships between the two in the 
adult female. Robins(7) reported that 20 of 
76 girls referred to à child guidance clinic 
between the ages of 12 and 16 because of 
antisocial behavior received the diagnosis of 
hysteria as adults and as adults showed little 
or no antisocial behavior. Forrest(8) noted 
that some patients with hysteria (as defined 
in this study) would in Great Britain receive 
the diagnosis of hysterical psychopath or 
psychopathic personality. He presented data 
indicating significant antisocial behavior and 
alcohol or drug abuse in such patients. 

The present investigation was undertaken 
to determine what psychiatric illnesses are 
characteristic of the adult antisocial female 
and more specifically, to study further pos- 
sible associations between antisocial behavior 


and hysteria. 


Method 


The entire caseload of female felons under 
supervision in District 8 of the Missouri State 
Board of Probation and Parole was selected 
for study: 71 women as of July 1, 1969, plus 
seven new cases during July and August. 
This included parolees from the Missouri 
State Prison for Women at Tipton and pro- 
bationers from the St. Louis County courts 
plus a few interstate transfers. 

Interviews were arranged by the parole 
officer in charge of the case. The subjects 
were told: *A doctor from Washington Uni- 
versity is doing a study on the medical and 
health problems of people who have had 
trouble with the law." The interviews were 
usually carried out at the parole office. Oc- 
casionally, because of transportation or 
other difficulties, the interview took place 
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TABLE 1 
The Index Crime 

CRIME NUMBER PERCENT 
Homicide 14 2 
Shoplifting 11 Ts 
Check forgery * 11 uv 
Drug violation" * 10 E 
Burglary 8 2 
Robbery 5 - 
Auto theft 1 E 
Embezzlement 3 
Assault 2 3 
Driving while intoxicated 1 1.5 


"One subject was arrested on suspicion of murder but was convicted of a check forgery misdemeanor. 
* *One subject was arrested for sale of opiates but was allowed to plead guilty to a peace disturbance misdemeanor. 


either in the subject’s home or at Barnes 
Hospital. Each woman was told that the 
parole board would make its records avail- 
able to us but that everything she told us 
would be kept entirely confidential. The 
interview, lasting from two to six hours, was 
the same as that used in the male criminal 
study(1, 2). Each woman signed a release of 
medical information form and was asked to 
encourage her relatives to cooperate in a 
family study. 

The diagnostic criteria are described else- 
where(l, 2, 9). 


Results 
Characteristics of the Sample 


Percent interviewed. Of the 78 possible 
subjects, three were permitted to complete 
parole in another city and two absconded be- 
fore they could be studied. Of the remaining 
73 women, three refused and four repeatedly 
failed to keep appointments. We thus inter- 
viewed 66 women, more than 90 percent of 
those subjects who remained in St. Louis. 

Age and race. Their ages ranged from 17 
to 54 years, with a median of 27. Seventy- 
five percent were between 20 and 35. There 
were 34 whites, 30 Negroes, one Indian, and 
one half Indian-half white. 

Marital status. Thirteen of the women had 
never married. Fourteen were married and 
living with their husbands. Six were widowed. 
Twenty were separated but not divorced, 
and 13 were divorced. Thus 62 percent of 
those ever married were separated or divorced. 

Education. Eleven of the women had not 
finished elementary school. Eight stopped 
after completing the eighth grade. Twenty- 
nine dropped out of high school. Seven 
stopped after graduating from high school. 
Ten had spent some time in college but had 
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not obtained a degree, and one was a college 
graduate. 


Economic and job status. Fifty percent 
were unemployed, and 33 percent were on 
welfare. There were only two whose income 
exceeded $5,000 a year. More than 70 per- 
cent had an income of less than $3,000 a 
year. Thirty percent worked at unskilled 
jobs. Thirty-five percent reported paramedi- 
cal employment as their current or usual job, 
and most of these worked as nurse assistants. 


Criminal history. Forty-four percent obi 
group had never been arrested or convicted 
previously. Twenty percent had a prior felony 
conviction. The index crime (table 1) was ? 
felony in all but two cases. These two "m 
originally charged with a felony, but the 
charges were reduced and they were convicted 
of misdemeanors. One of the two had a pre 
vious felony conviction. At the time of ink 
view, 50 percent had served at least i 
prison term, and three women had seed 
two separate prison terms. The most freque! 
index crime was homicide. 


Psychiatric Diagnoses 


The frequency of each psychiatric dia 
at interview is presented in table 2. Ho 
woman received at least one bs 
diagnosis. Eighteen women received only yi 
six cases of hysteria, four cases of cep | 
one case each of anxiety neurosis, depen 
and questionable mental deficiency, 2 yos 
cases with an undiagnosed coat a 
order (see below). The rest of the wo Ms 
received more than one diagnosis. Thea 
a total of 146 diagnoses (excluding AD 
homosexuality). Of these, 91 (62 per drug 
were either sociopathy, alcoholism, OT were 
dependency; another 31 (21 percent hese 
hysteria or significant homosexuality- 
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TABLE 2 
Psychiatric Diagnoses 
DIAGNOSIS NUMBER OF CASES PERCENT 
Sociopathy 
Definite 
Questionable a 
Total 43 
Alcoholism ^ 
Definite 
Questionable A 
Total 31 
Hysteria Ri 
Definite 
Probable 3 
Total 27 
Drug dependency i 
Definite 16 
Questionable 1 
Total 17 
Homosexuality i 
Significant 4 
Casual » 
Total É 
EY neurosis 5 
ithout other di: 
XN. r diagnosis i 1 
Depression ; 
Definite 
Probable 3 
Total 4 8 
Mental deficiency Y 
1060 1 
isstionebie (no IQ test result) 3 
Schizophrenia 
Total 1 ig 
Undiagnosed 
Total 8 12 


ed thus accounted for about 83 
ey of all the psychiatric diagnoses. 
eR The most frequent diagnosis, 
rally" 65 percent, was sociopathy. It was 
KS i associated with other diagnoses: 
cent. oS in 60 percent, hysteria in 40 per- 
homo rug dependency in 30 percent, any 
Nue RA in 28 percent, and anxiety 
zie Sis in 14 percent. In only 19 percent 
aea uncomplicated by another 
halla. hist, Seventy percent of the sociopaths 
dency. ory of alcoholism or drug depen- 
at of onset of antisocial symptoms 
betwee: rom five to 19 years, with a median 
Onset af 11 and 12 years. The only case with 
rior fda 16 was a questionable sociopath. 
amon sed convictions were found only 
ad i Ys sociopaths, of whom 26 percent 
the first a history. The index offense was 
com arrest for 23 percent of the sociopaths 
pared to 78 percent of the nonsociopaths. 
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Alcoholism. The most frequent diagnosis 
besides sociopathy was alcoholism; it was 
seen in 47 percent of the women. There was 
no case of alcoholism, however, without 
another diagnosis; 93 percent of the alcohol- 
ics received either the diagnosis of sociopathy 
or hysteria. Thirty-two percent of the alco- 
holics were also dependent on drugs. 

The onset of heavy drinking ranged from 
age 12 to 50. The median age of onset was 
19; 67 percent began between ages 16 and 22. 
Five of the alcoholics (four definite and one 
questionable) were in remission. At the time 
of the index crime there were 20 active alco- 
holics. Eight of these reported that they had 
been acutely intoxicated during the offense. 
In addition, four of the 35 nonalcoholic sub- 
jects reported that they had been acutely 
intoxicated at the time of the index offense. 
One of these four was à sociopath; the others 
received diagnoses of mental deficiency, de- 
pression, and hysteria in one case apiece. 
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Hysteria. There were 27 cases of hysteria, 
or 41 percent. The only disorders seen in the 
ten nonsociopathic hysterics were alcoholism 
in three cases and drug dependency in one 
case. 

Forty-eight percent of the subjects with 
hysteria reported that they had "always" 
had one or another of the diagnostic symp- 
toms. All cases of hysteria had begun by the 
time of menarche. Antisocial symptoms be- 
gan after hysterical symptoms in 67 percent 
of the subjects who received both diagnoses. 
In the remainder, the onset was apparently 
simultaneous. 

Histrionic personality features (dramatic 
Overstatement, seductive and manipulative 
behavior, ostentatious grooming and dress) 
were seen in 60 percent of the hysterics. 

Drug dependency (heroin, amphetamines, 
barbiturates, cocaine, and LSD, alone or in 
combination with each other or with mari- 
juana, but not marijuana alone). Drug de- 
pendency was present in 26 percent. Its pre- 
valence among the sociopaths was 30 percent; 
among the others, 17 percent. Alcoholism 
was present in 59 percent of those with drug 
dependency. 

The age of onset of drug dependency 
ranged from 14 to 42 years, with a median 
of 19. Multiple drug abuse was common, 
particularly among sociopaths. Twenty-four 
percent of those with a diagnosis of drug 
dependency were in remission. Twenty-three 
percent of the subjects reported experiment- 
ing with drugs without ever becoming de- 
pendent on any drug. Altogether 32 subjects, 
or 49 percent, reported drug experimentation 
or drug dependency. Twenty-nine percent of 
the entire sample were using drugs at the 
time of the index crime. Forty-four percent 
reported that they were acutely intoxicated 
by drugs, alcohol, or both, at the time of the 
index crime. Fourteen percent stated that 
they had committed the index crime specif- 
ically to get money for drugs (or alcohol). 

Homosexuality. Nine women reported 
some overt homosexual experience. In five 
women this was limited to prison. 

Four women (two alcoholic sociopaths, 
one drug-dependent sociopath, and one 
drug-dependent alcoholic) were significantly 
homosexual: three preferred homosexual 
relationships and one regarded herself as 
bisexual. Homosexual fantasy and sex play 
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began early in two cases: one at age five 
and the other at age seven. Each had been 
distressed by her homosexual feelings during 
adolescence and one sought psychiatric help. 
One of the four had never married; three 
had been separated from their husbands for 
long periods. Three admitted to heterosexual 
prostitution. Three reported heterosexual 
frigidity but were orgasmic homosexually 
with oral-genital or manual stimulation. 
None reported an exclusively active or pas- 
sive role, but all were predominantly “butch.” 
Each had a masculine hair style, two also 
wore masculine attire, and one was markedly 
masculine in all her mannerisms. 

The five women whose homosexual be- 
havior was only casual were all sociopaths. 
Only two reported homosexual relations out- 
side of prison. i 

Anxiety neurosis. The diagnosis of anxiety 
neurosis was made in 11 percent. In one case 
this was the only diagnosis; in another, the 
only other diagnosis was questionable 
sociopathy. The anxiety symptoms were 
secondary to sociopathy or alcoholism 1n 
the remaining cases. 

Depression. There were three cases of 
probable depression and one case with à 
history of definite depression. The latter was 
associated with sociopathy, alcoholism, and 
drug dependency; two of the others were 
also associated with drug dependency. Prob- 
able depression was the only diagnosis made 
in the fourth case. Most of the women with 
depressive symptoms, however, were hyster- 
ics, but separate diagnoses of secondary de- 
pression were not made in these cases. - 

Mental deficiency. Intellectual function 
was estimated on the basis of school history, 
mental status exam, and (where available) 
LQ. tests. Four subjects were considere 
mildly retarded, although none was severe 
enough to keep her from meeting the com- 
mon demands of daily life. Mental deficiency 
was the only diagnosis in one case. Two 
others were sociopaths. Alcoholism yt 
hysteria were present in one of these; eh 
other was also schizophrenic. None of the 
four had completed elementary school; three 
were illiterate. in 

Schizophrenia. Schizophrenia was seen s 
only one case, where the only other diagnos” 
was questionable mental deficiency (S¢ 
above). 
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TABLE 3 
Record Information Concerning Childhood and Adolescent Behavior (Before Age 18) 


SOCIOPATHY NOT SOCIOPATHY 
IN -43) (N=23) 
PERCENT PERCENT 
Juvenile arrests (total) 54 0 
Runaway 42 o 
Fighting 16 o 
Incorrigible 14 o 
Theft 7 1 
Sexual immorality 9 0 
Late after curfew 5 0 
Peace disturbance rf o 
Reform school 32 o 
Out late or truant with male companion 35 9 
Sexual misconduct (total) 65 26 
Arrest for sexual immorality 9 o 
Prostitution 7i o 
Veneral disease 9 o 
Incest 5 4 
Homosexuality 9 o 
Illegitimate pregnancy 35 oe 
Marriage before 18 40 22 
to sociopath or alcoholic 37 13 
Quit school pregnant 23 17 
History of rape or molestation 19 4 
Required psychiatric attention 14 4 


"One 
Subject reported she had been caught shoplifting at age 14 and had talked to a juvenile officer but was not charged. 


Undiagnosed. Five women were psychi- 
eed ill but failed to meet the criteria 
ed of the above diagnoses. Two had 
a Bron suggestive of hysteria, and 
E had been hospitalized earlier at 
E m Bliss Mental Health Center in St. 
Tw where she had received the diagnosis 
ee on the basis of approx- 

The Tidiculous, and inconsistent answers. 
Pisa re were three subjects with undiag- 
ics: E complicating other diag- 
ES alcoholism in one subject (with a 
lehoi suggesting hysteria), sociopathy, 
Rind ism, and amphetamine abuse in a 
+ i a picture that could have been 
a ee sa mania, or schizophrenia), 
B rictu oed with hysteria in a third (with 
Phrenia). at may have been early schizo- 


& ; 
onfirmation of Diagnoses 


p teal be a question about the validity 
any aa: ormation collected at interview in 
of Sint, this is particularly true in a study 
mation 2 als. Fortunately, extensive infor- 
about ea se other sources was available 
assemble, d case. Independently and routinely 
court ree, by parole officers, it included 
Social hi ords, police reports, prison records, 
mation story about the family, and infor- 

about schooling, jobs, marriages, 
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military service, and health. These data were 
recorded in pre-sentencing reports and in 
progress reports to the court on parole 
status. In addition, records were obtained 
from hospitals, clinics, and private physi- 
cians. 

All of these records were reviewed for 
comments and observations relevant to the 
following diagnoses: sociopathy, alcoholism, 
drug dependency, homosexuality, and hys- 
teria. 

Sociopathy. Table 3 presents some of the 
outside data concerning childhood and 
adolescent difficulties relevant to the diag- 
nosis of sociopathy, comparing women who 
received this diagnosis to women who did 
not. The findings indicate that the diagnosis 
of sociopathy picked out those women who 
had been previously and independently 
identified as showing many of the character- 
istic manifestations of sociopathy. 

Since our diagnostic criteria for sociopathy 
differed somewhat from those of Robins(7), 
table 4 presents the data for our subjects 
using her list of antisocial behavior symp- 
toms and diagnostic criteria. All but one 
of our subjects who received a diagnosis of 
sociopathy fulfilled Robins’ minimal criteria 
for this diagnosis. 

Alcoholism. Outside records indicated 
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TABLE 4 
Robins’ Criteria for Sociopathy(7) Applied to Sociopaths in Present Study 


MANIFESTATION 


Poor work history 

Poor marital history 

Excessive drugs 

Heavy drinking 

Repeated arrests (>2) 
Physical aggression 

Sexual promiscuity or perversion 
Suicide attempts 
impulsiveness 

School problems and truancy 
Public financial care 

Poor armed service record 
Vagrancy (wanderlust) 

Many somatic symptoms (>9) 
Pathological lying 

Lack of friends. 

Use of aliases* 

Lack of guilt 

Reckless adolescence 


Percent with five or more manifestations 
(Robins' minimal criteria) 


Average number of manifestations 


PREVALENCE IN SOCIOPATHS 
(N=43) 
PERCENT 


14 
65 
44 
68 
61 
93 
51 
37 
61 
37 
51 
100 (N=1) 
35 
56 
21 
33 
Not asked in interview 
63 
19 


98 
8.1 


*30 percent of sociopaths used aliases, according to outside records. 


serious drinking problems in 12, or 39 per- 
cent, of the 31 women who received an 
alcoholism diagnosis at interview. The rec- 
ords of the 35 women who did not receive 
an alcoholism diagnosis at interview failed to 
indicate any drinking problems. Thus our 
diagnostic criteria identified all with inde- 
pendent evidence of drinking problems; i.e., 
no case of alcoholism identified indepen- 
dently was missed. 


Drug dependency. Outside records indicated 
drug dependency in 13, or 77 percent, of the 
17 women who received this diagnosis at 
interview, and failed to indicate drug de- 
pendency in the 49 women who did not 
receive this diagnosis at interview. Again, 
our diagnostic criteria correctly identified all 
with independent evidence of drug abuse 
problems. 

Homosexuality. Significant homosexuality 
was confirmed in the records of three of the 
four women who received this diagnosis at 
interview, and casual homosexuality was 
confirmed in the records of three of the five 
women so diagnosed at interview. In addition, 
the outside records indicated significant 
homosexuality in one woman and casual 
homosexuality in three women among the 57 
who. denied all homosexuality at interview. 
Thus two-thirds of the interview diagnoses 
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were confirmed, and four additional cases of 
homosexual behavior were identified from 
the records. Our interview picked up SIX of 
the ten women identified independently as 
showing homosexual behavior: three of the 
four significant homosexuals and three of the 
six casual homosexuals. 


Hysteria. Table 5 presents a comparison 
for the 29 women with prison records be 
tween those with a diagnosis of hysteria am 
those without. The data indicate that, yw 
in prison, the former were much more ken 
to evidence clinical manifestations consistent 
with the diagnosis of hysteria. Table 6 pre 


ith 
sents a comparison between the women Wl 


hysteria and all the others with regard R 
information obtained from other hospita 
clinics, and physicians. Again, it is clear hen 
the women with hysteria presented the ¢ we 
acteristic clinical manifestations to es 
physicians and clinical facilities. Further, y 
27 women with hysteria reported 116 no 
talizations, or 4.3 per woman, of whic y 
were able to confirm 93 (all but two w 

hospitalized at least once), while the 

women without hysteria reported oabi d 
hospitalizations per woman (and one-t data 
had never been hospitalized). These. i 
indicate that the diagnosis of hysteria pic 


n 
out those women who had previously 


70 
Amer. J. Psychiat. 127:3, September "n 


| C ROBERT CLONINGER AND SAMUEL B. GUZE 


P 


i 


| 


309 


TABLE 5 
Medical Information from Prison Records 
HYSTERIA NOT H 
(N=13) waa 
PERCENT PERCENT 

Nervousness requiring medication 77 21 
Excessive clinic visits 

(unexplained symptoms in three or 

more organ systems per year or 

doctor's statement that visits 

were "excessive") 62 (o 
Frequent somatic complaints 

to nonmedical personnel (e.g.. 

"constantly complains of every 

ailment known to man") 46 A 
Nonpsychiatric hospitalization 

during prison term 31 5 
Psychiatric hospitalization 

during prison term 15 5 
At least one of the above 100 2 
At least two of the above 85 5 


independently been identified as showing 
many of the diagnostic symptoms of hysteria. 


Criminal Guilt and Psychiatric Diagnosis 


A review of the interview data revealed 
certain unexpected differences between the 
Women with and without hysteria with re- 
ain to their statements concerning guilt and 
jr pent by police, courts, and prisons, The 
if men with hysteria were much more likely 

Teport complete innocence (67 versus 10 
Pi offer extenuating circumstances to 
tls P their guilt (30 versus 15 percent), 
lisfarr t egal arrest (22 versus three percent), 
sim rial (22 versus seven percent), or cruel 
tate in prison or while on parole (37 

seven percent). 


Discussion 


Re Pievalence rates for sociopathy, alco- 

ine ea drug dependency are similar to 

ii dikata among the male felons and thus 

nifica again that these disorders are sig- 
ntly associated with criminality. 


TABLE 


Medical Information from Hospitals, 


The high prevalence of hysteria—more 
than 20 times that seen in the general popu- 
lation(5, 6)—is striking. Even when all cases 
with additional diagnoses of sociopathy, 
alcoholism, or drug dependency are omitted, 
the prevalence of hysteria (six cases, Or nine 
percent) is increased more than fourfold, 

Sociopathy or hysteria was present in 80 
percent of the women (regardless of other 
diagnoses): sociopathy alone, 39 percent; 
hysteria alone, 15 percent; and both, 26 per- 
cent. It thus appears that a significant as- 
sociation exists between hysteria and socio- 
pathy, confirming the results of other work 
noted above. The implications of this as- 
sociation are still not clear and need further 
research, but the results of the studies thus 
far strongly suggest that at least some cases 
of hysteria and sociopathy share a common 
etiology or pathogenesis. The widely recog- 
nized observation that hysteria is predom- 
inantly a disorder of women while sociopathy 
is predominantly a disorder of men offers 


6 
Clinics, and Physicians 


NOT HYSTERIA 


ES E 

Clas; PERCENT PERCENT 
Bos ied reactions 26 3 
DUUM ained ‘somatic symptoms 52 8 
Hypereme: vor sulcioe mtem 8 3 
ligas (pi gravida rum 7 o 
"ENS of anxiety or hysteria 30 5 
wo of the above 45 7 
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the interesting possibility that, depending 
upon the sex of the individual, the same 
etiologic and pathogenetic factors may lead 
to different, although sometimes overlapping, 
clinical pictures. The additional observation 
that hysteria and sociopathy are two of the 
psychiatric disorders most often associated 
with classical conversion symptoms(10) indi- 
cates further that the two conditions have 
important features in common. 


The prevalence of any homosexuality 
(casual or significant) in our sample (20 per- 
cent when the cases identified by the inde- 
pendent outside records are included) is 
probably higher than that of the general 
population corrected for age, education, and 
marital status. Kinsey and associates(11) re- 
port that the accumulative incidence of any 
homosexual experiences to orgasm for women 
in their late 20s who have not graduated 
from high school and who are separated, 
divorced, or widowed (our modal subject) 
is less than ten percent. On the other hand, 
our figure of eight percent (including the one 
case identified solely by records) for signif- 
icant homosexuality (Kinsey grades 3 to 6) 
is not very different from the six to seven 
percent they report for previously married 
females in their late 20s. Since the latter 
figure is not controlled for education and 
was derived from a study of white women 
only, further comparison is not possible. At 
any rate, since all but one of the women 
with a history of homosexuality were socio- 
paths, it is likely that the increased prevalence 
of casual homosexual behavior is simply a 
manifestation of the sociopathy, evident 
particularly when the women are imprisoned. 

The prevalence of anxiety neurosis, de- 
pression, mild mental deficiency, and schizo- 
phrenia—as is true for the male criminals— 
probably does not differ greatly from general 
population rates(1). 

It is interesting that three of the undiag- 
nosed cases presented pictures suggesting 
hysteria. If further time and study should 
indicate that these women do, in fact, suffer 
from hysteria, the association between crim- 
inality and hysteria would be further strength- 
ened, 

If the two cases with undiagnosed dis- 
orders that may be schizophrenia are in time 
confirmed, the prevalence of schizophrenia 
in the sample would be nearly five percent. 
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This would be an increased prevalence over 
that expected in the general population, but, 
as was noted in the recent report on psychi- 
atric illness and male criminality(1), the 
overall significance of such a finding would 
be minor compared to the important associ- 
ations between criminality and sociopathy, 
alcoholism, drug dependency, and hysteria. 

The confirmation of the diagnoses by out- 
side independent information indicates again 
that even criminals will cooperate with a 
clinical study carried out under suitable 
medical auspices. While inconsistencies and 
contradictory stories may be encountered, 
these seem to be no more frequent or ex- 
tensive than those expected in a study of 
noncriminal patients. 

Finally, the interesting differences between 
the women with and without hysteria con- 
cerning claims of guilt, innocence, and in- 
justice are not readily explained, although 
many clinicians undertaking psychothera- 
peutic management of women with hysteria 
have noted a frequent tendency for these 
patients to blame their troubles on others. 
This needs further study, however; at present 
the observation probably indicates only that 
hysterics who are criminals continue to be- 
have like other hysterics. 
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I saw Eternity the other night 

Like a great ring of pure and endless light. 
Allcalm, as it was bright; 

And round beneath it, Time in hours, days, years, 
Driv’n by the spheres 

Like a vast shadow mov'd; in which the world 
And all her train were hurled. 


—HENRY VAUGHAN 
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Puerto Rican Spiritualists View Mental Illness: 
The Faith Healer as a Paraprofessional 


BY ISAAC LUBCHANSKY, M.D., GLADYS EGRI, M.D., AND JANET STOKES 


The authors examined the attitudes and 
beliefs about mental illness of 20 faith 
healers in the Puerto Rican community of 
New York City; these were compared with 
data collected earlier from samples of 
Spanish-speaking community leaders and 
a cross-section of Puerto Rican household 
heads. Spiritualists appear to be an idio- 
syncratic group differentiated within their 
culture for the purpose of healing. The 
authors emphasize the lack of professional 
acknowledgment of the role native healers 
play in this and other minorities and present 
two case studies that may help to explain 
this lack of acknowledgment. 


NE IN NINE New Yorkers is Puerto 

Rican(1). Studies in the epidemiology 
of mental illness in New York City consis- 
tently report high rates among this Puerto 
Rican minority(2-4). Nonetheless, Puerto 
Ricans appear less likely than other groups 
in the population to perceive a need for 
treatment by mental health professionals. 
For example, representative probability 
samples of male household heads and their 
wives from four different ethnic groups in 
Washington Heights were studied by Doh- 
renwend and his colleagues in 1963(5). The 
151 respondents in these samples were 
asked what recommendations they would 


„At the time this work was done Dr. Lubchansky was 
with the social psychiatry research unit, division of. 
community and social psychiatry, Columbia University, 
New York, N. Y. He is now director, community psy- 
chiatry department, Lamus Hospital, Buenos Aires, 
Argentina. Dr. Egri and Miss Stokes were with the 
department of psychiatry and the social psychiatry 
research unit, division of community and social psy- 
chiatry, Columbia University, 128 Fort Washington 
Ave., New York, N. Y. 10032. Miss Stokes is now with 
the department of psychiatry, New York University. 
Reprint requests should be addressed to Dr. Egri. 

This work was supported in part by Public Health 
Service grant MH-0328 from the National Institute of 
Mental Health. 
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make for six fictitious persons representing 
different types of mental illness. In a sec- 
ondary analysis of these data we found that 
the percentage of Puerto Ricans recom- 
mending either hospitalization or referral 
to a mental health professional was in five 
cases by far the lowest of the four ethnic 
groups and in the sixth case only three per- 
centage points above the lowest. (Other 
groups surveyed were Irish, Jewish, and 
Negro.) 

The sources of help available to Puerto 
Ricans, as to other minorities, are deter- 
mined partly by institutions of the larger 
society but also partly by their distinctive 
culture. “The theory of illness and healing, 
and the healing method itself, are integral 
parts of the culture’s assumptive world”(6, 
p. 49). To many Puerto Ricans, “beliefs 
concerning illness include both natural and 
supernatural causation. Illness which is 
‘naturally’ caused may be taken to a phy- 
sician, but ‘supernaturally’ caused illness 
is taken to Espiritistas-spiritualists”(7, P. 
291). Much illness that is taken to spiritual- 
ists we would consider mental illness requir- 
ing professional treatment; attending 
seances, however, appears to be part of the 
“coping behavior” of the Puerto Rican 
who senses that his psychological defenses 
are failing(8, pp. 243-60). 

While the influence of spiritualists in Puer- 
to Rico has been documented (primarily by 
anthropologists and sociologists[8-10]). its 
existence in New York City is only recent y 
receiving attention(11). Elinson, Padilla, 
and Perkins reported that less than on@ 
percent of their probability sample of New 


‘The source of the division (between naturally and 
supernaturally caused illness) is far from clear and m 
not correspond to any distinction. between phys 
and mental illness. One spiritualist we spoke, to that 
scribed as “‘supernaturally caused illness” anything i 
triggers off an evidencia (divination) in anyone 
facultades (powers of divination). 
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York City adults say that they visit spiri- 
tualists(12, p. 113). When we asked a proba- 
bility sample of community respondents in 
an ongoing study in Washington Heights 
(13) “Have you ever visited a spiritualist?” 
31 percent of 52 Puerto Ricans reported 
that they had done so. Of a subsample of 
122 respondents of other ethnic origins, 
ten percent had visited spiritualists. More- 
over, of a group of 23 Puerto Rican out- 
patients at a mental health clinic in Wash- 
ington Heights, 73 percent reported visits 
to spiritualists(13). While the majority of 
both community sample respondents and 
outpatients denied any motive for their 
visit save curiosity, five percent of the com- 
munity sample and 42 percent of the patients 
described serious problems as the motive 
for their attendance. These figures suggest 
that the greater the degree of mental illness 
evidenced by the Puerto Rican New Yorker, 
the more likely he is to visit a spiritualist. 
De facto, the Puerto Rican spiritualist in 
New York City appears to be an indigenous 
nonprofessional in the field of healing. 


The Problem 


The aim of this study was to explore, 
therefore, the nature of the spiritualist— 
his attitudes, beliefs, and practices—as he 
functions as a source of help available to 
Puerto Ricans in New York City. In this 
investigation, focus was on the fit of this 
Culturally specific mode of healing with 
Current professional concepts and practices. 
quere are many spiritualist temples in 
La York City. To make a small beginning 
SPI problem, we visited an area of the 
Pie section of New York in which nine 
ALAS eon publicly within a radius of 
M ocks. What follows is an account of 
js we have learned from interviews with 
pioRresidents of these temples and with 
thes : other spiritualists, observation of 
f practices, and comparisons with data on 

Itudes from other groups of Puerto Ricans. 


Method 


ds data are derived from several sources. 
Be y presidents of Puerto Rican spiritual- 
Were mples in the Bronx, New York City, 
iiec ed using a semistructured 
me ew that focused on attitudes toward 

ntal illness and the mentally ill. For com- 
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parison we used a sample of Spanish-speak- 
ing community leaders and a probability 
sample that provided a cross-section of 
male Puerto Rican household heads and 
their wives from the Washington Heights 
area surrounding the Columbia-Presbyterian 
Medical Center. The leaders were inter- 
viewed in 1960(14) and the cross-section 
in 1963(4), using the same semi-structured 
interview in each case as was later used for 
the spiritualists. Notes of field observations 
carried out in spiritualist temples whose 
presidents we had already interviewed were 
used to provide the basis for brief case studies. 

There are two types of temples in the area 
under study: those that are incorporated 
as “Free Churches," which announce their 
activities publicly, and private temples. The 
free churches are usually headed by a presi- 
dent. They are of two subtypes: There are 
the storefronts, where private consultations 
as well as public seances are held regularly, 
and the use of herbs, baths, ointments, and 
the like is part of the healing technique. 
Spiritualism is seen more as a religion than 
as a science, and the accent is on healing. 
Sixteen of our 20 interviews were taken at 
this type of temple. The others are public 
temples, which emphasize the study of Allen 
Kardec’s work.? They hold only a weekly 
seance and their followers disparage the 
practices of the first type of center; they 
think of spiritualism as a scientific religion. 
The remaining four interviews were obtained 
at such temples. The second major type of 
temple is a private center, to which strangers 
rarely have access. (We suspect that our 
findings may not apply to such centers.) 

All interviews were done by one person, 
a Spanish-speaking psychiatrist, and were 
completed within six weeks, with no re- 
fusals.? The field observations were carried 


2Kardec, himself a spiritualist, wrote El Libro de 
Los Espiritus(15) and other standard reference works 
on spiritualist doctrine. 

3In fact, we believe we interviewed all Puerto Rican 
spiritualists functioning in incorporated temples in the 
area of the Bronx with which we were concerned. This 
area was chosen because a sample was available. A 
list of all public temples in the Lincoln Hospital health 
areas was provided by Miss Vivian Garrison of the com- 
munity psychiatry division at Lincoln Hospital. This 
list contained 11 temples, in all of which we interviewed. 
In these 11 interviews we asked the spiritualists to list 
other temples functioning in adjacent parts of the Bronx; 
the remaining nine temples where we interviewed 
include a// those cited by our respondents that were 
not on the original list. 
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314 FAITH HEALER AS A PARAPROFESSIONAL 
TABLE 1 
ents i i: i ii i id Puerto Rican 
of Spiritualists, Spanish-Speaking Community Leaders, an 
"os pirum Respondents on Each of the Six Star Cases (in Percent) 
DIAGNOSIS REPRESENTED BY STAR CASE DESCRIPTIONS" ON 
ANOID ALCOHOLIC DELINQUENT 
JUDGMENT its PAR. i ui " M f 
Nothing wrong 5 0 10 15 o 32.5 o 0 
Something wrong but not mental Eo 
illness and not serious o 0 5 30 16.7 d a re 
Mental illness but not serious 5 (o 15 5 25 d m Rr 
Not mental illness but serious 15 o 2.5 15 8.3 17. pa E 
Serious mental illness 75 100 67.5 35 50 10 E 
Last two combined 90 100 70 50. 58.3 27.5 50 . 


* SP spiritualists (N=20); L— community leaders (N= 12); X cross-section (N — 40). 


out mainly by the same psychiatrist, the 
senior author of this paper, with additional 
observations by the other two authors. 


Results 


1. Attitudes Toward Fictitious Descriptions 
of Mental Illness 


Attitudes of the spiritualists toward mental 
illness were assessed from responses to the 
structured portion of the interview. This 
was based on the six vignettes drawn up by 
Star in 1955 with psychiatric consultation. 
They portray paranoid schizophrenia, 
simple schizophrenia, anxiety neurosis, 
alcoholism, compulsive-phobic behavior, 
and juvenile character disorder. The Star 
cases have been used by several researchers 
investigating the bases of community ap- 
praisal of mental illness(16-18), 

Responses of the 20 spiritualists to ques- 
tions based on the fictitious cases reveal 
a set of attitudes about mental illness and 
the mentally ill that is sharply distinctive in 
Some areas, while in others it appears to 
overlap with previous findings on other 
groups. We compared the spiritualists’ re- 
Sponses with those of the Puerto Rican 
Cross-section sample and with the Spanish- 
Speaking community leaders, with each 
of whom they might have been expected to 
show similarities, 

Table 1 juxtaposes results from the Puerto 
Rican cross-section, the community leader 
sample, and the spiritualists to the Series of 
questions: whether something is wrong 
with each of the people in the fictitious Star 

cases; if something is wrong, is it mental 
illness; and, regardless of the answer given 
to the question regarding mental illness, 
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whether or not the problem it describes 
should be considered serious. cs 

On the first four cases the spiritualists 
replies place them between cross-section 
and leaders: they tend to perceive that some- 
thing is seriously wrong more often than do 
the cross-section respondents, and some- 
what less frequently than do leaders. Bape 
cially on the first two items, paranoia an 
alcoholism, they are far closer to the posi- 
tion taken by the leaders than they are to the 
cross-section. In general, spiritualists follow 
the usual tendency to perceive as serious 
those cases that threaten others but are more 
likely than is usual to consider the anxiety 
neurotic and the compulsive phobic as having 
a serious problem that is mental illness. E 
can therefore be said to have a somewha 
broader view of the range of mental illness 
than do community leaders and the cross 
section. 

Moreover, as table 2 shows, when rn 
mending the appropriate help for the various 
fictitious cases, spiritualists tend to red 
mend their own services more frequen’? 
than those of other professionals in fi 
cases out of the six. It appears, therefore, 
that they have confidence in their p 
ability to treat a variety of types of men 
illness. : m 

If spiritualists’ attitudes are distinct js 
both cross-section and community e 
it is legitimate to ask: How are these is 
tinctive attitudes acquired? Education s 
generally considered to contribute to à wr 
open-minded attitude toward the menta d 
ill(4, 19). However, it does not appear t°, is 
relevant in this case. None of the spiritualis 
whom we interviewed completed ete 
school, whereas 34 percent of the Puer 
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SIMPLE 
SCHIZOPHRENIC NEUROTIC chome 

x sP t x sP L x sP L x 
17.5 25 o 17.5 30 25 60 40 25 72.5 
30 5 16.7 22.5 25 16.7 17.5 20 33.3 10 
20 40 25 40 30 50 15 20 33.3 15 
17.5 15 8.3 10 5 o 2.5 5 0 25 
15 15 50 10 10 8.3 5 15 83 0 
32.5 30 58.3 20 15 8.3 7.5 20 83 2.5 


Rican cross-section respondents from Wash- 
ington Heights had done so. 

We suggest that two factors should be 
considered crucial in the spiritualists’ dis- 
tinctive reactions to the fictitious descriptions 
of mental illness described above: their per- 
sonal experience with mental illness and their 
System of beliefs. Without exception, the 
Spiritualists described to us episodes of se- 
vere mental distress that they themselves 
had undergone; the insight resulting from 
such experiences may differentiate them 
from most cross-section respondents. The 
System of beliefs underlying the spiritual- 
ists" practices is discussed in the following 
Section. 


2. The System of Beliefs 


We approached the spiritualists’ system 
of beliefs by looking at their concepts of 
Mental illness. While responses to the ques- 
tions on the Star cases were structured and 
therefore more easily quantifiable, this 
prestructuring tends to obscure idiosyncratic 
Tesponses of the type we were looking for. 
These are better illustrated by answers to a 
Series of questions, mostly open-ended, 
Which were directed toward uncovering those 
aspects of mental illness most salient to 
respondents. The questions were: 

* What does the term "mental illness” 
Mean to you? Probe: a) How would you de- 
scribe a person who is mentally ill? b) What 
do you think a mentally ill person is like? 
c) What does a person like this do that tells 
you he is mentally ill? d) How does a person 
like this act? 

. * Do you think that there are different 
kinds of mental illness? What are some of 
these? 
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e Are some kinds of mental illness more 
serious than others? 

e Which are more serious? Which are less 
serious? 

Responses to these questions were coded 
into seven cateories, which were not estab- 
lished a priori but were intended to cover 
only those types of behavior represented in 
the description given.’ The categories 


- were: withdrawal, bizarre behavior, thought 


disorder, emotional instability, depression 
and suicidal behavior, externally aggressive 
behavior, and impaired judgment. 

Behaviors mentioned most frequently 
by spiritualists were impaired judgment and 
thought disorder. As table 3 shows, com- 
munity leaders described impaired judgment 
and bizarre behavior most often and the 
Puerto Rican cross-section, bizarre behavior. 

When asked “When is mental illness more 
serious" and “When is it less serious," 60 
percent of the Puerto Rican cross-section 
respondents and 58 percent of the leaders 
answered with the now familiar cultural 
dichotomy whereby the “loco furioso" were 
perceived as more serious, in contrast to the 
“loco tranquilo," who were not perceived 
as serious.’ The spiritualists might as Puer- 
to Ricans have been expected to reveal the 
cultural stereotype; surprisingly, at most 
one of them could be coded in this category. 


+The code was drawn up and the responses were 
coded cooperatively by a psychiatrist (Lubchansky) 
and a sociologist (Stokes), and a "blind" spot check 
was made by a second psychiatrist (Egri). The spot 
check revealed no disagreements; the second coder 
tended to use more categories for every subsample than 
did the first, but in all such cases she had also included 
the categories specified in the original coding. f 

3 Literally, the “furious crazy one” and the “quiet 
crazy one.” (For a description of these stereotypes see 
Hollingshead and Rogler(8, p. 215). 
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TABLE 2 
i i iri i * Spanish-Speaking 
Recommendations for the Six Star Cases of Those Spiritualists, 
Community Leaders, and Puerto Rican Cross-Section Respondents Who Felt That the 
Fictitious Case Illustrates "Something Wrong” (in Percent) 


SOURCE OF HELP 


JUVENILE 


ALCOHOLIC DELINQUENT 

RECOMMENDED us oW i S 5 = f 
Mental hospital 52.9 33.3 47.1 83 3.8 26.7 83 
MEA [hane n iod 16.7 50.0 38.2 35.7 16.6 26.9 40.0 41.6 
Other professional help 25.0 8.8 143 16.6 11.5 13.3 25.0 
Spiritualist 57.9 52.9 40.0 
Family or friends 83 29 143 8.3 rays 33.3 25.0 
None (needs no help) 29 74 34.6 
Other recommendation 16.6 41.6 15.4 
No answer 8.3 
Percentage base 19 12 34 17 12 26 20 12 


* Although all answers could be multiply coded, the spiritualists more than any other group gave multiple responses. This may be due to the difference in 


Thus we have, within the Puerto Rican sub- 
culture—to which the community leaders 
also adhere—an active group of quasi-pro- 
fessionals in mental health who depart from 
the cultural stereotype of mental illness. 

We further coded answers on the basis of 
whether the possibility of intervention was 
mentioned and whether any time factor 
was mentioned as involved in the nature of 
mental illness: e.g., whether it was seen as 
subject to change by intervention, as a 
temporary reaction caused by situational 
stress, or as deteriorating or improving over 
time regardless of cause. Comparatively few 
of the leaders and cross-section mentioned 
the possibility of intervention (30 percent 
of the cross-section, 25 percent of the leaders) 
as against a majority of spiritualists (65 per- 
cent). Similarly, while a majority (55 per- 
cent) of the spiritualists mentioned change 
over time, cross-section and community 
leaders again ranked low on this item. 

The most striking results were obtained 
when we coded any mention of causality 
in these descriptions of mental illness. Spir- 
itualists rank very high on this item: 95 per- 
cent inserted some description of causality. 
This is more than double the frequency 
with which causality was mentioned by 
either of the other two types of respondents. 
Here, then, is a crucial distinction between 
spiritualists and other groups we have con- 
sidered. 

Not only is the mention of causality dis- 
tinctive but the etiology itself is totally 
idiosyncratic. The spiritualists’ etiology is 

consistent—all the replies were very similar— 
and remote from any professional psychiatric 
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interpretation. Some examples will illustrate 
both the internal logic and the strangeness, 
to our conceptions, of their system of causal- 
ity. 


About these causes. . . a person is born, comes 
to the world with healthy spirits or with spirits 
that sicken you. . . One should understand— 
should have especial care and test how far the 
capacity of the person reaches. One should speak 
to them in a certain way according to their capa- 
city... make them understand that there are cer- 
tain causes which one must bear with calmness. 
God is testing.* 


Depends on the cause. There are several 
causes; material and spiritual. When one works 
in the spiritual field, they can be seen. According 
to the person's behavior. There are cases that 
are deep and long-lasting. Sometimes people 
are nervous, they think too much, feel different 
things, weakness comes upon them." 


It could be caused by a spirit. So long as we 
see through an “evidence” (divination) that it has 
an exernal cause. There are spirits that take pos- 
session of you, as Kardec said. These are symp- 
toms that are not coordinated, that could destin 
the normal person. The conversation canno 
be interwoven with a concrete thought.‘ 


In summary, it appears that spiritualists 
have highly idiosyncratic conceptions ° 
mental illness, showing a tendency to de- 
scribe it in terms of the less visible behav- 
iors—primarily disorganized thought pro 
cesses—in contrast to other groups. bes 
over, spiritualists are consistently oriente 

*These quotations are translated as literally 35 


i Be an 
possible from the Spanish with less regard to style t 
to retaining the original sense. 
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SIMPLE 
SCHIZOPHRENIC SUNG oo 
x sP t x SP t x SP L x 
83 97 91 83 
344 42.9 50.0 35.5 45.5 273 267 167 222 45.5 
18.8 143 83 97 273 91 13.3 167 114 45.5 
533 50.0 50.0 
313 214 250 29.0 18.2 9.1 20.0 33.3 
"e 12.9 9.1 26.7 83 222 
8.3 3.2 36.3 13.3 83 114 91 
32 15 12 31 14 11 15 12 9 11 


intervie 
lerviewing technique ascribable to using a psychiatrist as interviewer. 


toward the possibility of change in the ill- 
ness over time and consequently to the pos- 
sibility of intervention and the avoidance of 
chronicity. Accordingly, they appear to us 
to approach a psychiatric mode of thinking 
to a considerably greater degree than any 
Other group we have discussed. Yet the 
phraseology in which their views are ex- 
pressed is exotic to us, and their derivation 
of illness from spirits even less likely to en- 
courage professional interest in their work. 


3. How Spiritualists Actually Handle Their 
Cases 


ü In view, however, of the exceptional posi- 
ion that the spiritualists obviously hold with 
regard to their understanding and influence 
on mentally ill persons in the Puerto Rican 
community, we think it worthwhile to dis- 
cade in more detail their actual handling of 
ead! and the degree to which their beliefs 

. from the psychiatric viewpoint, to 
Support or prevent therapeutic management 
of mental illness that is brought to them. 

A seance is attended by four types of 
Persons: a) the head medium; b) auxiliary 
mediums; c) followers with facultades 
(powers of divination); and d) followers 
without facultades(8). At those seances we 
Observed, attendance varied from eight to 
35 or more persons. 
ue regular meeting is opened with prayers 
that help to set the mood. During the read- 
ings some mediums start to twitch, hyper- 
ventilate, or yawn; this behavior is at first 
Spasmodic, then lasts longer as they enter 
into a trance. The beginning of healing is 
anxiously awaited; it starts by the voicing 
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of an evidencia (loosely translated, “div- 
ination"—usually it is some visual hal- 
lucinatory phenomenon or à somatic dis- 
comfort). An evidencia does not have to be 
uttered by a medium; it may be voiced by 
anybody with facultades and may refer to 
anyone in the audience, or to a relative or 
friend who is not present. 

Most evidencias refer to somatic com- 
plaints frequent among Puerto Ricans(12, 
20, 21): headaches, dyspepsia, fullness 
(clogging) in the nose, and so forth.’ It 
is very likely that medium and audience will 
have experience of them and this common 
experience helps to create an immediate 
stream of empathy between the healer and 
the healed. The seance continues with one 
medium, or more, entering into a trance, 
searching into the supernatural for the 
causas (reasons)—the bad spirits that 
supposedly account for the client's miseries. 


Case Reports 


Case l. This was à 15-year-old girl who had 
been in treatment with different physicians in 
Puerto Rico. She was brought to a seance that 


pe SEGER 
7A framework for transcultural symptomatolog 
studies has been set by Opler: see parts I and II of Cul- 


ture and Social Psychiatry(21). Various empirical 
studies have lent support i i 

psychosomatic symptoms a 
Puerto Ricans than among other ethnic groups. For ex- 
ample, Elinson, Padilla, and Perkins listed responses 
to symptom questions in various studies. For 19 of the 
22 symptoms listed, Puerto Ricans most frequently 
indicate its presence. Puerto Ricans report headaches 
6.8 percent more frequently than does any other group; 
dyspepsia 27 percent more. and fullness (clogging) in 


the nose 16.1 percent more (12, pp. 96-100). 
[93] 
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TABLE 3 
Types of Behavior of Mentally IIl Persons Described by 
Spiritualists, Spanish-Speaking Community Leaders, and 
Puerto Rican Cross-Section Respondents (in Percent) 


TYPE OF SPIRITUALISTS 


BEHAVIOR (N=20) 
Withdrawal 10.0 
Bizarre behavior 25.0 
Thought disorder 40.0 
Emotional instability 15.0 
Depression, suicide 10.0 
Aggression 15.0 
Impaired judgment 65.0 
No answer 5.0 


the observer attended. Her presenting problem 
was violent arguments with her father, to which 
she would react by leaving the house and wander- 
ing in the streets without being aware of her 
identity or of the surroundings (dissociative reac- 
tion). 

This girl was allowed to abreact in the seance 
while in trance possession, screaming unintel- 
ligible words, fainting, having convulsion-like 
movements of a sexual nature. The medium and 
two women of the group saw that she did not 
hurt herself and assisted her to make the ritual 
movements of hands warding off the spirits. 
After she came out of the trance, an assistant 
medium in turn entered into a trance and con- 
fronted her with a “good spirit," who said: “Do 
you think that you are a big girl? Even though 
you are well developed, you are still young. Don’t 
you know what could happen to a girl like you 
in the streets?" Members supported the medium, 
saying/"Yes, something evil could happen 
to you on the streets.” 

The girl was not impressed by these admoni- 
tions, and the medium entered into a deeper 
trance, breathing more quickly and speaking 
in another pitch of voice reflecting his changed 
trance state, speaking this time as a “bad spirit": 
"I am your bad spirit, I am going to get you in 
trouble. I like what happens on the Streets, you 
are not going to get rid of me, I go where you 
go." The group echoed his remarks. The girl 
panicked, seemingly became aware of the possible 
Consequences of her own impulses, and said: 
"Leave me alone, leave me, become spirits of 
light and progress." The group joined in, reciting 
the Lord's Prayer to reinforce the influence of 
the “good spirit.” 


Comment: This was a girl with hysterical 
symptoms. She was encouraged to encapsu- 
late her ego-alien symptoms by releasing 
her sexual impulses through trance posses- 
Sion in a controlled setting, the seance. 
When the medium entered into a trance he 
attempted to act as her superego, while she 
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CROSS-SECTION 
(N=41) 


COMMUNITY LEADERS 
iN 211) 


22.5 33.3 
75.0 75.0 
15.0 50.0 
17.5 66.7 
250 16.7 
500 33.3 
50.0 83.3 


played the role of the observing ego. When 
the medium saw that the technique was 
failing, he reversed it, representing her id. 
A reciprocal reversal occurred in the girl, 
who in this latter confrontation was as- 
saulted by superego anxiety. 

There is some rationale to this treatment: 
we can understand it if it is translated into 
our terms. It appeared helpful because the 
patient’s social adjustment subsequently 
improved; she no longer wandered in the 
Streets, but came to the seances regularly to 
abreact in a similar way. She had learned 
that release of her impulses was permissible 
only in this setting. 


Case 2. This 27-year-old woman was the moth- 
er of three children. She reported severe head- 
aches and ataques (hysterical seizures). She 
had marital difficulties; her husband drank and 
sexual relationships were infrequent. In the 
Seances she was encouraged to have visions, 
which she did. She saw blood all over her home. 
She would dance frantically and pound with her 
fists on the floor. She was allowed to dance 
sensually; during the dance the zipper of her 
jeans opened, but she was allowed to continue, 
the mediums holding a sheet in front of ei 
protect her from the eyes of the men in the audi- 
ence. 


Comment: When the observer talked with 
the woman afterwards, she denied her homi- 
cidal wishes toward her husband but admit- 
ted that she was not happy. The symptoms 
that brought her to the consultation were 
diminished considerably after about two 
weeks. A follow-up on her after three 
months, however, showed only mild improve 
ment. She had to attend a clinic, where she 
is now receiving medication. Nevertheless, 
she still comes to seances and even hopes tO 
open her own temple. 
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She was enabled to express in a cathartic 
way her sexual frustrations and her hostile 
impulses toward her husband, and the dance 
probably facilitated relief of her somatic 
symptoms. However, the seances seemed 
to encourage the isolation of affect; we 
would rather try to reintegrate, helping her 
, to recognize her impulses rather than disown 

them. 
| Cases similar to these have been reported 
| by other authors, including Hollingshead 
and Rogler(8) and Koss(22). Koss’ introduc- 
tory summary of other studies provides ap- 
propriate perspective: 


_ The therapeutic effects of possession cult prac- 
tices have been explained by some investigators 
to result from: 1) the acting out, during trance, of 
aggressive and unusual sexual behavior not sanc- 
tioned in other social contexts; 2) the attainment 
of higher social status through a cult role; and 3) 
the ability of certain types of rituals to reduce 
anxiety by providing occasions for the cathartic 
experience of confession and for expressions of 
Support in behalf of individuals seeking relief 
from physical or mental disorders(22). 


In addition to the magical emphasis and 
the use of trance, three main features dis- 
tinguish the Puerto Rican spiritualist tech- 
Nique from other forms of healing. Firstly, 
its method of procedure clearly puts it in the 
category of group processes rather than a 
One-to-one doctor/patient relationship. 

The second feature is the use of language 
by the medium. By this we do not mean only 
that the proceedings are conducted in Span- 
ish. The level of vocabulary employed by 
the mediums is that of the audience, and 
even more clearly, the symptomatology de- 
scribed remains almost exclusively somatic, 
although ascribed to the patient's mental 
Suffering and to his possession by spirits. 

he mediums are able to take the symptom- 
atology as presented and accept it as valid— 
indeed often suggesting it to the patient as 
a description of how he feels—yet to diag- 
Nose the cause in other than somatic terms: 
Le. as ways of thinking and behaving that 
are influenced by spirits. The prescription 
includes means of getting rid of the spirits, 
both by changes in behavior and by physical 
Procedures, such as gestures that physically 

shake off the spirit,” or use of lotions and 
Other herbal remedies. Thus, from a descrip- 
tion of somatic symptoms, accepted as 
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such, emerges a diagnosis of behavior and 
a prescription for correcting it, without a 
break in communication. 

Thirdly, mental illness, since it is defined 
as caused by an external source, is neither 
considered nor treated as part of the patient. 
Accordingly, there is little rejection of the 
person, and the favorite treatment technique 
is the fostering of dissociation. 


Discussion 


We have shown that Puerto Rican spiri- 
tualists in New York City are functioning 
healers with a distinctive method, Their atti- 
tudes toward mental illness overlap with 
those of two comparable groups—Puerto 
Rican cross-section respondents and Span- 
ish-speaking community leaders—but show 
distinctive features derived from their idio- 
syncratic conceptions of illness, their per- 
sonal experience, and their practical 
acquaintance with mental illness. 

We have pointed out, however, that Puer- 
to Rican patients tend to use both spiritual- 
ist and professional services. Such conflict- 
ing treatment is likely to be less than effec- 
tive. The situation may perhaps best be re- 
solved by attempting to synergize’ healing 
efforts. Here, then, the treating psychiatrist 
may take the initiative, since spiritualists, 
for their part, show little.sign of wishing to 
integrate their services with those of profes- 
sionals. 

We suggest that the psychiatrist be aware 
of the extent to which the spiritualists’ 
teachings are part of the cultural inheri- 
tance of Puerto Rican patients. With a deep- 
ly religious patient, of whatever denomina- 
tion, he would recognize that such a back- 
ground would influence his diagnosis and 
treatment (including his verbal communica- 
tion). Similarly, he cannot understand the 
Puerto Rican patient's total personality 
without the spiritualist background or the 
manner in which symptoms are presented. 
We pointed out that hallucinating was regu- 
larly encouraged at seances, for example. 
With such training a Puerto Rican patient 
may pseudo-hallucinate under stress, and 
this behavior might be incorrectly diag- 
nosed as psychotic by a psychiatrist who is 
not aware of this cultural background. 

The psychiatrist should also be aware 
that somatic vocabulary is idiosyncratic 
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among Puerto Rican patients. For instance, 
when a Puerto Rican patient refers to “pain 
in the brain" he means not only persistent 
headaches but also that he is anxious and/or 
that he has thinking difficulties. To dis- 
courage him from discussing his somatic 
symptoms is to ignore his complaint of 
anxiety or difficulty. The spiritualist takes 
for granted the double meaning in such 
presenting symptoms and is able to continue 
discussing them on the same level. It appears 
to be a very primitive level, and in many 
ways it is so. 

Spiritualists tend to use short sentences 
and to take pains to use the exact terminol- 
ogy of the patient, accepting his symptoms 
exactly as they are described. However, in 
this way they are able to establish empathy 
with the patient. If the problem is beyond 
the capacity of such a verbal exchange, the 
patient will be encouraged, as in our second 
case, to abreact nonverbally in the seance. 


To see the points of similarity as well as 
the points of contrast between the spiritual- 
ists' methods and our own, we need to come 
to terms with a magical type of thinking 
that is alien to centuries of Western scientific 
striving. To a psychiatrist, the concepts 
of supernaturally caused illness and super- 
natural cure are not only alien but unprofes- 
sional as well. The spiritualist etiology of 
mental illness is so remote from our own as 
to be almost unacceptable. Yet, in practice, 
there are some similarities with professional 
psychiatric treatment. 


It is our belief, on the basis of what we 
have learned in this study, that the spiritual- 
ist needs to be assessed seriously in terms 
of the current movement toward the use of 
paraprofessionals in mental health. The 
Joint Commission on Mental Health in its 
1965 report fostered interest in the use of 
paraprofessionals and mental health coun- 
selors, defining mental health counselors as: 
"clergymen, family physicians, teachers, 
probation officers, public health nurses, 
sheriffs, judges, public welfare workers, 
scoutmasters, county farm agents, and 
others"(23). No mention was made of the 
possible existence of informal community 
caretakers: persons whose relevance is 
derived from other than formal organiza- 
tions. Moreover, the roles listed are associ- 

ated almost exclusively with institutions of 
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the dominant culture: no suggestions are 
put forward on how to use the indigenous 
resources of minority subcultures. It seems, 
therefore, that in spite of the efforts being 
made to maximize the health care available 
to minority groups and the poor, already 
available natural caretakers still tend to be 
ignored. This is especially so where cultural 
differences obscure for us the extent of local 
influence and the problems involved in 
coming to terms with it(24, 25). 

Natural healers are officially ignored per- 
haps because their existence is not widely 
known or because they are simply not rec- 
ognized as healers: we may know that they 
exist and function, but we cannot assess 
their functioning in our terms. Yet spiritual- 
ists are strategically in a far more significant 
position than the “mental health coun- 
selors" quoted in the Joint Commissions 
report: in addition to whatever role they 
may play in secondary and tertiary preven- 
tion, they are potential intermediaries be- 
tween two cultures. 
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Mania and Depression 


Perphenazine-Amitriptyline in Neurotic Depressed 
Outpatients: A Controlled Collaborative Study 
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AND JAMES HUTCHINSON, M.D. 


The combination of perphenazine-amitrip- 
tyline was compared to each of its constitu- 
ents in a double-blind study conducted with 
138 depressed and anxious-depressed neu- 
rotic outpatients. Irrespective of drug, gen- 
eral practice patients improved the most, 
clinic patients somewhat less, and private 
psychiatric patients the least. Drug differ- 
ences were limited to a few significant and 
borderline-significant effects present only 
at two weeks; they indicated that perphena- 


zine produced the greatest improvement at 
this period. 


A ees of a major tranquilizer 
(perphenazine) and an antidepressant 
(amitriptyline) is currently in use in the treat- 
ment of psychiatric conditions characterized 
by varying proportions of anxious and de- 
pressive symptoms. 
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Several studies(1-3) have reported the 
efficacy of this combination, but they may be 
considered insufficiently controlled. In a 
placebo controlled study, Haider(4) found 
the combination significantly better than 
placebo in a population consisting of both 
outpatients and inpatients. with a preponder- 
ance of the latter. This study was somewhat 
contaminated by the concomitant use of a 
barbiturate hypnotic without precise infor- 
mation regarding its use. This factor is con- 
sidered of particular importance since in an 
earlier study(5) we found that patients as- 
sociated global improvement with improve- 
ment in sleep irrespective of whether they 
received drug or placebo. 

Hollister and associates(6) compared the 
combination to amitriptyline alone in an " 
patient study and found no evidence that pu 
addition of perphenazine produced signi 
cantly more improvement in anxious depres- 
sives than amitriptyline alone. In another 
controlled study utilizing a general praca 
patient population, Wheatley(7) compare 
the combination to perphenazine alone an 
found “no advantage for the combination 
over perphenazine alone.” 

The east double-blind controlled study 
compares the combination amitriptyline 
perphenazine to each of its constitue 
utilizing three patient populations—name n 
hospital clinic; general practice; and priva ^ 
Psychiatric practice. The use of three po 
ment settings was suggested by an s 
study(8) where amitriptyline and anot B 
Piperazine phenothiazine — (fluphenazin 
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TABLE 1 
Population Differences 
GENERAL PRIVATE 
CLIN 
DEMOGRAPHIC VARIABLES ine 9 PiN saan" icd 
- p< 
Study duration 
Completer 35 26 
Dropout 24 18 * i 
Sex 
Male 9 7 
Female 50 37 25 a 
Race 
White 10 29 4 
wine 1o 2 i .001 
Head of household 
Patient 38 18 
11 01 
Other 19 26 24 
Marital status 
Married 19 32 p 
Single, separated, 40 12 E ii 
divorced, or widowed 
Patient education 
College graduate, partial 8 22 30 GH 
college, high school 
graduate 
Partial high school 30 9 i 
or less 
Social class 
Ej i 5 19 001 
z 55 30 15 
PREDICTOR VARIABLES 
Response to last 
psychiatric drug 
Very good, good 24 18 S bs 
Fair, poor 32 20 zt, 
Patient realizes he has 
emotional problems 
ye 37 33 q2 ji 
lo 21 11 3 
Form of treatment 
Most suitable 
on yp H 7 001 
sychotherapy, guid- 17 26 ae 
ance, or combination 
How much does patient 
think he will improve? 
Not at all, a little bit 22 wy 10 5 
uite a bit, markedly 33 27 19 


N varies slightly due to missing data. 

wi MER 

ba compared to a combination of the two 

E in two depressed patient populations; 

differ ta general practice. In-that study 
rential populatio was ob- 

Pu: pop n response Was 


Method 
Population 


gae study population was composed of 
Th clinically depressed patients attending 
del euis os clinic of the Phila- 
b ia General Hospital and the offices of 
Er eral practitioners and psychiatrists who 

€ members of our private practice research 
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group. Thirty percent of the patients were 
diagnosed as having pure depressive reac- 
tions; the remainder presented a mixed anx- 
ious and depressive picture. Patients. with 
evidence of organic brain impairment, psy- 
chosis, or sociopathy including alcohol and 
drug addiction were excluded from the study. 
virtually all study patients had been pre- 
viously treated with psychotropic agents and 
expected drug treatment. 

The characteristics of the three popula- 
tions are presented in table 1. Significant 
population differences were noted in most of 
the demographic and predictor variables. 
However, there were fewer differences found 
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TABLE 2 
Experimental Design and Completion Rate 
RENNE PERPHENAZINE AMITRIPTYLINE TOTAL 
POPULATION COMPLETER DROPOUT COMPLETER DROPOUT COMPLETER DROPOUT COMPLETER DROPOUT 
Clinic 14 6 12 9 9 9 35 24 ^ 
General 
practice 9 8 8 i 9 B 26 18 | 
Private 
psychiatric 9 2 10 1 9 4 28 d 
Total 32 16 30 17 27 16 89 49 
between the general practice and clinic popu- 2 presents the number of patients assigned to 
lations than in previous studies, owing to a each treatment cell, divided into completers 
higher proportion (by chance) of lower socio- and dropouts. ‘ 
economic class patients in this general prac- Clinical Assessment 


tice population. The three populations did 
not differ significantly in initial psycho- 
pathology on either physician (on physician 
global assessment of psychopathology all 
three populations were identical, with 
mean scores of 4.9) or patient assessment 
measures, even if in the total Zung score a 
trend was seen for general practice patients 
to be slightly less sick (2.26) than clinic 
(2.56) or private psychiatric (2.54) patients 
(p «.10). 

Investigators 


Psychiatrists and psychiatric residents 
trained in psychopharmacologic research 
treated the patients at the Philadelphia Gen- 
eral Hospital; general practitioners and psy- 
chiatrists experienced in drug evaluation 
treated all private patients, selected from 
their practices, in their own offices. 


Study Design and Medication 


A double-blind, between-patient design 
was utilized with patients randomly assigned 
to the combination of amitriptyline-per- 
phenazine, perphenazine, or amitriptyline. 
All medications were prepared in identical 
capsules. The combination group received 
2 mg. of perphenazine plus 25 mg. of ami- 
triptyline four times a day, the perphenazine 
group received 2 mg. four times a day, and 
the amitriptyline group received 25 mg. 
four times a day. Study duration was four 
weeks, and patients were evaluated at two- 
week intervals. A 2 x 3 factorial design per- 
mitted analysis for population, drug, and 
drug x population interaction effects. All 
analyses employed the ANOVA program of. 
the Biometrics Laboratory of George Wash- 

ington University, Washington, D. C. Table 
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In addition to an intake form for record- 
ing demographic and predictor variables” 
completed at the initial visit, the following 
improvement measures were employed: j 

l. The Physician Questionnaire, contain 
ing ten symptom ratings (range 1-7), side 
effect assessments, and an overall judgment: 
of psychopathology (range 1-7), completed” 
at each visit by the physician. 

2. The Physician Depression Scale (range 
1-4), modified from the Hamilton Scale, 
completed by the physician at the initial and 
final visits. | 

3. The Zung Self-Rating Depression 
Scale, completed by the patient at each 
visit (range 1-4). E 

These measures have been used consis 
tently by our research unit; they were dis- 
cussed in detail in an earlier publication(8). — 


Results 


Completion Rate and Dosage Deviation d 

Eighty-nine of the 138 patients compa 
the study (attrition rate 36 percent; cf. n 
2). Dropout rate by population was 40 per 
cent in the clinic, 41 percent in general pru 
tice, and 20 percent in private psychiatre 
practice, representing a significant differen 
tial dropout rate (p «.05). There were no 
nificant drug x population interaction efíecisn 
in dropout rates. am 

Significantly, more private psychiatri 
patients (91 percent) adhered to the p 
scribed dosage schedule than did either id 
eral practice patients (60 percent) OT E 
patients (55 percent), The extent of doSaE" 
deviation among general practice pat 
was surprisingly high compared to our 9^ 
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TABLE 3 
Number of Patients Reporting Side Effects” 


0-TWO WEEKS 


TWO-FOUR WEEKS 


PERPHENAZINE- 
PERPHENAZINE 


AMITRIPTYLINE 


PERPHENAZINE- 
AMITRIPTYLINE — PERPHENAZINE MINES Je 


POPULATION AMITRIPTYLINE 
Clinic 13 (19) 6 (15) 7 (13) 6 (14) 3 (12) 4 (9 
General 

practice 11 (14) 3 (10) 10 (11) 3 (9 o (8 3 (8 
Private. 

psychiatric 5 (10) 1 00 6 (12) 3 (9 1 (10) 2 (9 


"Total number of patients given in parentheses. 


perience in previous studies. The presence of 
a fairly large number of low socioeconomic 
patients in the present general practice 
group may partly account for this finding. 
Only nine patients, however, took less than 
the minimum allowed dosage, which was 
50 percent of the prescribed medication, and 
were therefore excluded from data analyses. 


Side Effects 


All symptoms that the patients reported 
spontaneously and related to medication 
were considered side effects. Perphenazine 
produced decidedly fewer side effects than 
either the drug combination or amitriptyline 
(see table 3). The principal side effects were 
sedation, stimulation, blurred vision, light- 
headedness, and dry mouth; a breakdown 
by drug is presented in table 4. At two weeks 
26 percent of patients receiving perphena- 
zine had side effects compared to 67 percent 
receiving the combination and 64 percent 
receiving amitriptyline. Side effects from all 
three medications were substantially reduced 
at four weeks, but the ratio remained the 
ae 13 percent vs. 38 percent vs. 35 per- 

nt. 


p When examined separately by population, 
e highest incidence of side reactions (91 
Percent) occurred in the general practice 
&roup receiving amitriptyline and the lowest 


nine percent) occurred in the private psychi- 
atric practice group receiving perphenazine. 
Private psychiatric patients exhibited fewer 
side effects in general than the other two 
populations. No relationship was noted be- 
tween the occurrence of side effects and 
dropping out of the study. 

Clinical Improvement 

Table 5 presents the results of several 
analyses of covariance of two- and four-week 
data from the Physician Questionnaire, the 
total Zung Scale rating, and selected clusters 
of the Depression Scale. Since no significant 
drug x population interaction effects could 
be demonstrated, only data on main drug 
and population effects are presented. 

Drug differences were limited to a few 
significant and borderline-significant effects 
at two weeks, with perphenazine producing 
the most improvement and amitriptyline the 
least. No significant differences among the 
three agents were noted at four weeks, at 
which point no further improvement was ob- 
served for perphenazine while increases in 
improvement were noted for both amitripty- 
line and the combination, raising them to a 
level comparable to perphenazine, with the 
combination appearing perhaps slightly 
more effective than amitriptyline. 

We speculated that the improvement noted 
with perphenazine at two weeks might be 


TABLE 4 


Number of Patients Reporting Main Sidi 


e Effects 


TWO-FOUR WEEKS 


0-TWO WEEKS 
PERPHENAZINE- 

SIDE EFFECTS PENA NE PERPHENAZINE AMITRIPTYLINE AMITRIPTYLINE PERPHENAZINE AMITRIPTYLINE 
Sedation 19 5 16 6 o 3 
Stimulation 10 2 7 4 4 i 
Autonomic nervous 
System (light- 
headedness/dryness 
of mouth/blurred 
vision) 15 E 5 14 6 o 5 
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TABLE 5 


Clinical Improvement (Mean Adjusted Post Scores) 
for the Two- and Four-Week Assessments 


PERPHENA- 
ZINE 
GENERAL PRIVATE 
AN RES PES aM CLINIC PRACTICE PSYCHIAT. 
TWO WEEKS (N=43) (N=39) (N=35) F RATIO (N=47) (N=37) (N=33) F RATIO 
Physician 
questionnaire 
clusters: wt 
Emotional 2.75 2.47 3.00 2.94* 2.60 246 3.23 744 
Somatic 233 2.01 2.36 2.05 247 2.02 2.55 30, Y 
Total score 2.55 224 2.67 2.88* 2.38 224 2.91 : 
Overall judgment awh 
of psychopathology 4.06 3.52 4.15 330°* 3.66 3.53 4.15 10.40 
Zung Scale Y 
Total score 2.27 2.11 2.24 1.37 2.23 2.15 2.26 045 
FOUR WEEKS (N=32) (N=30) (N=25) (N=36) (N=24) (N=28) 
Physician 
questionnaire 
clusters: pants 
Emotional 2.18 2.34 2.40 0.27 2.06 2.04 2.83 728" 
Somatic 1.84 2.16 1.87 1.36 1.97 1.61 2.25 438". 
Total score 201 2.25 2.13 0.64 2.02 1.82 2.53 6.93 
Overall judgment an 
of psychopathology — 3.33 3.47 3.52 0.09 3.08 3.00 4.28 11.00 
Zung Scale 
Total score 2.08 2.05 2.10 0.07 2.11 1.92 2.18 1.65 
Physician 
depression scale 
clusters: uy 
Mood 0.61 0.61 0.69 0.35 0.56 0.49 0.85 7.69 
Psychomotor 0.46 040 049 0.35 042 042 0.52 0.68 
Pathological 
thought 046 0.45 0.44 0.03 0.42 0.41 0.51 0.39 
Somatic 0.51 0.60 0.54 0.34 0.55 0.54 0.57 0.05 
Total score 0.53 0.53 0.56 0.05 0.50 0.48 0.65 2.27 
"p< 10 


< 05 
tt'pe 01 


related to its anti-anxiety properties as a 
tranquilizer. Surprisingly, however, addition- 
al analyses of the individual items of the Phy- 
Sician Questionnaire revealed that the per- 
phenazine group had no Significant reduction 
in anxiety but rather showed significant re- 
ductions in the depression item (p «.05), as 
well as irritability (p «.10), hostility (p <.02), 
and somatization (p «.10). 

With respect to the absence of. any signifi- 
cant drug differences at four weeks, we won- 
dered whether differences between drugs 
could be demonstrated if we divided the total 
study population (completers) into a high 
and a low depressed group on the basis of 
their pre-scores on the Zung Scale, using the 
median as the dividing point. A factorial 
analysis of covariance, with level of depres- 
sion (high or low) as a factor, was then per- 

formed on the clusters and total scores of 
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the Physician Questionnaire and the Depres- 
sion Scale. No significant or even borderline 
significant effects, however, could be demon- 
strated. ; 
Similarly, in an effort to Hemont e 
Possible differential drug response relate 
to level of anxiety, all completers were di- 
vided into high and low anxiety groups using 
pre-scores on the Anxiety cluster of the De- 
pression Scale, with the median as the point 
of division. Again the analysis failed edu 
onstrate any relationship between initia 
anxiety level and drug response. der 
While there were no significant drug eu 
ences except those noted in the Mee 
data, significant differences were presen 
as demonstrated in several of our aper 
Studies on comparison of the three study 
populations at both two and four Vise 
Clinic and general practice patients, "° 
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| gardless of drug, improved significantly more 

- in all Physician Questionnaire measures in 
both study periods than did private psychi- 
atric patients. General practice patients 
tended to improve more than clinic patients, 
again irrespective of the drug they received. 
With respect to the Physician Depression 
Scale, which was not completed at two 
weeks, only the Mood cluster showed a sig- 
nificant population effect, again with the 
general practice and clinic patients showing 
more improvement than private psychiatric 
patients. No significant population effects 
were seen in the Zung Scale, although a simi- 
lar trend was observed. 


Discussion 


„The few significant and borderline drug 
differences at two weeks, the consistently 
significant population differences at two 
and four weeks, and the failure to document 
any superiority for the combination perphen- 
azine-amitriptyline over perphenazine or 
amitriptyline alone in the populations stud- 
ied are the main findings of this study. 

_ The absence of any drug x population 
Interaction effects was in contrast to the 
similar study noted earlier(8) in which flu- 
phenazine was less effective in clinic than in 
general practice patients, where it was as 
effective as fluphenazine-amitriptyline and 
amitriptyline alone. 

. With respect to drug differences, the find- 
ing that perphenazine produced more im- 
Provement than either amitriptyline alone 
or the drug combination at two weeks is 
comparable to an earlier study(9) where me- 
Probamate and meprobamate-protriptyline 
produced more improvement than protripty- 
we alone after two but not four weeks of 
Pea nent It suggests that improvement at 
Betas can be attributed to the rela- 

f y rapid onset of the therapeutic effects 
b. Perphenazine. This effectiveness of per- 
Phenazine in depressed patients tends to 


, SUpport the finding of Hinton(10) that per- 


l 
l 
] 
| 


Phenazine has antidepressant activity. 
: The finding that amitriptyline “caught up” 
5 Perphenazine by four weeks suggests a 
Amd period," characteristic of tricyclic 
idt epressants. The finding that the combi- 
h on was not at least as beneficial as per- 
D enazine alone at two weeks was attributed 
the “liability” of amitriptyline owing to 
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its side effects, particularly of drowsiness and 
autonomic effects, which are more or less 
confined to the first two weeks of treatment. 
One might conjecture that if the study had 
been extended by two weeks, the drug combi- 
nation as well as amitriptyline might have 
begun to surpass perphenazine. The relative- 
ly short study duration of four weeks would 
thus be a reasonable criticism of this study; 
however, a prohibitively large patient N 
would have been required to offset the antic- 
ipated number of dropouts. 


Another appropriate criticism of this 
study should be raised here, namely the ex- 
clusion of a placebo. While conceding that 
the inclusion of a placebo would have been 
desirable for a number of reasons, we de- 
cided against using a placebo because: 1) 
the superiority of all three study medications 
over placebo has been adequately document- 
ed, 2) placebo has been established as rather 
ineffective in depressed patients, and 3) the 
larger patient N that would have been neces- 
sitated by the inclusion of a fourth drug 
group to the study would have been difficult 
to meet. 

While perphenazine in this study pro- 
duced comparatively few side effects, none 
of them serious, some problem can be seen 
in the widespread use of a combination con- 
taining a phenothiazine with its potential 
for more serious side effects. Some rationale 
for combining amitriptyline with a minor 
rather than major tranquilizer can therefore 
be seen. This gains some support in the re- 
sults of a recent study(11) conducted by our 
research group where such a combination, in 
this case chlordiazepoxide-amitriptyline, 
was found to be effective when compared to 
each agent alone and to placebo. 

The finding that most significant differ- 
ences in clinical improvement were noted 
when the three populations were compared 
was consistent with the results of previously 
published papers(8, 12,13). It was not sur- 
prising that private psychiatric patients re- 
sponded less than general practice patients 
in this study when one considers that this 
population is generally composed of patients 
who fail to respond to drug treatment at a 
general medical practice level. Similar find- 
ings were noted in another study(14) recently 
completed by our research unit. The response 
to treatment that distinguishes these two 
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groups can be understood on the basis of 
the significant differences noted in the pre- 
dictor variables presented in table 1. For 
example, private psychiatric patients report- 
ed poorest previous drug response and were 
assigned the least favorable prognoses. 

The finding that clinic patients responded 
less than general practice patients was also 
not unexpected; it can probably best be 
understood in terms of significant differences 
in demographic variables, most notably 
those related to social class. 


Summary 


A combination of perphenazine and ami- 
triptyline has been available for the treat- 
ment of mixed anxiety and depressive states 
for several years. This combination was 
compared to each of its constituents in a 
double-blind study in three neurotic out- 
patient populations: clinic, general practice, 
and private psychiatric practice. Significant 
differences between the populations were 
noted in many demographic and predictor 
variables. 

Of a total patient population of 138, 89 
patients completed the four-week study. A 
significant differential dropout rate was 
noted between clinic and general practice 
patients and private psychiatric patients. 

Perphenazine produced decidedly fewer 
side effects than either amitriptyline or the 
combination. These side effects were greatest 
during the first two weeks of treatment and 
consisted primarily of drowsiness and auto- 
nomic effects. 

Analyses were performed for both the two- 
and four-week data testing for drug, popula- 
tion, and drug x population interaction ef- 
fects. Since no significant drug x population 
interaction effects were evident, only the drug 
and population effects were presented. 

Drug differences were limited to a few sig- 
nificant and borderline-significant effects 
present only at two weeks, with perphena- 
zine producing the most improvement and 
amitriptyline the least. Possible reasons for 
these results were discussed. Further analysis 
failed to demonstrate any relationship be- 
tween initial levels of anxiety or depression 

and improvement during the four-week study 
period. It should be realized, however, that 
the present results are relevant only for mildly 
to moderately depressed neurotic outpatients 
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who are frequently also anxious, and not nec- 
essarily for more severely depressed inpa- 
tients. 

Population differences in improvement 
were more pronounced and were present on 
comparison of the three populations at both 
two and four weeks. Clinic and general prac- 
tice patients, regardless of the drug received, 
improved more in both study periods than 
private psychiatric patients. General practice 
patients tended to improve more than clinic 
patients, again irrespective of the drug re- 
ceived. Possible explanations for these find- 
ings were offered. 
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| Clinical Depressions Among Negroes 


BY CLIVE M. TONKS, M.B., D.P.M.. EUGENE 
AND GERALD L. KLE 


| In the psychiatric literature, depressions 
among Negroes have been associated more 
with somatic complaints and less with guilt 
and suicidal trends. To test this concept, a 
comparison was made of 31 Negro and 187 
white depressed patients. Initial compari- 
sons, controlled for social class, showed 
differences on six individual symptom rat- 
ings. Further analysis indicated that the 
principal difference lay in generally less 
severe illness among Negro patients rather 
than less specific features. Possible explana- 
lions are discussed. 


ROME considerable attention is 
ma being focused upon mental health prob- 
p of American Negroes. The “War on 
Rr. Model Cities programs, urban 
eun Black Power," and growing self- 
a Nie among Negroes have involved 
| BR iatrists and other mental health pro- 
b in myriad ways. Within the pro- 
QNA the growth of social psychiatric 
M and the development of com- 
ioris mental health centers have furthered 
Kei to determine the incidence and prev- 
Ne R of psychiatric disorders among 
one es; to understand relationships to pov- 

y, racial discrimination, and other socio- 


see 
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Psychiatry currently senior lecturer, department of 
mp University of Leeds, Leeds, England. Dr. 
ledical is currently professor of psychiatry, Harvard 
Chiatr: School} his address is department of psy- 
Boston’ Ma nee General Hospital, Fruit St., 
lepartm ass. 02114. Dr. Paykel is assistant professor, 
partment of psychiatry, Yale University School of 
This study was : ; 
T: supported by Public Health Service 
fa Ben from the National Institute of Men- 
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environmental determinants; and to eluci- 
date possible qualitative patterns in the 
manifestations of psychopathology(1). 

Among the various psychiatric disorders, 
clinical depression and related phenomena 
merit particular attention. Some researchers 
claim that manifest depressions, especially 
manic-depressive illnesses and involutional 
melancholia, occur less frequently among 
Negroes(2, 3). In contrast, higher rates for 
schizophrenia and chronic brain syndromes 
are reported. Pettigrew(1), while challeng- 
ing the validity of many of these observa- 
tions, states that the lower rate of suicide 
for American Negroes represents their gen- 
eral tendency to turn aggression outward. 

Moreover, it is often asserted that when 
Negroes are clinically depressed, feelings of 
guilt and suicidal trends are less evident, 
while somatic complaints are more likely 
to predominate(4, 5). These trends have been 
interpreted as consequences of family struc- 
ture, child rearing practices, and cultural 
norms(3) While these formulations have 
gained moderate acceptance in the folklore 
of social psychiatry, statistical and empiri- 
cal support has been meager. A recent 
systematic survey of depressed patients in 
the greater New Haven area made it pos- 
sible to compare Negro and white patients 
on many relevant variables. 


Methods 


A. sample of 220 depressed patients, aged 
21 to 65, was gathered from inpatient, day 
hospital, emergency, and outpatient facil- 
ities in greater New Haven. (This number 
varies slightly throughout the paper because 
not all patients could be measured in every 
instance.) 

The inpatient sample came from con- 
secutive admissions to the following facil- 
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ities: 1) a new mental health center (Con- 
necticut Mental Health Center) in New 
Haven; 2) the state mental hospital (Con- 
necticut Valley Hospital) serving the region; 
3) the inpatient ward of the general hospital 
(Yale-New Haven Hospital); and 4) the lo- 
cal Veterans Administration hospital. A 
total of 65 inpatients was studied. 


One hundred new outpatients were also 
selected for study from the screening of all 
new referrals to the outpatient department 
of the Connecticut Mental Health Center 
(CMHC). Thirty day-hospital patients and 
25 emergency treatment patients from the 
CMHC were also interviewed. The CMHC 
emergency treatment service is a special 
unit that provides intensive short-term 
treatment (three days’ inpatient and 30 days’ 
outpatient treatment) for people in the 
throes of crisis, such as after an attempted 
suicide. 

The diagnosis of depression was based on 
interviews made by one research psychia- 
trist (E.S.P.), who interviewed all patients. 
The criteria were that: 1) depressed mood 
was the central feature of the clinical pic- 
ture; 2) the depressed mood was not sec- 
ondary to other physical or mental dis- 
order, such as obsessional neurosis or schizo- 
phrenia; 3) the illness was of more than 
seven days’ duration; and 4) the illness was 
severe enough to be given a score of 2 or 
More on a rating of severity of illness rang- 
ing from 0 to 6. 

Data used in the analysis were obtained 
at two interviews. The first, within a day or 
two of admission, was conducted by the 
research psychiatrist. In a semi-structured 
interview he obtained information concern- 
ing history and symptomatology. The 
latter information was scored on a modified 
form of the Hamilton Rating Scale for 
Depression(6), using 7-point scales for most 
variables. In addition, the psychiatrist made 
a global judgment of severity of illness on a 
7-point scale. 

After the patient’s clinical improvement, 
a second interview was conducted by a re- 
search assistant. Among other things, she 
administered the Maudsley Personality In- 
ventory (MPI)(7), with instructions to the 
patient that the questions referred to peri- 
ods when he was not depressed. This pro- 
cedure reduces the systematic error involved 
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in giving this inventory when the patient is 
ill(8. In a semi-structured interview the 
research assistant also obtained information 
about specific life events during the six 
months prior to the onset of the patient's 
illness; a schedule, based upon the work of 
Holmes and Rahe(9), was used. This pro- 
cedure measured stress in the patient's life 
before the onset of depression. Each event 
had a weighted score in terms of the amount 
of social readjustment it necessitated. 
These scores were then summed to obtain 
the patient’s Total Recent Life Events score 
(Total RLE score)(9). 


Results 
General Characteristics 


Of 875 patients admitted to the facilities 
studied, 677 met the criteria of age and 
place of residence. Of this latter group, 220 
patients (32 percent) were diagnosed as 
clinically depressed according to the above 
criteria. A 

Of the sample, 218 patients had given 
sufficient information to allow Negro-white 
comparison. Of this group, 31 were Negro 
(16.5 percent) and 187 were white (83 per- 
cent). This ratio approximates the propor- 
tion of Negroes in the greater New Haven 
area. According to the special 1967 census, 
the New Haven Standard Metropolitan 
Statistical Area had a total population 9 
347,000, of whom 38,000 (11 percent) were 
Negroes. f 

As shown in table 1, the average age id 
the two groups was the middle 30s and di 
not differ significantly between groups. 
However, the proportion of women was 
somewhat higher among Negroes (87 Pe 
cent) than among whites (72.2 percent). 
Social Class 

As shown in table 1, there were significant 
differences in social class, as determined by 
the Hollingshead Two-Factor Index(10), 
with the Negro group weighted more towar 
social classes IV and V. 

Clinical Setting 


No depressed Negro patients were treated 
in the psychiatric unit of the general E 
pital during the study. The CMHC and t E 
state mental hospital provided the man 
facilities where Negro depressives wer 
admitted. 
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TABLE 1 
Negro-White Differences 
NEGRO WHITE 
VARIABLE N (PERCENT) N (PERCENT) SIGNIFICANCE N Ena 
Age (years) 33.6 36.1 NS 
Sex 
NS 
Male 4 (13) 52 (27.8) 
Female 27 (87) 135 (72.2) 
5 Total 31 (100) 187 (100) 
Social Class x?=13.965, df=3 
=0.003 
en o (0) 31 (17.1) C 31 (14.6) 
W 2 (6.5) 26 (14.4) 28 (13.2) 
Y 12 (38.7) 77 (42.5) 89 (42.0) 
i 7 (54.8) 47 (26.0) 64 (30.2) 
otal 31 (100) 181° (100) 212 (100) 


01 187 white patients, six could not be given a social class group. leaving a total of 181 for this analysis 


Negro- White Comparison: Total Sample 


As an initial analysis, the total samples of 
Negro-white patients were compared on 
38 individual variables, of which 28 were 
clinical symptoms. Of this group, there were 
significant differences (at the five percent 
level) in the following ten variables: dis- 
tinct quality of depression, guilt, pessimism, 
hopelessness, helplessness, irritability, de- 
layed insomnia, retardation, agitation, and 
global rating of severity of illness. 

. However, before interpreting these find- 
ings it was necessary to control for social 
class because of the significant differences 
between Negroes and whites. 

Negro-White Comparison: Classes IV and 
V Only 

A second analysis was then made, com- 
paing Negro and white groups in social 
io d and V only. This sample comprised 
iis egroes and 124 whites. The results of 
a. i are in table 2. In fact, there 
" T ew clinical differences by social class, 
n the findings in the unmatched sample 
were similar. 

d punt the historical or personality vari- 
thes show significant differences. Among 
deen variables, Six were significantly 
En v distinct „quality of depression, 
Fi eelings, pessimism and hopelessness, 
E rre delayed insomnia, and severity 
ee On all these items, Negroes had a 

0 T mean score than did the white group. 
Virus could infer that this lower score on 
"ale ual clinical items was related to the 
E Score on severity; i.e., the Negro 
im P generally was less ill and would there- 
pr: lower on some individual symp- 

. This interpretation is supported by the 
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significantly lower mean score for Negroes 
on clinical factor I. This was the first factor 
extracted in a factor analysis of the matrix 
of intercorrelations from 28 items of the 
modified Hamilton scale, applied to the 
whole patient sample(11). It is a unipolar 
factor that is best interpreted as a measure 
of severity and that correlates 0.60 with the 
clinician's global rating of severity. Thus, 
on this factor the Negroes are less ill. In 
contrast, clinical factor II, the second fac- 
tor in the same factor analysis, is bipolar 
and seems to be a neurotic-endogenous 
continuum. Scores on factor II do not 
differentiate the groups. 
Negro-White Comparisons on a Matched 
Subsample 

Because of the differences in severity of 
illness, we controlled for this variable by 
matching each Negro patient with a white 
patient of the same global severity, social 
class, sex, and age (using the following 
age groups: 21 to 34, 35 to 44, and 45 and 
over). We then tested the mean differences 
on the same 38 variables; students tested 
the matched groups of 31 Negroes and 31 
whites. The means for the Negro group are 
very similar to the means in table 1. The 
white group, then, differed significantly on 
only one item—helplessness. The Negro 
group had a significantly lower mean for 
helplessness than the white group (t 23.13, 
p -0.01). Thus, controlling for the differ- 
ence in severity of illness between the groups 
eliminated the differences, with the excep- 
tion of the variable of helplessness. 


Discussion 


Mental illness among Negroes has been 
[107] 
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TABLE 2 
Comparison of Negro and White Patients in Social Classes IV and V 
NEGRO WHITE 
VARIABLE N MEAN sD N MEAN sD P 
1 Age 29 33.5 10.1 124 352 11.5 NS 
2 Length of illness (mo.) 29 5.97 5.60 124 9.67 15.0 NS 
3 No. of previous 
depressions 29 0.62 1.02 124 1.02 1.36 NS 
4 Alcohol abuse 29 0.66 0.94 118 0.40 0.81 NS 
5 Total RLE score 25 130.5 83.6 105 107.6 73.4 NS 
6 MPI (neuroticism 
score) 27 348 11.7 101 34.3 10.7 NS 
7 MPI (extraversion 
score) 27 24.0 6.95 101 21.9 9.21 NS 
8 Depressed feelings 29 3.55 0.99 123 3.81 0.88 NS 
9 Distinct quality of 
depression 27 0.89 0.89 113 1.56 1.39 <0.02 
10 Diurnal variation * 29 6.10 2.34 123 6.07 2.77 NS 
11 Reactivity to 
environment 29 3.35 1.17 124 2.94 1.24 NS 
12 Guilt feelings 29 1.93 1.25 124 2.62 122 «0.01 
13 Pessimism and 
hopelessness 29 221 101 124 2.79 125 «0.02 
14 Suicidal tendencies 29 3.31 2.12 124 3.27 1.86 NS 
15 Depersonalization 29 0.52 0.87 124 0.71 T1511 NS 
16 Obsessional 
symptoms 29 0.83 0.89 124 0.85 1.06 NS 
17 Helplessness 29 1.86 1.53 123 2.76 1.47 «0.01 
18 Loss of interest in 
work 28 2.64 134 123 3.02 1.32 NS 
19 Fatigue and loss of 
energy 29 3.38 1.55 123 3.10 174 NS 
20 Psychic anxiety 29 241 1.38 124 271 131 NS 
21 Somatic anxiety 29 2.55 127 124 2.57 1.37 NS 
22 Constipation 29 0.72 1.41 123 0.76 1.40 NS 
23 Appetite change* 29 7.83 2.95 116 7.95 2.81 NS 
24 Hypochondriasis 29 1.45 1.33 124 1.32 1.65 NS 
25 Paranoid ideas 29 0.83 1.20 124 0.77 1.39 NS 
26 Irritability 29 2.79 1.63 123 2.24 1.70 NS 
27 Initial insomnia 29 2.45 1.99 123 2.24 2.02 NS 
28 Middle insomnia 29 2.72 1.89 122 2.10 2.03 NS 
29 Delayed insomnia 29 0.69 1.29 121 1.51 1.92 <0.05 
30 Insight loss 29 1.10 1.37 124 0.98 1.60 NS 
31 Retardation 27 085 123 121 0.50 097 NS 
32 Agitation 27 0.59 0.84 122 1.09 1.35 NS 
33 Hostility 29 0.62 1.08 ^ f NS 
34 Self-pity 29 p52 108 124 0.65 146 NS 
35 Depressive 3 f 124 1.06 1.32 
delusions 2: 
36 Global severity ? 9 g va GRIS EE T 
of illness 29 2.90 0.72 124 3.36 0.89 6091 
37 Clinical factor | 29 -0.38 0.95 y 
ini . ; 124 0.07 1.02 «0.05 
38 Clinical factor Il 29 029 0.84 124 0.02 104 NS 
"Variables 10 and 23 are compo: 


of two raw scores 


each. i ji li ing; and 
for variable 23, appetite change, anorexia scores more highly Var r e Dind Eo Ta maan anna ae 


the subject of considerable interest and 
speculation but limited statistical research 
Attempts have been made both in Africa 
and the United States to ascertain quan- 
titative estimates of incidence and preva- 
lence of not only mental illness but also 
specific disorders, such as depression. 
Previous studies, relying mainly upon 
~ public hospital admissions data, indicated 
higher rates for major psychoses—schizo- 
phrenia and brain syndromes—and lower 
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rates for depression and psychoneuroses 
both in the United States(1, 2) and 1 
Africa(12). These trends have variously 
been interpreted as having racial-genetic OF 
Sociocultural bases. The relative infrequency 
of clinical depression among Negroes in the 
southern United States and central Africe 
has received particular attention because ° 
theoretically predicted associations 5€. 
tween depression and personality types 9? 
nuclear conjugal family structure(13). 
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In part supported by evidence for lower 
suicide rates among Negroes, the hypoth- 
esis has been advanced that Negro adults, 
by virtue of cultural norms and child-rear- 

Ling practices, are less likely to internalize 
hostility(1), a psychodynamic mechanism 
purported to influence depression and sui- 
cide, Recent studies in the United States 
and Africa have questioned the validity of 
many of the statistical data upon which 
these interpretations are based(14). 

The study reported in this paper was not 
designed as a truly epidemiological survey 
and cannot supply estimates of incidence or 
prevalence of depression. However, it is 
Noteworthy that the overall percentage of 
Negroes in the sample (17 percent) corre- 
sponds closely to the recent U. S. census 
teport that Negroes represent 11 percent of 
New Haven’s metropolitan area population. 


Clinical Trends and Symptom Patterns 


In addition to the incidence of depression, 
attention has also been focused upon symp- 
tom patterns among Negroes who are de- 
Pressed. It has been claimed that guilt and 
Self-blame are relatively infrequent and 
Somatic complaints common. Earlier stud- 
les of southern Negroes(15, 16) suggested 
that they markedly lacked suicidal ideation 
and behavior and ideas of guilt and sin. 
Similar statements about the absence of 
guilt feelings in African Negroes have been 
Bete by Carothers(12) and Lamont(17). 

ne must remember, however, that these 
ge viously reported differences were based 
Nd impressions and not on con- 
M comparison. Differences in cultural 
Th es must also be taken into account. 

ese symptom patterns are not corrob- 
NS in the present study, perhaps because 

€ Negro groupis a northern one. 
Eon authors have also mentioned a 
ndency for Negro psychiatric patients to 
CMM a plethora of somatic symptoms(4, 
» 18). This should have shown up in the 
, Present study in higher scores among Ne- 
m for hypochondriasis, but there is no 
A enl The original hypotheses applied 
wh egro psychiatric patients in general, 
fe ereas the present study was limited to 
Bc patients. Nevertheless, as somatic 
Een are common in depressed pa- 

S, one would expect such a difference to 
€ apparent in this study. Our negative find- 
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ings suggest the need for a reappraisal of 
this supposed characteristic of Negro mental 
patients. 

The lower score for Negroes on helpless- 
ness is not simple to interpret. The score on 
this item was based on the patient’s verbal 
response to questions such as: “Have you 
felt helpless, unable to control what hap- 
pens to you?" “Have you felt at the mercy 
of others?" Difficulties in understanding 
and communication between white psychia- 
trists and Negro patients may have played 
a part in the scores. Moreover, significant 
results can occur by chance when large 
numbers of statistical tests are employed, as 
in this study. If the difference is real, how- 
ever, it may be based on different life ex- 
periences between the groups: If life is a 
greater struggle for American Negroes, 
they may be more self-reliant and less sus- 
ceptible to feelings of helplessness. 

Also interesting is the lack of personality 
differences between Negroes and whites as 
measured by MPI neuroticism and extra- 
version scores. Miller and associates(5), in 
a study of psychiatric outpatients by the 
Minnesota Multiphasic Personality In- 
ventory (MMPI), were also impressed by 
the lack of differences between Negroes and 
whites, even though they did not try to cor- 
rect for social class. 

The findings of differences in ratings of 
severity of illness, even after allowing for 
difference in social class, merits special at- 
tention. A number of explanations are pos- 
sible for the finding that the Negro group 
was less severely disturbed than the white 
group. It could be the consequence of differ- 
ences in quality of communication between 
Negro patients and a white psychiatrist as 
compared to white patients and a white 
psychiatrist. 

Such an explanation would agree with the 
report by St. Clair(18) of differences in 
interview experiences by a white psychia- 
trist with Negro and white patients. Sim- 
ilarly, DeHoyos and DeHoyos(19) noted 
that Negro schizophrenics reported fewer 
symptoms than white schizophrenics. They 
attributed this to problems in motivation 
and understanding between Negro patients 
and white middle-class therapists. A 

However, it is possible that the differences 
in severity are real. Negro families may be 


[109] 


T mele 


334 


less tolerant of depressive behavior and de- 
pressive symptoms. Also, the CMHC, 
where the majority of Negro patients were 
seen (28 out of the 31), was well known to 
the Negro community. It had been an ex- 
plicit aim of the center to be involved with 
the local community, particularly the local 
Negro ghetto area, and efforts had been 
made to relate the center to this community 
and its agencies. Supporting this latter ex- 
planation is the fact that prior to treatment, 
the average length of illness of the Negro 
patients (6.0 months) was less than that of 
the white patients (9.7 months). Although 
this was not statistically significant, Negroes 
did tend to seek treatment sooner. 


Methodological Issues 


In any cross-cultural or comparative 
ethnic study, the methodological issues are 
complex and multiple. In the current Amer- 
ican situation, research on Negro-white 
comparisons, while vital for public policy 
and theory-building in social psychiatry, is 
especially difficult. Experience with this 
study highlighted three important methodo- 
logical issues: the need to control for social 
class; Negro and white patients’ differential 
access to and utilization of mental health 
facilities in the community; and barriers to 
communication and understanding between 
the white researcher and Negro patient. 

The need to control for social class is 
readily apparent, yet infrequently under- 
taken(20) Since the American Negro is 
economically and educationally disadvan- 
taged, findings of Negro-white differences 
are consequently confounded by the inter- 
action of ethnic group membership and 
social status. In a recent study of ethnic 
differences in schizophrenic psychopathol- 
ogy, Fabrega and associates(21) found that 
many of the differences among a sample 
of Negroes, Mexican-A mericans, and Anglo- 
Americans were due to social class, par- 
ticularly the Negro-Anglo differences. In 
the present study, when social class was 
controlled only a small number of differ- 
ences were found. 

The difference in severity suggests the 
second methodological issue: differential 
access of Negro and white patients to men- 
tal health facilities. The white patient is 
more likely to have access to and seek out 
private physicians, including psychiatrists, 
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and, if hospitalization is required, to gain 
admission to general hospital units. This 
probably relates to differences in tolerance 
of mental illness and capacity of family and 
ethnic groups to economically and emo- 
tionally support members with symptoms 
and handicaps(22). 

In the present study this factor could not | 
be controlled for; to do so would require a 
sampling technique that included patients 
treated in the private sector. However, the 
barriers to communication between white 
professional and Negro patients may also 
be a factor in this difference. The present 
study was not designed to separate these 
two possibilities. Only further research with 
both Negro and white interviewers could 
provide information about the relative im- 
portance of these two factors. : 

These three points must be considered 
when interpreting data on ethnic differ- 
ences. Although they call for experimental 
and statistical control, they need not pre- 
vent judicious interpretation of survey data. 


Summary 


In an attempt to understand the possible 
role of Negro ethnic membership in clinical 
depression, the authors undertook a com- 
parison of Negro-white patients in a range 
of mental health facilities. The clinical his- | 
tory and symptomatology of a total sample 
of 220 patients (of whom 17 percent were | 
Negro and 83 percent were white) were 
studied. 

Previous reports had indicated that Ne- | 
gro depressives were less likely to show guilt 
and suicidal trends and more likely to T€ 
port somatic complaints. 

In summary, the differences between m 
two groups that one might have expecte® 
based on statements from the NOU 
were conspicuous only by their absence. or 
must agree with Wagner(23), who Ed 
“One cannot help being impressed anm 
reading the individual records, by the ? j 
sence of any quality which could be cO" 
sidered negroid.” 
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Placebo-Control Evaluation of Desipramine in Depression 


BY ANTHONY LAPOLLA, M.D., AND HARRY JONES, 


A double-blind clinical trial was conducted 
to compare the effectiveness of desipramine 
and placebo in newly hospitalized patients. 
Analysis of data from 74 patients (34 on 
desipramine, 40 on placebo) showed that in 
patients with endogenous depression, the 
response to desipramine was superior to re- 
sponse to placebo as early as the fifth day 
of treatment; in patients with neurotic (re- 
active) depression, no significant differences 
In response were found. 


A or REPORTED uncontrolled 
th Study of desipramine hydrochloride(1), 
€ desmethyl metabolite of imipramine, in- 


~ 

calhe authors are with Camarillo State Hospital, 
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dicated that the drug was an effective anti- 
depressant, confirming earlier investigations 
(2-4). Treatment initiated at a dosage level 
of 200 mg. daily produced a marked re- 
sponse in most cases in less than a week—a 
more rapid action than we had observed 
with the parent compound(s). Results 
seemed to be somewhat better in psychotic 
depressions than in neurotic depressions, 
but the groups were too small to draw def- 
inite conclusions. A larger, double-blind 
investigation of desipramine seemed to be 
warranted on the basis of these preliminary 


findings. 
Method 


Desipramine hydrochloride capsules of 
25 mg. each or matching placebo capsules 
were dispensed by the hospital pharmacist 
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TABLE 1 
Characteristics of Two Treatment Groups 
DESIPRAMINE PLACEBO 
ITEM N-34 N=40 
Age 
Range (years) 26-67 19-74 
Mean (years) 43.2 441 
Sex 
Male 3 3 
Female 31 37 
Diagnosis 
Endogenous 
depression 21 28 
Reactive 
depression 13 12 


according to a randomized drug assign- 
ment list as each patient was enrolled in the 
study. Patients selected for treatment had 
been recently admitted because of moderate 
to severe depressive reactions; a diagnosis of 
the type of depression was made at the time 
the patient was started in the study. Schizo- 
affective patients were not included in the 
study. 
` At each examination and interview, symp- 
toms of depression and their severity were 
noted and an overall assessment of any 
change from the initial examination was 
made. These global ratings of response were 
standardized as worse (-1), no change (0), 
slight improvement (+1), moderate to 
marked improvement (+2), and complete 
remission (--3) The depressive state was 
then assessed by completing a ten-item de- 
pression rating scale based on that used by 
Lehmann(6) and revised by Rockliff(7, 8). 
The items are concerned with mood, general 
appearance, psychomotor retardation, sui- 
cidal tendencies, impairment of work and 
Social interest, feelings of guilt, agitation, 
insomnia, somatic complaints, and appetite. 
Since each item is rated on a four-point 
severity scale of 0 to 3, the highest total 
score on the Lehmann-Rockliff Scale is 30. 

In most cases patients were Started on 
two capsules of medication four times daily. 
Because of an administrative error a few 
patients were given two capsules three 
times daily, but this subsequently proved to 
involve only three patients on desipramine. 
The initial dosage level was maintained 
throughout the treatment course unless ad- 
verse effects necessitated downward adjust- 
ments. 

The period of treatment was four weeks, 
but some patients were lost to observation 
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for various reasons before the end of the 
full course. Examinations and clinical assess- 
ments were made before treatment (day 0) 
and on days 3, 5, 7, 10, 14, 21, and 28. 

No other psychotropic drugs were ad- 
ministered, and only single doses of hyp- 
notics at bedtime were permitted in cases 
of severe insomnia. 


Results 


A total of 84 patients entered the study. 
Of these, ten were excluded from the analy- 
sis of results: two patients, one on drug and 
one on placebo, refused medication after a 
few days of treatment; two patients, one on 
each medication, stopped therapy because 
of side effects; two patients were removed 
from the study early and given ECT; one 
left the hospital without permission; one 
improved, went on home leave, and was not 
rated; one was not seen for ratings; and one 
was excluded after being diagnosed a$ 
schizoaffective. : 

Of the remaining 74 patients, 34 received 
desipramine and 40 received placebo. Com- 
parison of the two treatment groups by age, 
sex, and diagnosis is presented in table l. 
Five of the patients on desipramine Mo 
discharged from the hospital before the E 
of three weeks of treatment because O 
marked improvement, while no patient B 
placebo was discharged this early for the 
same reason. One patient on placebo was 
transferred to ECT on her 16th day. 

Only three assessments of global response 
were recorded as "worse" in any poten 
at any time, so this category was combine 
with “no change” in evaluating these dath 
When the global ratings at each intecis 
were tested for intergroup differences 1 
chi square, only the difference on the tene 
day of treatment was found to be significan, 
(p <.05). By the 14th day the distributions 2 
global improvement had changed so tha 
the better results in the desipramine e 
were no longer statistically significant. T é 
actual ratings at these two intervals are prO 
vided in table 2. 

The mean scores on the Lehmann-Rock- 
liff Scale (LRS) were very similar in the two 
groups before treatment (desipramine, 2 ss 
placebo, 22.8). The rate of improvement © 
the desipramine group, as measured by * 


T 5 er 
drop in score at each interval, was great 
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TABLE 2 


Global Ratings of Response in Two Treatment 
Groups on the Tenth and 14th Days of Treatment 


DESIPRAMINE PLACEBO 
DAY 10' DAY 14 DAY 10° DAY 14 
RESPONSE N=32 N=31 N=40 N=40 
Complete remission 7 11 6 9 
Moderate 
improvement 17 13 11 12 
Slight improvement 5 4 11 7 
Worse or unchanged 3 3 12 12 


“Intergroup difference on day 10 was statistically significant at the .05 
level (chi square) 


than in the placebo group. The difference 
reached a statistically significant level on the 
seventh, tenth, and 14th days of treatment, 
using analysis of covariance. The mean 
LRS scores at all intervals are provided in 
table 3. 

Because of the greater sensitivity and ease 
of handling provided by the LRS scores, 
further analysis was restricted to this mea- 
surement. When mean LRS scores were ex- 
amined by diagnostic category, it became 
evident that the overall differential response 
to the drug was attributable to the group 
with endogenous depression. In these pa- 
tients, a better response to desipramine 
produced a statistically significant differ- 
ence (p «.01) by day 5, and this difference 
persisted through day 21. Since five greatly 
improved patients in the drug group had 
been discharged (as against one on placebo) 
and one unimproved patient on placebo had 
been withdrawn from the study for ECT by 
the 28th day, the intergroup difference was 
No longer significant at that interval. The 
Neurotic depressives, on the other hand, 
Showed somewhat better improvement on 
Placebo than on drug, but at no interval 
Were the differences statistically significant. 
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Adverse reactions to treatment were un- 
common. One woman with involutional 
depressive reaction developed a pruritic 
rash after a few days of desipramine therapy 
and administration of the drug was stopped. 
Two patients complained of dry throat or 
mouth and one reported dizziness, but ther- 
apy was not interrupted. One patient re- 
fused further medication after a few days 
because of weakness and visual disturbances. 
Increased agitation occurred in one patient 
on drug and two on placebo, and they were 
withdrawn from the study. Dosage of desi- 
pramine was decreased from 200 mg. to 150 
mg. daily only in the case of the patient who 
reported dizziness. 


Discussion 


The results of this double-blind study con- 
firmed our earlier impression(1) that desi- 
pramine is an effective antidepressant and 
that its therapeutic action probably be- 
comes evident more rapidly than is the case 
with imipramine. In a double-blind study 
comparing these two drugs(9), Wilson and 
others noted a trend, particularly after one 
week of treatment, in favor of desipramine 
with regard to rapidity of response, al- 
though the overall results at the end of four 
weeks tended to favor imipramine. 

In attempting to determine how rapidly 
one treatment works in comparison with 
another, it is necessary to assess the status 
and the progress of each patient at frequent 
intervals. If the first assessment is made 
after one week of treatment, obviously one 
will then miss any difference between treat- 
ments that may have occurred earlier. In 
this clinical trial we were able to pick up a 


TABLE 3 


Mean Total Lehmann-Rockliff Scores in Tw! 


'o Treatment Groups 


ENDOGENOUS DEPRESSIVES 


NEUROTIC DEPRESSIVES 


INTERVAL Di z ALL PATIENTS r EAN 
(Days) MINE N PLACEBO N DINE. N PLACEBO N MINE N PLACEBO N 
0-9 2263A 22894 aon SAA 21 237 28 205 13 205 12 
z 16.2 34 18.7 40 17.0 21 204 28 148) 013 (53147 202 
5 144 34 172 40 146 21 195: 28 — 142 13 "18 12 
7 107* 34 149° 40 106t 21 173t 28 108 13 9.3 449] 
19 32 140* 40 87° 21 166** 28 107 11 80 12 
i 2'* 81 12.6°* 40 74+ 21 15.2t 28 97 10 6.6 12 
2 74 29 110 39 GENS peal 4aaces BL UST E pd 
zn 79. .26 | 105. | 36 21. 16 117 26 89 10 25 AO 
* Difference between the groups was statistically significant at the .02 level analysis of covariancel. 
Difference between the groups was statistically significant at the .002 level. 
}_ Difference between the groups was statistically significant at the O1 level. 
Difference between the groups was statistically significant at the .001 level. 
[113] 
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highly significant difference between the 
responses of two treatment groups as early 
as five days after starting therapy. 

If assessments are to be performed this 
frequently, the use of burdensome and time- 
consuming rating instruments would be a 
teal handicap. We had originally planned 
to use only global assessments of response 
but decided to include the Lehmann-Rock- 
liff Rating Scale because of its simplicity 
and the fact that it can be completed and 
scored in a few minutes. As it turned out, 
the LRS scores proved to be more useful in 
measuring changes and eliciting intergroup 
differences than the global ratings. 

Finally, the value of classifying depressive 
patients in any drug study, at least into the 
two broad categories of endogenous and 
neurotic (reactive) depressions, has been 
nicely demonstrated by the contrast in 
findings in this study. The poor showing of 
desipramine in neurotic depressives was not 
so much due to a lack of response to the 
drug as to the excellent improvement that 
occurred in these patients through the in- 
fluence of the hospital milieu, minimal 
psychotherapy, and placebo. It should be 
noted that some of these patients showed 
anxiety, and antidepressant therapy alone 
may have aggravated anxiety-related symp- 
toms, thus accounting for the somewhat 
slower recovery of the patients on drug. 
These findings are strikingly similar to those 


in another controlled study(10) of desi- 
pramine, 
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The results in patients with endogenous 
depression seem to confirm the claim by 
many European investigators that the tri- 
cyclic antidepressants are most effective in 
this type of depression, as may also be true 
of ECT(11). 
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Imipramine and Lithium Effects on Biogenic Amine 
Transport in Depressed and Manic-Depressed Patients 


BY DENNIS L. MURPHY, M.D., ROBERT W. COLBURN, PH.D., 


JOHN M. DAVIS, M.D., AND WILLIAM E. BUNNEY, JR., ^ 


It is often risky to extrapolate to man the 
results of animal studies on the mechanism 
of action of psychoactive drugs. In this study, 
platelets obtained from patients before and 
during treatment with imipramine and lith- 
ium were used to determine whether the 
effects of these drugs suggested by animal 
studies to be involved in cell membrane 
transport could be identified in these human 
cells. Imipramine was found to inhibit and 
| lithium to stimulate amine transport in 
platelets, confirming that the cellular effects 
of these drugs in man are similar to their ef- 
fects on brain cells from animals. 


A VARIETY OF evidence suggests that affec- 
FA tive disorders may be related to changes 
in those brain biogenic amines thought to 
function as neurotransmitters or modulators 
of neurotransmission, particularly norepi- 
Nephrine, dopamine, and  serotonin(1-4). 
Most of the evidence linking these mono- 
amines to behavior in man is indirect in that 
ìt is based on observations of changes in 
Psychologic state in man produced by drugs 
Em from animal studies to affect amines. 
Changes in urinary monoamine metabolites 
in man following administration of such 
ime affecting drugs as the antidepressant 
i ipramine have provided a connection be- 
ween clinical observations in man and the 
pharmacologic investigations in animals 
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(5,6). Changes in amine metabolism after 
treatment with imipramine may be due to 
inhibition of amine reuptake into presynap- 
tic sites following their release during neural 
activity(7,8). 

In order to examine directly in man cel- 
lular mechanisms important in the mode of 
antidepressant action of imipramine and 
also the antimanic action of lithium car- 
bonate(9), we have studied biogenic amine 
transport in blood platelets obtained from 
patients prior to and during treatment with 
these drugs. Platelets are different from 
other blood cells and most other body cells 
in that they possess amine storage vesicles 
and a cell membrane transport mechanism 
for biogenic amines, plus other character- 
istics very similar to amine-containing cells 
in brain and the peripheral nervous system 
(10, 11); see table 1. 


Methods 


Fifteen patients who were hospitalized for 
depression or manic-depressive episodes were 
studied: seven patients received imipramine 
(75-150 mg. per day) and ten were treated 
with lithium carbonate (1.2 to 1.8 gm. per 
day); two patients received both drugs at 
different times. Eight of the ten patients 
receiving lithium had experienced typical 
manic episodes previously and were diag- 
nosed as manic-depressive(12). Four of 
these patients were acutely manic and four 
were depressed at the time of this study. The 
other two patients receiving lithium were 
psychotically depressed. All four of the 
manic patients and two of the depressed 
patients with manic-depressive histories 
improved during lithium treatment, as de- 
scribed in detail elsewhere(12). All seven 
of the patients receiving imipramine were 
moderately to severely depressed; three 
of the five psychotically depressed patients 
but neither of the two manic-depressive 
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TABLE 1 
Similarities in the Amine Transport Process 
in Mammalian Brain Preparations and the 
Human Platelet 


RAT HUMAN 
CHARACTERISTICS BRAIN PLATELET 
Monoamine uptake 
250:1 concentration gradient Yes Yes 
Saturation kinetics Yes Yes 
Temperature-dependent Yes Yes 
Sodium-dependent Yes Yes 
Inhibited by: DNP*, F*, CN* Yes Yes 
Ouabain Yes Yes 
Imipramine Yes Yes 
Cocaine Yes Yes 
Amine storage vesicles Yes Yes 
MAO Yes Yes 
MAOI'— Tamina content Yes Yes 
Reserpine — amine release Yes Yes 
Nonuptake 
Monoamine synthesis Yes No 
Monoamine release by 
electrical stimulation Yes No 


"Abbreviations; DNP 2-4, dinitrophenol: F fluoride: CN cyanide; MAOI 
monoamine oxidase inhibitors. 


patients improved during the imipramine 
treatment period. 

All drugs were given under double-blind 
conditions with placebo substitution before 
and after the period of active drug adminis- 
tration. No study was begun earlier than 
ten days after other drugs had been discon- 
tinued. During the study period, the patients 
did not receive other drugs except for occa- 
sional chloral hydrate, 0.5 to 1.5 gm.per day, 
which does not affect platelet amine trans- 
port. All patients were studied on two sepa- 
rate days in the week prior to drug admin- 
istration and again on two days during the 
second week of lithium or imipramine treat- 
ment. The patients treated with lithium 
received a constant sodium diet (85 mEq 
per day) during the period of study, and 
all patients received a diet with restricted 
monoamine constituents. Serum lithium 
levels were maintained in the therapeutic 
range of 0.85 to 1.30 mEq/liter. 

The methods for the amine transport 
measurements in platelets have been pre- 
viously described(13,14). In brief, platelet- 
rich plasma prepared by slow centrifugation 
is incubated directly with "C-serotonin 
(1 nmol) or ?H-metaraminol (22 nmol) for 
three to ten minutes at 37C. After high 
speed centrifugation, the radioactively-la- 
beled amine is extracted from the platelet 
pellet into perchloric acid and counted by 
liquid scintillation spectrometry. Negligible 
metabolism of the amines, as determined 
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by thin layer chromatography, occurs dur- 
ing these short incubation periods. Student’s 
t test was used for the statistical analyses, 
Serotonin transport was studied since 
in brain the transport mechanisms for 
serotonin and norepinephrine are very sim- 
ilar and since serotonin is concentrated in 
platelets somewhat more avidly than other 
biogenic amines. Moreover, monoamine 
oxidase inhibitors, reserpine, and imipra- 
mine have similar effects on brain serotonin 
and norepinephrine(10). In addition, the 
amino acid precursor of serotonin, trypto- 
phan, has antidepressant properties(2). 
Metaraminol was studied since it is struc- 
turally similar to norepinephrine and is 
transported in other tissues in a manner 
similar to that of norepinephrine. Further- 
more it has the advantage of undergoing 
no metabolic destruction by monoamine 
oxidase (MAO), thus providing a direct 
measure of transport uninfluenced by this 
major pathway of amine metabolism(15). 


Results 
Effects of Imipramine 
Treatment with imipramine (75-150 


mg. per day) led to a significant decrease 
(p «.001) in the initial rate of uptake of se 
rotonin and of metaraminol (figure 1). 

The inhibitory effect of imipramine 0n 
serotonin uptake in platelets was demon- 
strated to be of the competitive type as 1m- 
dicated by double-reciprocal (Lineweaver 
Burk) plots (figures 2 and 3). Higher dosage 
of the drug led to greater inhibition in the 
two patients shown in these figures, who 
received 75 mg. per day for two weeks fol- 


FIGURE 1 


Decrease in Platelet Serotonin and Metaraminol U 
During Imipramine Treatment 


ptake 
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FIGURES 2 AND 3 


: Increased Competitive Inhibition of Serotonin Transport 
Resulting from Increased Dosage of Imipramine in Two Depressed Patients 


Imipramine 
(150 mg, per day) 


Imipramine 
(75 mg. per day) 


g& 
mear 


a 
Pre-tmipramine 


1/"C- SEROTONIN CONC. (uM) 


lowed by 150 mg. per day for two weeks. 
The observations by Hammer and Sjoqvist 
(16) that plasma levels of tricyclic antidepres- 
sants differ several-fold in individuals on 
identical dosage schedules may explain the 
differences in inhibition of serotonin uptake 
between these two patients. 
Effects of Lithium 
_ Treatment with lithium led to a significant 
increase (p <.01) in the initial rate of uptake 
of serotonin and of metaraminol (figure 4). 
LER hi when added in vitro in 
I ians of one to five times those 
ie in patients (1, 2.5, and 5 mEg/ liter) 
ue Not affect serotonin or metaraminol up- 
ien in platelets from control patients; in 
Ra imipramine has previously been 
; n to be an effective inhibitor of uptake 
TRECE, following in vitro addition(17). 
iss Sos bs s differences in amine uptake 
ai d to diagnosis, clinical state, or clini- 
aU esponse to lithium or imipramine were 
served in this small patient group. 
gee platelet counts in the patients re- 
i E imipramine 218 + 12,000/ mm?) 
ston ose | receiving lithium (284,000 + 
ie /mm?) were not statistically dif- 
ent from the pre-drug control values 
(291,000 + 14,000/mm?). 


Discussion 


s this study, the effects at the cellular 
el of imipramine and lithium on amine 
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uptake previously demonstrated in mam- 
malian brain preparations(9,18) have been 
observed in man under ordinary therapeu- 
tic dosage conditions. Essentially in vivo 
conditions were maintained using unmodi- 
fied platelet-rich plasma from patients re- 
ceiving the drug, thus insuring that imipra- 
mine and lithium levels were unaltered 
during the incubations. The necessity for 
assessing the actions of drugs like lithium 
during long-term administration is indicated 
by the lack of an immediate effect of lithium 
on amine uptake in vitro, a difference that 
had also been observed with brain synapto- 
somes(9). 

The most marked effect of imipramine 
is on the initial rate of amine uptake(14). 
Therefore, the failure to observe the uptake- 
inhibiting effect of imipramine in the one 
previous study during in vivo treatment(19) 
most likely was due to the hour-long incu- 
bation period used. The decrease in platelet 
serotonin content that develops gradually 
over two to three weeks of continued imi- 
pramine treatment probably results from 
this inhibition of uptake in newly-formed 
platelets(20). 

Mode of Action of Imipramine 

Whether the clinical effects of imipramine 
and lithium are directly related to their 
effects on biogenic amine transport is not 
yet known. In the case of imipramine and 
the other tricyclic antidepressants, there is 
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FIGURE 4 
Increase in Platelet Serotonin and Metaraminol Uptake 
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a large body of evidence from animal studies 
suggesting that their competitive inhibition 
of biogenic amine uptake, which leads to 
a potentiation of biogenic amine effects, is 
their major mechanism of action(7, 8). This 
evidence, combined with their clinical effi- 
cacy as antidepressants, has in fact provided 
some of the bases for the hypotheses im- 
plicating norepinephrine and serotonin in 
the etiology of affective disorders(1-4). 
Their ability to trigger manic episodes ac- 
companied by changes in urinary catechol- 
amines and in rapid eye movement sleep 
(which seems related to catecholamines in 
brain) supports this view(21). 

In addition, Glowinski and Axelrod have 
compared six different drugs that are struc- 
turally similar to imipramine and found that 
drugs that have the highest clinical antide- 
pressant efficacy are also the most active 
inhibitors of biogenic amine transport in 
brain tissue(18). Of further support for the 
importance of amine uptake is the recent 
report by Hendley and Snyder that some 
MAO-inhibiting antidepressants such as 
tranylcypromine and phenelzine also inhib- 
it amine uptake. This effect on uptake corre- 
lates more closely than their effect on MAO 
with their antidepressant efficacy in patients 
(22). 

Mode of Action of Lithium 


Although studies with lithium have dem- 
onstrated alterations in axonal and synap- 
tic action potentials when lithium is sub- 
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stituted for sodium (ie, 140 mEg/liter 
concentrations), lithium has minimal effects 
on most cellular functions at the concentra- 
tions (1 mEg/liter) used clinically(23, 24). 
Thus it is of special interest that these low 
concentrations of lithium do affect the up- 
take, release, and turnover of biogenic 
amines in animal brain(9, 25-28). Lithium 
has been less studied than the tricyclic anti- 
depressants and there is even less evidence 
available to establish a relation between 
these effects on brain amines and its clinical 
effects. However, lithium appears to act in 
several ways that could diminish the effec- 
tive levels of amines at synapses, thus sug- 
gesting that such effects could be involved in 
the cellular basis of its antimanic action. 


Theoretical Inconsistencies and Influence 
of Clinical State 


There are, however, some problems and 
inconsistencies in these suggested. modes 
of action of imipramine and lithium. In 
the case of imipramine, the often-described 
one- to three-week delay in the onset of 
clinical change does not correlate well with 
the nearly immediate effects of the drug on 
amine uptake, particularly since steady-state 
blood and brain levels are reached quite 
rapidly. Besides the possibility of a psycho- 
logical lag period in the antidepressant 
response, it is possible that other effects 
of imipramine directly or indirectly related 
to effects on uptake, such as changes in 
amine synthesis(29) or effects of the drug 
on amine storage vesicles(30) or on the 
postsynaptic receptor(8), may also be Du 
volved. In addition, a phenothiazine-like 
neuroleptic effect of the tricyclic antide- 
pressants, especially when used in larger 
doses, may contribute to their therapeutic 
efficacy in some patients(8). 

In the case of lithium, evidence from the 
studies of Schou(24), Hartigan(31), and 
our own clinical study(12) indicates that 
lithium may have some antidepressant e 
fects in addition to its more prominent 
antimanic action. Schou has discussed sim- 
ilarities in some of the other clinical effects 
of lithium and imipramine and has suggest 
that both drugs may share mood-nor maliz- 
ing  properties(32). Phenothiazines an 
electroshock treatment (ECT) also have 
Some therapeutic effects in both depressed 
and manic patients; while phenothiazines 
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and ECT both alter brain biogenic amines, 
amine transport is not prominently affected 
(18, 33). On the biologic level, these shared 
therapeutic effects of psychoactive drugs 
on the phenomenologically “opposite” 
states of mania and depression suggest that 
mania and depression may share some com- 
mon underlying process or that these drugs 
exert a stabilizing effect in addition to their 
major antidepressant or antimanic proper- 
ties(12). 

It may be that some of the apparent com- 
plexity of the biochemical and clinical effects 
of imipramine and lithium will prove to be 
related to differences in the clinical state of 
the patients treated with the drugs. Pre- 
liminary impressions suggest that depressed 
patients who have cyclic or bipolar histor- 
ies may respond better to lithium than 
patients without either regularly recurring 
depressions or previous manic episodes(12). 
Depressed patients who are retarded re- 
spond better than do agitated patients to 
imipramine(34). In normal individuals, lith- 
ium and imipramine have minimal psycho- 
logical effects compared to their marked 
effects in patients with affective disorders; 
imipramine is not a euphoriant and lithium 
Is not a depressant or sedative(8, 24). While 
no significant differences in platelet amine 
por have yet been observed between 
i erent patient groups, the methods em- 
oe in this study may be useful in study- 
ng individual patient responses to drugs 
affecting amines. 


Summary 


ae of imipramine and of lithium 
shied? on biogenic amine transport were 
RS - epressed and manic-depressive 
fuas to determine if the changes in cel- 
ies mine transport reported in mammal- 
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See H under ordinary clinical treatment 
eser Blood platelets obtained from 
these i before and during treatment with 
studies rugs were used for the transport 
iem Since platelets have many charac- 
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porting cells in brain. 
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during treatment with lithium carbonate. 
The evidence suggesting that these opposite 
changes in the uptake of monoamines may 
be related to the antidepressant effect of 
imipramine and the antimanic action of 
lithium was reviewed. Our direct demon- 
stration of the cellular effects of clinically 
used dosages of these drugs on biogenic 
amine transport in man supports the hy- 
potheses relating biogenic amines to mood 
and behavior. 


REFERENCES 


1. Bunney WE Jr, Davis JM: Norepinephrine in de- 
pressive reactions. Arch Gen Psychiat 13:483-494, 
1965 

2. Lapin IP, Oxenkrug GF: Intensification of the 
central serotonergic processes as a possible deter- 
minant of the thymoleptic effect. Lancet 1:132-136, 
1969 

3. Schildkraut JJ: The catecholamine hypothesis of 
affective disorders: a review of supporting evidence. 
Amer J Psychiat 122:509-522, 1965 

4. Schildkraut JJ, Kety SS: Biogenic amines and 
emotion. Science 156:21-30, 1967 

5. Haskovec L, Rysanek K: Excretion of 3-methoxy- 
4-hydroxy-mandelic acid and 5-hydroxy-indoleace- 
tic acid in depressed patients treated with imipra- 
mine. J Psychiat Res 5:213-220, 1967 

6. Schildkraut JJ, Gordon EK, Durell J: Catechol- 
amine metabolism in affective disorders, I; nor- 
metanephrine and VMA excretion in depressed 
patients treated with imipramine. J Psychiat Res 
3:213-228, 1965 

7. Gyermek L: The pharmacology of imipramine and 
related antidepressants. Int Rev Neurobiol 9:95-143, 
1966 

8. Klerman GL, Cole JO: Clinical pharmacology of 
imipramine and related antidepressant compounds. 
Pharmacol Rev 17:101-141, 1965 

9. Colburn RW, Goodwin FK, Bunney, WE Jr, et al: 
Effect of lithium on the uptake of noradrenaline by 
synaptosomes. Nature 215:1395-1397, 1967 

10. Murphy DL, Kopin I: The transport of biogenic 
amines. In preparation. 

11. Pletscher A: Metabolism, 
5-hydroxytryptamine in blood platelets. 
Pharmacol 32:1-16, 1968 

12. Goodwin FK, Murphy DL, Bunney WE Jr: Lithium 
carbonate treatment in depression and mania. Arch 
Gen Psychiat 21:486-496, 1969 

13. Colburn RW, Goodwin FK, 

Quantitative studies of norepinephrine 

synaptosomes. Biochem Pharmacol 

1968 

. Murphy DL, Colburn RW, Davis JM, et al: Stim- 

ulation by lithium of monoamine uptake in human 

platelets. Life Sci 8:1187-1193, 1969 

15. Giachetti A, Shore PA: Studies in vitro of amine 

uptake mechanisms in heart. Biochem Pharmacol 

15:607-614, 1966 

Hammer W, Sjoqvist F: Plasma levels of mono- 

methylated tricyclic antidepressants during treat- 


[119] 


transfer, and storage of 
Brit J 


Murphy DL, et al: 
uptake by 
17:957-964, 


16. 


344 


ment with imipramine-like compounds. Life Sci 
6:1895-1903, 1967 
17, Fuks Z, Lanman RC, Schanker LS: On the mem- 
brane effects of chlorpromazine: uptake of biogenic 
amines by the blood platelet and red cell. Int J 
Neuropharmacol 3:623-633, 1964 
18. Glowinski J, Axelrod J: Inhibition of uptake by 
tritiated-noradrenaline in the intact rat brain by 
imipramine and structurally related compounds, 
Nature 204: 1318-1319, 1964 
19. Haydu GG, Noreika L, Sankar DB, et al: Short- 
term effect of psychotropic drugs on platelets. Arch 
Gen Psychiat 9:108-110, 1963 
20. Marshall EF, Stirling GS, Tait AC, et al: The effect 
of iproniazid and imipramine on the blood platelet 
5-hydroxytryptamine level in man. Brit J Pharma- 
col 15:35-41, 1960 
21. Bunney WE Jr, Borge GF, Murphy DL, et al: The 
switch process from depression to mania. Read at 
the 125th anniversary meeting of the American 
Psychiatric Association, Miami Beach, Fla, May 
5-9, 1969 
22. Hendley ED, Snyder SH: Relationship between 
the action of monoamine oxidase inhibitors on the 
noradrenaline uptake system and their antidepres- 
sant efficacy. Nature 220:1330-1331, 1968 
23. Schou M: Biology and pharmacology of the lithium 
ion. Pharmacol Rev 9:17-58, 1957 
24. Schou M: Lithium in psychiatric therapy and pro- 
phylaxis. J Psychiat Res 6:67-95, 1968 
25. Corrodi H, Fuxe K, Hokfelt T, et al: The effect of 
lithium on cerebral monoamine neurons. Psycho- 
pharmacologia 11:345-353, 1967 
26. Katz RI, Chase TN, Kopin IJ: Evoked release of 
Norepinephrine and serotonin from brain slices: 
inhibition by lithium. Science 162:466-467, 1968 
27. Schanberg SM, Schildkraut JJ, Kopin IJ: The 
effects of psychoactive drugs on norepinephrine-H 
metabolism in brain. Biochem Pharmacol 16:393- 
399, 1967 
28. Stern DN, Fieve R, Neff N, et al: The effect of 
lithium on the turnover of brain and heart catechol- 
amines. Pharmacologist 9:210, 1967 
29. Neff NH, Costa E: Effect of tricyclic antidepressants 
and chlorpromazine on, brain catecholamine syn- 
thesis, in International Symposium on Antidepres- 
Sant Drugs, Edited by Garattini S, Dukes MNG. 
New York, Excerpta Medica Foundation, 1967, 
pp 28-34 ^ 
30. Reid WD, Stefano FJE, Kurzepa S, et al: Tricyclic 
antidepressants: evidence for an intraneuronal site 
A gom. Science 164:437-439, 1969 
: Hartigan GP: The use of lithium s lts i i 
disorders. Brit J Psychiat 109810814, 1963 re 
a nds Deepak) “mood-normalizers”: 
are lit um and the imipramine drugs speci 
SMS disorders? Brit J Psychiat re 
33. Kety SS, Javoy F, Thierry AM, et al: Sustained 
effect of electroconvulsive Shock on turnover of 
norepinephrine in central nervous System of rat. 
Proc Nat Acad Sci USA 58:1249-1254, 1967 x 
34. Overall JE, Hollister LE, Meyer F, et al: Imipra- 
mine and thioridazine in depressed and schizo- 
phrenic patients: are there specific antidepressant 
drugs? JAMA 189:605-608, 1964 


[120] 


IMIPRAMINE AND LITHIUM EFFECTS 
DISCUSSION 


Mocens ScHou, M.D. (Risskov, Denmark)— 
In this study the authors have made an impor- 
tant further contribution to our knowledge of 
the effect of lithium on amine transport. In a 
previous study they found that synaptosomes 
from rats pretreated with lithium showed a high- 
er in vitro uptake of labeled noradrenaline than 
did synaptosomes from control rats. In the pres- 
ent report a similar lithium stimulation is demon- 
Strated for another amine, serotonin, in a differ- 
ent system, blood platelets. The authors have 
moved away from the brain; however, they are 
now studying humans instead of rats. 

I find it particularly valuable that the authors 
did both in vivo and in vitro studies. Imipramine 
depressed serotonin uptake under both experi- 
mental conditions, but lithium was without ef- 
fect when added in vitro even in high concentra- 
tions. Two different explanations for this are 
possible: 1) the effect of lithium may not be due 
to a direct action of the lithium ion but may re- 
sult instead from changes that lithium produces in 
the platelets (or, conceivably, in plasma, since 
the platelets are incubated in their own plasma); 
or 2) lithium might not, under the conditions of 
the in vitro experiments, reach a sufficient con- 
centration in the platelets to produce any effect. 
It would be interesting to know the conditions 
of the in vitro experiments: temperature, equili- 
bration period, etc. Also, are data available con- 
cerning the concentration of lithium in platelets 
both in the in vivo experiments and in the in vitro 
experiments? How quickly does lithium enter the 
platelets and what is the equilibration ratio of 
platelets to plasma? Such information might 
help us in choosing among the alternatives indi- 
cated. 

The authors found that lithium stimulates 
serotonin uptake. In other systems(1) lithium 
is without effect on monoamine oxidase activity. 
If this is also true in platelets, one would expect 
to find an elevated serotonin content in the 
platelets of patients treated with lithium. Is that 
actually so? 

It would also be interesting to know whether 
the stimulation of serotonin uptake into platelee 
and of noradrenaline uptake into synaptosom 
produced by lithium is unique or whether mr 
same effects can be produced by other drugs 
treatment modalities (eg, electroconvulsi" 
treatment). x. i 

Until about a year ago, studies of lithium g 4 
fects on amine metabolism dealt only with p 
cholamines. It is presumably a good thing t ue 
Serotonin has been included. According to ES 
experiences, long-term administration of Eon 
lithium doses to rats, i.e., conditions comparab? 
to the therapeutic situation, exerts an effect 0 
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" serotonin neurons in the brain but leaves nora- 
drenaline neurons essentially unaffected(2). 

In these experiments, in which the drug under 
investigation was combined with administration 
of a tryptophan hydroxylase inhibitor, lithium 
and imipramine produced similar effects—a re- 
duction in the rate of serotonin depletion. Lithium 
and imipramine have also shown the same effects 
in experiments with intracisternal injection of 
labeled serotonin in rats(3). In the present study, 
however, lithium and imipramine had opposite 
effects. Is it conceivable that this combination of 
similarities and dissimilarities between these 
drugs is connected with their clinical properties? 
They both affect depressions. But whereas imipra- 
mine has a therapeutic effect and according to re- 
vent studies(4) is without prophylactic action, 
lithium is an active prophylactic agent but has 
only weak therapeutic effect against manifest de- 
pressions. 

We do not yet know whether the clinical effects 
of the drugs are in fact dependent on their inter- 
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ference with amine metabolism. But one is in- 
clined to agree with the conclusions of Murphy, 
Colburn, Davis, and Bunney that the available 
data provide indirect support for assuming a rela- 
tion between affective disorders and mono- 
amines. 
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Effectiveness of Lithium Carbonate in the 
Treatment of Manic-Depressive Illness 


BY CHRISTIAAN D. 


The author reports on the responses to lith- 
lum carbonate of 75 manic-depressive pa- 
emis, Lithium carbonate was found to be 
aid effective in the acute manic state but 
Moped merit in the treatment of acute 
lo age ae Its efficacy was inversely related 
panini SCSDOnSe TO the drug varied in some 
Wo wn 4 positive response at one time 
Eus ae ce for a similar response in 
a ni ent trials. The possibility of. different 
biochemical states underlying similar clin- 
ical states is discussed. 


Spurs WITH MORE than 3,000 patients 
s. ave led some investigators to the conclu- 
on that lithium carbonate is effective in 
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acute mania and prophylactic against recur- 
rent manic and depressive episodes. In this 
treatment program involving 150 patients, 75 
of whom were followed for at least three 
years, it became apparent that the immediate 
and long-term impacts of the drug are quite 
different. Only 60 percent of the patients 
who responded maintained their initial im- 
provement, although lithium was given 
throughout this three-year period. Further, 
patients who failed to respond to lithium on 
one occasion responded later and vice versa. 
Younger patients had a clearly superior 
response to the drug both during acute 
episodes of illness and in terms of sustained 
response. Finally, it appears that lithium 
may precipitate depression in some patients. 


Methods 


On admission, each patient was evaluated 
in a diagnostic staff meeting. Impressions 
were recorded in a mental status form that 
included both symptomatic and behavioral 
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EFFECTIVENESS OF LITHIUM 


TABLE 1 
Hospitalization Record for Group Aged 17-40 (N=21) 
RECURI 
M DURING TREATMENT 
CASE SEX THERAPY AGE AT HOSPITALIZATION MANIC DEPRESSIVE 
Staal UM x Tu qnm 
2 M 18 17.18.18 
3 Mc 19 17.187,19 
4 M 19 18,19*,19 
5 M 21 16,19°,21 
6 F 22 18.19*.20.22 
7 M 22 2122 
8 M 22 21'22 
9 F 23 19*22* 23 | 
10 F 24 1921*22.24 | 
11 F 24 2323*24 | 
12 F 26 23'2526 
13 F 29 21*2525*.27.29 
14 F 29 252728*.29 
15 F 38 21.29*,30,34,38* .38 
16 M 38 22,23,24" 28,28.29 * 35.38.38 
=3) 
Tee m M 27 22.26*.26,27 4 in 
18 F 31 24° 29.30.31 1 
19 F 34 21*2234 1 
It (N=2) 
pce ! M 22 16.17°,18".19,20 ; j n 
21 M 24 2122*23.2424 2 
* Depression 


(H) Hospitalization(s) during study 


parameters. Patients’ progress was noted 
by the ward psychiatrist using a ten-day 
longitudinal rating scale and by the nursing 
personnel using a weekly rating scale. Clin- 
ical states were evaluated daily by the re- 
search psychiatrist. The levels of motor 
activity, pressure of speech, and affective 
State were recorded separately in a 4- to 4+ 
scale, with “minus” indicating depression 
and “plus,” mania. This scale is a simple 
and convenient measure of the most 
characteristic variables of the disease, per- 
mits a rapid survey of change, and brings 
discrepancies between symptoms into sharp 
relief. 

The initial dosage of lithium carbonate 
was determined by body weight and the 
Psychotic level of the individual patient; it 
was usually between 600 and 1,200 mg. daily, 
Maintenance dosage was determined by 
clinical response and varied from 900 to 
1,800 mg. daily, with some patients requiring 
2,100 mg. 

Serum lithium levels were measured by 
atomic absorption Spectrophotometry (Per- 
kin-Elmer 290) and maintained at a mini- 
mum of 0.6 mEg/liter and a maximum of 
2 mEg/liter. Initially determinations were 

carried out every fourth day and after the 
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establishment of a stable serum level, We 
every four to eight weeks. The serum bs 
were usually constant at a given dosage Er 
though there were quantitative difference 
between patients. 

Patients were discharged when the be 
pital staff concurred, and they were ie 
seen On an outpatient basis by the rele 
psychiatrist at least once every two mont ‘ 
Patients and their families were encourage, 
to call the research psychiatrist in the Mo 
of any untoward physical or psychologie? 
problems. Patients were also seen at SAT 
by visiting nurses at regular interva W^ 
about once every four weeks. intone 
regarding social and vocational adapta 
mood swings, and sleeping patterns W 
obtained. sett tite 

Some 150 patients were treated with 5 
ium carbonate. They included 20 ive 
manic-depressive patients whose e n 
briefly discussed. Of the remainder, 7 P 
tients were chosen for review according 
the following criteria: the patient had 2 a 
tory of at least one manic and one dene 
sive episode prior to the lithium car 
therapy; it was possible to complete a t 7 ; 
year follow-up; and there was an absene m 
symptomatology that would make diag 
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sis ambiguous. 
Categories of Response 


Three categories of response were noted: 

Category I: Patients who showed a 
marked reduction of their acute manic symp- 
toms within 14 days after the intake of lithi- 
um carbonate and who showed no significant 
change in their affective states for at least 
three years. 

Category II: Patients who initially re- 
sponded as above, but who showed manic 
or depressive symptoms during the three 
years while on lithium carbonate. 
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Category III: Patients who showed no 
marked response to lithium carbonate de- 
spite prolonged and repeated trials with 
serum lithium levels as high as 2 mEq/ 
liter. In some of these cases lithium carbon- 
ate was supplemented or alternated with 
other psychotropic agents. 

All of these patients were started on lith- 
ium carbonate while in a manic phase. The 
patients in categories I and II were main- 
tained on lithium throughout the three 
years of the study. Patients in category II 
were given additional lithium whenever 
there was a recurrence of either manic or 


TABLE 2 
Hospitalization Record for Group Aged 40-60 (N=42) 
AGE AT RECURRENCES: 
LITHIUM DURING TREATMENT 
CASE SEX THERAPY AGE AT HOSPITALIZATION MANIC DEPRESSIVE 
Category | (N=17) 
22 M 41 3941* 41 
23 F 42 40*.41.42 
24 M 43 17*.29*.34,36,38 
25 M 44 23,36,37,43* 44 44 
26 F 46 34*,38*.42 
27 F 47 23,27*,39* 47 
28 F 47 41,43,43' 46 
29 F 48 20,30°,39 until 48 
30 F 48 22.34" 39° ,44' 45.46" A7* 48 
31 F 48 46.46*.48 
32 F 51 40* 42*,51 
33 F 51 Hospitalized since 41 
34 M 53 40,43" .47,47°.48°,50,52°.52 
35 M 56 48°.52,56 
36 F 57 27,28" .29°.37,40,44".48°,50,56,57 
37 F 57 35.37°.40°,44,47.57 
38 F 58 27,31,34" ,41,45,58 
Category II (N=15) 
39 M 46 41,42" 44,4546 2 (H) 
40 F 46 44" 46,46 2 (H) 
al M 49 39°.49 1 (H) 
ae F 51 18,22°,29.32'.36,40.44°,46".48".50 2 (H) 
#3, F 57 41°,47.51,54".55,57°.57°.57 2 1 (H 
4d F 41 33,39,40.41°.41 Os 
si M 45 39.43* 45 1 
29 F 47 22,3940" ,43* 47 ai) 53M 
me M 49 46*.46.49 1 
48 F 56 17 hospitalizations 2 2 
ao F 56 41°,55,56",56 1 (H) 
ue M 56 55*,56*,57,58 DANIAN AH) 
Si M 58 56,58*,58 1 1 
52 F 59 43 to present frequent cycles 
53 F 52 39.40" ,46.48*,50,51',52 2. 1 (H 
Category III (N= 10] 
E ! F 40 21.387,39,39,39* 2 3 H) 
Gs M 44 26.38°.39,40°.40,43° 44.44 2 (H) 
56 F 46 27° 45.46" ,46 1 
B7: M 49 25.36.37*.39*40,427.43.45.47 continuous cycles (H) 
as F 50 43.43" 46,47 .50".50 i 
ng F 51 Incomplete 49", 51 
60. F 56 19*.31".34*,42,44",56 1 
81 M 56 Incomplete 28.38,43.49 * ,56 1 1 (H) 
62 M 57 31.33*.43.47 57.57 12 1 (H) 
ES F 59 Hospitalized biannually since 2 1 1 (H) 
"Depression 
IH)  Hospitalizationts) during study 
[123] 
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TABLE 3 
Hospitalization Record for Group Aged 60 and Older (N= 12) 
RECURRENCES 
traium DURING TREATMENT 
CASE SEX THERAPY AGE AT HOSPITALIZATION MANIC DEPRESSIVE 
apom a as F 66 Hospitalized since 46 
Numerous cycles 
RES F 63 53*,61,63*,63 1 (H) 
66 F 64 38,48,53*,63*,64 2 (H) 
67 F 68 28.29*,36,41,44* 46° 51,61,68 2 (H) 
=8) 
PIE SUN | F 61 42.52*,60*,61,61 2 (H) 
69 M 63 48.63° 63 
70 M 66 25 hospitalizations 2 (H) 
71 F 66 hospitalized since 38 2 (H) 
72 F 69 hospitalized since 46 1 (H) 
73 F 72 43,52*,64 1 (H) 
74 M 72 40.63,66*,69,70* ,70.71*.71.72 2 (H) 
75 M 74 23,36* 48,56 *,67 1 1 (H) 
* Depression 


(H) Hospitalizations(s) during study 


depressive symptomatology. Patients in 
category III were given repeated and sep- 
arate trials with lithium carbonate. 


Results 
Manic- Depressive Patients 


Thirty-four of the 75 patients were in 
category I, 21 patients in category II, and 
20 patients in category III. Important 
differences in response to lithium carbonate 
are noted when the patients are grouped by 
age (tables 1-3). The age groups chosen are 
the same as those found useful in the descrip- 
tion of the unusual responses of manic- 
depressives to the glucose tolerance test(1). 

Age 17-40 (table |): Sixteen of the 21 pa- 
tients in this age group showed the sustained 
improvement defined as category I. 

One patient (case 17) recovered rapidly 
from his initial manic phase but developed 
a depressive reaction each spring and Christ- 
mas. Supplementation with imipramine was 
followed by remarkably rapid recovery on 
each occasion. 

Two patients (cases 18 and 19) initially 
showed marked improvement but suffered 
recurrent manic episodes despite continued 
lithium treatment. However, neither patient 
became as profoundly ill as she had been 
before lithium carbonate treatment. 

Age 40-60 (table 2): Seventeen of the 42 
patients in this age group were in category 
L 

Four other patients (cases 39-42) improved 
initially but had recurrences of manic symp- 


[124] 


toms, all of them necessitating hospitaliza- 
tion. Readjustment of the lithium dosage to 
near-toxic levels did not promote recovery 
within 14 days. Psychotic symptoms, how- 
ever, were significantly less severe than in 
previous hospitalizations. : 

Eight patients (cases 43-50) had alternat- 
ing episodes of hypomania or depression 
while on lithium carbonate. Some of these 
patients were given antidepressants in addi- 
tion to lithium carbonate; some were also 
rehospitalized. 

Cases 51-53 initially showed no response 
to lithium carbonate but slowly improved. 
Although lithium carbonate treatment was 
maintained, a second manic episode occurred 
in all three cases. Dosage was increased and 
was followed by a typical 14-day response. 
In cases 52 and 53 there were severe epi- 
sodes later that were not responsive to in- 
creased lithium carbonate; these patients 
were finally given electroconvulsive treat- 
ment. Since this treatment, relatively minor 
fluctuations in affective states have occurre 
during continued lithium carbonate treat- 
ment. 

Ten patients (cases 54-63) were in category 
III. Two of these (cases 54 and 61) suffere 
from depression whenever they were place! 
on lithium carbonate. 

Age 60 and older (table 3); Only one pa- 
tient (case 64) had an excellent and sus 
tained improvement. : d 

Two patients (cases 66 and 67) improve 
initially but later suffered several hypomanic 
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episodes. One patient (case 65) developed a 
severe depression and responded very slowly 
toimipramine. 

The remaining eight patients showed no 
change while on lithium carbonate but im- 
proved on phenothiazines. One patient 
(case 72) became depressed following ad- 
ministration of lithium carbonate. 

Three of these 12 patients developed 
toxic reactions. Their detailed case histories 
are described elsewhere(2). 

Variation in Response 


, In cases 39-50, lithium carbonate was 
initially effective but the response was not 
sustained. Increasing serum levels of lith- 
ium to 2 mEg/liter did not produce any ob- 
servable effects on the course of the new 
acute manic episode, though some patients 
responded again on a later occasion. Cases 
3153 did not respond initially but did dur- 
ing a later episode. The following case re- 
ports of two patients who were not included 
in the tables illustrate these variations in 

response. 
aed ds This 49-year-old woman had a history 
cca episodes that responded only margin- 
ally to massive doses of psychotropic agents. She 
was hospitalized four times during these three 
ot Er response to lithium carbonate during 
eae he first three hospitalizations was char- 
ant d by a dramatic improvement on the 
ae ete She refused to continue the medication 
2 P discharge. On the fourth admission, 
nr 3 of lithium carbonate were administered 
ta ho PE (serum lithium levels were 1.29- 
shelved a before a slow improvement was 
SPEI . Dosage was reduced to 1,200 mg. daily; 
SUD. d fluctuated between 1.08 and 1.29 
itin m Twenty days later the patient again 
vs ee Dosage was increased. Fifteen 
o qe though motor activity and pressure 
labile AR remained 2 +/3 +, her affect became 
is aie er a bout of severe hostility, the euphor- 
aioe piens switched to a state of depres- 
Hek Ane During continued hospitalization, 
lithiun t remained labile and unresponsive to 

carbonate. 

wee ra This 39-year-old man had been treated 
d bind carbonate elsewhere for 14 months. 
wed bs y showed an excellent response, fol- 
Durin a Occasional mild hypomanic episodes. 
malok € l4th month he developed a severe 
000m ae Lithium carbonate was increased to 
af Mes) aily, later supplemented by 1,200 mg. 
euo ORI (Thorazine) daily. He was 
GER to our service with lithium toxicity 
levels were 3.03 mEq/liter). All medica- 
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tion was withdrawn, except for sedation as 
needed at night. The signs of toxicity subsided 
in about a week. On the fourth day, he insisted 
on the readministration of lithium carbonate be- 
cause of his “manic-depressive illness.” He was 
given two placebo capsules twice daily. His manic 
symptoms subsided gradually in ten days, and 
are still “controlled” at the time of this writing 
(three months later). 


Non-Manic- Depressive Patients 


Twenty patients of various schizophrenic 
types, many of them from the chronically 
hospitalized population, were repeatedly 
treated with lithium for manic or hypo- 
manic behavior. Treatment lasted for three 
to six months and in some cases for over 
two years. An opportunity was thus pro- 
vided to compare their responses to lithium 
carbonate and the phenothiazines. 

Seventeen patients showed little response 
to lithium but improved on phenothiazines. 
Two of these patients became depressed 
following administration of lithium carbon- 
ate. 

In the three remaining patients, the intake 
of lithium carbonate was followed by à 
reductiof in hyperactivity and euphoria, 
after which the underlying schizophrenic 
pathology became apparent. One of these 
patients also became depressed during each 


lithium trial. 


Discussion 


The difficulties of estimating the impact of 
a treatment regimen on the course of manic- 
depressive illness have been discussed by 
others(3, 4). Several procedures employed 
in the course of this study and in the evalua- 
tion of the results were designed to mitigate 
some of these problems. 

|. Since untreated manic and depressive 
episodes usually last many months(5) the 
criterion of improvement within 14 days 
provides some confidence that the responses 
observed are attributable, in the main, to 
the drug. 

2. Comparisons between the frequency, 
intensity, and quality of pre- and post- 
treatment episodes of the illness were 
avoided. Conclusions were based on the 
comparative responses between patients, all 
of whom had been introduced into the pro- 
gram in a manic state, had dealt with the 
same psychiatrist throughout, and had 
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TABLE 4 
Age and Response 


ACUTE 


IMPROVEMENT 


NO RECURRENCES 


AGE GROUP NUMBER PERCENT 1967 1968 1969 
Age 17-40 (N=21) 19 90 18 16 16 
Age 40-60 (N— 42) 32 75 26 20 17 
Age 60 and older (N — 12) 4 35 2 1 1 


identical follow-ups. It was hoped that this 
comparison would minimize the uncertain- 
ties arising from differences in the psycho- 
therapeutic milieu, from a dependence on 
retrospective data that are at best uncertain, 
and from dubious statistical manipulations 
of these uncertainties. Records of hospital- 
ization before treatment were included only 
to establish the history of repetition of 
symptomatology in this patient population. 
Placebo effects were not specifically 
studied. It is believed, however, that manic- 
depressive illness is particularly resistant to 
placebo effects(6). In any case, if placebo or 
other effects not directly attributable to the 
drug account for all or part of the results, 
one must conclude that they were much more 
prominent in young patients. This admits 
the possibility that the disease process may 
be different in the younger and older age 
groups(7). 
Age and Response 


In agreement with others, a clear improve- 
ment of acute manic symptoms ‘was ob- 
served in 55 of the 75 manic-depressive pa- 
tients reviewed. However, the follow-up 
study shows that only 34 of these 55 patients 
sustained their improvement, 

The evidence for a difference in response 
in the three age groups is indisputable. First, 
the number of positive responses in acute 
manic states was highest in the youngest 
age group (90 percent), lower in the group 
aged 40-60 (75 percent), and lowest over 
age 60 (35 percent). Second, improvement 
was sustained by more of the younger pa- 
tients than the older ones, as illustrated in 
table 4. 

The ratio of manic to depressive epi- 
sodes decreases with increase of age, per- 
haps because involutional and reactive 
depressions contribute to an increase of 
depressive episodes in the middle age group 
(5). Thus, fewer total recurrences (seven 
versus 30) in the younger age group during 

the course of this study may be a function of 
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the illness, not of the drug. If we therefore 
assume that manic episodes are a more re- 
liable index of the disease than are de- 
pressions and count only the frequency of 
manic episodes, the difference in response to 
lithium carbonate is even more dramatic. 
Only two of the 19 patients in the group 
aged 17-40 who responded to lithium car- 
bonate had a manic episode during the 
three years of the study, while the com- 
parable figure for the group aged 40-60 was 
11 of 32 patients. If the total number of 
manic episodes in these two groups is sum- 
mated, the figures are two versus 18, re- 
spectively. The comparable figures for 
depressions are five versus 12. 


Lithium Carbonate and Depressions 


Though lithium carbonate was initially 
administered exclusively in acute manic 
states, it was continued through the depres- 
sions that occurred during the course of the 
study. Five depressive episodes occurred in 
the younger patients, four in one patient. If 
the reasonable assumption is made that the 
incidence of total episodes in this group 15 
significantly less than would have been the 
case without treatment, both manic and de- 
pressive episodes are less frequent. 2 

However, in no case was the dramatic 
improvement observed in manic states (re- 
mission of symptoms in 14 days) noted in 
depressed states. In fact, in eight of the 75 
patients lithium carbonate appeared to pre 
cipitate depressions. 


Variation in Response 


The different response to lithium d 
bonate by the same individual at differen 
times in the course of this treatment prO" 
gram merits special consideration. It 5 
customary in cross-sectional drug studies n 
divide patients in terms of their respon, 
One view, which has much support, i$ that 
different responses to a given drug reflec 
different underlying diseases(6). HoweVe 
if the same patient shows both negative 2^ 
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positive responses to a given drug at differ- 
ent times are we to conclude that he is 
suffering from a different disease on each 
occasion? In a recent communication from 
this laboratory(1), significant differences in 
response to the oral glucose tolerance test 
were reported for the same patient at differ- 
ent times. These variations were not corre- 
lated with any given symptom complex. The 
suggestion was advanced that a variety of 
different hormonal states, each abnormal, 
could be associated with the same symptom 
picture. This study raises the additional 
question of whether all of these states are 
equally responsive to lithium carbonate. 

It is plausible on the basis of the data 
described above that the number of bio- 
chemical states associated with a given 
symptom complex may greatly outnumber 
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its behavioral manifestations, especially 
when behavior is measured by the gross 
indices currently available. 
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A Comparison of Lithium Carbonate and 
Chlorpromazine in Mania 


BY STANLEY R. PLATMAN, M.D., M.R.C.P. 


Thirteen manic patients were treated with 
lithium carbonate and ten manic patients 
with chlorpromazine in a double-blind, 
foo selected drug trial. Lithium car- 
Rd proved superior to chlorpromazine 
Jeni pa parameters selected from an ob- 
PATRI: scale. The author discusses the 
d ns militating against a valid research 

utilizing these medications in this type 
of patient. 


W HARTON anp revel) treated 19 manic 
ak Diebus: who were refractory or aller- 
that M enothiazine treatment and reported 
dn percent responded well to lithium 
i Lena Johnson and associates(2) found 

a double-blind study that 78 percent of 
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their manic patients had a complete or nearly 
complete remission on lithium carbonate, 
whereas only 36 percent of their manic pa- 
tients responded to chlorpromazine. The 
Veterans Administration cooperative study 
group is also conducting a double-blind study 
comparing lithium carbonate to chlorproma- 
zine (private communication, May 1968). 

In view of recent reports suggesting a lack 
of efficacy of lithium carbonate in treating 
acute depression and preventing depressive 
attacks(3), it is important to verify the effect 
of this substance in the manic phase of 
manic-depressive disease. Numerous studies 
have commented on its positive action during 
the acute manic episode, but few have at- 
tempted the normal expected research con- 
trols. 

An attempt to develop such a reasonable 
research study rapidly revealed its problems. 
These are due to the following factors: 

1. Manic patients are manipulative and 
even destructive, causing the dropout rate 
during'the placebo period to be considerable. 
Johnson and his group comment on this 
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TABLE 1 
Mean Age and Drug Dosage 
MEAN MEAN 
MALE FEMALE AGE $.D. DOSE (MG.) s.o. 
Treated with lithium carbonate 4 9 56.7 12.5 1823.1 258.7 
Treated with chlorpromazine 1 9 44.9 10.3 870.0 366.8 
Patients dropped from study 5 2 41.3 9.7 — — 


problem in their previously mentioned pa- 
per. Therefore the patients completing the 
placebo and study phases are a different pop- 
ulation—i.e., less sick—than the dropouts. 

2. Manic patients are rare, and research- 
ers, faced with a considerable dropout, are 
often pressured into possible biases (con- 
scious or unconscious) to manipulate the de- 
sign. 

3, Anyone who has administered lithium 
carbonate and chlorpromazine is fully aware 
that the term “double-blind” is nonsense in 
a trial between these two drugs. 

Our study suffered from these three com- 
plications. 


Method 


AII patients were admitted to a seven-bed 
research unit designed for studying affective 
disorders. All suffered from the bipolar form 
of manic-depressive disease and had had at 
least three attacks requiring hospitalization 
in the previous two years, 

On admission patients were placed on 
placebo. However, all 30 patients who en- 
tered the initial random selection could not 
complete the minimum placebo period and 
seven were dropped from the study. In fact, 
the initial plan was to maintain patients on 
placebo for three weeks, but this would have 
meant that only 14 patients would have en- 
tered the study over a three-year period. All 
23 subjects reported in this study received at 
least a two-week placebo period. 

Although females predominated in the 
study, males dominated the dropout group. 
The mean age is shown in table 1. 

The initial dose of lithium carbonate was 


1,200 mg., while that of chlorpromazine was 
400 mg. Table 1 shows the mean maximum 
dose reached in both populations during the 
three-week drug period. All patients on 
lithium carbonate had an 8 a.m. serum level 
of at least 0.8 m.Eq/liter measured by atomic 
absorption(4). 

Unfortunately, manic patients cannot 
complete self-report forms reliably(5). There- 
fore all evaluations reported on in this paper 
are based on mean weekly measures from 
the Psychiatric Evaluation Form (PEF)(6) 
completed by ward staff supposedly blind to 
the medication. The scales used were Bellig- 
erence-Negativism, Somatic Complaints, 
Grandiosity, Denial, Sleep, and Severity of 
Illness. These are six-point scales ranging 
from none (score of 1) to extreme (score of 
6). 

Table 2 shows the means on each scale for 
all 30 patients on admission. They have been 
separated into the 13 eventually treated with 
lithium carbonate, the ten treated with chlor- 
promazine, and the seven dropped from the 
study. 

Table 3 shows the means on each scale 
over the five-week study period on placebo 
and each test drug. It is obvious that initially 
the mean scores on each population were 
different. Severity of illness was similar, but 
the lithium-treated group showed more de- 
nial and grandiosity, whereas the chlorpro- 
mazine-treated group were more hostile. On 
introduction of the test drugs, the only in- 
creasing scores were with somatic com- 
plaints: nausea, loss of appetite, and tremor 
on lithium carbonate and lethargy and drool- 
ing on chlorpromazine. It is true that on the 


TABLE 2 
Mean Scores on Psychiatric Evaluation Form (PEF) Scales on Admission 
BELLIGERENCE- SOMATIC SEVERITY OF 
NEGATIVISM COMPLAINTS — GRANDIOSITY DENIAL SLEEP ILLNESS 
Lithium carbonate 3.0 2.0 3.0 40 40 45 
Chlorpromazine 33 2.0 20 2 45 43 
Dropped from study 40 20 30 40 5.0 5.0 
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TABLE 3 
Means on PEF Scales During Five Weeks of Study 


WEEKS 


FIRST Fi 
PLACEBO PLACEBO ey TREATMENT m 

Belligerence-negativism 

Lithium carbonate 2.8 2.8 2.4 1.6 

Chlorpromazine 34 35 32 24 25 
Somatic complaints j : 

Lithium carbonate 1:9 20 22 

Chlorpromazine 22 2.2 25 24 2 
Grandiosity : 

Lithium carbonate 2:9 2.8 2.1 1.5 

Chlorpromazine 2.2 2.2 1.9 ] D 
Denial S d 

Lithium carbonate 3.1 3.3 

Chlorpromazine 24 26 38 35 n 
Sleep 1 

Lithium carbonate 3.5 8 

Chlorpromazine 40 35 25 24 23 
pev of illness 

ithium carbonate 40 3.8 

Chlorpromazine 4.1 42 2 2 29 
third w ivi ithi i i 
E ig of receiving the test drugs, lithium sonable randomly selected double-blind trial 
E ‘ate was superior on all scales, but this can ever be performed. 
E not statistically significant on any indi- 

ual parameter. It should be noted, how- KERERENGES 


iiis that the general state of the patients on 
i Bey arbonate was markedly superior; 
4 e majority were discharged on this 

g while none of the patients on chlor- 
Promazine was sent home. 


Conclusions 


Bun carbonate is apparently superior 
This ee in the treatment of mania. 
ophyla Ade 1s not marked, but continuous 
ir ign treatment with lithium carbon- 
the fekis obs for the patient in view of 
It Mod is of unpleasant side effects(7). 
study and ail € noted, however, that in this 
m Ea Previous studies these findings 
tiques, Tt is 9n poor methodological tech- 
Of the iline probable that due to the nature 
Pictures Ss and the contrasting clinical 
Produced by the two drugs, no rea- 


mer, L 
TJ. Psychiat, 127:3, September 1970 


. Wharton RN, Fieve RR: The use of lithium in the 
affective psychoses. Amer J Psychiat 123:706-712, 
1966 
2. Johnson G, Gershon S, Hekimian LJ: Controlled 
evaluation of lithium and chlorpromazine in the 
treatment of manic states: an interim report. Compr 
Psychiat 9:563-573, 1968 

3. Fieve RR, Platman SR, Plutchik R: The use of 
lithium in affective disorders: I and II. Amer J Psy- 
chiat 125:487-498, 1968 

4. Little BR, Platman SR, Fieve RR: The measure- 
ment of lithium in biologic samples by atomic ab- 
sorption spectrophotometry. Clin Chem 14:1211- 
1217, 1968 

5. Platman SR, Plutchik RR, Fieve RR, et al: Emo- 
tion profiles associated with mania and depression. 
Arch Gen Psychiat 20:210-214, 1969 

6. Spitzer RL, Endicott J, Fleiss JL: Instruments and 
recording forms for evaluating psychiatric status and 
history: rationale, method of development and de- 
scription. Compr Psychiat 8:321-343, 1967 

7. Fieve RR, Platman SR: Follow-up studies of 

lithium and thyroid function in manic-depressive 

illness. Amer J Psychiat 125:1443-1445, 1969 


[129] 


354 


METHYSERGIDE 


BY MICHAEL S. McCABE, M.D., THEODORE REICH, M.D., AND 
GEORGE WINOKUR, M.D. 


Reports of dramatically successful treatment 
of acute mania with methysergide led the 
authors to undertake a small study. Twelve 
patients with acute mania were treated with 
doses of methysergide that had been re- 
ported to be effective. Only one patient re- 
covered; all the others required further ther- 
apy. Possible reasons for the failure of 
methysergide to terminate the manic episode 
are discussed. 


ESERPINE-INDUCED depressions in some 

individuals(1) led to the study of the 
function of the biogenic amines in the cen- 
tral nervous system(1, 2). Evidence has ac- 
cumulated to suggest that dopamine, nor- 
epinephrine, and serotonin are chemically 
active in the central nervous system(3). Their 
role in the chemistry of emotions remains to 
be determined, although considerable evi- 
dence has been cited(4). 

The same amine released in different parts 
of the brain might have opposite effects, and 
elucidation of the specific effect of each of 
the centrally active amines remains to be 
determined. Considerable evidence has 
supported a catecholamine hypothesis of 
affective disorders(4). 

Dewhurst has suggested an alternative hy- 
pothesis based on the lipid solubility of 
amines(5). Type A amines are excitant and 
have the general configuration R-CH2-CH>- 
NH: where R is fat soluble; depressant type 
C amines have the general configuration 
R-CH(OH)-CH:-NH-CH: where R is wa- 
ter soluble. A type B amine has properties 
intermediate between types A and C, The 
excitant activity of the type A amine was 
determined by fat solubility rather than by 
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whether R is an indole, catechol, or phenyl- 
ethylamine. Further, he suggested from his 
work that tryptamine was the most powerful 
centrally excitant amine(6). 

Important to Dewhurst's work was the 
availability of a powerful serotonin antag: 
onist, methysergide, which he found also 
functioned as a tryptamine antagonist In 
young chicks(7). He suggested that trypta- 
mine might play a role in mania in humans, 
Following this hypothesis he initiated @ 
preliminary trial of the treatment of mania 
with methysergide(8). The protocol was 
fairly simple. Patients had to meet the cri- 
teria for mania of Mayer-Gross(9) and had 
to have been off all other drugs for at least 
two weeks prior to treatment with methyser- 
gide. Patients were initially given 3 mg 0 
methysergide daily, the route of administra 
tion not being stated. No patient required i 
dose of greater than 6 mg. daily in ori 
obtain a favorable result. The study involve 
a total of five patients; all responded withit 
48 hours. Haskovec and Soucek in ec 
did a comparable study of ten patients ; 
In their series, eight patients respon 
within 48 hours to the intramuscular pi 
of the drug. Two patients did not respon ak 
all. One of the eight patients who had E 
ly responded to the drug suffered an ede 
bation. Of the first 15 patients on whom A 
treatment was attempted, 12 showed a fa" 
able response. «ded 1 

With these results in mind we decide 
attempt a small study. The indication 
there was a drug response within 2 vil 
hours made it unobjectionable for use : 
the private patients in our hospital; v 
ment to proceed was easily obtained 
the private physicians. Because of the ; 
sumed rapid response to the drug a chm Ji 
an agent of known therapeutic efficacy sit 
be made after a trial of four to five x 
the event that methysergide did not i 
One may make an important generalis a 
regarding drug studies: a drug that ! 
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TABLE 1 
Results with Methysergide 
LENGTH OF DEPRESSION AGE 
ATTACK PRIOR TO FIRST E oF PRIOR aes ee 
PATIENT SEX AGE (DAYS) ATTACK nu SYMPTOMS ADMISSIONS METHYSERGIDE 
1 F 16 90 * 15 6 1 n 
2 M 16 1 - 16 4 o = 
3 F 20 45 * 17 4 5 A 
4 M 31 14 * 30 4 0 y 
5 F 32 2 2 23 5 3 - 
6 F 41 1 jb 41 4 0 - 
7 M 42 7 = 20 4 4 - 
8 F, 55 2 + 55 7 0 * 
9 F 56 90 - 56 5 o - 
10 M 64 7 + 30 5 1 - 
11 F 68 14 - 24 4 10 = 
12 F 76 30 - 30 5 4 R: 


pected to give very rapid results may be 
tested (either clinically or in a double-blind 
design) in any public or private hospital, 
since the short extra term of hospitalization 
will not provide much of a financial, per- 
sonal, or medical hardship on the patient. 


Method 


Patients were selected from persons ad- 
mitted to Renard Hospital and the Mal- 
colm Bliss Mental Health Center for whom 
the possible diagnosis of manic-depressive 
illness, manic type, was entertained by the 
admitting resident. All such patients were 
seen by one of the authors. In the case of 
private patients, the diagnosis of mania 
was confirmed by the private physician. 
S all ward patients the diagnosis of mania 
pao to be confirmed by a full-time staff mem- 
V of the department of neuropsychiatry of 

ashington University. In all, 12 patients 
were studied, 

e be accepted for the study the patient 
: © exhibit three of the following seven 
aes 1) feeling high, happy, great, 
Blea on top of the world; 2) distracti- 
5) ^ press of speech; 4) overactivity; 
7) nis Of ideas; 6) increased sex drive; 
fron uu thoughts. Reasons for exclusion 
Pii: e study were: 1) the private physi- 
oda T Unwilling to admit his patient to 
the dia Y; 2) the patient, although meeting 
the agnostic criteria, developed mania in 
eei UE) period; 3) the patient had 
pda aced on other medication; or 4) the 
Bey not kept on methysergide for at 
ours, 

indie findings of Dewhurst and Haskovec 
es that a 48-hour period was sufficient 
‘termine the efficacy of the drug. All 
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patients in the present study were given a 
trial of at least 48 hours on methysergide and 
ten of the 12 had a trial of at least 96 hours. 
Haskovec and Soucek administered the 
drug intramuscularly; we were unable to do 
this since methysergide is not available in 
the intramuscular form in the United States. 
Six mg. daily was the maximum dosage Dew- 
hurst thought necessary, but he did not state 
the route of administration. All our patients 
received either 6 or 8 mg. by mouth daily 
while on the drug. Patients were seen daily 
and observed for changes in their mental 
status, which was recorded on the seven- 
symptom checklist. 


Results 


A summary of the results is shown in table 
1. A total of 18 patients was originally con- 
sidered for the study. Of those 18, six were 
excluded for one of the reasons previously 
stated. Of the 12 patients in the study only 
one responded. Several of those who did not 
respond. were given a considerably longer 
trial than the usual four days we required 
but without effect. Almost all patients were 
subsequently treated successfully with lith- 
ium carbonate, phenothiazines, or electro- 
convulsive therapy (table 2). 


Discussion 


The study was begun with much enthu- 
siasm. Unfortunately, as is often the case, 
the results did not match the enthusiasm of 
the investigators; a marked discrepancy €x- 
ists between our results and those of both 
Dewhurst and Haskovec. E 

Several possible explanations for this dis- 
crepancy exist. One possibility is that methy- 
sergide is not an effective therapeutic agent 
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TABLE 2 
Results of Treatment After Discontinuing Methysergide 
PHENO- LITHIUM 
PATIENT ECT THIAZINES CARBONATE REMISSION 
1 x x x T 
2 x + 
3 x + 
4 x + 
5 x x + 
6 x + 
Z x x - 
8 Obtained Remission with Methysergide 
9 x + 
10 x et 
11 x + 
12 x + 


in the treatment of mania and the results of 
the previous workers were due to chance. 

A second explanation is that the patients 
did not receive an adequate trial of the drug. 
Most patients did not show a response with- 
in the 48-hour period suggested by Dewhurst 
as the maximum time required to determine 
its therapeutic efficacy. Furthermore, all but 
two of the patients were on the drug for at 
least four days without therapeutic effect or 
diminution in intensity of symptomatology. 

A third possibility is that the patients in 
our study were incorrectly diagnosed. The 
adequacy of diagnosis was maintained by 
the number of independent observers who 
arrived at the same diagnosis and the re- 
quirement that the patients have a certain 
minimum number of clinical symptoms. 
Furthermore, the diagnosis tended to be 
confirmed by the clinical improvement of the 
patients while treated with other agents. 

Fourth, it is possible that there is more 
than one biochemical type of mania. At 
present a biochemical defect has yet to be 
established in mania, and the question of 
whether or not there might be a tryptamine 
mania and a norepinephrine or dopamine 
mania as well remains to be determined. 
This possibility was suggested by the strik- 
ingly effective response of one female pa- 
tient, who was able to leave the hospital one 
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week after initiation of treatment with 
methysergide. 

Finally, oral methysergide may not be 
absorbed in sufficient quantity from the gas- 
trointestinal tract to effect a change in the 
clinical status of manic patients. Some data 
exist which suggest that only a limited 
amount of methysergide that is administered 
crosses the blood-brain barrier(11). It is 
uncertain whether the route of administra- 
tion of methysergide had a significant effect 
on the results. 

In summary, our results would suggest 
that methysergide administered orally over 
a four to five day period is not an effective 
agent in the treatment of manic-depressive 
illness, manic type. 
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EDITOR’S NOTEBOOK 


Affective Disorders: Progress, But 
Some Unresolved Questions Remain 


F EW WOULD ARGUE that advances in the treatment and understand- 
ing of the affective disorders represent one of the most striking 
examples of psychiatric progress in the past decade. Not only has 
clinical treatment improved to the point where management of the 
affective disorders is among the most gratifying aspects of clinical 
practice, but also basic and clinical research has revealed some com- 
mon biological substrates upon which such apparently diverse so- 
matic treatments as ECT, monoamine oxidase inhibitors, the tri- 
cyclic antidepressants and lithium act. These all appear to influence 
the synthesis, disposition, and metabolism of the biogenic amines, a 
group of compounds including noradrenaline, serotonin, dopamine, 
and perhaps others derived from the essential dietary amino acids 
phenylalanine and tryptophane and produced mostly by cells whose 
nuclei lie largely in the brain stem and whose axons descend into the 
spinal cord and ascend by means of the median forebrain bundle to 
innervate the midbrain, cerebellum, and cerebral cortex. 

These compounds seem to serve as neural transmitters or modula- 
tors. Since the pharmacological agents that ameliorate depression 
and mania appear to act upon and alter the concentration and metab- 
olism of the biogenic amines in what are presumably corrective di- 
rections, it may be inferred that in the affective disorders there exists 
a chemical pathology related to these compounds. The inaccessibility 
of the human brain to direct chemical analysis has made it most diffi- 
cult to obtain direct evidence that this is so and has strained the in- 
genuity of investigators to devise methods for testing the various 
biogenic amine hypotheses directly. Nonetheless, positive evidence 
is slowly accumulating and negative evidence is thus far lacking. The 
house is far from complete but its foundations seem secure. 

Sound research is characterized not only by the questions it an- 
Swers but also by the many others it generates. The effectiveness of 
ECT and the chemical antidepressants is clearly established in the 
treatment of endogenous depression, and one can hope that recent 
findings demonstrating a specific mode of action will reduce the 
stigma attached to their use. But therapeutic failures continue to exist 


In this section the Editor samples varied opinions on topical problems. The 
opinions expressed herein are not necessarily those of the Editor, nor can they 
in any way be construed as marking the official policy of the Journal. 
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and there remains a need for still faster and more effective treatments. 
The role of somatic treatments in neurotic or reactive depression is 
less clear: there is great need for clarification of the way in which 
biological and psychological factors may interact in their genesis. 

The existing biological hypotheses are as yet unable to accommo- 
date many clinical facts. Why are affective disorders usually of limited 
duration, and why do they tend to recur? Why in manic-depressive | 
illness, which has the greatest genetic loading, do exaggerated mood 
swings occur? Are these manifestations of alternating physiological 
states or of different psychological elaborations by the cortex of a 
constant midbrain disorder? Why does childhood bereavement pre- 
dispose to adult depression? Why in the state of depression does the 
patient select the most painful thoughts and memories from a lifetime 
of experience? Or more generally, what is the role of memory and 
cognition in the affective disorders? 

Many similar questions are being asked and investigated. Fortu- 
nately a decade of progress has not only improved treatment and 
theory but has also attracted and stimulated a group of clinician- 
scientists, traditional in other medical specialties but still few in num- 
ber in psychiatry. Such men are capable of critical clinical research 
and also have the conceptual and technical knowledge required for 
movement from the patient to the laboratory and back again as re- 
quired in the pursuit of information and ideas. Excellent examples of 
the scope of the problems under investigation and of the diverse 
scientific capabilities of this type of investigator appear in the special 
section in this issue dealing with depression and mania. 

Morris A. Lipton, PH.D., M.D. 


Editor's Note: Dr. Lipton is professor and chairman, department of 


psychiatry, University of North Carolina School of Medicine, 
Chapel Hill. 


Neurochemical Studies of the 
Affective Disorders: 
The Pharmacological Bridge 


Su OF the affective disorders—depressions and manias—has 
been one of the most active and productive areas of psychiatric 
research during the past decade. This heightened interest in the 
affective disorders was initiated in the 1950s by the introduction of the 
tricyclic antidepressants, monoamine oxidase inhibitors, and lithium 
salts, which proved to be effective in the treatment of at least some 
depressions and manias. I emphasize “some depressions” since the 
experiences of the past decade have taught us that certain depressed 
patients will improve with interpersonal treatment alone (i.e., with- 
out antidepressants), whereas other depressed patients do a re- 
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spond at all even after prolonged treatment with antidepressant 
drugs. 

The importance of differentiating among depressive disorders was 
first noted by Kuhn in his original report on the antidepressant actions 
of imipramine. A number of systems for classifying the depressions 
have been proposed subsequently, one of which may be found in the 
Diagnostic and Statistical Manual of Mental Disorders ( DS M-II) of 
the American Psychiatric Association. A common feature of several 
of these classifications is the separation, on the basis of clinical 
syndromes, of one particular group of depressions—variously des- 
ignated “endogenous,” “major,” or “retarded” depressions. These 
depressions are generally unresponsive to interpersonal treatment or 
the administration of placebo, but they are relatively responsive to 
vigorous treatment with tricyclic antidepressant drugs. 

Although many of the presently available classifications of the 
depressions are of some value in predicting the response to one or 
another treatment modality, all of them are at best preliminary and 
limited solutions to this major problem in psychiatry. Further re- 
finements in our capacity to differentiate among the depressive dis- 
orders and thus to prescribe treatment more rationally and less on 
the basis of trial and error may not be possible, however, until clin- 
ical distinctions are augmented by biochemical criteria. 


The major antidepressant drugs and lithium salts have proved to 
be as important to biochemically oriented investigators as to clin- 
icians(1). The findings of some of the earliest studies pointed to the 
possibility that alterations in the metabolism or utilization of one or 
another of the biogenic amines— norepinephrine, dopamine, or 
serotonin—might account for the clinical actions of the major 
antidepressants as well as lithium salts. Moreover, it was suggested 
on the basis of these early studies that a disturbance in the synthesis, 
metabolism, or utilization of one or another of the biogenic amines 
might occur in at least some depressions and manias. Although 
rigorous confirmation is lacking, these heuristic formulations have 
served as a basis for much of the neuropsychopharmacological re- 
search in this area during the past decade, and there now exists a 
considerable body of data confirming and extending the early findings. 


The clinical impact of this line of neuropsychopharmacological 
investigation has already been felt in a number of experimental 
approaches to the treatment of affective disorders. For example, 
amino acid precursors of biogenic amines have been used in the 
treatment of depressions, whereas inhibitors of biogenic amine 
synthesis or receptor blockers have been utilized in the treatment of 
manias. In the coming years we may anticipate a proliferation of the 
clinical applications of neuropharmacological research. 

The long delay in the onset of clinical antidepressant effects after 
the initial administration of tricyclic antidepressants presently limits 
the usefulness of these drugs. However, current investigations may 
now be at the threshold of uncovering the biochemical and physio- 
logical basis for this delay. Recent studies in animals suggest that 
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there is a gradual alteration in the turnover of norepinephrine in the 
brain during long-term (three weeks) administration of imipramine; 
this may help to explain why long-term treatment is required for the 
appearance of clinical antidepressant effects. When thyroid hormone 
is administered with imipramine to depressed patients, clinical 
antidepressant effects occur more rapidly than when imipramine is 
administered alone, and when thyroid hormone is administered with 
imipramine to animals, the “long-term” changes in norepinephrine 
turnover in brain occur more rapidly. Further basic research is still 
required, but the eventual challenge will be to translate these and 
other neuropharmacological clues into more rapidly acting and more 
effective antidepressant drugs or drug combinations. 

A number of laboratories are currently exploring the possibility 
that one or another measure of biogenic amine metabolism might 
differentiate among the various depressive disorders and their re- 
sponses to different treatment modalities. For example, both Maas's 
group and our laboratory are examining the possibility that the level 
of urinary MHPG (the metabolite of norepinephrine that may best 
reflect noradrenergic activity in the brain) may help to predict the 
clinical response to treatment with one or another tricyclic antide- 
pressant. Hypotheses under investigation are that patients with 
endogenous depressions who excrete very low levels of MHPG are 
more responsive to imipramine, whereas patients excreting higher 
levels of MHPG respond well to amitriptyline. 

Thus the development of drugs that are effective in the treatment 
of at least some depressions and manias has provided investigators 
with powerful tools for exploring the biochemical changes that may 
be associated with these disorders. Considerable further investigation 
will be required to pursue the leads provided by recent studies. But 
Progress in research on the affective disorders in the past decade 
Suggests that, during the coming decade, pharmacology will continue 
to provide the bridge joining neurochemistry and clinical psychiatry. 


JOSEPH J. SCHILDKRAUT, M.D. 
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| Present Status of Psychological Reactions to L-DOPA 


T WO DIVERGENT LINES of research have now converged to focus a 
high level of attention on L-DOPA, the amino acid precursor of 
the brain neurotransmitter catecholamines, dopamine and norepi- 
nephrine. 

In the field of neurology, Cotzias(1) and now many other investiga- 
tors have documented the striking effect of L-DOPA in relieving 
parkinsonian symptoms when it is administered in large oral doses. 
In psychiatry, L-DOPA has been used both in small and large doses 
with severely depressed patients in an attempt to reverse the theorized 
functional deficit of brain catecholamines. L-DOPA passes the blood- 
brain barrier and is directly metabolized to dopamine and norepineph- 
rine. 

More than 8,000 patients with parkinsonism have received L- 
DOPA. Reports on the incidence of psychiatric side effects in these 
patients have ranged from ten to 30 percent, although a systematic 
controlled study of this problem has not yet been completed. In these 
reports the most frequently occurring psychological reactions were 
agitation, restlessness, confusion, delirium, and depression. Psychosis 
with delusions, hallucinations, and paranoia is seen somewhat less 
frequently, while hypomania, hypersexuality, and suicidal behavior 
are significant but infrequent side effects. Most of these symptoms 
are transitory. To date, five patients are known to have committed 
suicide while on L-DOPA; however, five out of several thousand is 
close to the suicide rate for the general population in this age group. 
It has been estimated that more than half of the psychiatric side ef- 
fects can be related to preexisting psychopathology, particularly de- 
pression and organic brain dysfunction(2). 

In the field of research on affective illness a number of studies are 
under way to test the efficacy of large doses of L-DOPA. In one such 
investigation(3, 4) of 19 patients, six improved on the drug; four of 
these relapsed when placebo was substituted. All six patients were pre- 
dominantly retarded rather than agitated. Psychological side effects 
in the depressed patients include an increase in anger, the appearance 
of brief episodes of hypomania in patients with past histories of bipo- 
lar manic-depressive illness, and an intensification of psychotic symp- 
toms in those depressed patients with psychotic elements prior to the 
initiation of treatment. 

Schizophrenic patients have also been observed to show an increase 
in psychosis on L-DOPA. Decreased sleep and REM time have been 
observed with L-DOPA; this finding is compatible with the hypothesis 
that decreases in REM sleep are associated with an increase in cate- 
cholamines and/or a decrease in indoleamines(5). A few patients have 
been treated sequentially with L-DOPA and a tricyclic antidepressant 
drug. These patients did not respond to prolonged large doses of 
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L-DOPA; however, on the tricyclic compound they showed a complete 
remission. 

One of the most consistent findings from previous studies with small 
doses of L-DOPA and from current studies with large doses in both 
neurological and psychiatric patients involves an activation of verbal 
and motor behavior in a subgroup of the total population treated. 
Some retarded depressed patients became less frozen, more verbal, 
and moved more rapidly. Animal studies suggest that this activation 
is probably associated with an increase in brain dopamine rather than 
in norepinephrine. However, despite this activation, the evidence now 
indicates that most depressed patients do not respond to L-DOPA, 
thus suggesting that they do not have a deficit of brain dopamine. 

Peripheral decarboxylase inhibitors have been used in more than 
600 patients in Europe and the United States to decrease the required 
dose of L-DOPA and to evaluate brain levels of dopamine(6,7). These 
compounds, MK485 and RO-4-4602, selectively inhibit the metabo- 
lism of the precursor L-DOPA in peripheral tissues and reduce the in- 
cidence of peripheral mediated side effects. Preliminary results sug- 
gest that this combination may increase the number of those parkin- 
sonian patients who have a marked clinical response and the number 
with retarded depressions showing improvement. 

e widespread use of a precursor of a specific brain neurotransmit- 
ter offers a unique opportunity to evaluate aspects of the pharmacoge- 
netics of this neurotransmitter system. Furthermore, the present use of 
L-DOPA in depressed and parkinsonian patients suggests the need 
and potential for critical collaborative studies between neurologists 
and psychiatrists. A combined effort could greatly further our under- 


standing of the behavioral and molecular actions of L-DOPA and its 
relationship to disease states. 


WILLIAM E. BUNNEY, JR., M.D. 
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Involving the Private Sector in Community Psychiatry 


BY CAPTANE P. THOMSON, M.D., M.S. HYG. 


The author offers one answer to the question 
of how psychiatry can expand its capacity 
for direct service if a national health insur- 
ance program removes the financial barrier 
to care. He describes the cooperative devel- 
opment of a central inpatient, day patient, 
and emergency service that eliminates the 
distinction between public and private care 
and makes maximum use of scarce profes- 
sional manpower. 


Ordi psychiatry has served as a 
E rallying cry or, as some say, a band- 
fiot, 2) for such a wide range of innova- 
pow experimental programs that its 
bot png has become diffuse. My premise is 
E psychiatry should neither be 
Brus to encompass broad social action 
ee nor restricted to interprofessional 
Bon Mines such as mental health consul- 
that e agree with Redlich and Pepper(3) 
Es Eoounity psychiatry does not qualify 
d subspecialty. I view it instead as the 
Bie of on of the basic public health princi- 
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vention to one aspect of medical care. By 
analogy with industry, community psychi- 
atry may be viewed as a new marketing tech- 
nique for the organization and delivery of 
our already established skills. 

All of us in practice, whether this practice 
be private, public, or mixed, are part of the 
larger, loosely knit psychiatric treatment sys- 
tem. We refer to and receive referrals from 
each other and from the broader social and 
medical screen that identifies our patients. 
We often pride ourselves on our indepen- 
dence and autonomy while striving to main- 
tain our reputations and our relationships 
with our colleagues. Should we not acknowl- 
edge our interdependence and join together 
in planning for a comprehensive system of 
care for all psychiatric patients? 

Over the past 25 years we have watched 
some dramatic changes occurring in the 
financing first of psychiatric care and more 
recently of health care generally. We have 
seen the growth of an exciting array of local 
community mental health programs in a 
number of states. We have also watched an 
increasing amount of public money entering 
the health care field. Military medical care, 
Medicare, and Medicaid are social experi- 
ments that have had varying degrees of suc- 
cess. All are supported by the relatively 
small productive segment of the population. 
How long will the taxpayer continue to sup- 
port these burgeoning programs before in- 
sisting that he be included too? 

There is a rapidly growing momentum in 
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this country for a universal health insurance 
program. In 1968 the late Walter Reuth- 
er(4) organized his Committee for National 
Health Insurance, a potentially powerful 
consumer interest group with its champions 
already in Congress. It would seem fairly 
safe to predict that some form of federally 
subsidized health insurance is soon to come 
in this country. A financing mechanism 
alone, however, will not lead to a rational, 
organized, and well distributed delivery 
system for general medical care, and this 
is perhaps especially true for psychiatry. 

As an example, let us look to our neighbor 
to the north. Most provinces in Canada have 
now accepted a fee-for-service compulsory 
health insurance program for physician's ser- 
vices; hospitalization has been covered for 
the entire country for a number of years. A 
certified psychiatrist receives a standard fee 
for each interview. As a result, the limited 
number of psychiatrists are simply over- 
whelmed with the demand for their services. 
There is no financial incentive, however, for 
the Canadian psychiatrist to collaborate with 
his medical and nonmedical colleagues in the 
management of some of his less urgent cases. 
Although the funding mechanism now large- 
ly eliminates the earlier distinction between 
public and private care, an organizational 
framework for coping with the suddenly in- 
creased demand is generally lacking. Collab- 
orative planning might help us avoid such a 
dilemma in this country. 


Strategies for Meeting the Demand for 
Direct Services 


Assuming that some form of comprehen- 
sive health insurance program is to become 
available in this country, how could we psy- 
chiatrists most effectively deploy ourselves to 
cope with the demand for our services? Car- 
stairs lists five current approaches to the 
rationing of psychiatric care(5): 

l. Psychiatric care may be rationed by price, 
as in the free market economy of the U.S.A. 
Those who can pay high fees will get the best 
treatment. 

This is, of course, the major pattern in pri- 
vate practice and serves primarily social 

classes I and II as documented in the Hol- 
lingshead and Redlich study, Social Class 
and Mental Illness(6). If, however, the finan- 
cial barrier to care is eliminated, what other 
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patterns might we consider? 


2. Psychiatric care may be rationed by giving 
first priority to the most seriously ill. This policy 
largely determined the provision of psychiatric 
care in Europe and in America during the 19th 
century. It has been influenced by marked fluc- 
tuations in psychiatric opinion about the “treat- 
ability” of the psychoses and has shown a revival, 
on both sides of the Atlantic, as a result of recent 
interest in the community care of the mentally ill. 
A variant of this solution consists in drawing up 
rather strict criteria (heavily weighted towards 
organic illness) to define cases which are the psy- 
chiatrist's proper concern and telling the remain- 
der—one presumes—that they have more need of 
the priest than the physician. 

3. Psychiatric care may be rationed by delay. 
This is the familiar phenomenon of the waiting 
list, one of whose by-products has been to remind 
us of the spontaneous remission of a proportion 
of acute psychiatric disorders. 

4. Psychiatric care may be rationed by the 
time allotted to each patient. This is, roughly 
speaking, the method adopted in the British 
health service and in many community clinics. 
It can be applied constructively, by compelling 
the psychiatrist to formulate a limited goal and 
to note whether this has been attained in a given 
time period. Obviously, if time becomes t00 
severely rationed, treatment is unlikely to be effec- 
tive. 

5. Psychiatric care may be rationed by working 
indirectly through nonpsychiatric medical staff 
and other helping agencies. This approach has 
been developed, for example, by proponents o 
the therapeutic community; by cultivating family 
doctors’ psychotherapeutic skills; and by offer- 
ing training to a variety of caretaking agencies 
in the community.' 

This last approach may be emphasized by 
citing the observations of the sociologist, 
Kai Erikson, who has developed a concept 
he calls the “social screen"(7). He argues 
that the psychiatrist should not move into 
the community to identify his potential pa- 
tients but should wait until they are called to 
his attention by members of the community 
in which they live. Erikson subdivides pod 
social screen into three levels: the first ist i 
immediate family and friends of the patient; 
the second is represented by social age? 
cies outside the family, such as the Dai 
clergy, school personnel, welfare odis 
etc.; and the last is the medical screen tha 


‘Reprinted from The American Journal of fant 
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confirms the presence of a condition that 
seither of the previous two levels can contain 
and control. 

Erikson's approach helps us to visualize 
how much more effectively we can serve a 
community if we work through the already 
existing social and health network. Although 
many of us want to be in a position to pro- 
vide immediate crisis intervention before a 
situation worsens, if we do this as psychia- 
tists we may be wastefully duplicating ser- 
vices that others could provide nearly as well. 
Even worse, we may then be unavailable to 
treat the more seriously disturbed patient 
whom no one else can manage. One of the 
first things I learned when I came to a small 
tural county as the first psychiatrist was that 
someone was helping most of the patients, 
that is, until the point that a patient was 
ORE to be committed to the mental hos- 


Psychiatry and the Public Health 
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son and property of others if prompt inter- 
vention is not taken. In the longer term too, 
the presence at home of an untreated psycho- 
tic parent can be extremely disruptive to the 
welfare of the children. 

If we agree that the acutely psychotic pa- 
tient is a public health concern, could the pri- 
vate psychiatrist, like his chest physician col- 
league, free his own limited time by providing 
consultation to his nonpsychiatric medical 
colleagues and to other helping professionals 
to assist them in containing and managing 
many of the less acute problems whose care 
would otherwise fall to his lot entirely? If a 
psychiatrist should wish to provide such con- 
sultation for a few hours, or on à half-day 
sessional basis, he should expect to be reim- 
bursed for his time regardless of the number 
of consultations he provides or consultees he 
sees during those hours. 

Most psychiatrists have been trained in 
hospitals where they worked as team leaders 
treating seriously ill patients. Many might 
like to be more frequently involved in the 
management of the psychotic patient than 
they are at present. The patients at highest 
risk of recurrence and return to hospital are 
those who have once been hospitalized. If 
they are untreated, we can expect some 44 
percent to return in the first year, 56 per- 
cent by the end of the second year, and fully 
70 percent by the end of five years(8). This 
recurrence and readmission rate can be de- 
creased by as much as 60 percent by diligent 
aftercare(9, 10), and yet for some reason the 
follow-up of the ex-hospital patient still 
seems to have a low status in psychiatry, 
despite the fact that here we can have some 
of our most dramatic results. The develop- 
ment of a sound rehabilitation program for 
the residually psychotic patient is certainly a 
task for any psychiatrist who wishes to de- 
vote part of his time to community psychi- 
atry. 

How much farther should the private psy- 
chiatrist expect to go in assuming public 
health responsibilities? Can he not only or- 
ganize himself to collaborate with other pro- 
fessionals but also begin to establish goals 
and priorities for his involvement that are 
consistent with the effectiveness of our cur- 
rent technology? 

In 1957 Ernest Gruenberg applied the pub- 
lic health hierarchy of primary, secondary, 
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and tertiary prevention to psychiatry by say- 
ing, “We should give first priority to prevent- 
ing those conditions which are preventable, 
second priority to arresting or terminating 
those conditions which can be arrested or 
terminated, and third priority to reducing 
disability in those conditions we cannot pre- 
vent, terminate or arrest"(11). Although pri- 
mary prevention of the major functional psy- 
choses is still beyond our grasp, secondary 
prevention—the interception and prompt lo- 
cal treatment of persons requiring mental 
hospitalization—and tertiary prevention— 
our attempt to reduce disability by continu- 
ing aftercare of patients released from the 
hospital—are areas in which we can demon- 
strate the greatest yield for our efforts in both 
human and economic terms. 


Collaborative Program Development in 
Yolo County 


Four years ago, when I came to this small 
rural county of 84,000 to develop a com- 
munity mental health program, I was the 
first psychiatrist. Public interest had been 
aroused, and the demand for service was 
clearly evident: one referral source alone had 
saved 33 patients for the new psychiatrist to 
treat definitively. Faced with a potentially 
impossible burden I decided to insist on pro- 
fessional referral and then to refer the less 
seriously disturbed patients back to their 
private physicians or other professional per- 
sonnel whenever possible with all the con- 
sultative support that we could provide, 

By insisting on referral except for true 
emergencies, the small staff of three or four 
mental health professionals was able to see 
800 patients a year, or an 
patients per staff member each month, with- 


first priority. As a result, court commitments 
decreased 84 percent, and the total admission 


involuntary pa- 


r spectrum of commu- 
nity agencies and that most patients were 
referred back to their original referral source 
for continuing care. This requirement, orig- 
inally intended to prevent duplication of 
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effort by working indirectly through the p 
existing network of services, had the s 
dipitous effect of involving the staff y 
other professionals and agency person 
continuously and tended to decrease the 
ative stereotyping that can sometimes occu 
around a public agency working in isolation, _ 
Since this friendly relationship was espe- 
cially notable with the private sector of med 
cal practice, the groundwork for the next step 
seemed logical and natural, if not traditional, 
That was the establishment of a psychiatric 
inpatient and day patient service that would 
attempt to eliminate the distinction between 
public and private care. » 
The establishment of an expensive gene 
hospital psychiatric ward was in turn fos 
tered by the Lanterman-Petris-Short Act 
(the California Mental Health Act of 1967); 
which requires 14-17 days of treatment 
cally before involuntary certification to 
state mental hospital. This law provides for 
90 percent state funding of the local service 
and a reciprocal ten percent local funding of 
county residents in state hospitals. For 
first time since the establishment of the state 
mental hospital system there is a fis 
incentive to provide treatment of the mental: 
ly ill in their own communities. 
The planning of a consolidated and cen- 
tralized psychiatric service took a full two | 
years. It required not only a willingness 
the part of the private hospital and media 
community to establish a psychiatric ward 
their hospital that would be open to eve 
one, but also the political decision that. 
funds should be used to support a private 
even if nonprofit, hospital rather than to E 
crease utilization of the already more thafl 
half-empty county facility. The obvious € 
ciency of a single unit as well as the avail 
bility of an intensive care section at the pri 
vate hospital with a renal physiologist t% 
Provide peritoneal dialysis or hemodialys s 
for victims of self-poisoning were poten 
arguments. The newly formed mental healt) 
association, both hospital boards and medi- 
cal staffs, the medical society, and the o! 
cially appointed advisory committees OM 
mental health and on youth and health Seu 
vices all came to support the idea and press 
for action from the governing body. E 
board of supervisors finally adopted the pr? 
posal in the interest of optimal patient care. 
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We decided to differentiate those patients 
who would be covered by the program from 
those who would be fully private patients on 
the basis of the federal income tax paid dur- 
ing the previous year. This very simple 
screening device includes an accurate record 
of gross earnings, number of dependents, 
outstanding medical or dental expenses, and 
to a lesser degree the amount of indebted- 
ness. With a tax payment of $1,600 as the 
cutoff, a single person with no dependents 
would be fully or partially covered up to an 
income of $9,500; a member of a family with 
two parents and six children would have 
some coverage up to an income ceiling of 
nearly $15,000. Physicians’ services would 
be guaranteed for any patient whose hospi- 
talization we subsidized. 


Payment for Physicians’ Services 


In April 1968 a new psychiatrist came to 
Woodland, the county seat, to join a large 
and growing multispecialty group practice. 
Even before his arrival he expressed interest 
in becoming the medical coordinator of the 
Proposed general hospital psychiatric ser- 
Vice. He began to work half-time with the 
mental health clinic and while there took 
[RM responsibility for planning the oper- 
i on of the psychiatric unit. He decided to 
geene the program as a therapeutic com- 
ad y and came to agree that priority of 
ae ssion should be based on urgency of 
f regardless of the patient's socioeco- 
Eae status. Once the plan had been ap- 
m ue. geenien selected, and trained 
vith him, o would conduct the program 
in ne time this new service finally opened 
toe s "ia the number of psychiatrists In 
d increased from two to five. The 
timers plan to pay two psychiatrists half- 
Progra cover the patients admitted under this 
calls j and develop a workable emergency 
Poe edule began to present immediate 
Pans Pics There was some reluctance to 
jd the hospital at night to see an un- 
Exe pinen: if there was no direct financial 
wigs) or the effort. While the patients ad- 
the tint have received similar treatment, 
Payin inction remained between the fee- 
msi pee. patient and the patient whose 
sician’s E covered by the same phy- 
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Interestingly, after the first full month of 
operation a careful analysis revealed that 
only 37 percent, not the anticipated 60 per- 
cent, of the patients admitted needed addi- 
tional coverage. At the level of their usual 
and customary fees, the cost of physicians’ 
services to these patients would have been 
roughly half that of the salaries they were 
being paid. Even with an increase in utiliza- 
tion and emergency calls, payment of fee- 
for-service should cost very little more and 
provide more incentive than the salary for 
direct patient care. It would also allow more 
psychiatrists to participate in the program 
and begin to equalize the attractiveness 
of all the patients served. 


Summary 


The evolution of a unified psychiatric in- 
patient, day patient, and emergency service 
in one small rural county is presented as one 
example of successful cooperation between 
the public and private sectors in the planning 
and delivery of comprehensive psychiatric 
care, The reliance on a single psychiatric 
hospital unit minimizes the distinction be- 
tween public and private care and makes 
maximum use of limited professional re- 
sources. It also makes possible the effective 
integration of public responsibility with 
private practice. 

Serious questions are being asked about 
the applicability of the fee-for-service system 
with its threat of overutilization and selec- 
tivity based on criteria other than urgency of 
need. I discussed earlier the lack of incentive 
it provides in Canada for indirect or colla- 
borative services. Perhaps additional reim- 
bursement for time spent on a patient’s 
behalf will have to develop before the psy- 
chiatrist can free himself from his continuing 
round of direct patient care to see his relative 
position and responsibility in the larger com- 
munity network of social and health services. 

The danger in this country seems to be not 
so much over utilization but rather our col- 
lective failure to organize ourselves and set 
our goals to meet the public health priorities 
of primary, secondary, and tertiary preven- 
tion. If we can work together in the planning, 
organization, and delivery of our services we 
can make community psychiatry the business 


of all of us. 
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A Mechanism of Sudden Death in 
Chlorpromazine Therapy 


BY ROBERT CANCRO, M.D., MED. D. SC., AND RUSSELL WILDER, M.D., PH.D. 


There has been an increasing number of 
sudden deaths in psychotic patients taking 
phenothiazines. The authors present a case 
report that they believe offers some insight 
into why such deaths occur. They feel that 
the combination of vasodilatation with the 
hypotensive effects of phenothiazines might 
explain some of the unexpected deaths. 


"T HERE HAS BEEN an increasing number 

„of reports on sudden death Occurring 
during phenothiazine administration in psy- 
chotic patients(1-10). Leestma and Koenig 
(11) recently reviewed the world literature 
on this problem and concluded that there 
were two types of sudden death associated 
with phenothiazines—that with aspiration 
and asphyxia and that with loss of cardio- 
vascular competence on the basis of an 
arrhythmia and/or hypotension, They cor- 
rectly pointed out the need to determine the 
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probability of sudden unexpected deat 
general in order to arrive at a reliable! 
mate of the number of deaths actually 4 
ciated with phenothiazine administration 


In discussing the pharmacological © 
of chlorpromazine, Grollman(12) 
scored the multiplicity of potential € 
vascular side effects for which chlor 
mazine and indeed all the phenoth 
drugs may be responsible. He note 
chlorpromazine acts directly on the 
nomic centers in the midbrain and pro 
a blocking effect on sympathetic gang 
sulting in hypotensive activity as Wi 
other evidences of relative parasym 
dominance. Other effects of chlorpron 
include its capacity to abolish the Vi 
Strictor effect of epinephrine, quinıain 
action on the heart, and potentiating 
on the hypnotic and analgesic effi 
other drugs, as well as a slight local 
thetic activity. Chlorpromazine t 
demonstrates potential combination 
ganglion blocking and adrenolyti 
pine-like, and central nervous sys 
pressing actions. The widespread sit 
tion of the drug include cortical, sub 
thalamic, hypothalamic, basal gar 
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- medullary, and brain stem areas. 


Huston and Bell(13) reported that 52 
percent of patients on phenothiazine med- 
ication showed abnormal polarization 
changes not related to age and thought to be 
benign in their electrocardiograms (EKGs). 
Alterations in repolarization may be directly 
related to a myocardial effect of the pheno- 
thiazine acting on the ion-dependent frac- 
tion of adenosinetriphosphatase. Richard- 
son and associates(14) have reported finding 
increased amounts of mucopolysaccaride 
deposited in coronary arterioles and capil- 
laries of patients who had taken large doses 
of phenothiazines for prolonged periods 
and who died for unexplained reasons. In a 
recent letter to the Journal of the American 
Medical Association, Alexander(15) stated, 
I have seen supraventricular arrhythmias, 
conduction defects, cardiomegaly, and con- 
gestive heart failure, and one patient in 
whom myocardial infarction developed 
When he was challenged with chlorpro- 
mazine. Whether or not drug-induced hypo- 
tension played a role is not certain.” 


An important obstacle to the clear es- 
tablishment of the specific mechanisms of 
death has been the paucity of autopsy find- 
ings. It is characteristic to find a minimum of 
demonstrable lesions in autopsies performed 
i REM patients, The failure of the autopsy 
dinci of substantial assistance forces the 
Ed to seek out individuals who have 
h ved episodes of near fatality while on 
phenothiazines. The clinical course of these 
Pye may offer information about the 
nick 16) ren in question. Yelin and Gral- 
which } ISPOr such a case of recovery in 
eth i ey attributed the cause of near 
M o "a general effect of the drugs on 
of M nervous system with depression 
oM brain centers, rather than of 
ad ed organ pathology and failure, such 

cardiac fibrillation or arrest." 


Bea case reported here is of a hospital- 
Head who apparently was dead but 
vived "x to heroic measures. She has sur- 
Tence sit a ten-year period without recur- 
fts the near fatal episode. This fortu- 
Hii artes offers the opportunity for 
sudden insights into the mechanism of 
which unexpected death in one case, from 
certain generalizations are possible. 
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Case Report 


The patient, a 33-year-old married woman, 
had been living in a large metropolitan area for 
ll years and had one child, age seven. Approx- 
imately one month prior to her admission to a 
psychiatric observation center, surgery had been 
recommended for gallbladder disease. One week 
later she entered a general hospital, became 
acutely agitated, called for her family, and de- 
manded to go home. She was promptly dis- 
charged and within 24 hours regained her usual 
composure. She then returned for the cholecyst- 
ectomy. During the night of the fifth postopera- 
tive day she again became acutely agitated, 
screaming and complaining that the people in 
the next room were making noise and that 
visitors were talking about her. The husband was 
forced to remove her from the general hospital 
because of this behavior. During the seven days 
she spent at home she paced about incessantly 
and talked to herself constantly and unintelli- 
gibly. She slept only fitfully. On the day before 
admission she began to point at passing cars and 
claimed she knew the people in them. Psychiatric 
hospitalization was finally precipitated when she 
left her apartment, rang doorbells, and pounded 
on the neighbors' doors. 

On admission she was described as a moder- 
ately obese woman who related to the psychia- 
trist in a distant fashion and grinned inapprop- 
riately. She was extremely agitated and showed 
a constricted range of affect. She spoke in a flow 
of broken associations that, while barely com- 
prehensible, included many persecutory fears. 
It was the examining psychiatrist's impression 
that she was having auditory hallucinations. 

She was admitted with a diagnosis of acute 
catatonic schizophrenia and was given 100 mg. 
of chlorpromazine intramuscularly. Four hours 
later she received 50 mg. of chlorpromazine 
orally, which remained the route of administra- 
tion thereafter. Since she was admitted in the 
afternoon, we considered her first day of hos- 
pitalization as only a half day in order to cal- 
culate the average daily amount of drug ingested. 
On the day following admission she received a 
total of 350 mg. of chlorpromazine in four doses. 
On the third day of psychiatric hospitalization 
the dose was raised to 500 mg. It was raised 
again on the fourth day to 575 mg. and on the 
fifth day to 750 mg. The dosage was raised on the 
sixth day to 800 mg., where it remained for four 
days. In summary, she received 5.52 gm. of 
chlorpromazine, only 100 mg. of which was 
given intramuscularly over à period of eight and 
a half days—an average of 650 mg. per day. 

On admission her laboratory work revealed 
a few white cells and a trace of albumin in her 
a negative Venereal Disease Research 
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Laboratories report (VDRL), a white blood cell 
count (WBC) of 7,000, a hemoglobin of 10.8 gm., 
a differential count of 67 percent segmented 
polys, 28 percent lymphocytes, one percent 
monocytes, and four percent eosinophils. On ad- 
mission her blood pressure was 100/70 and her 
pulse was 120 beats per minute. Her physical ex- 
amination was within normal limits except for 
the presence of a fresh cholecystectomy scar. 

During the morning of the tenth hospital day 

she was given a warm shower about 20 minutes 
after oral ingestion of 200 mg. of chlorproma- 
zine. The patient collapsed, slumped forward, 
and struck her head slightly against the shower 
wall, She was carried out of the shower room 
by the aide and placed on a bed. She was im- 
mediately examined by one of the authors 
(R.C.) and another physician, who by chance 
happened to be outside the shower room. She 
was found to be without audible heartbeat, pal- 
pable pulse, or visible respiration. Closed-chest 
cardiac massage was administered while epi- 
nephrine and a syringe were obtained. The pa- 
tient did not respond to the closed-chest cardiac 
massage and after approximately 90 seconds of 
massage, intracardiac epinephrine was admin- 
istered, An audible heartbeat returned. She was 
put in Trendelenburg position and Oxygen was 
administered. We were unable to obtain a pulse 
or blood pressure for approximately ten minutes, 
but a heartbeat was audible on auscultation. An 
EKG taken approximately one-half hour after 
the episode was within normal limits (see figure 
1), showing an atrial rate of 98, a ventricular rate 
of 90, a P-R interval of 0.15, and a QRS of .09. 
An emergency blood count done at the same 
time as the EKG revealed a red blood cell count 
(RBC) of 4.65 million, a WBC of 16,300, and a 
hemoglobin of 12 gm. The differential was 71 
percent polys, nine percent staph, and 20 per- 
cent lymphocytes. A chest X ray taken the day 
after the episode showed a questionable patch 
of pneumonitis in the right lung base, but when 
the X ray was repeated six days later it was 
negative. A blood count done one week after the 
episode revealed that the WBC remained ele- 
vated at 16,200, the hemoglobin was 11.5 gm., 
and the differential count was 65 percent seg- 
mented cells, eight percent staph, 25 percent 
lymphocytes, one percent monocytes, and one 
percent eosinophils. 

The patient was in surprisingly good contact 
with the environment two and a half hours after 
the episode. She was free of schizophrenic symp- 
toms and showed an understanding of the seri- 
ous nature of what she had been through. She 
said she realized that she had nearly died and 
was grateful that we had helped her, Within 24 
hours this apparent psychological improve- 
ment disappeared and she again was confused, 
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FIGURE 1 
Normal EKG Taken One-Half Hour After Episode 
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restless, and showed signs of the schizophrenic 
illness, 3 h 

Twelve days after the near fatal episode si¢ 
was transferred to a state hospital for treatment. 
She received chlorpromazine and was discs 
as improved after two and a half months. 9 
had one recurrence of acute disorganization ^ 
quiring hospitalization two years later. T ks 
has been no recurrence of the near fatal b 
during the subsequent ten-year period, desp 
the repeated use of chlorpromazine. 


Discussion 


There are real dangers in generalizing 
from a single case, particularly when er 
dealing with a drug that has multiple 5! 5 
of action. Nevertheless the mechanism. 
"death" in this patient is sufficiently Anm 
that it offers both physiologic and prev% 
tive insights. The combination of widespI* 
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vasodilatation associated with a warm moist 
environment (shower) with the hypotensive 
effects of chlorpromazine resulted in a 
dramatic sequence of events that included 
loss of consciousness, unobtainable pulse 
and blood pressure, and inaudible heart 
sounds, This series of events strongly sug- 
gests a hypotensive crisis. That the heart 
beat returned shortly after the administra- 
tion of intracardiac epinephrine is of con- 
siderable interest. That pulse and blood 
pressure were unobtainable for approxi- 
mately ten minutes suggests that the para- 
doxical effect of the epinephrine may have, 
despite its cardiac effect, continued for an 
additional period of time. The paradoxical 
effect of epinephrine in the presence of 
chlorpromazine consists of vasodilatation 
and a drop in blood pressure. 


Conclusions 


Several avenues for further research into 
the sympatholytic and hypotensive prop- 
erties of chlorpromazine are suggested. The 
first of these would involve the estimation 
of postural hypotension by medical per- 
sonnel with repeated blood pressure deter- 
minations in sitting and standing positions 


during the first few days of chlorpromazine. 


administration and at regular intervals 
thereafter. Such determinations might de- 
tect those patients whose hypotensive re- 
Sponse to the drug is severe. A second area 
of investigation would involve the applica- 
tion of a test of sweating in the extremities, 
particularly the legs. Such tests have been 
Carried out in patients with suspected auto- 
nomic neuropathy (diabetic) and might 
help. to differentiate individuals most sus- 
ceptible to the sympatholytic effects of the 
drug from those more tolerant to these 
effects. It is strongly recommended that 
attempts to determine those patients most 
likely to show a severe hypotensive reaction 
to drugs like chlorpromazine be carried out 
on all patients prior to the administration 
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of such drugs. Simple precautions such as 
this might appreciably reduce the risk of 
sudden unexpected death during pheno- 
thiazine therapy. 
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A Resident Group Process Training Seminar 


BY ROGER W. SHERMAN, M.D., AND ARTHUR M. HILDRETH, M.D. 


The authors describe a useful teaching tool 
in a psychiatric residency, an ongoing group 
process seminar. In it residents learn to 
recognize and deal with the forces of compe- 
tition, scapegoating, dependency, and help- 
less rage at the administration. Studying 
these forces makes it possible to understand 
and effectively counter similar processes in 
other groups such as inpatient wards. 


Ox of the tasks of a psychiatric resi- 
dency program is to train the resident 
so that he can foster a ward milieu on the 
inpatient service that allows the patients to 
deal with their intrapsychic and interperson- 
al problems in a constructive way. It is 
hoped that later in his career he can use this 
experience to deal with the practical prob- 
lems of group process, 

Each resident at the Henry Phipps Psy- 
chiatric Clinic becomes administrator of one 
of the inpatient wards during his second year 
of residency. In order to do this effectively 
he must abandon the traditional dependency 
model on which most doctor-staff relation- 
ships are based and develop an evocative 
leadership role such as that described by 
Whitehorn(1). Furthermore, he must con- 
tinually present to the ward community 
what he believes to be the group process 
Occurring within the community. This both 
diminishes the destructive features of the 
group process and promotes corrective 
group experience for the patients. 

There is widespread interest in under- 
standing and teaching group processes that 
may be used by individuals in their occupa- 
tions, whether these are in government, in- 
dustry, or the behavioral sciences. A wide 
variety of techniques has been found useful, 
The Tavistock Institute of London and the 
National Training Laboratories have devel- 
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oped well known programs. In separate 
papers, Redlich(2) at Yale, Horwitz(3) at 
the Menninger Clinic, and Artiss and Schiff 
(4)! at the Phipps Clinic have recently 
described group process training seminars 
for psychiatric residents. These papers rep- 
resent the work of group leaders that empha- 
sizes group structure, didactic material, and 
group process as seen by the instructor. 

We will describe as participant observers 
a seminar that has helped the psychiatric 
residents at the Henry Phipps Psychiatric 
Clinic to deal with these group process prob- 
lems of ward management, understand 
affectively and intellectually the basic inter- 
actions of people in a group, and understand 
some of the interactions going on within the 
residency group itself. Second, we will dis- 
cuss the group process factors that repeated- 
ly interfered with the task of learning. Third, 
we will offer some brief suggestions for im- 
provement of the program as it is structured. 
We will emphasize the usefulness of the 
seminar in dealing with the recurring group 
problems of residents involved in a psychi- 
atric training program. 


Group Structure 


The group consisted of first- and second- 
year psychiatric residents who were con- 
cerned with inpatient work, the chief resl- 
dent, and the group leader (a psychiatm 
who is especially qualified in the field o! 
group process), about 17 people in all. They 
met once a week for two-hour sessions. 

The group was structured as follows: 0n 
the second and fourth weeks of the month, 
a resident would present material from a 
selected reading list in the field of sociology 
and group process, It was assumed that eac 
member had read the assignment presente 
As the reading was delivered the group 


OD AONO. : ie 
‘The seminar described in this paper is the same Sist 

described by Drs. Artiss and Schiff. A full reading 

of didactic material is presented in their article. 
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would expand the material with personal 
experiences, observations of the interactions 
among members of the seminar, and situa- 
tions brought from the inpatient wards. On 
the other weeks of the month no formal ma- 
terial was given, and the group dealt with 
issues from hospital experience. These 
ranged from questions concerning assaultive 
patients, to complaints about the training 
program, problems with the nursing staff, 
and disagreements between the residents. 

The group leader was a consultant from 
outside the hospital, not a member of the 
full-time administrative staff. He defined 
and emphasized much of the group inter- 
action within the seminar itself; didactically 
provided information in the literature in 
areas where he was technically expert; 
slowed the interactions down when they 
came too fast to be observed; actively pre- 
vented the seminar from becoming group 
therapy; used techniques to provide stable 
leadership; and avoided marked dependency 
of the group on him. 

The chief resident, in addition to being a 
group member, served as a bridge between 
the residents in the seminar and the admin- 
Renee of the hospital. The leader felt that 

he presence of a representative of the hos- 
pital administration, in this case the chief 
a aen, was crucial to the group. Without 
an Presence, the tendency of the group to 
i ome a secret society because of its 

mited closed membership would be very 
ha As such, it would be seen by the ad- 
ai as subversive and it would risk 
hee: a As the group progressed, irra- 
ea and destructive attitudes within it 
We Hm evident. The structure noted above 
LA pend to provide the setting in which 
tid u safely observe and define the atti- 

es blocking the tasks of the group. 


Four Problems 


a competition among the group members 
the With the group leader, the passivity of 
dista members, feelings of helpless rage 
and a the administrative establishment, 
goats « tendency to develop leader-scape- 
inde within the group all served to cloud an 
HUE of group process and to ob- 
to h an application of this understanding 
en ospital problems. Paradoxically, the 

way to understand group process was 
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to observe and define these attitudes as they 
occurred within the group. 
Competition 

There is a truism concerning training that 
much of the real learning will come from 
one's colleagues via mutual support, sharing 
of experiences, disagreements, and informal 
consultation. This fails to take into consider- 
ation aspects of very intense, aggressive, but 
sometimes quite covert competition among 
members of the seminar. These factors be- 
come glaringly apparent. Repeatedly, 
worthy comments by group members were 
totally ignored by the group or met with a 
storm of rebuttal. Early in the year books on 
reserve for the group readings disappeared 
regularly. It seemed as if group members 
ignored the needs of others. During the sem- 
inar on one occasion it came to light that 
one resident had deliberately not passed on 
potentially helpful information to a col- 
league because of “confidences” given to 
him by the nursing staff. Through the sem- 
inar the residents came to see themselves 
using the weekly case conferences as a show 
in which each resident in turn tried to out- 
perform the others. Thus one would present 
a successfully treated patient rather than a 
problem patient. Even the writing of this 
paper may be seen in the light of active com- 
petition with the other residents in the 
program. 

What is the prize in this competition? Al- 
though there were individual motivations 
among the residents, it became evident in 
the seminar that the goal was not chiefly 
the achievement of improved patient care 
or the advancement of therapeutic tech- 
nique. Instead, the main prize was approval 
by "persons high in the hospital hierarchy" 
(5). The unspoken assumption was that this 
approval would be shown either by selection 
as chief resident or by the approval of spe- 
cial research programs for residents. 

It was very difficult for residents to talk 
about this. Instead, the group exerted a 
powerful influence on its members to con- 
ceal such striving and to withhold evidence 
of special competence in particular areas, 
lest they suffer isolation from the group. 
Thus individuals tended to play dumb on 
certain subjects. Only after several months 
did one resident reveal to the group his re- 
ceipt of an approving letter from the head of 

[149] 


Eno a 


374 


the department about a case conference. 
People tended not to ask questions because 
they felt this revealed ignorance. Competi- 
tion to build and maintain a superior image 
before approving teachers often assumed 
much more importance than competition to 
learn and develop professional skill. 
Feelings of Helpless Fury at the Adminis- 
tration 
The second major theme that came out 
repeatedly was the feeling that the residents 
were helpless pawns in the hands of the hos- 
pital administration. There was a fantasy 
that *a person high in the hospital hier- 
archy"(5) intended to embarrass, humiliate, 
and criticize residents. He became a feared 
authority who held the career of each man in 
his angry hands. This was combined with 
the feeling that the leader of the group was 
invariably kind, generous, honest, loving, 
and helpful. Thus as the year progressed it 
became evident that the group had split its 
feelings so that it could view the group leader 
as good and the administration as bad. The 
group dealt with this distortion by bringing 
it into the open and discussing it. It gradual- 
ly came to understand the group process in- 
volved in this unrealistic and exaggerated 
separation of feelings. 


Passivity and Dependency 


The third major factor was the persistent 
and ever destructive passivity and depen- 
dency of the resident group. To begin with, 
there was the attitude that merely being with- 
in the walls of the university hospital would 
be sufficient to make a capable psychiatrist. 
It was as if all knowledge were to come 
from the institution. This attitude was re- 
flected in the group by the fact that often 
residents would not do the assigned read- 
ings, expecting to absorb knowledge pas- 
sively. Frequently, many members of the 
group remained Silent, contributing noth- 
ing, waiting to receive information. Only 
one resident bought the reading material, 
and when he did so, the group kidded him. 
The issue of passivity waxed and waned, 
but was never resolved. It continued to exact 
a toll throughout the year. 


Scapegoat-Leader Phenomenon 


The fourth destructive factor was the 
tendency of the group to single out a mem- 
ber as a scapegoat-leader. Anytime anyone 
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accepted the role of leader within the group, 
the group would eventually exclude him, like 
a scapegoat. Frequently members would 
nominate themselves. One member would 
repeatedly talk up during periods of silence. 
Another member would consistently preface 
remarks with “I have to disagree." On one 
Occasion a member spoke of his intimate 
personal feelings. The group responded by 
rapt listening and encouraging questions. 
To prevent this member from becoming the 
patient (all too easy in a group of doctors), 
the leader of the seminar intervened by ask- 
ing that member to be silent for 15 minutes. 
In this way the structure of the group was 
clearly drawn. 


Changes During the Year 


Initially the group of residents argued 
with each other or depended on the leader 
for guidance. As the year progressed, the 
group was able to take more initiative and 
recognize the presence of the four previous- 
ly mentioned interrelated destructive ten- 
dencies. Remarks such as “We're playing kill 
the leader again” became more frequent. 
The group frequently and with increasing 
sophistication made correlations among the 
group interactions, the reading material, 
and the hospital wards. 

We felt that some changes might increase 
the productivity of the seminar. At times the 
group was quite large (approximately 17 
people). This either produced a flood of in- 
formation on the one hand or increased the 
passivity of the individual members on the 
other, which tended to lead to an audience- 
speaker pattern. We thought that an optimal 
size would be much smaller, perhaps n9 
larger than eight or nine group members. 

The changing membership of the group. 
with some people leaving early from the 
inpatient service and others being absent 
for special assignments such as admitting 
or the emergency room, forced continua 
restructuring of the group. The departures 
and returns often disrupted the group $0 
that from an emotional standpoint. eac 
meeting was like beginning all over again 

The question of whether to have bol! 
first- and second-year residents in the os 
group remains open. Sometimes it was he r 
ful to have more experienced second 
members assist in pointing things out to 
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group. At other times it merely promoted a 
hostile dependency of one year upon the 
other. Often the first-year residents would 
sit back and wait for explanations from 
those in the second year only to criticize the 
statements after they were made. 

Meetings in separate first- and second- 
year groups would allow the groups to be 
tailored to different needs. For example, 
the first-year group might provide the basic 
tools of group participant observation while 
the second-year group worked on advanced 
techniques of group leadership. 
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Frontier Justice: A Contribution to the 
Theory of Child Battery 


BY WILLIAM R. FLYNN, M.D. 


Child abuse, the author believes, is often 
dependent upon structural and dynamic 
elements within the adult. He reports two 
cases of mothers who beat one of their 
children and concludes that defective de- 
fee Structures of the ego are frequently 
i rre for child abuse; abusing parents, 
fhe nds, tend to project their anger onto 
their children, while denying and repressing 
itin themselves. 


Qs OF THE PAST have exhibited vary- 
ee degrees of permissiveness or apathy 
i P murder, abuse, and neglect of 
US c ildren. In our time and culture such 
HS is regarded with outrage, but until 
widel years ago, when the X ray became 
ires used in pediatrics, doctors treating 
RET] children, particularly small babies, 
peo H a not imagine that these injuries 
S d iberately inflicted by the parents or 
A a ults. During the early 1960s Kempe, 
“be latrician, named and described the 

tered child syndrome" and led a large- 
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scale study of the problem(1). 
Studies of the Syndrome 


Since then there have been a number of 
clinical psychiatric studies of the parents 
and families involved. The most ambitious 
one to date was reported by Steele and 
Pollock in 1968. The essence of their find- 
ings in 60 sets of parents is that there is a 
defect in motherliness (or fatherliness) in 
the abusing parent. This defect refers to an 
ego attitude, not the ability and willingness 
to perform the mechanics of child care. 
These adults had the attitude that children 
exist for the parents’ pleasure and satis- 
faction. Steele and Pollock found this defect 
in a strikingly high proportion of their 
cases in two or three successive generations, 
that is, the parents who were raising their 
children with the attitude were themselves ' 
subjected to it as children. In their. study 
there were few cases of psychosis, sociop- 
athy, or mental retardation. Social and 
economic status were not considered to be 
crucial determinants, nor was accidental 
stress a significant precipitant. They treated 
most of their parental couples with an ap- 
proach that featured confrontation and 


education(2). 
No other study reported so far has postu- 
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lated a personality defect specifically re- 
lated to child abuse. Almost all the parents 
studied have been considered significantly 
abnormal in terms of impulsivity, im- 
maturity, or neuroticism, but they have 
been diagnostically heterogeneous. Morris 
and Gould described “role reversal” in 
child-beating parents who seemed to de- 
mand that their children supply them with 
love and gratification(3). Kaufman studied 
parents who apparently projected onto the 
child a hated part of their own personality, 
which they then proceeded to attack(4). 
Studies have been made of the personalities 
of violent, abusive parents(5), and neglect- 
ing parents have been compared with 
relatively normal ones(6). As one would ex- 
pect, the abusing parents proved to be angry, 


dependent people, lacking in warmth. 
Many of them had been abused by their 
parents, 


I treated two young women who severely 
beat their daughters. They were not psy- 
chotic, sociopathic, or retarded and neither 
had a history of having been beaten by her 
parents during childhood. They abused 
their daughters during a period of their 
lives that was unhappy, and there were 
some clear genetic (historical) and dynamic 
determinants in the choice of that particular 
child. Both had extreme psychological 
blindness for those forces. 


Case Reports 


Case I. Kathy was a 24-year-old mother of 
two when she began Psychotherapy after seri- 
ously injuring her six-month-old daughter. She 
had been slapping the baby very hard and very 
angrily for two or three months on the average 
of about once a week and the day before I saw 
her she had hit the child so hard, so many times 
that the child lay motionless, apparently un- 
conscious or dead. Kathy became frightened 
and brought her to a hospital where she was 
found to have a subdural hematoma and a 
fractured humerus. About a month before her 
husband had seen her furiously pushing on the 
baby's face with a washcloth She revealed 
what was going on to him to some extent at that 
time and they talked about her seeing a psy- 
chiatrist. Unfortunately they decided to post- 
pone it and see if the problem could be solved 
within the family; thus, they treated the problem 
as though it were isolated from other ones. 
They did not link their marital unhappiness with 

the child beating. 
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Kathy was an English girl who grew up in com- 
fortable material circumstances but with a good 
deal of unhappiness because of her struggles 
with a harsh, domineering mother. Her father 
was a successful businessman who commanded 
a considerable amount of respect and admira- 
tion from the children, but he was absent from 
the home much of the time and had little direct 
responsibility in rearing them. The mother was 
Irish-Catholic and the children were raised in 
the Catholic faith, although the father was born 
Protestant and remained so. Kathy attended 
convent schools and was very closely supervised 
until she finished her formal education at age 
16; she elected to study dance and devoted her- 
self to it for several years until she felt that the 
social restrictions began to outweigh the satis- 
faction she derived. She is very attractive and be- 
came popular after about her 18th year, when 
she allowed herself to date. 

When she was 18 she became pregnant with- 
out knowing she had had intercourse. I believe I 
was as skeptical as her mother had been six years 
earlier when she told me this, although it served 
its purpose in somewhat blunting her mother's 
fury. It was not a conscious lie but proved to be 
a vivid example of her excessive use of repression 
and denial as defense mechanisms. Her mother 
arranged an abortion for her and it was said that 
She had entered the hospital for ovarian cyst 
surgery. Kathy so much identified with this 
story that eventually she came to believe it; this 
was her way of dealing with the guilt and em- 
barrassment. 

Later in psychotherapy it did not appear to me 
that the child assault was strongly connected 
with that event, but it was connected with another 
child—a sister two years younger toward whom 
Kathy was extremely jealous. Both Kathy and 
her parents independently described her abuse of 
the sister as being very similar to the manner In 
which she abused her own child more than 20 
years later. The similarity existed in the pushing 
on the face, which was very prominent during 


the early weeks of her assaults on her daughter. 


The little sister died of an infectious illness when 
the patient was about three. She has two sur 
viving siblings, a sister three years older and à 
brother five years younger. She has the reputa- 
tion in the family of being the most aggressive 
and the most temperamental of the three and * 
was not unusual for her to throw things whe 
angry. } 
During the time Kathy was battering her 
daughter she was extremely unhappy !n hey 
marriage and dissatisfied with her husband. TER 
had met when he was vacationing in Lom tly 
and she was on the rebound from a red 
broken engagement. They were married Wit. 


six weeks after meeting; her parents wer 
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lently opposed and did not attend the wedding. 
Her family was prosperous and quite socially 
prominent in their circle. After the marriage in a 
hectic civil ceremony, the couple flew to Amer- 
ica and Kathy began to repent privately almost 
immediately. She found herself living with her 
inlaws in an ordinary, unglamorous Los 
Angeles suburb. She felt her husband was a dull, 
unimaginative man with little ambition. After a 
little more than a year her son was born, and he 
soon became her life and hope. She often day- 
dreamed that eventually just the two of them 
would leave and look for happiness together. 
Meanwhile, she was extremely careful to. con- 
ceal from everyone how she felt about her mar- 
riage. In doing so she largely concealed it from 
herself, as she had done earlier with the preg- 
nancy and the abortion. 

The marriage steadily deteriorated below the 
surface, and apparently her husband did not en- 
Courage discussion of the issues between them. 
He grew sullen at her angry outbursts and she 
became so frightened of his reactions that she 
tried to suppress her anger more and more. Her 
repression and denial were such that she was 
pleased and hopeful when she became pregnant 
with her daughter. As soon as the child was 
born she began to loathe her. She felt she had 
made a terrible mistake and that her daughter's 
presence was going to spoil her relationship with 
her son. Her attacks on the baby began when 
She cried with colic. She projected her anger on- 
to the child and thought of her as being spiteful 
men she cried for a long period. During the first 
lew months of her baby's life her powers of 
introspection were extremely poor. She thought 
of each beating as though it was not associated 
With the last one, and she did not connect her 
EE at the child with her feelings toward her 
oo She felt extreme guilt and shame each 
a but there was very little accumulation of 
guilt. 
he worked with her twice a week in psycho- 
PY for over a year. During that time she was 
un convicted, and placed on probation. There 
xd ae. more incidents of child beating after her 
; st, and she subsequently had another daugh- 
€r with no recurrence of the problem. 


Vi uia 2. Donna was also the mother of two, 
heh er daughter, whom she beat, was older than 
the eat The little girl was three at the time and 
i a tle boy about two. Although she had come 
which Principally because of the child beating, of 
mi she was very much ashamed, she did not 
28 dd about it until after several weeks. She was 
ahs had been married four years. Her husband 
tig en years older and had one previous mar- 
= n with three children. One of those children, 

4-year-old girl, was living with them and 
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Donna ostensibly came to treatment because of 
her difficulty in getting along with the step- 
daughter. Donna, too, was bitterly disappointed 
in her marriage and her husband. 

She was the third oldest of eight children and 
was raised in a strict fundamentalist religion. 
She grew up in good material circumstances but 
had always been angry and dissatisfied, the tom- 
boy and trouble maker in her family from the 
time she was a little girl. Her family had initially 
opposed her marriage to a divorced older man, 
but there was no serious rift in her relationship 
with her parents or siblings. Her husband was a 
successful businessman, but he was angry, with- 
drawn, and partially impotent. She felt she had 
been disappointed by boys and men consistently 
throughout her life. She was a reasonably at- 
tractive girl, but she felt anything but attractive 
and tended to deny her concern for her appear- 
ance by the way she dressed and groomed her- 
self. 

She had been beating her daughter for several 
months before she came to see me. She knew 
there was never any reason or real provocation 
for it; her daughter was actually a sweet child, 
not nearly as rambunctious as her son. Donna 
could not understand what she was doing and 
could only associate it with her lifelong tendency 
to be rather mean and quick to lose her temper. 
She never seriously injured the little girl, but it 
was the viciousness and vindictiveness with 
which she slapped the child that shocked her. 

When she began treatment almost everything 
about the marital difficulties was being denied or 
repressed. She approached treatment gingerly, 
saying that she simply wanted help in getting 
along better with her stepdaughter and did not 
want to get “all involved in psychiatry." It was 
not difficult to get her involved, however, for she 
was frightened about what was happening and 
was moderately depressed. I saw her twice a 
week for several months, then three times a week 
for over a year. Her transference reaction to me 
was angry and manipulative; she felt I would be 
as weak and capricious as she had apparently 
felt her father had been when she was a child, 
so she tested me in many ways for at least the 
first year. I predominantly seemed to represent 
her father to her. She had tried to be a boy for 
him and found he eventually lost interest in her. 
She doted on her son and was very affectionate 
with him to the same degree that she was inex- 
plicably angry and intolerant toward her little 
girl. Nearly everything that contributed to her 
dislike for the little girl was repressed and denied, 
such as the fact the daughter was exceptionally 
pretty and feminine and appealed so much to her 
father. 

Her attacks on her daughter recurred during 
the first year of treatment but eventually ceased. 
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I did not complete her treatment because she 
left in anger when I proposed that she enter 
analysis with another man. 


Discussion 


By my whimsical title “Frontier Justice” 
I mean to convey what is really the natural 
attitude or temptation of a parent dealing 
with an obnoxious child, whether it be a 
tiny baby crying from colic in the middle of 
the night or a three-year-old who spills his 
orange juice in your lap. Normally a parent 
fantasies slapping a child under those con- 
ditions without regard for his size and 
weight advantage. Those fantasies are trial 
actions and serve two functions: They make 
us aware what we are tempted to do, and 
they discharge some of the anger. When the 
idea of socking the baby enters conscious- 
ness, the pertinent ego defense mechanisms 
are activated and made available—reality 
testing and memory, for instance. In the 
psychotic person, the mentally retarded, or 
the sociopath with a deficient conscience 
we can say these mechanisms are unavailable 
or ineffective. (Kathy was diagnosed as 
schizophrenic by court-appointed psychia- 
trists, because of what she had done, not 
the way she appeared. She was not psy- 
chotic at any time unless one postulates 
momentary psychosis during the beatings, 
but I believe that is begging the question.) 
My two patients did not fit into any of those 
categories nor were they clearly of the type 
that Steele and Pollock described. Still, 
they behaved in a senseless, violent fashion 
toward their children over a considerable 
period of time. 


Structural and Dynamic Elements 


It is inviting to emphasize genetic factors 
in the sense of childhood experience to ex- 
plain the antipathy toward the particular 
child who is assaulted. I do believe, how- 
ever, it is more accurate to focus on the 
structural and dynamic elements, It is in 
the defense structure of the ego where we 
see the difference between the parent who 
seems to prefer one child or dislike one 
child in particular and the parent who kills 
or violently injures one. My patients illus- 
trate how the extraordinary use of repres- 
sion, denial, and projection allows de- 
structive anger, nearly homicidal in one case 
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to be physically expressed against a com. 
pletely inappropriate object. Both these 
women were seething toward their hus- 
bands and other important objects; they 
identified their little daughters as the per- 
secutors at the time they were beating them, 
and they failed to see the connection, even 
though both of them are intelligent, per- 
ceptive women. They thought of their chil- 
dren as impossible, vindictive little creatures 
determined to frustrate them. The hateful 
feelings they ascribed to their daughters 
were almost precisely what they were feel- 
ing at the time. Both my patients had sketchy 
memories of childhood and particularly of 
the way they felt in the family relative to 
their siblings. They had little capacity to 
work with the anger toward the baby be- 
cause they were not at all able to connect it 
with anger at their husbands or to realize 
that the baby stirred up in them childish 
rage that was associated to earlier times and 
object relations. These women were im- 
paired, in effect, in their control of de- 
Structive anger to a degree comparable to a 
psychotic or retarded patient. The mecha- 
nism that prevents violent thoughts being 
converted to deeds was put out of action. 
Their self-deception was of such a degree 
that even painful guilt feelings did not 
sufficiently arouse their self-curiosity. 


Summary 


Two young mothers Severely beat one of 
their children but indulged in no other 
extremely bizarre or destructive behavior. 
They had no history of being physically 
mistreated as children. They had many 
similarities as well as differences in their 
personalities and life circumstances. Both 
had functioned throughout life within nor- 
mal limits in every respect of their behavior 
other than toward the one child. In the 
histories of both women there were genetic 
determinants for the choice of the daughter 
to be singled out for abuse. These do not 
adequately explain the violent, vindictive 
attacks, however. What appears to have 
specifically permitted these women to abuse 
their children was their extraordinary uy 
liance on the ego-defense mechanisms ° 
repression, denial, and projection, causing 
an incapacity to learn from experience we 
to appreciate realistically the possible © 
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inevitable consequences of their actions. In 
view of the prevalence of this combination 
of defense in people, I suspect it is impli- 
cated in many instances of child battery, 
most of which never come to the attention 
of either physicians or the authorities. The 
implications for treatment are considerable 
since psychoanalytically oriented psycho- 
therapy is specifically effective in reducing 
a patient’s dependence on those mecha- 
nisms. 
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A Comparison of Psychiatric Symptom Frequency 
Under Narrative and Check List Conditions 


BY STEWART MEIKLE, PH.D., AND RICHARD GERRITSE, B.SC. 


The authors investigated the effect of the fre- 
quency with which descriptive items are used 
when a check list is substituted for the usual 
narrative history. The results of the study 
Suggest that rather than resulting in a loss 
of descriptive information the check list pro- 


fuged a sizable increase in the use of such 
erms. 


E IS APPARENT that replacement of the 
Standard type of psychiatric patient rec- 
ord by computer-based systems is becom- 
ing increasingly practical, and a number of 
Such schemes have been reported in the lit- 
trature(1-5) No great technical difficulties 
ave been encountered in making such sys- 
tems operational and a number of advan- 
tages accrue, e.g., a saving in record-keeping 
Space; a marked increase in the speed, accu- 
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racy, and ease with which information can 
be retrieved; and the potential for both on- 
line and off-line research. 

Despite the excellent progress that has 
been made to date, comparatively little work 
seems to have been done in comparing the 
relative adequacy of patient information de- 
rived from the traditional, as opposed to a 
computer-based, record system. Our study 
addressed itself to this problem. While it 
may be technically feasible to develop a com- 
puterized patient record system, this will be 
of little value if it results in the loss of im- 
portant information when compared to the 


system it replaces. 


Method 


The study was conducted in a 70-bed psy- 
chiatric unit of a general teaching hospital. 
Approximately equal numbers of adult male 
and female inpatients were involved. No par- 
ticular selection procedures apply in admit- 
ting patients to this setting and all varieties 
of psychiatric difficulty are encountered, the 
only limitation being that patients likely to 
require long-term care may be transferred to 
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a different institution. The average length of 
stay is about three weeks, although some pa- 
tients have remained for up to six months. 
The psychiatric unit is currently in the pro- 
cess of developing a computer-based record 
system, and the present study is one of a se- 
ries planned to investigate various unan- 
swered problems in this area. The particular 
question dealt with here was whether the 
substitution of a symptom check list for the 
more usual narrative history resulted in a 
decrease or an increase in the number of 
descriptive terms used per patient. For the 
past year, the Symptom Check List(6) has 
virtually replaced the narrative history in this 
setting as a method of summarizing inter- 
view impressions of the patient's current 
status. Two check lists are completed on 
each patient, the first within a week of ad- 
mission and the second within a week of dis- 
charge. These are then key punched, pro- 
cessed in the computer, and stored on tape 
for permanent record, with a summary 
printout available for current record pur- 
poses. 

Symptom Check Lists derived from 886 
narrative histories were compared with 346 
that were completed directly after the initial 
interview. This allowed an estimate to be 
made of the mean number of symptoms and 
descriptive terms under narrative and under 
check list conditions. 


Symptom Check List 


The Symptom Check List itself is a 235- 
item pool of commonly used symptoms and 
descriptive terms derived from a perusal of 
standard psychiatric and abnormal psychol- 
ogy texts. For convenience in answering, the 
terms are grouped alphabetically under eight 
a priori (face valid) headings, The headings, 
number of items in each, and examples are 
given below: 


l. Disturbances of behavior Q9 items) 
e.g., acts out impulses, compulsions present, 
destructive. 

2. Disturbances of cognitive function (35 
items) eg. borderline intelligence, con- 
centration poor, confabulates, 

3. Disturbances of feelings (26 items) 
e.g., anxious, apathetic, apprehensive. 

4. Disturbances of physical" function (71 
items): A. motor (25 items) e.g., cataleptic 
muscle rigidity, face expressionless, impaired 
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balance (ataxia); B. somatic (46 items) eg. 
circulatory illness, fainting, flushing. 

5. Disturbances of sensation and percep- 
tion (18 items) e.g., hallucinations present, 
hallucinogenic reaction, illusions present. 

6. Disturbances involving school or work 
performance (12 items) e.g., changes jobs 
frequently, compensation claim pending, 
difficulty in accepting school rules. 

7. Disturbances of social relationships (27 
items) e.g., ambivalent toward others, 
antagonizes others frequently, assaultive. 

8. Disturbances of speech and language 
(17 items) e.g., aphasia, clang associations, 
echolalia. 


An estimate of the frequency with which 
descriptive terms were used in the narrative 
histories was obtained by having two suita- 
bly trained medical students examine the 886 
records. Each time a descriptive term or 
Symptom was mentioned in a narrative it 
was checked off on the Symptom Check List 
for that patient. In this way 886 separate 
Symptom Check Lists derived from narra- 
tives were accumulated. Frequencies of oc- 
currence of each item were then calculated 
and compared with similar frequencies ob- 
tained from 346 Symptom Check Lists that 
had been completed directly after the ini- 
tial intake interview, i.e., in the latter cases 
no narrative was involved, the interview im- 
pressions having been recorded directly on 
the Symptom Check List. In this way it was 
possible to compare the frequency with 
Which descriptive terms were used under 
narrative and under check list conditions. 
Both the narrative histories and the Symp- 
tom Check Lists had originally been com- 
pleted by the same group of psychiatrists. 


Results 


Table 1 summarizes the results in terms 
of mean number of descriptive items used 
under each condition. Means are given both 
for total symptoms and for the various 
subcategories. The probabilities of obtaining 
such differences were determined by applica- 
tion of the z statistic and the probability 
levels are noted in the last column of the 
table. 


The results show that when the Symptom 
Check List is substituted for a narrative his 
tory as a way of summarizing interview 1M 
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TABLE 1 
Mean Number of Symptoms Recorded 
CATEGORY NARRATIVE CHECKLIST Z STATISTIC PROBABILITY 

iturbances of behavior 0.80 3.57 6.61 «01 
turbances of cognitive behavior 0.72 340 6.01 «01 
isturbances of feelings 1.90 781 1045 «ot 

urbances of physical function À 
Motor 0.66 0.52 -1.73 n.s. 
Somatic 1.09 0.60 -3.88 <.01 

urbances of sensation and 
eption 0.11 0.14 0.65 ns. 
rbances of school or work 

ormance 0.17 1.08 6.47 «01 
urbances of social relations 0.73 3.82 7.66 «.01 
Disturbances of speech and language 0.13 0.55 3.23 <.01 
gories combined 6.31 21.49 6.02 <.01 


ions, the total number of items used 
atient shows a mean increase of 15.18 
9 minus 6.31). 

hen the various Symptom Check List 
ries are examined similar increases 
oted, except in the categories dealing 
disturbances of sensation and percep- 
and disturbances of physical function 
atic). The former is apparently a low 
€ rate event under either narrative or 
ck list conditions. In the case of the lat- 
the decrease in use of somatic terms in 
Check list was probably due to the fact 
it a separate Physical Check List was in- 
ced at the same time as the Symptom 
k List. Thus psychiatrists, knowing that 
cal problems would be dealt with more 
sively elsewhere, were reluctant to 
d much time on them in the Symptom 
k List. 


hile the above results indicate fairly 
ly that substituting the Symptom Check 
for narrative histories markedly in- 
ed the number of descriptive terms used 
petent, several interpretations of this 
di E" possible. For example, it could be 
ed that the check list contained only 
Possible selection of descriptive terms 
E the narratives consisted of a differ- 
- Thus the narratives might contain 
En information that would be 
y the check list since the latter con- 
E. appropriate categories. against 
m D could be checked. This seems 
fica as the Symptom Check List was 
Tom an exhaustive examination of 
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all the main psychiatric and abnormal psy- 
chology texts. It is improbable that signifi- 
cant numbers of descriptive terms were 
missed, 

A somewhat more convincing explanation 
might be to suggest that when a preprinted 
list of terms is presented to an individual 
rater he tends to go overboard and check 
anything that is remotely connected with the 
patient he has examined. Thus, using a check 
list results in a dramatic increase in the num- 
ber of descriptive terms applied, but many of 
these are probably only peripherally appro- 
priate. In this view the use of a check list re- 
sults in an increase in the quantity of de- 
scriptive terms applied but also results in a 
reduction in accuracy. While the present re- 
sults do not permit a conclusive rebuttal of 
this interpretation, two factors weaken it in 
the authors’ view. First, considerable efforts 
were made to reduce ambiguities regarding 
the meaning of the terms in the Symptom 
Check List by incorporating definitions un- 
der any terms thought likely to be unclear. 
Second, table 1 shows that the relative fre- 
quency with which the various categories 
were used under both narrative and check 
list conditions remained roughly the same. 
This suggests that the increase in frequency 
under the check list conditions did not occur 
as a result of any gross unselective tendency 
to simply check many items. Rather, it seems 
as though similar decision processes were 
operating under both conditions but that 
when the check list was used the patients’ 
general condition was given in more detail. 

Further independent support for the view 
that there is selection involved in completing 
the check list comes from an examination of 
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an item intercorrelation matrix derived from 
the 346 check lists completed directly after 
the initial interview. The highest correlation 
between any two items only reached .61. 
This occurred between the terms “dejected” 
and "discouraged." In other words, only 
about 37 percent of the variability in these 
terms was shared; knowing how a rater 
checked one of these would be an indifferent 
predictor of how he would check the other. 
In most other cases the intercorrelations 
were considerably lower than this. In view of 
this it would be difficult to maintain that the 
increased number of descriptive terms used 
by psychiatrists when the check list replaced 
the narrative was the result of a tendency to 
check any words vaguely related to the main 
term they were after. 

On the whole the results of this study ap- 
pear to support the view that use of a Symp- 
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tom Check List based on the interview re- 
sults in a meaningful gain in the number of 
descriptive terms applied to patients, 
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Acute, Fatal Hepatic Failure Presenting 
with Psychiatric Symptoms 


BY LEO R. ZACHARSKI, M.D., EDWARD M. LITIN, M.D., 
DONALD W. MULDER, M.D., AND JAMES C. CAIN, M.D. 


Mental disturbances are a common con- 
comitant of liver disease and are usually 
superimposed on gross evidence of liver 
failure. The authors describe two patients 
who had rapidly progressive and ultimately 
fatal liver disease but initially manifested 
only psychiatric symptoms. In neither was 
there any suggestion of liver disease in the 
history or in the clinical data until shortly 
before death. 


I IS UNUSUAL for patients with hepatic 
insufficiency to manifest psychiatric symp- 
toms, and it is rare for psychiatric symptoms 
to be the only clinical manifestation of the 


At the time the paper was written Dr. Zacharski 
was resident in hematology, Mayo Graduate School 
of Medicine, University of Minnesota, Rochester. He 
is currently with the department of medicine, Dart- 
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hepatic disease. Moreover, the psychiatric 
symptoms encountered in such a situation 
are usually complications of chronic hepatic 
failure(1, 2) and are not the cardinal features 
of acute, rapidly fatal disease. In the vast 
majority of cases, therefore, these symptoms 
pose problems of management and custodial 
care but not problems of differential diag- 
nosis, since the correct diagnosis is estab- 
lished on other than psychiatric grounds. 

Reported here are two cases of acute 
hepatic failure in which florid psychiatric 
effects were the only initial symptoms. In 
neither case was there the slightest sugges” 
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tion of an underlying liver disease at admis- 
sion; and the diagnosis was obscure, even 
24 hours before death. 


Case Reports 


Case 1. A 47-year-old housewife was brought 
to the emergency room of a local hospital by her 
husband and daughter because for the preceding 
five hours she had exhibited "extreme nervous- 
ness" by wild thrashing movements and inability 
to sit still. The history obtained from the family 
indicated that the patient had been nervous and 
depressed for a period of two years beginning at 
the time of a stroke suffered by her mother-in- 
law, with whose care the patient was more or 
less charged, The patient had found this demand- 
ing work, especially when it was superimposed 
on the responsibilities she had for her own rather 
large family (two married children from her 
previous marriage and three small children from 
her current marriage) and the chores around the 
farmhouse. Approximately two weeks prior to 
admission, one of her married daughters had left 
her two small children to be cared for at the home 
of the patient. The home life was obviously cha- 
otic, The patient’s relationship with her husband 
ted strained, and she had expressed ideas of 
Hae unable to cope with all of her responsibili- 
don, M seen her local physician off and on 
felit the previous year, had complained about 
pm d all the time, and had expressed sui- 
e leation on Several occasions. During the 
os of a routine physical examination one 
[Es por to her admission, hypertension had 
(s liscovered; her blood pressure was 260/190 

Bee) diastolic, mm.Hg.). For this her local 
Cae had prescribed one tablet of pargyline 
Getcha daily and 25 mg. of hydralazine 
à year a pie daily. During the course of 
(Librium), dE ad also taken chlordiazepoxide 
drine) dro amphi aans sulfate (Dexe- 
anes i orvynol (Placidyl), and Sominex 
crie Mss no history of alcoholism, exposure 
the ra stances, or infectious diseases within 
Wires old, nor were there any symptoms of 
family's f vomiting; or headache. It was the 
under dent that the patient had “cracked” 
upon her. reased pressure of demands made 
waa examination the patient, who was obese, 
and AGE acions but thrashing around wildly 

ailing m rom side to side. There were gross 
any M ene of the extremities without 
avoid an e pattern, but she seemed careful to 

i y injury while thrashing around. From 


time to ti 5 
9 time bizarre posturing and facial grimac- 
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ing interrupted her flailing movements. She was 
able to answer questions and was fully oriented 
but seemed indifferent to the strangeness of her 
behavior. When directed to stop her movements, 
she was able to do so for a short time but they 
would then resume. She appeared somewhat 
flushed and there were several scattered bruises 
on her skin. There was mild, generalized hyper- 
reflexia, but plantar reflexes were flexor bilat- 
erally. There were no spider angiomas, dilatation 
of superficial veins, or palmar erythema. The 
abdomen was not tender, and no masses were 
found. 

The history obtained from the relatives, her 
home and life situation, her dramatic posturing, 
grimacing, and gesturing, and her vigorous thrash- 
ing movements all suggested a diagnosis of con- 
version hysteria. 

The patient was admitted to the psychiatric 
ward and placed on a padded floor. She was 
given chlordiazepoxide to produce enough re- 
laxation so she could rest. The thrashing con- 
tinued, however, and it appeared that she was 
rapidly exhausting herself. 

Laboratory tests and findings were as follows: 
emergency blood sugar, 82 mg./100 ml.; chlorides, 
107 mEq./liter; sodium, 146 mEq./liter; potas- 
sium, 4.1 mEq,/liter; and bicarbonate, 20 mEq./ 
liter. Hemoglobin, platelet count, and erythrocyte 
sedimentation were within normal limits; leuko- 
cyte count, 16,800/cu.mm.; blood urea, 52 mg./ 
100 ml; and results of serologic study, normal. 

By the following day the patient appeared 
somewhat more incoherent. Fluids were given 
intravenously to correct obvious dehydration. 
Shortly thereafter she lapsed into a semicoma, 
but the thrashing movements continued. Also 
noted were irregular quivering movements. The 
muscle-stretch reflexes were again noted to be 
hyperactive, but the plantar responses had now 
become extensor. The pupils were fixed in mid- 
dilatation, and there were conjugate eye move- 
ments to and fro. The nasal margins of the disks 
were slightly blurred, but there was no toxic ret- 
inopathy. The first suggestion of scleral icterus 
appeared at this point. The liver and spleen again 
were not palpable, nor did any other sign of liver 
disease appear. 

The serum bilirubin proved to be surprisingly 
high—14 mg./100 ml. direct-reacting and 92 
mg./100 ml. indirect-reacting. At this point re- 
peat tests gave values of 144 mg. for blood urea 
and 10.3 for bicarbonate. The prothrombin time 
was 37 seconds. An electroencephalogram was 
unintelligible because of muscle artifact. 

In spite of intensive therapy for the hepatic 
failure, the patient took a gradual downhill 
course and died two and one-half days after 
admission. The liver, obtained at autopsy, was 
reported by Dr. A. H. Baggenstoss as showing 
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submassive necrosis that was not typical of 
viral hepatitis; the cause of the lesion remains 
in doubt. 


Case 2. A 27-year-old housewife and former 
laboratory technician was initially admitted to 
the gynecology service because she had been suf- 
fering from headache, backache, chills, fever, and 
nausea for two days. Her menstrual period had 
begun three days prior to admission. There was 
a history of postpartum pelvic inflammatory 
disease several years previously. 

On admission the patient had a body tempera- 
ture of 103 F. and pulse rate of 105 beats per 
minute; she appeared acutely ill. There was diffuse 
lower abdominal tenderness, and exquisite 
right adnexal tenderness was evoked on pelvic 
examination and manipulation of the cervix. The 
hemoglobin value and the leukocyte and differ- 
ential counts were normal. Urinalysis revealed 
protein and pus, grade 1. A culture of the urine 
and two blood cultures were negative. The patient 
was treated with antibiotics and improved during 
the first two hospital days. 

On the third hospital day a new symptom com- 
plex appeared—she appeared to be drowsy 
and confused yet hyperactive and restless. She 
was depressed and cried frequently. On one oc- 
casion she was found with a sanitary belt about 
her neck. A diagnosis of acute behavioral dis- 
order was made, and the patient was transferred 
to the psychiatric unit. Within hours her condition 
progressed to coma. The respiratory rate was 
36/min., the pulse rate 140 beats per minute. 
The neck was supple. The temperature was nor- 
mal. The right side of the face appeared weaker 
than the left. The jaws could not be opened. The 
extremities were flaccid but the reflexes normal. 
The optic fundi were normal. 

The cerebrospinal fluid was normal except for 
the glucose, which measured 18 mg./100 ml. A 
smear and culture were negative. The first sugges- 
tion of jaundice became apparent at this time. 
The blood urea was 12 mg./100 ml., chlorides 
100 mEq./liter, bicarbonate 0.6, sodium 151 
mEq./liter, and potassium 5 mEq. /liter; erythro- 
cyte sedimentation was 16 mm. in 1 hour. The 
blood sugar reading was “0,” the direct-reacting 
bilirubin measured 3.5 mg./100 ml. serum and 
the indirect-reacting 2.1 mg./100 ml. The alka- 
line phosphatase was 116 units/liter of serum, 
and the serum glutamic oxaloacetic transaminase 
pave was markedly elevated to 75.4 umoles/ 
ml. 

An electroencephalogram showed no normal 
activity. There was a background of medium- 
voltage 3-to-6/sec. waves and some of slower 
frequency. On the latter, slow triphasic waves 
were superimposed at rather irregular intervals. 
These had their greatest amplitude in the frontal 
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regions and showed frontal-occipital time lag, 
There was no hyperventilation at the time of 
the recording. The electroencephalographic pat- 
tern was interpreted as classic for hepatic coma. 

By the following afternoon, hepatic fetor and 
several spider angiomas became apparent. De- 
spite vigorous treatment for hepatic insufficiency, 
hypoglycemia, and acidosis, the blood pressure 
gradually dropped and the patient became anuric. 
She died the following morning. 

The liver, obtained at autopsy, was reported 
by Dr. A. H. Baggenstoss as showing massive 
necrosis with a histologic pattern that corrobo- 
rated the diagnosis of acute viral hepatitis. 


Discussion 


The two cases illustrate an unusual psy- 
chiatric syndrome in patients with liver 
disease. In both, a rapidly progressive and 
fatal form of liver disease was present with- 
out prior evidence. In both, overt psychiat- 
ric symptoms were the initial feature of the 
hepatic disease and appeared without the 
slightest suggestion of hepatic dysfunction. 
In the first case, a wealth of premorbid ma- 
terial was available to support a psychiatric 
diagnosis. In both, the diagnosis was ob- 
scure even 24 hours before death. 

Previously reported cases of liver disease 
with psychiatric presenting symptoms usu- 
ally followed a chronic episodic course, and 
the diagnosis was made by an examiner 
alert to the possibility of an underlying 
liver disease. Several patients among the 
120 cases of hepatic coma reported by 
Willis(3) had been admitted to a mental 
hospital, Summerskill and associates) 
collected eight cases in which chronic psy- 
chiatric symptoms constituted the presenting 
complaint, and in four of these the initial 
admission was to a psychiatric hospital. 

Differential diagnosis is obviously difficult. 
The cited investigators emphasized that the 
physical findings may be entirely normal or 
negative, and there may be nothing !n the 
history to suggest hepatic disease(4, 5). Even 
the results of routine tests of hepatic func 
tion may be misleadingly normal. : 
correct diagnosis can be established Teg” 
larly, however, by the blood ammonia e 
termination, liver biopsy, demonstration 9 
extrahepatic portal venous collaterals di 
portal venography, and, in chronic cas" 
precipitation of symptoms by ee 
loading. Although electroencephalograP 
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changes in hepatic disease are not specific, 
they are typical and roughly parallel the 
severity of mental dysfunction(6). In the 
clinical setting, they are of great diagnostic 
value(7). 

Nature of the Symptoms 

The rarity with which psychiatric symp- 
toms constitute the presenting feature of 
liver disease contrasts sharply with the fre- 
quency with which such symptoms appear 
in a population of patients with hepatic 
insufficiency. They may be present in a third 
to a half of the patients with recognized 
hepatic failure, regardless of its cause(3, 8). 
Almost always they appear as complications 
in the clinical course of patients with gross 
evidence of liver failure, and usually they 
signify that the final stages of the liver dis- 
ease have been reached. 

Symptoms are varied and nonspecific. 
This variety does not imply unpredictability, 
however, and Sherlock(9) has proposed a 
grading system for hepatic encephalopathy 
that roughly reflects the severity of the 
hepatic insufficiency. The earliest and mild- 
est abnormality—grade 1 in Sherlock's 
classification- -is trivial apathy or euphoria. 
Succeeding grades include personality 
change, advanced confusion and disorienta- 
e» Stupor, and finally coma. Such mani- 
nons can be reproduced easily in pa- 
in ie portal-systemic venous shunts(10). 
hei clinical setting, the end may be 
(11) with varying degrees of suddenness 


a Rom of psychiatric symptoms 
plicatio, always has grave prognostic im- 
Bii "e By the time of their appearance, 
mi E. and histologic changes are severe 
Dus aene 12). One notable excep- 
ied at of a patient with hepatitis ad- 
deliriou in coma followed by “acute 
tay To mania" who eventually recovered, 
Ces hig Teported(13). On the other hand, 
and E à chronic course with variable 
Period Rer mental symptoms over a 
Unknown ed months are by no means 
Month s ). In one instance reported, 18 
onset "i apsed from viral hepatitis to the 
9! mental symptoms(14). 
Ymptoms may develop at any level of 


al 


m EOS 
d d e activity(4, 15). The particular psy- 
Patient Symptoms manifested by a given 


T€ thought to represent a release 
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of preexisting tendencies(4, 11). For ex- 
ample, the paranoid personality becomes 
more suspicious. Affective disturbances may 
vary from depression to euphoria. Alter- 
ations in personality may appear in the form 
of querulousness, apathy, impaired judg- 
ment, and intellectual deterioration. There 
may be depression of the level of con- 
sciousness and disturbance of sleep rhythm. 
Psychotic mentation may appear in the 
form of visual, auditory, tactile, or olfac- 
tory hallucinations, paranoid ideation, or 
hypomanic states. 

Behavioral manifestations are of con- 
siderable interest. Often they are bizarre 
and socially inappropriate. There may be 
episodic wandering with attendant amnesia, 
disorientation in familiar surroundings, or 
childishness. Davidson(1) remarked that 
certain patients develop movement dis- 
orders varying from minor grimacing to 
alarming purposeless movements. He added, 
however, that these movement disorders 
most commonly appear in patients suffering 
from chronic pre-coma over long periods. 
Behavioral disturbances are remarkably 
free of anxiety and inhibition. 
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Melancholy Suicide 


James Brennan Esq. an oppulent merchant in Liverpool, committed suicide at the 
Tavistock Hotel London. After cutting his throat, he wrote these words on a piece of 
paper:—"I have not the smallest cause to cut my throat, How it happened I know not, 
but I must have done it, and on the easy chair. How I come to have an old razor in my 
hand to shave, really looks suspicious, but to cut my throat, not likely. It works me too 
much to write, the only thing I can remember, is reviving and finding myself in my man- 
gled state I went to the bell and rang it once, I was delirious many times just getting out [ 
of bed and endeavoured to conquer it, but I suppose I could not. All this occurs to me 
even now by peacemeal. My partners know me to be honorable just and worthy. Let my 
friends on this side of the water. Are not these considerations for my regretting misfor- 
tunes, wishing a return of health, and most of my restoration, my family." 

The coroner's jury brought in a verdict, that the deceased was deranged. The first 
notice of the act was given by the chambermaid who cried out in the technicals of her 
profession “No. 5 is dying, send for the doctor." 4 

—Cayuga Patriot, JUNE 21, 1826 
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IN MEMORIAM 


Clarence B. Farrar 
1874-1970 


Dr. Clarence B. Farrar died in his home in 
Toronto on June 3, 1970, at the age of 95. His 
death brings grief to all his old friends, his col- 
leagues, and his students. He will be greatly 
missed not only as a physical presence but even 
more as an early representative of enlightened 
thinking on mental disorder and emotional dis- 
tress over an epoch of unequaled human signif- 
icance. 

, In 1874, when Dr. Farrar was born, the Amer- 
ican Civil War had been concluded but nine 
years. previously. General Grant, the victor, was 
à in his. second term of Presidential office. 
ue meridian West was undeveloped territory, 
ae 1e “Mounties” had not long been recruited 
E uM law and order to a wilderness. In 
He " Disraeli had ousted Gladstone and was 
in d to control the Suez Canal as a major step 
ie imperial expansion. In psychiatry 
Ds m had just published his work on 
ds * Insanity," which he called ‘*Katatonie.” 
ES ad made a choice of profession and was 

n led as a medical student. 
ed decades that followed 1874, political, 
SPEED and technical movements were 
kind of h ut had little direct concern for that 
lal diso dinem disablement represented by men- 
bre Bol The influences at work in the psy- 
lte eld were alienistic and predominantly 
ái uM Physicians who entered the field were 
with ake breed, acquainted with grief and 
Farrar's | anguish of unrequited effort. Dr. 
ime a was not an easy one over the span 
lic woe the old and the new in pub- 

T. Farrar was born in C 
on attaraugus, N.Y., 
fron 27, 1874. He graduated in arts 
opkins Med in 1896, proceeding to the Johns 
ctore Medical School, where he received his 
of lates in medicine in 1900. After two years 
Nship at the Sheppard and Enoch Pratt 


ospital i 
for Peal m Maryland he journeyed to Europe 
to 1904 er education in psychiatry. From 1902 


he worked i í i 
Lond rked in Heidelberg, Paris, and 
e ren under Kraepelin, Nissl, and Alzheimer. 
ned to the Sheppard and Enoch Pratt 
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Hospital to become assistant physician and 
director of laboratories; at the same time he was 
appointed associate in psychiatry at the Johns 
Hopkins Medical School. In 1912 he moved to 
Trenton State Hospital in New Jersey, where he 
had been appointed assistant physician; he was 
also lecturer in abnormal psychology at Prince- 
ton University. 

During the first World War Dr. Farrar left 
the United States for Canada, taking a post with 
the Canadian Department of Soldiers Re- 
establishment in Ottawa. In 1926, after a brief 
period as head of Homewood Sanitarium, 
Guelph, he was appointed medical director of 
the newly built Toronto Psychiatric Hospital and 
professor and head of the department of 
psychiatry in the University of Toronto. 
(He retired as professor emeritus in 1947.) 

The Toronto Psychiatric Hospital was the 
first of its kind in Canada. It represented ex- 
emplary services, education, and research in the 
field of mental disorder. A sound, well founded 
practice was developed as a basis for teaching 
and enquiry—but not in isolation. Dr. Farrar 
was a pioneer in organizing those healthy polit- 
ical, communal, medical, and academic re- 
lationships so important for psychiatry. On firm 
ground he initiated in 1932 the first Canadian 
educational program for graduate physicians 
entering psychiatry as a medical specialty. His 
influence on graduate psychiatric education ex- 
tended up to and beyond his retirement in 1947. 

Dr. Farrars influence extended beyond his 
own bailiwick into many areas of psychiatric 
concern. In particular, for 34 years, from 1931 
to 1965, Dr. Farrar was Editor of The American 
Journal of Psychiatry, one of the oldest medical 
publications in the world. The editorial and pro- 
fessional excellence of this journal, under Dr. 
Farrar's guidance, was attested internationally. 
At the Third World Congress of Psychiatry, 
held in Montreal in 1961, his outstanding con- 
tribution to the Journal and psychiatry was rec- 
ognized by McGill University in the conferring 
of an honorary doctorate. Later the University 
of Toronto honored Dr. Farrar similarly by 
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conferring on him the honorary degree of 
Doctor of Laws. But perhaps his most cherished 
title was that of Editor Emeritus of the 
American Psychiatric Association’s journal, 
accorded Dr. Farrar on his resignation as Editor 
in 1965. 

There were further honors. On May 5, 1969, 
the Governor General of Canada, at an in- 
vestiture in Dr. Farrar's home, awarded him the 
Medal of Service of the Order of Canada in 
recognition of his services to the mentally ill in 
Canada and his endeavors on their behalf. Also, 
Dr. Farrar received the 1969 Distinguished 
Service Award of the Thomas W. Salmon 
Committee on Psychiatry and Mental Hygiene 
of the New York Academy of Medicine. 

Dr. Farrar was an honorary member of many 
distinguished foreign societies with which he 
corresponded. His writings covered a wide 
range of psychiatric topics. He was a scholar of 
the highest order whose unique influence was 
exercized in the bridging of old and new con- 
cepts in psychiatry. 
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Dr. Farrar, or “C.B.,” as he was known to 
his friends, was a complex person, not easily 
predictable. At first sight his slight frame, his 
soft-spoken voice, and his somewhat ascetic 
mode of living gave the impression of frailty; but 
where values were threatened, where dema- 
goguery asserted itself, where cupidity was 
evident, there could be no doubt in his Strength 
of character and forceful protestation. In per- 
sonal relations Dr. Farrar gave the impression 
of being shy. He would not readily commit him- 
self to friendship; rather he would withhold his 
affection until a judgment had matured, Then, 
when friendly relations had been established, he 
was loyal and supportive to the utmost. 

Books were his passion, his library a sanctuary. 
Over the latter years of his life he, with his wife, 
delighted in bibliophilic activities. His great 
knowledge was a resource that he placed at the 
disposal of his colleagues and friends. With Ben 
Johnson “He was the plant and flower of light." 


ALDWYN STOKES, M.B. 


Amer. J. Psychiat. 127:3, September 1970 


LETTERS TO 


A Case for a Genetic Factor in 
Psychoneurosis in Twins 


Sir: In their impressive analysis of "Psycho- 
pathology in 15,909 Pairs of Veteran Twins: Evi- 
dence for a Genetic Factor in the Pathogenesis 
of Schizophrenia and Its Relative Absence in 
Psychoneurosis" (November 1969 issue of the 
Journal), Dr. Pollin and associates present evi- 
dence for a genetic factor in the pathogenesis of 
Schizophrenia and its relative absence in psycho- 
neurosis. They confirm the findings of previous 
Investigators, all but one of whom demonstrated 
a higher concordance for schizophrenia in MZ 
pairs of twins than in DZ pairs and concluded 
pus genetic factors are significant in schizophre- 

Pollin and colleagues justly observe that since 
previous studies had all compared concordance 
rates for the same disease, the relative importance 
of environmental versus genetic factors in MZ 
and DZ pairs had been inadequately assessed. In 
a to resolve this problem, they based their 
> y on a comparison of the MZ/DZ concor- 
TRES Tatio for several diagnostic categories. 
aoe dines still show a consistently higher 
sid : concordance ratio for schizophrenia 
ees with other diagnostic categories. 
a oe they conclude: **... since approxi- 
cir 5 percent of affected MZ pairs... are 
ns dl for Schizophrenia, the role of the 
uM 3 genetic factor appears to be a limited 
taken Mae the authors nor the discussant have 
ate ce, yaventage of the richness of their data, 
SN a le us for the first time to compare the 
dA Influence of genetic factors upon the 
is pment, of disorders with psychiatric and 

i Psychiatric diagnoses. 

"ee a to place their findings in proper per- 
(MZ/Dz) e NEN note that the concordance ratio 
than for 4 was greater for schizophrenia (3.3) 
includin Sd the other 13 conditions listed, 
eritabili labetes (2.5). In addition, the highest 
nia (0 178) estimate was obtained for schizophre- 
(0,069) wa?" and even that for psychoneurosis 
diabetes (Ü det to the heritability estimate for 
evidence” fo ). Yet the authors found "little 

T à genetic factor in psychoneurosis. 
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The role of the suggested genetic factor would 
appear to be somewhat less limited for schizo- 
phrenia than for diabetes: 85 percent of affected 
MZ pairs in the sample were discordant for 
schizophrenia and 94 percent for diabetes. Since 
the significance of genetic factors in diabetes is 
uncontested, the fact that this study shows a still 
greater concordance ratio for schizophrenia (than 
for diabetes) would seem to indicate that the role 
of the genetic factor in schizophrenia is far less 
“limited” than the authors would venture to sug- 
gest, and that their data point to the presence 
rather than to the absence of a genetic factor in 
psychoneurosis. 


Lissy F. JARVIK, M.D., PH.D. 
Riverdale, N. Y. 


Dr. Pollin Replies 


Sır: Dr, Jarvik is correct in pointing out that 
potentially there is a great wealth of data avail- 
able in the analyses that we and other workers are 
beginning to make of the NAS Veteran Twin 
Register. We, too, are very interested in the rela- 
tive MZ/DZ ratios and heritability statistics for 
the various diagnostic entities we have reported, 
However, it is not as yet possible to draw the con- 
clusions that Dr. Jarvik derives from the data at 
hand. For example, she points to the relationship 
between the values for schizophrenia and neuro- 
sis on the one hand, and diabetes on the other. 
From these comparisons she concludes that the 
role of genetic factors in schizophrenia is less 
limited than we suggest and that the data point to 
the presence, rather than the absence, of genetic 
factors in psychoneurosis. 

Such unequivocal conclusions are not justified 
at this time because of a number of methodologi- 
cal factors described in our paper. An example of 
one such factor is the different ages of the subjects 
in the period of maximum risk for the different 
disease entities compared. If one compares illness 
A, for which the bulk of the study population has 
already passed through the period of maximal 
risk (as is true for schizophrenia in this study) 
with another illness, B, which many subjects can 
still be expected to develop (diabetes), the current 
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apparent percentage of concordant cases for 
illness B is lower than the eventual true value 
will be. 

The interesting questions of the type that Dr. 
Jarvik raises can only be answered after addi- 
tional, more intensive analysis of the original 
data and appropriate direct follow-up studies. 


WILLIAM PoLLIN, M.D. 
Bethesda, Md. 


Neurasthenia in the 70s 


Sir: Chatel and Peele’s “A Centennial Re- 
view of Neurasthenia” (April 1970 issue of the 
Journal) is a welcome addition to what I hope is a 
reawakening in this country of general psychiatric 
interest in neurasthenia. The authors comment 
upon American psychiatry’s chronic disenchant- 
ment with the concept of neurasthenia and con- 
clude that "our ignorance of the international 
literature" and our lack of current and historical 
knowledge is to blame. With these conclusions 
I thoroughly agree; but in doing so I would like 
to correct what I believe is an important over- 
sight in their review. 

Many authors equate neurasthenia and anxiety 
neuroses(l, 2), while others have demonstrated 
that individuals with neurasthenia do not per- 
form as well under stress or exercise as do normal 
controls, that they often become symptomatic 
after "psychic trauma," and that they have low 
physical working capacities and sympathicotonic 
EKG changes(2-4). The differences between neur- 
asthenics and normal controls who are under 
Stress have been linked to the asthenic's excessive 
lactate production during standard exercise(5, 6). 
Pitts and McClure(7) report that intravenously 
administered sodium lactate precipitated a severe 
anxiety attack in 93 percent of patients diagnosed 
as anxiety neurotics but in only 20 percent of the 
normal controls. They were also able to minimize 
the effects of lactate by intravenously adminis- 
tered calcium. Recently Fink and associates(8) 
corroborated Pitts and McClure's work and sug- 
gested a lactate tolerance test as “an objective 
means of identifying a group of mentally ill with 
common characteristics of anxiety neurosis, for 
both therapeutic and prognostic purposes.” 

The above investigations and the successful 
therapeutic trials with calcium(9) and propranolol 
(10) (a beta-adrenergic receptor blocking agent), 
Suggest an underlying physiological (or perhaps 
psychosomatic) defect in neurasthenia, a possi- 
bility strongly considered during the century re- 
viewed by Chatel and Peele but one that they fail 
to stress. Although Chatel and Peele’s focus upon 

a psychogenic etiology and psychotherapeutic 
treatment is of interest, perhaps a consideration 
of neurasthenia from a broader psychosomatic 
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framework would better advance their attempt 
to alleviate American psychiatry’s general dis. 
interest in this all too prevalent illness. 


The references are: 


1, Badal DW: Psychiatric observations in neurocircu- 
latory asthenia. JAMA 154: 1054-1058, 1964 

2. Cohen M, White PD: Life situations, emotions and 
neurocirculatory asthenia (anxiety neuroses, neur- 
asthenia, effort syndrome). Psychosom Med |3: 
335-357, 1951 

3. Levander-Lingren M: Studies in neurocirculatory 
asthenia (Da Costa's syndrome) I and II. Acta Med 
Scand 172:665-685, 1962 

4. Levander-Lingren M: Studies in neurocirculatory 
asthenia (Da Costa's syndrome) III. Acta Med 
Scand 173:631-637, 1963 

5. Jones M, Mellersh V: Comparison of exercise re- 
sponse in anxiety states and normal controls. 
Psychosom Med 8:180-187, 1946 R 

6. Linko E: Lactic acid response to muscular exercise 
in neurocirculatory asthenia. Ann Med Intern Fenn 
39:161-179, 1960 , 

7. Pitts F, McClure J: Lactate metabolism in anxiety 
neuroses. New Eng J Med 277:1329-1336, 1967 

8. Fink M, Taylor MA, Volavka J: Anxiety precip- 
itated by lactate. New Eng J Med 281:1429, 1969. 

9. Pitts F: Personal communication 

10. Granville-Grossman KL, Turner P: The effect of 
propranolol on anxiety. Lancet 1:788-790, 1966 


MICHAEL A. TAYLOR, M.D. 
Oakland, Calif. 


Drs. Chatel and Peele Reply 


Sir: Dr. Taylor's letter on how to counteract 
disinterest in neurasthenia may instead be an 
example of a major reason for the lack of interest 
in it. To summarize, as we understand it he is sug- 
gesting that some interesting studies on anxiety 
neurosis and neurocirculatory asthenia be in- 
cluded in the concept of neurasthenia, since neur- 
asthenia should be equated with them. If it H 
equated with these two entities, why has neuras 
thenia been separated out as one of the neu d 
DSM-II separates the three entities, ned 
nia, anxiety neurosis, and neurocirculatory ast E 
nia(l) (neurocirculatory asthenia is one of )) 
cardiovascular psychophysiological disorders[ 5 
This is why we said in our paper, "Many ru 
carefully conducted studies accumulated in id 
mation about groupings of patients that are 3 
longer relevant to the current definition of ne st 
asthenia, so that in a sense, much of Hd 
work has been left on the cutting room floor ( ^r 

The orientation of Dr. Taylor's letter, howeve" 
does point to a major omission in our paper. erm 
list of reasons for the lack of use of the t ny. 
"neurasthenia" should have included that pee 
if not most, American psychiatrists see, ee 
plaints of chronic weakness, easy fatigability 
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sometimes exhaustion’”’(1) as part of other diag- 
nostic categories and not as a separate entity in it- 
self. In our experiences looking over the work of 
clinicians, these complaints are most likely to be 
seen as part of a depression, not as part of neuras- 
thenia. Thus we feel that Dr. Taylor's letter is an 
example of a prevailing attitude that we are only 
trying to document, not condemn —i.e., that neur- 
asthenia is not a separate entity. Put another way, 
if neurasthenia is to be resurrected, it is necessary 
that American psychiatrists believe neurasthenia 
has some unique qualities. 


The references are: 


t American Psychiatric Association: Diagnostic and 
Statistical Manual of Mental Disorders, 2nd ed. 
Washington, DC, 1968, pp 40-41 

T US Public Health Service: International Classifica- 
tion of Diseases, 8th ed. Washington, DC, US Gov- 
ernment Printing Office, 1967, p 178 

3. Chatel JC, Peele R: A centennial review of neuras- 
thenia. Amer J Psychiat 126: 1404-1413, 1970 


RoGer PEELE, M.D. 
Jonn C. CHaTEL, M.D. 
Washington, D. C. 


One Man's 295 is Another Man's 306 


s Many readers may have seen the editorial 
Eoo loa Chaos or Consensus?" by Dr. 
ds alt (January 1970 issue of the Journal) in which 
RUN the adoption of the second edition of 
bia M eund Statistical Manual of Mental 
i if ds stating, ". .. we moved an additional 
(niega uniformity in the use of psychiatric 
d d e was referring to the fact that the terms 
seen, e numbers used in DSM-II are those 
Mino Preis pd formulators of the eighth 
tases ICD). nternational Classification of Dis- 
"y want to point out that after APA took this 
vd Mua general hospital psychiatry has ap- 
imb | been shoved backward. Thirty-two per- 
Eii the general hospital facilities in this 
Tos i ae code their charts according to the 
Ma el ICDA for North Amer- 
OPER DA), published in 1968 by the Com- 
In am is Professional and Hospital Activities. 
ditions ook the names of the psychiatric con- 
pru are the same as those in DSM-II, but the 
foi ie assigned to them, although they run 
Ed to 319 as in DSM-II, are different for 
Seres dum The compilers of H-ICDA, who 
oiera a special thanks for the aid and advice 
Wee undi persons including an APA staff mem- 
ich ertook to improve ICD by changing the 
in ‘ition so that they correspond to the sequence 
i ch the conditions are listed in DSM-IT. 
numbers can be easily translated into the 


A " 
mer. J. Psychiat. 127:3, September 1970 


391 


international ones, but psychiatrists should be 
aware that when they are confronted with code 
numbers, they must check whether they come 
from the international-international code or 
from the domestic-international code. 

Possibly the publication of DSM-II has put us 
so close to the goals of international communi- 
cation that we have suffered the fate of the Tower 
of Babel. We urge that the present codes for men- 
tal disorders in H-ICDA be eliminated and the 
user instructed to employ the international classi- 
fication codes as accepted by the APA and pub- 
lished in D$M-IT. 


HENRY PINSKER, M.D. 
ALEX RICHMAN, M.D. 
New York, N. Y. 


The FMG Controversy Continues 


Sir: Dr. Kolb in his article, “The Matter of 
Bias in the American Board of Psychiatry and 
Neurology” (December 1969 issue of the Jour- 
nal), which essentially defends the unbiased po- 
sition of the Board with respect to candidates 
from foreign countries as well as other minority 
groups, should have considered other issues that 
he failed to mention. I noted that he was extray- 
agant in presenting statistical data that are quite 
humiliating and uninspiring as far as the FMG is 
concerned. He states as to the quality of FMGs, 
“about 40 percent pass [the ECFMG examina- 
tion], many by only a few percentage points.” 
If he is speaking of the quality of physicians from 
a broad perspective, I do not think that “passing 
the ECFMG” is an accurate and fair criterion. 
Adolf Meyer, Franz Alexander, Karen Horney, 
Frieda Fromm Reichmann, and Leon Salzman, 
to name a few, were FMGs and had the good 
fortune of not having to take the ECFMG, yet 
their contribution to American psychiatry has 
been widely recognized and unquestioned. 

Dr. Kolb goes on to say, “The Philippines and 
India are the largest exporters.” It sounds as if Dr. 
Kolb is reducing physicians to commodities that 
can be disposed of in any manner without regard to 
their dignity as M.D.s, as well as derogating immi- 
grants seeking to improve their lives and perhaps 
even make significant contributions to American 
psychiatry. 

He states, *... many... find their way to state 
hospital systems . . . >T think a better way of put- 
ting this is many are filtered into state hospital sys- 
tems. Most American psychiatrists involved in 
teaching know that exceptionally few FMGs or 
minority Americans are admitted for training in 
reputable, good psychiatric training centers. Those 
who fail to seek entrance in good training centers, 
such as those connected with a university-based 
hospital, finally find themselves in a state hospital 
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system where, in most cases, training is virtually 
nonexistent. The truth is that bias exists from the 
time an FMG seeks to be trained, yet his perfor- 
mance on the specialty Board in psychiatry is 
questioned—e.g., “, .. many state hospital candi- 
dates are hurried, rigid, and stereotyped in their 
questioning. They do not listen to what the pa- 
tient says.” I wonder if Dr. Kolb has any compar- 
ative data that indicate the performance of FMGs 
who had the fortune to train in university-based 
centers, If so, why did he fail to mention this? 

The type of bias that I refer to is the kind that 
the American Board of Psychiatry and Neurolo- 
gy or the APA should seek to resolve before the 
performance of the FMG candidate can be eval- 
uated in a more rational perspective. I do not 
think that Dr. Kolb would be able to speak of 
FMGs “‘as less psychiatrically educated” than 
their educated American counterparts if the well 
motivated, bright, and dedicated FMG were 
given the same access and exposure to top grade, 
reputable training as Americans, It is time that 
American psychiatry insures adequate and high 
quality training for all without special regard to 
race, national origin, cultural background, and 
educational circumstances. If we strive to better 
the specialty training of all candidates rather than 
addressing ourselves to the “inadequate” and 
“inferior” preparation of some candidates, a 
symptom of the present system of ruling out 
FMGs in some reputable institutions, I think that 
the dividends of this truly unbiased policy would 
be reflected in the better mental health care of all 
Americans, 


LEONARDO C. MaGUIGAD, M.D. 
Washington, D.C. 


Dr. Kolb Replies 


Sir; | don't believe that Dr. Maguigad's 
comments on my article attract me to comment 
further. It seems to me he failed to read the 
Sources of my quotations. As for the rest of his 
remarks, his commentary only emphasizes the 
very point I was wishing to make—that there 
should be greater equality in training opportuni- 
ties for those who come here from abroad. 


LAWRENCE C. Kor, M.D. 
New York, N. Y. 


An Alternative 


Sir: Further to Drs. Rendon and Graham's 
letter, “An Allegation of Bias” (May 1970 issue of 
the Journal) commenting on Dr. Kolb’s article, ac- 
cording to my reading of the current regulations 
(1970) of the American Board of Psychiatry and 
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Neurology, not only must a candidate hold a state 
medical license, but he must also be a graduate of 
a U.S. or Canadian medical school in order to 
qualify to take the Boards. As the Board appears 
to have dealt with the problem of foreign medical 
graduates (FMGs) by virtually disqualifying them 
as candidates for its examinations, it may be of in- 
terest to some physicians in this category that if 
they wish to obtain a specialist diploma in North 
America, they have an alternative. Provided that 
they have four years of approved residency train- 
ing, two years of which must have been in a uni- 
versity psychiatric department or program ar- 
ranged by a university psychiatric department, 
they might well be eligible to sit for the specialist 
certification in psychiatry of the Royal College of 
Physicians and Surgeons of Canada (CRCP[C]) 
or alternatively the Fellowship (FRCP[C], 
which is a more demanding examination although 
the training requirements are identical. 

According to the current regulations relating 
to these examinations, it is not necessary to hold 
a Canadian provincial medical license in order to 
gain entry to the Canadian exams. Also, I believe 
that both of these examinations are acceptable 
to the APA as a basis for membership eligibility. 

In his article Dr. Kolb refers to the poor per- 
formance of FMGs on the ECFMG examination 
compared to the performance of fourth-year 
American medical students. In order to adequate- 
ly interpret these facts, one would have to know 
more about the nature of the FMGs as a group. 
For example, to compare the performance in a 
qualifying examination on general medical sub- 
jects of an FMG who has been qualified for a 
number of years and established in the specialty 
of psychiatry with that of fourth-year American 
medical students is, in my opinion, of limited 
value. If one wishes to make a true comparison, 
he should persuade a number of American psy- 
chiatrists who have been out of medical school 
for varying periods to sit for the ECFMG exam- 
ination. One would then have some really useful 
American data with which to compare the per- 
formance of foreign psychiatrists. I believe the 
results might be quite illuminating. 


MICHAEL J. C. THomsom, L.M.S.S.A., D.P.M. 
Whitby, Ont., Canada 


The Advantages of Written Boards 
Over Oral Boards 


Sir: Concerning Dr. Kolb's article, “The 
Matter of Bias in the American Board b 
Psychiatry and Neurology" (December 196 
issue of the Journal), I would like to make the 
following points: v 

l. The staid, universally respected New Englan 
Journal of Medicine, editorially castigating 0r2 
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examinations, recently commented on the 
ority and objectivity of written tests: “The 
artful of the second and third generations 
h tests can even distinguish original and 
e thoughts, analysis and synthesis from 
gurgitation." It stresses the limits of oral 
linations as compared to the seasoned judg- 
it of a candidate's teachers, superiors, and 
gues: “Rather, great weight is given to the 
“single-shot performance of the suppliant in a 
medieval Oral examination, sometimes before a 
Single inquisitor and always without a single 
advocate"'(1). 

2, Board examinations, suddenly mandated by 
certain state governments and federal agencies, 
ce Were taken by a tiny minority sympathizing 


with the Board’s orientation. With psychiatrists 
‘being coerced by governments, the Board can 
‘afford intransigent methods, charging fantastic 
— fees only to reestablish eligibility (although al- 
most all credentials have been checked pre- 


viously), and consuming some $100 or more. 
3. To counter possible sour grapes accusations 
| "by diplomates of the Board, I challenge critics 
to show that they have passed more examinations, 
—O€B. European, American, state, university, or 
civil Service, within five years, and with better 
and that they have had faster promotions 
chiatry (that were initiated by diplomates 
. OF the Board) than I have. The written Board 
— examination, removed from oral examiners’ 
"Whims, neither presented difficulties nor required 
_ One minute's preparation. 
New York State presents some psychiatrists 
Preparing for the Board with a certain “script.” 
"id author literally stated that an examiner may 
‘be less experienced than the candidate. He also 
"deg Successful candidates who were com- 
pl etely in a trance during the orals after a sleep- 
Ns night, totally lacking memory of anything 
l inspiring during the examination, or literally 
inebriated during it. 
ED Kolb postulates unanimity among ex- 
miners, Toward me they were far from being 
mmous. They ranged the gamut from a 
Paranoid, hostility-oozing young man to another 
re out that he had hardly seen anyone 
+h owledgeable and versatile, adding he feared 
ween because of my failure to hide the con- 
ho n that psychoanalysis was not the answer 
CRM Of mankind's ills. With what was 
he Neid courage he added that 
quote it. atly deny his statement, should I 
"hem Kolb applauds oral examiners for having 
Po within five years not less than 76 known, 
!ülstanding, and widely acclaimed leaders in 
SMT Specialty, Isn't that, rather, proof of the ex- 
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aminers' inability to distinguish between medi- 
ocrity and excellence? 

7. Dr. Kolb surprisingly asserts that no other 
medical students, New Zealand's excepted, 
come into as intimate contact with psychiatry 
as Americans. Is that why*psychiatry exists as a 
full and separate subject in the ordinary licensure 
examinations for physicians in Switzerland and 
Germany and not in America? Does that explain 
why so many American-trained physicians are 
ill at ease with their patients' psychiatric symp- 
toms? Certain latter-day university programs, I 
have heard, subject hapless new medical students 
to endless psychoanalytically oriented lectures; 
whether this benefits psychiatry in contra- 
distinction to cultists is, at best, moot. Dr. Henry 
A. Davidson, of APA fame, noted American 
psychiatry’s absence where “milestones” were 
erected in Western psychiatry. Whence Dr. 
Kolb’s condescension toward the so-called 
FMG? 

8. To quote Dr. Kolb; “A machine-scored 
written examination has been developed during 
the past four years. This screening examination 
has done much to dispel some of the suspicion of 
arbitrary decision and bias that exists. It too is 
capable of further improvement.” Why then does 
he not follow the concept so lucidly outlined by 
the New England Journal of Medicine? 


The reference is: 


1. On throttles, valves and certifying examinations. 
New Eng J Med 280.668, 1969 


KLAUS FEUCHTWANGER, M.D. 
Bath, N. Y. 


Editor's Note: This will be the last issue of the 
Journal in which letters concerning Dr. Kolb's 
article and the FMG controversy will appear. 
We have been publishing letters on this topic 
since April. All of the letters have been greatly 
appreciated, but we feel the subject has now been 


adequately covered. 
i 1 F.J.B. 


A Correction 


Page 108 of the July 1970 issue of the Journal 
contains two errors in the letter to the Editor by 
Bernard Zuger. In the first column, the first sen- 
tence of the last paragraph should read: did 
not especially go after the child's fantasies. . . - 
In the second column, beginning with the seventh 
line, the sentence should read: "Psychiatric ex- 
amination, including the draw-a-person test, and 
asking the children their three wishes, and what 
they wanted to become when grown-up. ... 

The staff regrets these errors. 


(169) 


394 


BOOK REVIEWS 


Tue ScuizopHrenic Reactions: A CRITIQUE OF 
THE Concept, HospitaL TREATMENT AND 
Current Researcu. Edited by Robert 
Cancro, M.D. New York: Brunner/Mazel, 
1970, 288 pp., $10. 


This book, the result of a three-day Menninger 
Foundation Conference on the Schizophrenic 
Syndrome, is divided into three sections: “The 
Validity of the Concept,” “The Indications for 
and Value of Hospital Treatment,” and “Re- 
search on the Schizophrenic Syndrome." Each 
section comprises an introductory essay provid- 
ing an overview of the topic under consideration, 
papers by eminent authorities in relevant areas, 
and a panel discussion in which the speakers re- 
spond to each other’s remarks and to questions 
from the audience. 

Because I tend to agree with Dr. Kety’s remark 
(p. 278) that the entire question of whether or not 
schizophrenia exists can be finessed, I will com- 
ment only briefly on the first section. As is usual 
in such discussions, the panelists’ attempts to 
reach a consensus on the validity of the concept 
of schizophrenia are to no avail—although their 
lively exchanges do provide the reader with a 
microcosmic reflection of the controversy this 
subject engenders within the scientific community. 
It is surprising to this reader that the panelists did 
not make a distinction between the use of the 
schizophrenic “label” in research and in psy- 
chotherapy. In schizophrenia research, the use of 
this diagnostic appellation would appear to be 
required by definition; in therapy, however, its 
application may very often be a hindrance to 
effective work. This distinction has proven gen- 
erally useful in my own experience. 

The second section, “The Indications for and 
Value of HospitalTreatment," seemed somewhat 
antiquarian in outlook (as if it were included to 
appease the traditionalists among mental health 
practitioners). The excellent treatment of the 
subject, however, does indicate—even to a reader 
predisposed to favor community alternatives to 
hospital treatment—how the hospital might be 
transformed into a setting in which a whole pan- 
orama of behavior could be studied and treated 
in detail (thus providing introductory ground- 
work for the book's third section, “Research on 
the Schizophrenic Syndrome"). 

An especially good link between the traditional 

hospital-treatment and the newer treatment-in- 
the-community orientations is provided by Dr. 
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Gruenberg; he advocates a continuous role for 
the “treater” (whatever his formal credentials, 
or lack thereof) throughout the patient’s periods 
in the hospital, in an outpatient clinic, and at 
home. Clearly, this is the direction in which our 
treatment philosophy has been moving and must 
continue to move. 

I would commend the third section to anyone 
embarking on research in schizophrenia. The 
papers presented here are characterized by a level 
of sophistication rarely maintained within a 
single book—a level of sophistication that is 
perhaps enhanced because little new data are 
presented. Cancro’s introductory essay explicates, 
in exemplary fashion, the vast array of dilemmas 
and complexities that confront investigators in 
this field. 

Papers by Holzman and Rosenthal review 
large areas of research that have been plagued by 
methodologic difficulties, inconsistent results, 
and a great deal of oversimplified theorizing; 
each brings order—one hopes not artificial—to 
seeming chaos. Both articles should prove highly 
instructive to students or potential researchers. 

The remaining papers in this section present 
data; each represents the most sophisticated 
recent approach in its respective research area. 
Burnham’s chapter on reality restructuring sheds 
new light on the purely clinical problems in- 
volved in schizophrenia. The study by Spohn 
and associates of the relationship between at- 
tention and arousal is remarkably knowledgeable 
and, moreover, quite honest in elucidating 
problems and in reporting negative results. The 
adoptive study by Kety and associates 1s 4 
paradigm for studies of this type. 


One small comment on the Kety article is in ' 


order: His reporting of abnormal members 1n 
the biologic families of adoptive schizophrenics 
should have been reported as number per family, 
not as individuals. That is, in separating out the 
heredity-environment question one must deal 
with the biologic relatives as single members 0} 
the sample, as they share some of the same 
genes. In addition, one would like to see sep- 
arately reported how many half-sibs were ab- 
normal and how many of these were raised by 2 
biologic parent. This is a relatively minor point, 
however, as the more complete report that 1s 
referenced in the article contains such informa- 
tion. 

In summary, it is a pleasure to encounter 4 
volume that is sober and erudite, yet contains 
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enough controversy to maintain interest. The 
volume as a whole is highly recommended to 
psychiatrists, and the final section should be 
compulsory reading for anyone interested in re- 
search on schizophrenia. Congratulations are in 
order to all of the conference participants for the 
high level of sophistication inherent in the papers 
contained in this volume. 


Loren R. Mosuer, M.D. 
Chevy Chase, Md. 


History anp Human Survivat. By Robert 
Jay Lifton. New York: Random House, 1970, 
394 pp., $8.95. 


In this collection of essays written for a variety 
of periodicals over the past few years, Robert 
Lifton struggles, as he has in other books, to rec- 
oncile man’s twofold fate: Human beings make 
history and inevitably (and these days, all too 
often) get not only caught up in that history but 
destroyed by its more sinister and awful develop- 
ments, 

Ah IfI understand Dr. Lifton correctly, he is say- 
ing in this book that historical events not only 
make for our survival or extinction but, more 
PIN than some psychological theorists 
dd snowlecge, affect that bastion of in- 
TRE and privacy, the unconscious. We are 
by di y biological needs and urges and haunted 
CFA and dozens of enemies we scarcely (if, 
Mera all) know about, all of which psy- 
Seal s apond their lives comprehending in their 
im i m we, though, ask them (not to men- 
d ne ves) what happens to children or par- 
ou manage to survive the explosion of 
E een or who grow up in a world gone 
Paige wars, violence, and all sorts of revolu- 
5 MA Tre. those are called "external forces" 
AES ae are given that kind of grudging or 
lions Fe utp pat Meanwhile, for mil- 
fiat developments in man’s history are a 

: ter of life and death. 

v] "9s gomvenientiy forget many of our child- 
mate dus ments and resentments, Dr. Lifton 
diode. we also conveniently overlook the 
EAS and deadly harm that an unsettled, 
hii X world brings to all of us and par- 
on Dr NUR Our young people. They are very much 
in A on's mind, the young—our young here 
Young in P and also the Japanese young, the 
alike iet Nam, American and Vietnamese 
B sante us to know that we psychiatrists 
ies not understand how ygung people act 
at them ne believe unless we take pains to look 
edgerof peal indeed, which calls for a knowl- 

Istory and its workings, an awareness of 
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how social and economic forces affect our beliefs, 
preferences, and habits, and, not the least, a 
willingness to modify whatever theoretical con- 
structs we have accepted as guides in response to 
new knowledge, let alone changing historical 
conditions. In that respect Dr. Lifton has been 
particularly helpful. He is theory-minded but by 
no means given to unqualified or dogmatic state- 
ments; he desires to use theoretical discussion in 
order that the reader’s horizon will be expanded 
rather than severely and arbitrarily narrowed. 

In every essay this book offers we are asked 
to confront difficult and painful issues, and not 
in order to feel *bad" or despairing or betrayed 
but so that we will ourselves be spared as both 
clinicians and citizens the blindness and arro- 
gance we continue to see unfold before our eyes 
on the stage of history and, yes, with one another 
in, as it is put, “a professional context.” Dr. 
Lifton insists that some of us stop becoming the 
pontifical, self-important “interpreters” of, say, 
youthful activists and instead examine ourselves, 
our own relationship to American society and its 
institutions. He does so forcefully and provoca- 
tively in this book. One wonders how con- 
tagious his example will prove to be. 


Rosert Cotes, M.D. 
Cambridge, Mass. 


PsvcuiaTRY IN Mepicine: RETROSPECT AND 
Prospect. By Denis Hill, M.B., D.P.M. 
London: The Nuffield Provincial Hospitals 
Trust, 1969, 182 pp., 12/6d. 


This monograph by the distinguished Sir 
Denis Hill is an elaboration of his Rock-Carling 
fellowship lecture. This lectureship, awarded 
annually, reviews in depth the state of knowledge 
and activity of some branch of medicine in 
which the donor is interested, The present survey 
covers the field of psychiatry in England during 
the period from “the day after Waterloo to and 
through the effect of the publication of the Hos- 
pital Plan in 1962.” It sets out the aims and ex- 
pectations of psychiatry and gives a clear account 
of the concept of the district general hospital (a 
large hospital serving a given population). 

Having pointed out in an interesting and con- 
cise bit of history that the clinical practice of 
psychiatry was for several centuries outside of 
medicine, Sir Denis notes that the inclusion of 
psychiatric units in district general hospitals will 
have beneficial consequences. It means the re- 
integration of psychiatry into medicine: a process 
many have worked for, but one not possible for 
several centuries. 

Since history seems to repeat itself, this pres- 
entation seems particularly timely, for there are 
presently movements afoot to discourage what is 
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slightingly called “the medical model" Once 
again there is an effort to separate man’s psyche 
from his soma. In the early part of the last cen- 
tury, with the rise of “moral treatment," Tuke 
had the same idea. Physicians were not necessary; 
“medicine had failed." The rise of “moral treat- 
ment" created a profound impression nationally 
and internationally. In the United States it was 
copied faithfully by Eli Todd and a number of 
other physicians, and under the guidance of these 
medical men it flourished. In England, Haslam 
and Monro would have none of “moral treat- 
ment," and both were dismissed from their posts 
although they were outstanding men. Haslam 
died in poverty, unrepentant and with a slap at 
Pinel and Tuke. Brilliant man that he was, one 
who outshone all his contemporaries, his fate, 
Sir Denis points out, serves as “a prophetic 
warning to those of a profession who resist all 
change." 

The volume abounds with interesting facts and 
observations concerning the discipline as it strug- 
gled toward its present state. The development of 
psychiatric education and psychiatric services in 
England and Wales in the past two decades is 
detailed, for the capable author was a “man on 
the scene." 

There are chapters on the variety of psychiatric 
disorder, morbidity surveys, a consideration of 
dropouts, drug addicts, and vagrants, and some 
theoretical and practical problems. Chapter 10, 
a discussion of “Needs and Prospects," ends 
with a synopsis and summary in which the in- 
sight and expertise of the author are made ap- 
parent. The failure to realize what psychiatry was 
about and "what an enormous burden on the 
community the ‘minor’ forms of psychiatric ill- 
ness and disability have meant” are discussed, 
“The lack of facilities being particularly evident 
for children with mental and emotional dis- 
ability and for all patients with neurotic illness 
and personality disorder” are commented upon. 
It sounds like our own Problem, doesn’t it? 

This all makes for a broad survey of psychiatry 


in England and some hints for future directions 
in our own country. 


F.J.B. 


RESEARCH AND THE ÍNDIVIDUAL: Human 
Srupis. By Henry K. Beecher, M.D. Boston: 
Little, Brown and Co., 1970, 347 pp., $15.50. 


In an age when the role of science is being 
questioned to an unprecedented extent and at- 
tention to ethical values in science and research 
is seen as more necessary and also more complex, 
this book serves a significant need. The author 
has been preoccupied for many years with the 
ethics of experimentation on human beings and 
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has always taken the position that worthy ends 
do not justify questionable means. This simple 
statement of principle, however, does not suffice 
for guidance when specific opportunities occur 
for learning about the effects of a new procedure 
or a new drug on human beings. 

One purpose of this book is to help the reader 
become aware of and sensitive to the issues in- 
volved, thereby preventing harm to an individual 
subject as well as to the entire field of medical 
research. Throughout the book the need for re- 
search on human beings is emphasized by the 
principle that ill-advised or questionable practices 
must never be allowed, since taking such chances 


creates the risk that society may then impose . 


restrictive conditions that might impair scientific 
progress through research. 

The reasoning and observations in this volume 
reflect a vast knowledge of historical, legal, moral, 
and ethical aspects of human experimentation, 
Both deception by and self-deception of an in- 
vestigator are well covered. This reviewer once 
had an elderly patient who was defended by his 
son in these terms: “I want you to know that my 
father is strictly honest, but he is inclined to be 
tricky at times"—a characterization that may 
apply to investigators whose eagerness exceeds 
their caution. Any researcher who reads and re- 
flects on the contents of this book should cer- 
tainly have good reason to keep caution and 
eagerness in proper balance. 

In addition to the basic text, a group of 33 
ethical codes, ranging from the Hippocratic oath 
to the American Medical Association's “Ethical 
Guidelines for Organ Transplantation," are in- 
cluded in the appendix, together with “A Defi- 
nition of Irreversible Coma" formulated by 4 
Harvard Medical School committee. 

Any person who is involved with research on 
human beings would be well advised to read this 
book. It will help him to avoid pitfalls m 
perienced by others so that his mistakes can 4! 
least be original ones. 


DANA L. FARNSWORTH, M.D. 
Cambridge, Mass. 


SCHIZOPHRENIA AND THE NEEp-FEAR Diss 
By Donald L. Burnham, M.D., Arthur ^ 
Gladstone, Ph.D., and Robert W. Cine 
M.D. New York: International Universite 
Press, 1969, 454 pp., $12. 


The world of schizophrenia is stratified p 
the Kingdom of Heaven. There is a place int 
almost any kind of investigator on a seven pai ‘ 
scale, ranging from hard-nosed organicists at iet 
end to die-hard psychogeneticists at the ot et 
with a shoal of bemused eclectics and ur 
icists in between. Until very lately, WorKe^^ 
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widely separated on the spectrum, not only failed 
te talk to one another but frequently had no 
knowledge of the other's existence. Today things 
are better. Workers attend conferences together, 
sitaround the same table, and even make attempts 
to transpose data collected by alien techniques 
into their own particular frame of reference. 
But even though they now take cognizance of 
opposing views, they seem almost constitution- 
ally unable to work productively with them. The 
data apparently convince nobody. Conversions 
are rare and recantations rarer still, although 
tentative movements along the spectrum have 
been known to occur. 

The authors of this book have wisely decided 
to stick to their lathe and investigate the inter- 
personal relationships of schizophrenic individ- 
uals and nothing else. Not a single token 
biochemical examination is even mentioned. 
Chestnut Lodge (Rockville, Md.) has provided 
them with an ideal setting for carrying out their 
Studies for the good reason that its clinical 
tradition has long been devoted to the psy- 
chodynamic understanding of the schizophrenic’s 
behavior. At this end of the spectrum the patient 
^ viewed as suffering less from a disease than 
sud a peculiar type of adaptation, and the 
em task for the investigator is to find out 
sedis schizophrenic does the strange things 
Em ei ved compelled to do. The observations 
ZA xplanations are organized within the con- 

oN Psychoanalytic ego psychology. 
ist poo disarm their possible critics from 
Borcher by denying that there is any single 
Arena teas and adequate theory of schizo- 
igh E at schizophrenia is a discrete nosolog- 
is bui vss that a unitary causal explanation 
They als e. Who would disagree with this today? 
this Per pon out that since most samples in 
Vi iniia ar research field are restricted (and 
eas M their own mainly upper middle-class, 
SER ime hospitalized group of patients), 
TOSA E from any particular study to the 

Ea Soan cannot be made. 
fascinatin ely for us, because their approach is a 
all these g One, the authors do not conclude for 
search pae reasons and many more that re- 
ean hg schizophrenia is simply a gigantic 
if they Pes although we could not blame them 
PANEM raad they put their reservations 
first glane ackets and propose what seems at 
etiological the be suspiciously like a primary 
out to hav cory but which subsequently turns 
investigato g “secondary” characteristics. (Most 
ollnotior s E this field, -whether they know it 
Working d: nowledge it or not, are actually 
mysterious Secondary types of explanation, the 
the backer primary cause being left delicately in 
a EE ound.) The construction they have to 

tidy one and easily formulated. 
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Among the “group of schizophrenias,” they 
postulate a subgroup whose origin is either purely 
psychogenic or psychogenic coupled with some 
constitutional weakness in the innate psychic 
apparatus. Presumably because of some primary 
factor "X," individuals, falling into this group 
develop a need-fear dilemma with regard to their 
object world. As a series of logical consequences, 
their object relationships become increasingly 
disturbed, and a profound interference with 
normal ego development takes place, leading to a 
dysfunctioning of controls, self-regulatory mech- 
anisms, reality sense, and the interrelated pro- 
cesses of differentiation and integration. As a re- 
sult, the individual is left with no reliable internal 
structure to lean upon. 

The initial pathology involves an intensely 
ambivalent relationship to the object. The schizo- 
phrenic is both “addicted” to the object and, at 
the same time, fearful of it. It can frustrate him 
and influence him, make him or break him, en- 
gulf him and enslave him so that his life is not 
his own. His predicament is that he cannot live 
with the object or without it; as long as he lives 
with it he cannot function as a separate and self- 
determining human being. 

The authors review the literature widely and 
well to bolster their formulation and spend the 
rest of the book substantiating the thesis. Ex- 
cellent clinical illustrations are offered of the way 
in which the poorly differentiated and poorly 
integrated person undergoes a spiral of de- 
repression, disequilibrium, and disorganization 
when confronted with the challenges of transi- 
tion, closeness, and sexual arousal; this in turn 
leads to fluctuations between clingingness and 
avoidance. As the individual comes to terms with 
past objects in the light of current therapeutic 
experiences, the need-fear dilemma is gradually 
resolved and a less rigid stereotyping of his ob- 
ject world becomes evident. He no longer needs 
to fall back on splitting, on substituting objects, 
or on projecting his inner badness. 

As the patient passes through a vortex of 
shifting relationships, he is surprised and reas- 
sured to find that the therapist continues to exist 
in spite of all his murderous destructiveness. With 
this recognition, he can move toward a clearer 
differentiation between his inner and outer 
worlds and emerge as a person who can think 
and act for himself and not be swamped by the 
twin anxieties of separation and engulfment. The 
skillfully portrayed case histories illustrate this 
search for a definite identity that can hold its 
own in a harsh world that makes little allowance 
for the sensitivities of a vulnerable few. 

In summary, the book is a scholarly production 
written in a style that makes it easy to read and 
to remember. The main thesis is well stated and 
well illustrated, and at the end, one is left with 
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the feeling, perhaps a little illusional since it is 
not backed by experience, that one can better 
understand the hotchpotch of incongruities and 
inconsequentials that we lamely label, for want 
of better knowledge, schizophrenia. And if we 
recall the early warning of the authors that what 
they have to offer is not necessarily generalizable, 
then the work can be commended as a significant 
contribution to a massive problem. 


E. JAMES ANTHONY, M.D. 
St. Louis, Mo. 


Tue Practice or BeHavion THerapy. By Joseph 
Wolpe, M.D. Elmsford, N. Y: Pergamon 
Press, 1969, 304 pp., $5.95 (vinyl). 


This most recent book of Joseph Wolpe's is in- 
tended as a guide to the practice of behavior ther- 
apy. It is similar in format and content to an 
earlier book, entitled Behavior Therapy Tech- 
niques, that Wolpe co-authored with A. A. 
Lazarus(1). However, the present book is some- 
what broader in its orientation and more up-to- 
date than its predecessor. 

A virtue of this introduction to behavior ther- 
apy is the emphasis placed on investigating the 
individual case from a behavioral point of view 
before deciding upon a specific program of treat- 
ment. This initial step—the behavioral analysis 
of the clinical problem presented by the patient— 
is a sine qua non for successful behavioral inter- 
vention and is technically often the most difficult 
part of the behavior therapists task. Wolpe 
illustrates this procedure by describing two cases 
in detail. 

The book generally consists of chapters on 
specific behavior therapy techniques, giving the 
rationale for each, a description of the procedure 
itself, and a selective review of clinical results. 

Some readers may feel that a disproportionate 
amount of space is devoted to systematic de- 
sensitization therapy. This is the technique largely 
developed by Wolpe and most associated with 
his name. To this reviewer the book contains the 
best single treatment of the subject in the litera- 
ture. However, other behavioral procedures have 
been short-changed. For example, the whole area 
of operant conditioning techniques is treated in 
only nine pages! The reader will have to look 
elsewhere for an adequate and clinically useful 
treatment of this topic. 

Two additional chapters deserve comment, 
One concerns the treatment of "complex cases." 
A careful reading of the case histories presented 
here should help correct the common miscon- 

ception that behavior therapy is applicable only 
to monosymptomatic or uncomplicated neurotic 
disorders. The book also contains a separate 
chapter on the use of drugs in behavior therapy 
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that will be of special interest and usefulness to 
the medically trained clinician. Indeed, the 
systematic use of psychoactive agents as adjuncts 
to various behavior therapy procedures is an 
area of great promise but one little explored to 
date. 

This book makes a valuable addition to the 
clinician's library. It provides a clear and.con- 
cise introduction to the practice of behavior 
therapy and includes useful chapters on many 
topics in the field. 


The reference is: 


1. Wolpe J, Lazarus AA: Behavior Therapy Tech- 
niques, New York, Pergamon Press, 1966 


JOHN Paut Brapy, M.D. 
Philadelphia, Pa. 


Frontiers IN NEUROENDOCRINOLOGY, 1969. Edited 
by William F. Ganong, M.D., and Luciano 
Martini, M.D. New York: Oxford University 
Press, 1969, 431 pp., $19.50. 


With the prospect of a biennial appearance, 
Frontiers in Neuroendocrinology should fulfill 
an important role. Furthermore, this series will 
provide a regularly updated supplement to vol- 
umes | and 2 of Neuroendocrinology(1, 2). The 
rapid growth of neuroendocrinological research 
is readily evidenced by the appearance of 1,900 
titles in the 1969 volume of Bibliographia Neu- 
roendocrinologica(3). 

The editors have obviously decided not to con- 
fine the review to a series of papers related to a 
particular subject in neuroendocrinology, and in 
so doing they provide a wide range of topics 
dealing not only with pituitary function and con- 
trol but also with more peripherally controlled 
physiological functions, as in Share’s chapter on 
extracellular fluid volume and vasopressin 
secretion and in Gill’s review on the role of the 
sympathetic nervous system in sodium metabo- 
lism. 

The subjects covered in this volume are by n9 
means settled issues, and most of the authors 
point this out. } 7 

The role of catecholamines and possible in- 
hibitory or excitatory effects of dopamine an 
norepinephrine containing terminals in relation 
to releasing factors is of interest in that there ci 
pears to be a high degree of chemical, anatomica’, 
and physiological specificity. $ 

Recent bservitióds on the effects of aain 
corticotropic hormone (ACTH) and frag 
of the polypeptide hormone on behavior gi 
animals may provide useful experimental RES 
lates to accompany the changes in mood t 4 
have been observed in patients with adren 


Amer. J. Psychiat. 127:3, September l 970 


[. REVIEWS 


tumors and Cushing’s disease. 

The review of “short” feedback mechanisms of 
pituitary control shows that this route also plays 
animportant role in brain-pituitary control. 

Halasz’ work and review on the effects of sur- 
gical procedures resulting in the isolation of 
hypothalamic structures from the rest of the brain 
show the importance of such an approach in 
studies of neural afferent and efferent connec- 
tions, in attempts to localize areas in the hypo- 
thalamus responsible for physiological control. 
Correlation of electroencephalographic and unit 
recording studies of the hypothalamus with 
pituitary function may provide a useful basis for 
evaluating many observed neurophysiological 
phenomena. As these techniques are improved, 
more studies on intact animals can be carried 
Out, 

Other topics reviewed include the electron 
microscopic structure of the median eminence, 
regulation of growth hormone secretion, feed- 
back control of gonadotrophin secretion, and 
mechanisms of action of releasing factors. 


The references are: 


l. Martini L, Ganong WF, eds: Neuroendocrinology, 
4 He 1. New York, Academic Press, 1966 
d IN L, Ganong WF, eds: Neuroendocrinology, 
A, Weit ew York, Academic Press, 1967 
Op M, ed: Bibliographia Neuroendo- 
pont Bica, vol 6. Bronx, NY, Department of 
i my, Albert Einstein College of Medicine, 


Ext Rosins, M.D. 


St. Louis, Mo. , 


Psy 

Me. FoR THE PepiatriciaN. By Stuart 
Jr. bee. and John F. McDermott, 

j^ New York: W. W. 

1970, 209 pp. $7.50. W. Norton & Co., 
Thi JaN 
lo poeni is written for the busy pediatrician 
lems of hi im to deal with the emotional prob- 
ors ae Patients and their families. The au- 
Would ema the need for a textbook that 
Practical ane itself to pediatricians who need 
at is easy aeons without psychiatric jargon, 
lis goal - pen and retain. They have achieved 
literature, Th filled an important gap in the 
mendable den have also demonstrated a com- 


of Practical ll by including an enormous amount 

book, information in a relatively small 
Throw 

o ; 

strong shout the book the authors express their 


à : 
Beneral Ron that pediatricians as well as 
lona] ag deponere must deal with the emo- 
tients and qp S Physical problems of their pa- 
‘Sects 4 * they cannot ignore the emotional 

* person if they are to treat the 
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whole patient. Moreover, the pediatrician holds 
a key position in preventive mental health. In 
discussing the reasons why pediatricians are re- 
luctant to discuss the emotional problems of 
their patients with the parents, the authors con- 
clude that the real reason lies in the pediatrician’s 
discomfort in talking about and dealing with 
psychiatric problems. 

In the general introduction, as well as in the 
chapter entitled “Dealing with Parents," the au- 
thors make several suggestions to pediatricians 
on how they can arrange their practice to deal 
with the whole child. In their eagerness to pre- 
sent their convictions, they give the feeling that 
they expect more than the pediatrician can de- 
liver. Although the procedure for conducting a 
play interview is clearly described in the book, 
at least some supervised exposure to it during the 
pediatrician's training will be necessary. Hiring a 
psychiatric social worker and working with one 
will be even more difficult, as both disciplines 
will need some adjustment in their professional 
identity and functioning. 

Nevertheless, the pediatrician need not be dis- 
couraged, as the book offers a wealth of infor- 
mation on how to communicate with. children 
and adolescents, how to talk or better listen to 
their parents, and how to detect signs of emo- 
tional difficulties, and those signs that, if de- 
tected and corrected early, could prevent 
development of a psychological disorder. The 
case examples should help the pediatrician in 
dealing with emotional problems. 

The book is divided into three major parts: 
The first part, entitled “A Developmental View," 
deals with the development and developmental 
disorders of infancy and preschool years, the 
grade school years, and adolescence. 

The second section covers “Major Types of 
Problem Children,” describing the neurotic, 
psychotic, mentally retarded child, behdvior and 
personality disorders, the psychosomatically ill 
child, the brain damaged child, and the child with 
learning disorder. The chapter titled the “Brain 
Damaged Child," which really presents primarily 
the so-called minimal brain damage and hyper- 
kinetic syndrome, is refreshing. The discussion of 
differential diagnosis among minimal brain 
damage, anxiety, and impulsive type character 
disorders should be clarifying not only for pedi- 
atricians but for child psychiatrists as well. n 

The third part of the book is devoted to Pre- 
vention and Treatment.” The chapters include 
“Drug Therapy with Children,” “A Longitudinal 
View of Sex Education for Parents and Chil- 
dren,” “Discipline,” and “Dealing with Parents. 
The book ends with an epilogue that reiterates 
the authors’ conviction that “the nonpsychiatric 
physician cannot and should not diano. Es 
sponsibility for the emotional problems ©! 


[175] 


400 


patient.” 

In their discussion of sex education, the au- 
thors go much beyond generalities. They offer 
specific answers to specific questions, relating 
them to the intellectual and emotional develop- 
ment of the child. This chapter should offer a 
sound framework for the pediatrician in counsel- 
ing children and their parents. 

Pediatric residents, pediatricians, medical 
students, and student nurses will find a depend- 
able ally in this book in their venture to the 
psychological world of their young patients, 


I. N. ORGUN, M.D. 
Hartford, Conn. 


Tue Prima Scream: Prima THERAPY, THE 
Cure ror Neurosis. By Arthur Janov, Ph.D. 
New York: G. P. Putnam's Sons, 1970, 432 pp., 
$7.95. 


Although he acknowledges some debt to Freud 
and Wilhelm Reich, primal therapist Janov (a 
clinical psychologist and social worker) faults 
every kind of psychotherapy since no current ap- 
proach aims to produce a total feeling experience. 
Insight therapies and analysis of any kind, in fact, 
tend to maintain neurosis by increasing the split 
between consciousness and the feeling of basic 
needs. Primal therapy, in contrast, makes people 
real by getting below symbolic derivatives of 
basic unmet needs in order to make patients feel; 
all other approaches are discussed as invalid. 

Neurosis springs from primal pain, the auto- 
matic reaction of the child when the person who 
should love him (e.g., the parent) does not and 
thus leaves his needs unmet. Each such experi- 
ence adds a new pain to the primal pool until, 
finally, neurosis is precipitated by a single event 
(the major primal scene) that shatters the child 
with the realization that "They don't love me." 
To bury that pain, consciousness is split from the 
feeling of needs, which henceforth will be pur- 
sued only symbolically. Personality is developed 
as a way of not feeling how unloved the child is, 
and neurosis is an attempt to convert the world 
into interested, warm, and caring parents. 

Primal therapy cures neurosis by forcing the 
patient to sink into the feelings he had toward 
his parents until he is engulfed by a total feeling- 
thought experience from the past. At this point 
(usually after a week or two of daily. sessions 
with the primal therapist) the primal pain is felt 
and connected with the memories that gave the 
pain. As though they were being jarred loose 
from an abdominal vise, the feelings move up the 
body and out of the mouth in Shuddering gasps 
as the primal scream. After that, the patient ex- 
periences many more primals, both in individual 
treatment sessions that last for three weeks and 
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in post-primal groups that meet twice weekly for 
several months. “When a pain becomes a felt 
Pain, it is no longer painful, and the neurotic can 
feel" He no longer has the pseudo-feelings of 
depression, shame, and the like that plague the 
neurotic, for he has uncovered the great primal 
feeling of being unloved. Even his memory im- 
proves (memories of post-primal patients begin 
within a few months of birth). 

The author believes that primal therapy cures 
neurosis, homosexuality, other perversions, and 
addiction, and he is optimistic about its value 
even in treating psychoses. There are several long 
testimonials in the form of case histories and 
notes written during primal therapy by post- 
primal subjects, many of whom had failed to 
respond to more conventional approaches. 

The book is written in a rambling, loose, 
repetitious, and anecdotal style that is not likely 
to appeal to the serious student of human be- 
havior. 


RoBERT J. CAMPBELL, M.D. 
New York, N. Y. 


Lire History RESEARCH IN PSYCHOPATHOLOGY. 
Edited by Merrill Roff and David F. Ricks. 
Minneapolis: University of Minnesota Press, 
1970, 312 pp., $10. 


The life histories of famous, and infamous, 
people fascinate almost everyone. Biographies 
are perennially on best-seller lists, while neigh- 
borhood and office gossip is often concerned 
with speculations about the motives and a 
psychological drives of our fellow men. Much 0 
this idle conversation is trivial and contributes 
little to the understanding of why people behave 
as they do, yet psychologizing continues. Ex 
planations of criminal and antisocial behavior 
in terms of psychological drives and social gu 
emotional deprivations are admitted into ev! 
dence in legal disputes. The expert in court may 
be no better, or worse, than private speculators. 
Freudian theory has entered the public domain. in 

This book presents summaries of several i 5 
genious and careful lines of research investi 
tion into the complicated problem of indo 
ing life histories. Emphasis throughout zn i 
reports is on “unfortunate social outcome. tify 
is, the researches have been designed to iden al 
common elements in the social backgrounds i 
the lives of individuals or groups of indi 
who have experienced extended hospitaliza' or 
or have otherwise failed to achieve a successfu 
socially acceptable life style. zed tO 

Merrill Roff and David F. Ricks organize! k is 
conferences on life history research. The boo a 
the result of careful and skillful editing of UT 
presented at those conferences. Although thi 
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a collection of papers by a number of different 
contributors, it is more unified than most con- 
ference reports. This success is due to the ex- 
cellence of the editorial work and to the opening 
and closing chapters. Roff's opening chapter, 
“Some Problems in Life History Research,” and 
Ricks’s final chapter, “Retrospect and Prospect,” 
help to unify the book and to indicate the re- 
lationships of diverse lines of research. 

There are a number of ways to approach the 
task of life history research; all have limitations 
and difficulties. The editors indicate how many 
lines of attack on the problem converge and may 
unexpectedly confirm findings of an unrelated 
study. The opposite effect, not unexpectedly, may 
also occur. 

Psychoanalysts are most often accused of fitting 
the data to the theory. The researches reported in 
this book have carefully tried to avoid the errors 
of self-fulfilling prophecy. Other approaches are 
the cross-sectional, longitudinal, retrospective, 
and prospective studies. The twin studies done at 
the National Institute of Mental Health and re- 
ported here by Stabenau and Pollin are yet 
another special approach. In that study, massive 
data were recorded on a group of 16 twin pairs, 
ien of whom was schizophrenic. The Hathaway 
a Monachesi study begun in 1947 is in sharp 
ee Minnesota Multiphasic Personality 
age (MMPIs) and school records were 
ips ES on over 10,000 ninth-grade children, 
“ft S iection of biographical data continuing 
Oca a Those students with high scores on the 
cen e chizophrenin) of the MMPI were com- 
Eee normals. The results are by no means 
pen but suggest that low IQ and high 
Awe scores do go together for ninth-graders 
a innesota whose lives have an unfortunate 
‘ocial outcome. 

a by Mednick and Schulsinger from 
Vp Ae of particular interest because of the 
Fi wait-and-see Prospective study. Be- 
ish tes 1962, 207 children considered to be 

RI i later development of schizophrenia 
identifed heir mothers were schizophrenic) were 
UD and studied. Denmark was chosen for 
jects e ma minimize the problem of losing sub- 
iin VER pare to overcome in all life 
Pttrough red is is a 20-year study continu- 
EA cm the Judge Baker Schizophrenia 
Ricks in an ier are reported by Fleming and 
of the oe aan retrospective examination 
La; nd 9 feelings of patients seen as chil- 

assachuser udge Baker Guidance Center in 

B inue. The sample is skewed because of 
capital bad of identifying adult mental 

Broche ients who were not hospitalized in 
iere etts. Here the voluminous records of a 

atment center were searched retrospec- 
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tively, that is, after Judge Baker Guidance Center 
patients had been admitted to the Massachusetts 
state hospital system. The normal control data 
are presented with due note of the unknown 
number of guidance center patients who left the 
state and were admitted to hospitals outside of 
Massachusetts. 

Bernice T. Eiduson and Diane M. Ramsey- 
Klee report on the use of a computer for infor- 
mation processing. The study is a preliminary 
one. Maurice Lorr and C. James Klett have a 
study design that also utilizes computer-derived 
data. Ratings were collected on 1,100 acute 
psychotics in six countries. Five distinctive be- 
havioral types were differentiated by life history 
variables. 

Life History Research in Psychopathology is 
an interesting and important book. It presents 
research that is painstaking and has extended 
over long periods of time. The rigorous treat- 
ment of the data is perhaps as significant as the 
results and conclusions since many of the studies 
have not been completed. Anyone involved in life 
history research or interested in validating his 
hunches or conclusions can profit from careful 
study of this book. 

There is a good index and extensive references 
at the conclusion of each paper. Extracts from 
discussions following each paper are included, 


WILLIAM FLEESON, M.D. 
Hartford, Conn. 


PSYCHOLOGICAL DISTURBANCE IN ADOLESCENCE. 
By Irving B. Weiner, Ph.D. New York: John 
Wiley & Sons, 1970, 383 pp.. $12.50. 


This is the third volume in the Wiley Series on 
Psychological Disorders. The first two volumes— 
Interaction in Families(1) and Social Status and 
Psychological Disorder(2)—were produced un- 
der the editorship of Dr. Irving B. Weiner, au- 
thor of the present book. 

In the preface to this volume Dr. Weiner states 
that “This book is addressed to clinicians, social 
scientists, and educators who are concerned with 
identifying psychological disturbance in adoles- 
cence and averting its progression to adult psy- 
chopathology.” 

The spectrum of areas discussed includes theo- 
retical issues in adolescent psychology, normality 
and abnormality in adolescence, patterns of 
psychopathology in adolescence, schizophrenia, 
depression and suicide, school phobia, academic 
underachievement, delinquent behavior, and 
psychotherapy. In addition to this comprehen- 
sive coverage, the reader is provided with bib- 
liographical material at the end of each chapter, 
so extensive as to be virtually encyclopedic. 

One wishes that the style and format were 
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equally satisfactory. They are not. This reviewer 
found both irritating and distracting the plethora 
of quotations strung together indiscriminately 
with an inadequate supporting text. It is un- 
fortunate that an otherwise relatively minor de- 
fect in method of presentation tends to defeat 
the stated purpose of the book, i.e., to assist 
disparate groups of professionals, by making the 
text almost unreadable. 


The references are: 


1. Mishler EG, Waxler NE: Interaction in Families. 
New York, John Wiley & Sons, 1968 

2. Dohrenwend BP, Dohrenwend BS: Social Status 
and Psychological Disorder. New York, John 
Wiley & Sons, 1969 


CAROLINE A. CHANDLER, M.D. 
Baltimore, Md. 


Basic MECHANISMS OF THE EriLEPSIES. Edited 
by Herbert H. Jasper, M.D., D.Sc., Arthur A. 
Ward, Jr., M.D., and Alfred Pope, M.D. 
Boston: Little, Brown and Co., 1969, 814 pp. 
$30. 


This book is the product of a project organized 
by a basic task force of the research subcom- 
mittee of the Public Health Service Advisory 
Committee on Epilepsies. It consists of 30 chap- 
ters, 28 of which include a discussion added to 
the main presentation. It is a good book, and 
each chapter deserves a separate review. It is 
somewhat frustrating that space does not even 
allow the listing of the chapters. This review will 
therefore only briefly point out some of the high- 
lights of the book. 


After an introductory chapter by the editors 
about the challenges of the epilepsies, John 
Szentágothai gives a lucid description of the 
complex architecture of the cerebral neocortex, 
closing the chapter with an elegant schematic 
representation of the columnar arrangement of 
pyramidal cells and the climbing axons, each 
one making multiple contacts with the same 
apical dendrite, as they encase it in a cartridge of 
nerve fibers. This chapter sets the stage for sev- 
eral of the themes developed throughout the 
Course of the book—among others, the columnar 
arrangement, and the peculiar axonal distribu- 
tion with basket endings, of the stellate cells that 
probably constitute the structural substrate for 
synchronous inhibition of multiple neurons, 
making thus possible their subsequent simulta. 
neous depolarization. 


Sir John Eccles gives a clear, concise pre- 
sentation, based on neuroanatomic and neu- 
rophysiologic data, of inhibitory and excitatory 
cerebral mechanisms, including many new find- 
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ings and concepts contributed by the author and 
his collaborators. Ajmone-Marsan presents a 
logical interpretation of the mechanisms in. 
volved in ictal and postictal unitary events in the 
penicillin focus. Inhibition comes again to the 
fore as a force limiting the spread between 
seizures and acting also as the brake applied to 
the depolarizing trend at the end of the con- 
vulsion. Inhibition is once more emphasized in 
Prince’s discussion. Inhibitory postsynaptic 
potentials (IPSPs) are present not only in cells 
surrounding the excited neurons of the primary 
focus but also in cells that mix with those be- 
coming depolarized in the homotopic area 
where a projected focus is recorded. The phys- 
iology of synaptic inhibition is presented by 
Spencer and Kandel and discussed by Andersen 
‘and Lgmo. 

Of interest is the concordance between data 
obtained with direct current recording from the 
cortical surface and those from intracellular 
micro-electrode records. Caspers and Speckmann 
describe negative "steady potential" shifts oc- 
curring during convulsive activity, followed by 
Positive shifts at the end and following the 
seizure, as well as positive shifts surrounding the 
negative direct current potential recorded over 
the epileptogenic focus during interictal states. - 

The means of propagation of seizure activity 
are presented by Jasper and also by Purpura. 
Synaptic and probably also ephaptic mechanisms 
are important, and here the columnar organiza- 
tion of cortical neurons provides a suitable 
Structural basis for theories of spread. Jasper 
clarifies some ideas about the role of centrence- 
phalic structures in the propagation of the 
epileptic discharge. This is again taken up by 
Penfield in a chapter that smoothly blends phys- 
iological, psychological, and philosophical con- 
cepts. , 
The biophysics of excitable cell membranes ai 
presented in a didactic essay by Walter Woo s 
bury, and the voltage clamp technique is €x- 
plained and its application described in the R^ 
cussion by Charles Stevens. The discussion © 
transmitter substances includes an inspiring 
section by A. Dahlstrom on fluorescence ue 
tochemistry of monoamines in the central nervo 
system (CNS), an elegant technique. Ultrastruc 
tural neurochemistry is introduced, with descrip- 
tion of new techniques, by De Robertis et 
collaborators, and general neurochem = 
mechanisms of seizures are discussed by Dona 
Tower. Convulsant and anticonvulsant drug 
actions are given consideration: the former, j 
Esplin and Zablocka-Esplin, with a discum 
by W. E. Stone, and the latter by Dixon wies 
bury, in a clear, scholarly presentation. The ii 
chapter, by Earl Walker, gives a look into 
future of research in epilepsy. 
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“subjects and authors must remain un- 
d, not because they are less important 
than discussed, but due to the necessary 
and obviously biased selection imposed by space. 
The book is a successful, well-structured, and 
fully edited achievement in the multi- 
inary field of epilepsy. It goes beyond the 
realm of convulsive disorders and covers the 
nportant aspects of structure and function 
the CNS. The bibliographies, separate for 
hapter, are extensive but selective. The 
bounds in testable hypotheses, and many 
possible research approaches are either men- 
ioned or implied. Only few and minor short- 
could, but need not, be mentioned. 

| publication will undoubtedly become a 
because of its scope and general charac- 
tics. Its interest will reach not only those 
Specifically concerned with epilepsy, but anyone 
whose work involves the neurosciences. 


a FERNANDO Torres, M.D. 
Minneapolis, Minn. 


of 


Procress iN Menta. Hearta. Edited by Hugh 
Freeman, M.A., B.M., B.Ch., D.P.M. New 
York: Grune & Stratton, 1970, 341 pp., $9. 


This hardback book contains a selection of 
Papers from the proceedings of the Seventh In- 
ternational Congress on Mental Health organized 
coi of the World Federation for Mental 
ioe: The congress, held in London in August 

3^ Was attended by delegates from all over 

world. What makes this book somewhat 
cp is the fact that it includes articles written 

! both professional and lay workers in the men- 

mon field. Most of the authors come from 
“estern Europe and North America, but ap- 
Parently it Was hoped that the themes and the 
[m would give an international flavor to the 


TEM B sonare itself was more stimulating 
B of papers presented. One got 
Papers i at the viewpoints and quality of the 
spective! am Somewhat naive and mediocre re- 
Papers ui $ is popular today, many of the 
E. Tessed the transcultural and socio- 
P ae E of mental illness to the point 
conflicts Bie individual and his intrapsychic 
rather sim Pp estunately, this has led to some 
T a plistic suggestions regarding prevention 

treatment of emotional disturbances. 
f ET in seven sections in the book, two of 
ES B ey recommend: the presidential 
Bou orris Carstairs and the last section, 
D e aspects, written by renowned au- 
dH always write with maturity and under- 
B. The first paper in this section is “The 
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Knowledgeable Young" by Margaret Mead. 
Also included are “The Nature and Origin of 
Affectional Bonds” by John Bowlby and “The 
Role of the Psychiatrist” by Sir Denis Hill. 

Unfortunately, this book does not live up to 
its title, but it poses some challenging problems, 
one of which is the attitude taken by some of our 
nonpsychiatric colleagues in the mental health 
field. There is a certain despair about humanity 
and its lack of progress, particularly in the areas 
of social conflicts and psychological factors in 
war. It seems that each generation of mental 
health workers has to try to re-invent the wheel 
and has seemingly ignored what has already 
been commented upon by Albert Einstein, 
Sigmund Freud, and Harry Stack Sullivan. 

This volume contains 50 individual short 
papers, thereby preserving the flavor of the meet- 
ing, and serves as an example of what many 
would consider to be progress—the instant book. 


DouGLAs H. FRAYN, M.D. 
Toronto, Ontario, Canada 


Tue Lecacy or Puiuipre PiNEL: AN INQUIRY 
into Tuoucur oN MrNrAL ALIENATION. By 
Walther Riese, M.D. New York: Springer 
Publishing Co., 1969, 188 pp., $7.50. 


Next to Emil Kraepelin, Philippe Pinel is 
probably one of the most referred to and least 
read psychiatrists in the history of psychiatry. 
He is remembered as the one "who struck the 
chains from the insane,” but few are aware that 
he made any other substantial contribution to the 
body of psychiatric theory or practice. Fewer 
still see Pinel as an intellectual. It is in this area 
that Walther Riese has focused his efforts. 

The “legacy” of the title is “the philosophical 
and medical treasure” that Pinel inherited from 
his intellectual ancestors and the one that he, in 
turn, left to succeeding generations. Riese at- 
tempts to clarify these two legacies for the reader, 
with only partial success. He traces the roots of 
Pinel’s thought from Hippocrates to Condillac 
and the ideologues. 

Much of the book consists of long quotations 
from various philosophers and physicians, trans- 
lated by Riese. Included is the first English trans- 
lation of Pinel’s introduction to his classic 
Traité Médico-Philosophique sur L'Aliénation 
Mentale, ou La Manie(1). In all but the most ex- 
pert hands, this method of relying on extended 
quotations from different writers is incompatible 
with a smoothly flowing presentation of the 
development of a concept. Riese’s style is con- 
versational and discursive when it should be 
pithy and to the point. His concern lest the 
reader misunderstand the nonjudgmental sense 
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of the word “moral” in “moral treatment” leads 
him to unfortunate and tedious repetition. 

In view of the widespread lack of familiarity 
with Pinel’s works, it would have increased the 
usefulness of this book if Riese had opened with 
a more careful sketch of the state of psychiatry 
of the time—not simply by quoting a description 
of a French asylum of the day but by systemati- 
cally fitting Pinel into the matrix of Western 
psychiatry of his era. Riese makes not one 
reference to the contributions of other notable 
psychiatric reformers and innovators of Pinel’s 
time (e.g., Tuke, Chiarugi, and Daquin). Nor 
does he attempt to place Pinel’s contributions in 
some perspective in relation to his personal or 
professional development. 

It is difficult to visualize the audience for whom 
this book was intended. It is not a book to be 
read from cover to cover; rather, it might serve 
as a reference book of sorts. For the amateur 
psychiatric historian who might consider buying 
it, some preliminary reading would help. First, 
for a short description of Pinel’s career, the 
psychiatry of his time, and a lucid exposition of 
his varied contributions, I recommend Woods 
and Carlson’s “The Psychiatry of Philippe 
Pinel"(2). Second, I would recommend reading 
Traité Médico-Philosophique sur L'Aliénation 
Mentale, ou La Manie. There is an English 
translation in paperback(1), 


The references are: 


1. Pinel P: A Treatise on Insanity (1801). Facsimile 
reprint. New York, Hafner Publishing Co, 1962 

2. Woods EA, Carlson ET: The psychiatry of Philippe 
Pinel. Bull Hist Med 35:14-25, 1961 


JACQUES M. Quen, M.D. 
New York, N. Y. 


PioNEERING Concepts IN MODERN Science, 
VOL. 3: CEREBRAL TRAINING: AN APPLICATION 
or CriNICAL NEUROPHYSIOLOGY. By Ernst 
Schmidhofer, M.D. New York: Hafner Pub- 
lishing Co., 1969, 172 pp., $12.50. 


The author, a psychiatrist, is director of pro- 
fessional education and training at a Maryland 
state hospital and an instructor at the Johns 
Hopkins University School of Medicine. Despite 
his affiliations he has developed a treatment 
method that dispenses with the medical model. 
Instead of treating patients, he trains people who 
"have an unnecessary degree of cerebral dis- 
organization." There is no need to consider 
"such vague concepts as mind, conscious, un- 
conscious, ego, superego, id, conflicts, and com- 
plexes" (author's italics). 

Dr. Schmidhofer refutes the need for a de- 
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tailed history. Instead, the trainee is supplied 
with a list of “122 symptoms at the top of which 
is made the rather startling declaration: ‘The 
symptoms listed below are representative of 
those from which trainees have learned to free 
themselves.” The author believes there is harm 
in ventilation. Dynamic psychiatry is obviously 
passé. Correct diagnosis is unnecessary. These 
are replaced by a “chalkboard routine,” 30 
training manuals, and a library of taped inter- 
views. The chalkboard routine is a particularly 
colorful experience since the instructor uses white, 
red, yellow, and green chalk while pronouncing 
curt commands “‘in loud, stentorian tones.” 

The instructors’ qualifications are limited: 
“All you need do is be a good reader. Everything 
is laid out and ready to go.” Among the “twenty- 
two groups of individuals from whom good 
potential instructors may be drawn” are those 
whom the author classifies as: attendants, ju- 
venile commissioners, personnel officers, and 
"supervisors." 

The result of cerebral training is said to be à 
series of “unquestionable successes.” Why has 
the author become “progressively disillusioned 
with the reception of most of [his] ideas,..at 
the hands of various individuals”? Surely he 
can find satisfaction in his case reports. Cerebral 
training was “highly satisfactory” in the treat- 
ment of one ten-year-old boy with a congenital 
megacolon "despite the fact that none of the 
conventional psychodynamics were touched 
upon." It has also improved the grades and abil- 
ity to jump rope of a nine-year-old who read the 
manuals to her “ailing father." b 

Cerebral training is said to be effective M 
“anti-Schmidhofer campaigns." Indeed, it “wi 
almost do miracles," and "There are some fe 
markable recoveries which have taken place 1n 
the field of clinical medicine as a result of Cere 
bral Training." Even if it is not successful, it 15 
said “to be completely innocuous in all weri 
An accomplishment such as this is surely undo 

Schmidhofer has perhaps anticipated t i 
skepticism that his reports invite, for he Rd 
skepticism as "an attitude which is considere 
exercise deleterious effects on the functions 
the various body systems. It also serves to d t 
and prevent growth and development.” A is 
viewer as skeptical as this one may, therefore: 
be in real difficulty. m- 

My skepticism is based in part on the ar 
plete lack of a scientific approach. There is 


: inm 
clearly stated hypothesis. The text lacks a" i 


ducible methodology. The conclusions | a 
drawn from vague references to Ne the 


perience" and biased subjective reports 
author accepts "without reservations" an 
he considers “to be wholly reliable and de 
able." This view is also shared by another 


d that 
pend- 
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editor considers this to be a pioneering concept 
in modern science. Neither appears to under- 
stand that to be scientific requires a discipline 
that follows the rules, principles, and methods of 
science. 

Cerebral training, as described by Schmidhofer, 
may be a lot of things, but it is certainly not 
scientific. I believe it will find its rightful place 
beside the orgone box. 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 


PsvcHoLocv. Edited by Kenneth E. Clark and 
George A. Miller. Englewood Cliffs, N. J.: 
Prentice-Hall, 1970, 143 pp., $5.95. 


This volume was prepared as part of the Sur- 
vey of the Behavioral and Social Sciences con- 
ducted between 1967 and 1969 by the Committee 
on Science and Public Policy of the National 
Academy of Sciences and the Problems and 
Policy Committee of the Social Science Research 
Council. Its purpose is “to convey to the reader 
information about psychology, to show the 
Variety of activities in which psychologists are 
engaged, to suggest ways in which society may 
use the work of psychologists, and to explore the 
Prospects for psychologists to increase their use- 
fulness.” Its intended audience is those who 
Support research, educators and employers of 
Psychologists, users of psychological information, 
and potential students, 

"s large order indeed for a book this brief, 
ee one discounts the introductory material 
ioi n statistical information on psychologists 
pm eir training, all of psychological endeavor 
Eo pissed in eight chapters of 90-odd pages 
"M WA The Biological Basis of Behavior,” 
Anal Wation and Learning," “Collecting and 
i ang Information,” "Language and Think- 
Difer» The Growing Child,” “How People 

A Persons,” and “The Social Nature of 
mM © assure the successful completion of this 
addi * two editors were complemented by an 

ional eight panel members— Launor Carter, 


Am 
er. J. Psychiat. 127:3, September 1970 


405 


Wayne Holtzman, Neal Miller, Carl Pfaffmann, 
Richard Solomon, Eliot Stellar, John Thibaut, 
and Robert Wirt, with the further advice and 
assistance of Ernest Hilgard, Henry Riecken, and 
Stephen Viederman of the parent planning com- 
mittee. This is indeed a formidable marshaling of 
talent and certainly contains some of the best 
minds in contemporary psychology. 


Yet the result is disappointing, and the book 
has the flavor of an elaborate brochure from 
some eminently respectable banking house. In 
part, no doubt, this is attributable to the brevity 
of the volume since 90 pages is a small canvas 
on which to portray the exciting, burgeoning 
behavioral science that is modern psychology. 
Too often one finds such phrases as “It is im- 
possible in a few short paragraphs to do justice 
to....” With space so limited, would it not be 
better to eliminate such apologetic “filler” ma- 
terial and replace it with concrete illustrations 
that would give some life and reality to the sub- 
ject? 

In large part, too, the result can be traced to 
the multiplicity of authors, since too many cooks 
can easily attenuate a broth rather than add to 
its flavor. It is this reviewer's experience that 
multiple authorship often results not in the addi- 
tive complementation of one man’s brilliance by 
another’s but rather in a middle-of-the-road 
leavening dictated by the necessity of reaching 
consensus. This is particularly true of the typical 
committee report, and the present volume is after 
all a typical committee report despite the size of 
the committee and the unusual brilliance of the 
committee members. 

As a committee report it will give the reader 
an adequate although superficial review of what 
is going on in psychology, but he will get little 
pleasure from his reading. One can only hope 
that if the gentlemen of the panel ever convene 
to cooperate on an introductory textbook, they 
will do it under their own auspices, 


WILLIAM A. Hunt, PH.D. 
Chicago, Ill. 
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BOOK REVIEWS 
Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


MANUEL DE PSYCHIATRIE DE L'ENFANT. By J. de 
Ajuriaguerra. Paris: Masson & Cie, 1970, 1023 
pp., 180 F. 


Tue Cup iN His Famity. The International 
Yearbook for Child Psychiatry and Allied 
Disciplines, vol. 1. Edited by E. James Anthony, 
M.D., and Cyrille Koupernik, M.D. New York: 
sie Wiley & Sons, 1970, 488 pp., no price 
isted. 


Nepraska Symposium ON Morivation: 1969, Edited 
by William J. Arnold and David Levine. 
Lincoln, Neb.: University of Nebraska Press, 
1970, 323 pp., $3.25 (paper). 


Dnucs & Yovrn: MEDICAL, PSYCHIATRIC AND LEGAL 
Facrs. By Joseph H. Brenner, M.D., Robert 
Coles, M.D., and Dermot Meagher. New York: 
Liveright, 1970, 251 pp., $5.95. 


eM Are A Computer: CYBERNETICS IN EVERYDAY 
i. By V. H. Brix. New York: Emerson 
Books, 1970, 144 pp., $4.95. 


Sun IN New ENVIRONMENTS: ADAPTATION OF 
par Poputations. Edited by Eugene B. 
rody. Beverly Hills, Calif.: Sage Publications, 
1970, 479 pp., $12.50. 


Hanin or Arconousm. Edited by Morris E. 
ies M.D., Howard T. Blane, Ph.D., and 
foe J. Hill, Ph.D. New York: Science 

Ouse, 1970, 414 pp., $12.50. 


F tp ON PHYSICIAN MANPOWER IN THE TRISTATE 
[RU MassacHusETIS, New HAMPSHIRE, AND 
Thoma Istanp. By Albert Chevan, Ph.D., 
Pens O. Wilkinson, Ph.D., and Osler L. 
Edu on, M.D. Boston: Medical Care and 

cation Foundation, Tri-State Regional 


Medi | 
ENE Program, 1970, 141 pp., no price 


Y 
c us Maturity. By Rachel Dunaway Cox, 
See ew York: Mental Health Materials 
nter, 1970, 336 pp., $12.50. 


F, 
ee AND ABORTION IN THE SOCIALIST 
Hei p. or Centra AND Eastern Europe. By 
Gi David. New York: The Population 
neil, 1970, 306 pp., no price listed. 


Tu 
hate or THE Unconscious: THE History 
jae NOLUTION or Dynamic Psycuiatey. By 
Boake | Ellenberger, M.D. New York: Basic 
Oks, 1970, 899 pp., $15. 
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Facts ABovr Sex: A Basic Gutne. By Sol Gordon, 
ns New York: John Day Co., 1970, 48 pp., 
95. 


Tue Fievp or Famity Tuerary. Report no. 78. By 
the Group for the Advancement of Psychiatry. 
New York: GAP, 1970, 119 pp., $3 (paper). 


Tue Ricur To AsomrioN. By the Group for the 
Advancement of Psychiatry. New York: Charles 
Scribner's Sons, 1970, 61 pp., $4.95. 


Aportion IN A CHANGING Wortp, vol. 2. Edited 
by Robert E. Hall, M.D. New York: Columbia 
University Press, 1970, 220 pp., $10. 


Psycniatry As A BEHAVIORAL. SCIENCE. Edited by 
David A. Hamburg. Englewood Cliffs, N. J.: 
Prentice-Hall, 1970, 114 pp., $5.95. 


Nosorocy or Psycuiatry. By John G. Howells. 
Ipswich, England: Society of Clinical Psychi- 
atrists, 1970, 36 pp., no price listed. 


Parents AND CHILDREN IN History: Tue PsycHoi- 
ocy or Family Lire IN EARLY Mopern FRANCE. 
By David Hunt. New York: Basic Books, 1970, 


217 pp., $6.95. 

AGGRESSION AND ALTRUISM. By Harry Kaufmann. 
New York: Holt, Rinehart and Winston, 1970, 
155 pp., $2.95 (paper). 

A BrciNNING MANUAL FOR Psycnotuerapists. By 
Ernest Kramer, Ph.D. New York; Grune & 
Stratton, 1970, 132 pp., no price listed. 

Santry, MADNESS, AND THE FAMILY (1964). By R. D. 
Laing and A. Esterson. Baltimore: Penguin 
Books, 1970, 278 pp., $1.45 (paper). 

PuiLosopHY AND MEDICINE. By E. K. Ledermann, 
M.D. Philadelphia: J. B. Lippincott Co., 1970, 
170 pp., $12. 

Tur PATHOLOGY or LEADERSHIP. By Hugh L'Etang. 
New York: Hawthorn Books, 1970, 215 pp. 
$6.95. 

Georce III AND THE Map-Business. By Ida 
Macalpine and Richard Hunter. New York: 
Pantheon Books (Random House), 1970, 395 
pp., $10. 

NicurMARES. AND HUMAN Cowrucr. By John E. 
Mack, M.D. Boston: Little, Brown and Co., 
1970, 243 pp., $10.95. 

Science AND PSYCHOANALYSIS, VOL. 16: Tue Dy- 
namics OF WORK AND Marriace, Edited by 
Jules H. Masserman, M.D. New York: Grune 
& Stratton, 1970, 139 pp., no price listed. 

Aspectos ACTUALES DE LA ASISTENCIA PSIQUIATRICA. 
By Dr. Pedro Enrique Muñoz. Madrid: Con- 
federacion Española de Cajas de Ahorros, 
1970, 140 pp., no price listed. 
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A Review or Hospitat AND. RELATED SERVICES IN 
New Zeatanp. By the New Zealand Department 
of Health. Wellington, New Zealand, 1969, 187 
pp., no price listed. 


Menrat HEALTH Program Reports—4: JANUARY 
1970. By the Program Analysis and Evaluation 
Branch, Office of Program Planning and Eval- 
uation, National Institute of Mental Health. 
Chevy Chase, Md., 1970, 333 pp., $1.75 
(paper). 


Changin Patterns IN Psycutatric Care. Edited 
by Theodore Rothman, M.D. New York: Crown 
Publishers, 1970, 284 pp., $7.95. 


PsvcuorATHOLOGY Topay: EXPERIMENTATION, 
Tueory ann Researcu. By William S. Sahakian. 
Itasca, Ill.: F. E. Peacock Publishers, 1970, 687 
pp., no price listed. 


SCHIZOPHRENIA: Current Concerts AND Research, 
Edited by D. V. Siva Sankar, Ph.D. Hicksville, 
N. Y.: PJD Publications, 1969, 944 pp., $21.50. 


Divine Humanness. By Aarne Siirala, trans. by T. 
A. Kantonen. Philadelphia: Fortress Press, 
1970, 179 pp., $6.50. 


Benavior AND. Conscious Experience: A Con- 
CEPTUAL Anatysis. By Kendon Smith. Athens, 
Ohio: Ohio University Press, 1969, 139 pp., $6. 


FUNDAMENTALS OF BEHAVIOR ParnoLocy. By 
Richard M. Suinn. New York: John Wiley & 
Sons, 1970, 508 pp., $9.95. 


Dream STUDIES AND TELEPATHY: AN EXPERIMENTAL 
AprrroacH. By Montague Ullman and Stanley 
Krippner. New York: Parapsychology Founda- 
tion, 1970, 119 pp., $3 (paper). 


Mo ecutar MecHanisms IN Memory AND LEARNING. 
Edited by Georges Ungar. New York: Plenum 
Publishing Corp., 1970, 287 pp., $15. 


LABYRINTH oF SILENCE. By David S. Viscott. New 
Mee W. W. Norton & Co., 1970, 255 pp. 
5.95, 


CuiLpDREN Without Cuirrpuoop; A Srupy or Cup. 
Hoop Scrizopurenta. By Benjamin B. Wolman. 
New York: Grune & Stratton, 1970, 228 pP. 
$9.75, 


Tue THEORY AND Practice or Group Psvcuo. 


THERAPY. By Irvin D. Yalom, M.D. New York: 
Basic Books, 1970, 386 pp., $10. 
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Tue Nonproressiona REVOLUTION IN Mentat. 
Hearta. By. Francine Sobey. New York: Co- 
lumbia University Press, 1970, 231 pp., $10, 


Scientiric Basis or Druc Derenvence: A Sym. 
Pposium. Edited by Hannah Steinberg. New 
York: Grune & Stratton, 1970, 412 pp., $13.75, 


Tur NunsiNG Home AND THE AGED Psycutatric 
Patient. By Bernard A. Stotsky, M.D., Ph.D. 
New York: Appleton-Century-Crofts (Mere- 
dith Corp.), 1970, 342 pp., $11. 


Permissiveness. By Oscar Robert Strackbein. New 
York: Vantage Press, 1970, 185 pp., $4.95. 


Benaviorism (1924). By John B. Watson. New 
York: W. W. Norton & Co., 1970, 304 pp., 
$1.95 (paper). 


New Unperstanpincs OF Human BEHAVIOR. Edited 
by Harold D. Werner. New York: Association 
Press, 1970, 286 pp., $7.95. 


Tue Prevention of Drinking PRoBLEMS: ALCOHOL 
Controt AND CurrURAL Influences. By Rupert 
Wilkinson. New York: Oxford University 
Press, 1970, 301 pp., $10. 


Beyonp tHe Coucu: DiaLocues iN TEACHING AND 
Learning Psycuoanatysis iN Groups. By Alex- 
ander Wolf, M.D., Emanuel K. Schwartz, 
Ph.D., D.S.Sc., Gerald J. McCarty, Ph.D., 
and Irving A. Goldberg, Ph.D. New York: 
Science House, 1970, 360 pp., $12.50. 


Homeosratic Recurarors. A CIBA Foun 
Symposium. Edited by Gore Lan MS olsten- 
holme and Julie Knight. Baltimore: Mo 
& Wilkins Co., 1969, 319 pp., no price listed. 


Forra Autonomy. A CIBA Foundation om 
posium. Edited by G. E. W. Wolstenholm 
and Maeve O'Connor. Baltimore: Williams 
Wilkins Co., 1969, 316 pp., no price listed. 


Mutation as CreLLULAR Process. A CIBA Founda 
tion Symposium. Edited by G. E. W. Wolan 
holme and Maeve O'Connor. Baltman 
Williams & Wilkins Co., 1969, 237 pp. " 
price listed. 


Tue Nervous System anp ELECTRIC wer. 
Edited by Norman L. Wulfsohn and Anta 
Sances, Jr. New York: Plenum Publis 
Corp., 1970, 176 pp., $12.50. 
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Highlights of the 123rd Annual Meeting 


The 123rd Annual Meeting of the American 
Psychiatric Association was held in San Fran- 
cisco, Calif., May 11-15, 1970. The total regis- 
tration was 11,298, including 5,335 members, 
2,983 nonmembers, 2,235 family members, 612 
exhibitors, and 133 members of the press, 


The opening session, on Monday morning, 
May 11, was brought to order by Raymond W. 
Waggoner, M.D., 98th. President of the Asso- 
ciation. After the invocation, given by the Most 
Reverend Joseph T. McGucken, Archbishop of 
San Francisco, there were selections by the San 
Mise Boys Chorus under the direction of 
ah Bacon. Official greetings were read from 
e Honorable Ronald Reagan, Governor of 
ies who was unable to attend, John F. J. 
ki .B., M.D., president of the Australian 
at M esten College of Psychiatrists, was 
i VS 3 he presented honorary -fellowships 
B E ustralian and New Zealand College of 
Eun latrists to Drs. Raymond W. Waggoner, 

corge Schnack, and Walter E. Barton. 


nog aggoner introduced’ visiting dignitaries, 
pid ng the following: Michael Beaubrun, M.D., 
ation; io Of the Caribbean Psychiatric Associ- 
te uido Belsasso, M.D., president of the 

Mark 3 es of Neurology and Psychiatry; 
iaat *, president of the American Hospital 
the “aaa Sidney Berman, M.D., president of 
tito ht edi os Child Psychiatry; Leon 
Psychosom :D., Societé Française de Médécine 
letale Pepe Ligue Francaise d'Hygiene 

trique; dips the Societé l’ Evolution“ Psychia- 
the ied essor Dr. H. Ehrhardt, president of 
ition, ees Psychiatric Neurological Associ- 
minica Rol Eichorn, representative of the 

aston G. sychological Association; Professor 
isse queso o of the Societé 
President Rees Julius W. Hill, M.D., 
bert trae National. Medical Association; 

Canadian SS M.D., past president of the 
8, Ph D e Association; Joshua Leder- 

D, e dolf Meyer lecturer; Tsung-yi Lin, 

Mental H em of the World Federation for 
B; ch lealth; Professor A. K. M. Macrae, 

Royal drags of the Scottish division of the 
edico-Psychological Association; Lauren 
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H. Smith, M.D., winner of the Distinguished 
Service Award; Albert J. Solnit, M.D., president 
of the American Psychoanalytic Association; 
George Tarjan, M.D., past president of the Amer- 
ican Association on. Mental Deficiency; Harvey 
J. Tompkins, M.D., associate secretary and mem- 
ber of the executive committee of the World Psy- 
chiatric Association; the Reverend Douglas 
Turley, president of the Association of Mental 
Hospital Chaplains; Robert J. Weil, M.D., pres- 
ident of the Inter-American Council of Psychi- 
atric Associations; Eric D. Wittkower, M.D., 
president of the American Academy of Psycho- 
analysis; Sheldon Wolin, Ph.D., convocation 
speaker; and Keith A. Yonge, M.D., president of 
the Canadian Psychiatric Association. 

Edward O. Harper, M.D., introduced Dr. Wag- 
goner, who gave the presidential address, “Cul- 
tural Dissonance and Psychiatry." (The texts of 
this address and Dr. Robert S. Garber's reply 
were published in the July issue.) 

The opening session was closed with a benedic- 
tion by the Reverend Charles Golden, Bishop of 
the United Methodist Church of Northern Cal. 
ifornia and Nevada. 

Because of expressed strong feelings about the 
national situation, a special forum was held di- 
rectly after the opening session, with free discus- 
sion from the floor. 

Also after the opening sessions there was a 
reception given by the President and his fellow 
officers and councilors to greet all fellows and 
members, members of the Australian and New 
Zealand College of Psychiatrists, and others. 

The scientific sessions began Monday after- 
noon. There were 264 papers presented. In addi- 
tion there were 60 morning panels and 40 evening 
panels. The Benjamin Rush lecture on Psychiatric 
History, “The Continuing Search for Meaning," 
was given by Roy R. Grinker, Sr., M.D., director, 
Institute for Psychosomatic and Psychiatric Re- 
search and Training of Michael Reese Hospital, 
and professor of psychiatry, Pritzker School of 
Medicine, University of Chicago, Chicago, Ill. 
Joshua Lederberg, Ph.D., Sc.D., professor of 
genetics and biology and executive head, depart- 
ment of genetics, Stanford University, Stanford, 
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Calif, gave the Adolf Meyer lecture, “From 
Prometheus to Frankenstein." 

The joint meeting of the American Psychiatric 
Association and the Australian and New Zealand 
College of Psychiatrists was reconvened in Hono- 
lulu, Hawaii, May 15-21. 


Convocation 


The Convocation of Eligible Fellows was held 
at the Nob Hill Masonic Auditorium, Monday, 
May 11. After the processional march the invo- 
cation was given by Rabbi Joseph Asher of the 
Congregation Emanu-El, San Francisco, Calif. 
The life fellows and fellows were inducted by 
Robert S. Garber, M.D., President-Elect. 

The following physicians were made Distin- 
guished Fellows for their outstanding contribu- 
tions to psychiatry and related sciences: Dr. 
Robert A. Aldrich, Seattle, Wash.; Dr. John F. 
J. Cade, Victoria, Australia; Dr. John E. Cawte, 
Melbourne, Australia; Dr. Boris Lebedev, Gene- 
va, Switzerland, and U.S.S.R.; and Dr. A. V. 
Snezknevsky, Moscow, U.SS.R. Dr. William 
A. Barclay, Sydney, Australia, and Dr. Zoya N. 
Serebrjakova, Moscow, U.S.S.R., were made 
Corresponding Fellows of the Association. 

The presentation of awards followed. The 
Lester N. Hofheimer Prize for Research, pre- 
sented by Robert A. Cohen, M.D., went to Dr. 
Arnold M. Ludwig, Dr. Jerome Levine, and Mr. 
Louis H. Stark for "developing a technique for 
administering a complex but precisely defined 
schedule for LSD treatment of chronic alcoholic 
patients and a method for studying it under con- 
trolled conditions and for evaluating the clinical 
outcome in both qualitative and quantitative 
terms.” It was noted that their research design 
would “serve as a paradigm for the study of other 
psychiatric therapies.” Dr. Ludwig and Mr. Stark 
are at Mendota State Hospital, Mendota, Wis., 
where Dr. Ludwig is director of education and 
research and Mr. Stark is research assistant. Dr. 
Levine is director of the Psychopharmacological 
Research Branch at the National Institute of 
Mental Health, Bethesda, Md. 

E. James Anthony, M.D., presented the Agnes 
Purcell McGavin Award to Dr. Milton J. E. 
Senn, citing him for giving “a professional life- 
time to the service of prevention in its most effec- 
tive Sense . . . . teaching several generations of 
Psychiatrists and nonpsychiatrists the value of 
combining the biological and the psychological 
points of view in the understanding of human 
development and behavior in sickness and in 
health." Dr. Senn is director of the Child Study 

Center, chairman of the department of pediatrics, 
and Sterling professor of pediatrics and psychi- 
atry, Yale University Medical School, New 
Haven, Conn. 
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The Robert T. Morse Writers Award, pre. 
sented by J. Martin Myers, M.D., went to Mrs, 
Jean Dietz of the Boston Globe. Mrs. Dietz was 
cited for having “faithfully reported develop- 
ments in psychiatry to some half-million Bosto- 
nians” for the past ten years, and for becoming 
“Massachusetts” outstanding interpreter of events 
in the mental health and mental retardation 
field.” 

Dr. Waggoner presented the Distinguished 
Service Award, given to an APA member whose 
“distinguished career has ennobled the profes- 
sion of psychiatry," to Lauren H. Smith, M.D, 
physician-in-chief of the Institute of the Pennsyl- 
vania Hospital, Philadelphia, Pa. Dr. Smith was 
cited for his work at the Institute and at the Uni- 
versity of Pennsylvania and for having “given 
unstintingly of himself to advancing the objectives 
of our Association and rendering it ever more 
viable, stronger, and relevant in meeting the great 
social needs of our time." 

The Convocation address was given by Sheldon | 
H. Wolin, Ph.D., who spoke on “The Crisis of | 
the Universities and the Political Order." Dr. 
Wolin is professor of political science at the Uni- 
versity of California, Berkeley, Calif. 


Meetings of the Board of Trustees 


The Board of Trustees met Saturday and Sun- 
day, May 9 and 10, and Thursday, May 14. After 
the usual business on Saturday and Sunday ? 
number of resolutions were introduced pertaining 
to current national and international problems. 

On Thursday the new officers and trustees 
assumed office. Following this the Speaker pre- 
sented an Assembly resolution on social issues 
that was adopted by the Board. In response to 
Dr. Waggoner's message to the membership 0n 
Wednesday, May 13, this and a number of mur 
resolutions. pertaining to the national situato" 
were presented to the trustees. A petition Wt 
also presented requesting that the forum sche! i 
uled for Thursday afternoon be declared a apg 
business meeting. The Trustees decided ne 
meeting of the membership called for the afte 
noon of May 14 would be a special meeting [o 
that no official business would be conducted t à 
would be binding on the entire membership "i 
on the Board of Trustees. They also decided qe 
the 11 resolutions submitted for consists 
by Dr. Tarjan would be submitted to the mem! pi 
ship as a mail referendum in order to abiti 
expression of opinion by the membership on t 
resolutions. 


Business Session 


"t ito- 
The business session held in the Civic mr 
rium on Tuesday, May 12, was called to or 
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the President. After a memorial to deceased 
fellows and members, George Tarjan, M.D., gave 
the Secretary’s report, including the actions of 
the Board of Trustees and the election of new 
fellows and members. There are now 17,909 mem- 
bers of APA. There have been 1,094 new mem- 
bers elected since May 1969. Of these, 1,035 were 
elected by district branches, 54 were elected by 
the Association, and five by special action. 

Following the report of the Treasurer by Hay- 
den H. Donahue, M.D., the chairman of the 
Board of Tellers, Robert B. Neu, M.D., presented 
the results of the election. The new President- 
Elect is Ewald Busse, M.D.; the Vice-Presidents 
are Herbert Gaskill, M.D., and Charles Prud- 
homme, M.D.; the Secretary is George Tarjan, 
M.D.; and Hayden Donahue, M.D., is the Treas- 
urer. Dr. Robert Gibson was elected trustee-at- 
large, and the successful candidates for area 
trustees are Maurice Laufer, M.D,(three years), 
Henriette Klein, M.D.(two years), John Nardini, 
M.D.(one year), John Adams, M.D.(three years), 
Joseph Skobba, M.D.(two years), and Irving 
Philips, M.D.(one year) Procedural problems 
presented by the system of voting by areas are 
under discussion. 

Perry C. Talkington, M.D., Speaker of the 
Assembly of District Branches, gave his report 
to the members, and John S. Visher, M.D., 
Speaker-Elect, gave his response. The report of 
the medical director was given by Walter E. Bar- 
ton, M.D. The Secretary, Dr. Tarjan, announced 
that the reports of the chairmen of the councils 
Were published in the April 1970 issue of the 
Journal. 
han eutn pertaining to violence and alter- 
ee k to violence that had been passed by the 
quel of Trustees on May 10 was endorsed by 
Maen ay present. Several other resolutions 
i introduced on related subjects concerning 

e national and international situations. After 
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considerable discussion a motion to adjourn re- 
ceived a positive vote. 

At the special meeting on Thursday the 11 
resolutions were discussed by proponents and 
opponents. 


Annual Banquet 


The annual banquet and dance were held on 
Wednesday, May 13, in the grand ballroom of the 
Fairmont Hotel. Dr. Waggoner introduced distin- 
guished guests. He also presented a plaque to Per- 
ry C. Talkington, M.D., outgoing Speaker of the 
Assembly of District Branches. Past Vice-Pres- 
idents’ badges were presented to Drs. Hamilton 
Ford and Edward H. Harper; Leo H. Bartemeier, 
M.D., presented the Past President’s badge to 
Dr. Waggoner. There were selections by the San 
Francisco Boys’ Chorus under the direction of 
Madi Bacon, followed by dancing to the music 
of Ray Hackett’s orchestra. 


Ladies’ Activities; Entertainment 


Mrs. Samuel Hoch, Mrs. Richard Brunstetter, 
and Mrs. W. Reed Brockbank were cochairmen 
of the Ladies Committee, which provided enter- 
tainment throughout the week, including a city 
tour of San Francisco, the Presidents’ wives 
luncheon and oriental fashion show, a continen- 
tal breakfast and a Union Square or a Jackson 
Square tour, a ferry cruise to Tiburon and a lunch- 
eon there, and a tour of the Avery Brundage Col- 
lection of Asian Art at the DeYoung Museum in 
Golden Gate Park followed by a wine tasting 
party. Finally, there was a golf tournament at the 
Peacock Gap Country Club and a cocktail party. 


GeorGeE TARJAN, M.D. 
Secretary, American Psychiatric Association 
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Committee on Certification in Administrative Psychiatry 


The following are those who passed the Irwin M. Greenberg, M.D., D. M.Sc., Queens 
examination given in San Francisco, Calif, ^ Village, N. Y. 


Charles Willis Neville, Jr., M.D., Ashville, N. C. 
SOY pU D _ Roger Peele, M.D., Washington, D. C. 
George Bezirganian, M.D., Middletown, N.Y. . Alfred P. Pinard, M.D., Poughkeepsie, N, Y. 
Willis Herman Bower, M.D., Phoenix, Ariz. , John R. Pitrelli, M.D., Central Islip, N. Y. 
Waldo S. Cook, M.D., Talmage, Calif. Ivan Trevor Vasey, M.D., Syracuse, N. Y. 


- » 1 


HOFHEIMER RESEARCH PRIZE 
APPLICATIONS INVITED 


The American Psychiatric Association invites applications for its annual Hofheimer y 

Prize Award ($1,500) for outstanding research in psychiatry and mental hygiene. Ap- 
plicants must be U. S. or Canadian citizens under 50 years of age. If a group of co- 
workers is involved, the median age must be less than 50, and the majority of them 
must be U. S. or Canadian citizens. Any professional person who has done creative 
work in this area is eligible. The work must have been completed or published within 
the last three years, or on or after July 1, 1967. 

, To apply, submit six copies of the book or research report or six reprints of publica- 
tions reporting it to: Robert A. Cohen, M.D.. chairman, Hofheimer Prize Board, 


American Psychiatric Association, 1700 Eighteenth St. N.W., Washington, D. C. 


20009, Books, reprints, or other entries will be ack ; zd 
The deadline for submission is January 31, 1971. PO RESA but Wall not be returned. 
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Mental Health and Social Change: 
An Ecological Perspective 


BY HARRY R. BRICKMAN, M.D. 


Through: the community mental health 
movement, psychiatry has a chance to 
make an impact on the phenomenon of 
mental illness. But there is need to balance 
psychiatry's social control function with its 
function as an agent of social change. The 
author suggests that this can be done by 
means of a "rehumanizing" orientation; he 
cites the experience of the Los Angeles 
community mental health program to 
illustrate some of his concepts. 


P SYCHIATRY'S USEFULNESS pivots on 
_ its function in the social system of 
pe it is an integral part. If “adjustment” 
d ur touchstone, what have we to say to 
et Who cry in ever-increasing numbers: 
: djustment to what? To human and natural 
Xploitation? To racism? To Viet Nam? To 
Czechoslovakia? To Chicago? To a de- 
a ee violence-ridden society in 
of the jd affluent. prosper at the expense 
TERN Hyenas? Is it normal not to be 
ae ed, anxious, and alienated in these 

ed days? As society is being con- 


|f 
Tonted by pressures for change, so is psy- 


uM itself. 

Peo anatry is never practiced in a social 

3d "m. Few psychiatrists realize that the 
Tismatic mantle placed on their 


A n 
spring ded version of a paper presented at the annual 
Society yeting of the Southern California Psychiatric 
v. Brice Angeles, Calif., April 26, 1969. 
Department o M is director, County of Los Angeles 
Los Angeles Rer tellu 1106 S. Crenshaw Blvd., 
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shoulders has been put there by society, 
which looks to psychiatrists to perform 
certain vital social functions related to the 
control of deviant behavior. Psychiatry’s 
embeddedness in society makes it impor- 
tant to examine the ecology of mental 
health. 

In order to develop an ecological per- 
spective, it is necessary first to identify the 
ecosystem of which we as psychiatrists and 
mental health professionals are a part. Our 
ecosystem is perhaps most evident to us in 
its physical aspect. We are all aware of the 
growing crisis in our physical ecology. The 
air we breathe is being increasingly pol- 
luted by products of the internal combus- 
tion engine, the water we drink by indus- 
trial waste, the land we supposedly love by 
progressive defoliation and macadamiza- 
tion. We are generally aware also of many 
features of our social ecology. At the 
domestic level we witness grave current 
upheavals such as urban crises, school re- 
volts, and many aspects of rapid social 
transition; changes in behavioral norms, in 
sexual standards, in political affiliations, 
and many other developments such as the 
decline of the extended and even the nuclear 
family. 

At the international level we see struggles 
between the “haves” and the “have-nots,” 
resurgent nationalism, and mini-national- 
ism. We are perhaps least aware of our 
ideological ecology, the great belief sys- 
tems held in common by millions of 
people that are the infrastructure of our 
perceptions of the world, of awareness of 
self and others, of the meanings we attach 
to life and to death, and of man-made 
changes in physical and social ecology. 
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The Psychiatrist as Social 
Control Agent 


Viewed in social perspective, the psy- 
chiatrist wears his charisma only because 
he is an officially recognized agent of 
social control. He is vested by society with 
the role of identifying those who are pe- 
culiarly disruptive to smooth societal 
functioning. He is given the power to grant 
these deviants a social role known as 
mental illness, thereby allowing them to be 
exempted from many social obligations. 
He is then expected to resocialize these 
deviants in such a way as to return them to 
undisruptive social functioning. 

Some psychiatrists may have difficulty 
in perceiving this statement as the socio- 
logical analogue of diagnosing, treating, 
and rehabilitating the mentally ill. Many 
psychiatrists are convinced that behavioral 
disorder is a “real illness." Whether or not 
most of our psychiatric patients are “truly” 
suffering from an illness, the medical model 
as a pattern for social control is relatively 
humane and humanistic as it is presently 
practiced. It should not be discarded until 
a wholly more effective and at the same 
time humane model is developed and 
tested, 

And so we diagnose and treat our pa- 
tients according to the medical model with- 
in which we so comfortably function. Wear- 
ing our charisma, we practice our profession 
generally as advocates and agents of the 
social system. Respecting authority, the 
family, the community, and the nation, and 
appreciating the benefits of our technologi- 
cal society, we have implicitly reinforced 
these social values in our patients. In doing 
So, we have been assisting them to adjust 
to become better functioning members of 
our society. 

In our middle- and upper-class psy- 
chotherapeutic private practices, our pa- 
tients, well acculturated like ourselves, are 
content to come regularly to our offices for 
varying periods of time. Our ministrations, 
ideologically embedded in determinism, 
tend to seek out causes, to enlist rationality 
in our patients, and to help them attain the 
limited liberation that they seek. This lim- 

ited liberation is generally perceived as 
relative freedom from self-defeating be- 
havior known as neurotic symptoms so that 
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social, sexual, and material success can be 
better attained. 

Those of us who are psychoanalysts 
view our work as assisting the individual 
toward the twin Freudian criteria of mental 
health—/ieben und arbeiten, to love and to 
work. We assist our patients in this di- 
rection through some variant of the classi- 
cal model of resolution of the transference 
neurosis and attainment of  genitality, 
through rational insight and working 
through of pregenital fixations. Others fol- 
low behavioral or biological models, but 
most psychiatrists measure therapeutic 
success in terms of social adaptation and 
generally by the patient’s relinquishment of 
the emotionally sick role. 


Mental Health for the Poor 


Our preoccupation with the intrapsychic 
—and our accompanying lack of awareness 
of our social roles as duly anointed control 
agents and perpetuators of the social sys- 
tem—have extended themselves into the 
well-meaning efforts of psychiatrists and 
other middle-class professionals in what is 
now called the field of community mental 
health. Psychiatric clinics, many of them of 
high professional competence, have sprung 
up, supported by voluntary agencies, to dis- 
pense “psychiatry for the masses.” Since 
long-term treatment is economically diffi- 
cult to provide, shorter-term crisis, group, 
and family techniques have been developed 
to serve greater numbers of people. How- 
ever, most clinics for the socioeconomically 
disadvantaged are ideological offspring of 
middle-class psychotherapeutic psychiatry. 
The chief justification for community 
mental health programs continues to be, 
in the minds of most professionals, the 1m- 
ability of the poor to pay for psychiatrie 
treatment services. The goal of these pro 
grams, to the extent that a goal is ever made 
explicit, is to assist the socioeconomically 
disadvantaged neurotic or psychotic n 
dividual in attaining a state of mental health. 
as conceived chiefly by affluent Judeo- 
Christian professionals. 

This desired state of mental health for 
the poor, if examined more closely. " 
conceptually identical to the middle-clas 
model applied to private patients: à limite 
liberation from obstacles, conceived 
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sychic, interfering with an implicitly 
jrable adjustment to the very society 
ch, though trembling with shocks of 
tiple confrontations by the “have-nots,” 
society that in turn looks to the psychi- 
st to pursue his goals of lieben und arbei- 
so that deviants may return to the fold. 
yit any wonder that not only community 
mental health but psychiatry in general is 
being currently challenged? Can we, as psy- 
Chiatrists practicing in the black ghetto, 
comfortably dismiss the violently angry as 
"having "affective disorders" or the destruc- 
ively manipulative as “sociopathic person- 
ies?” Can we as psychiatrists, in group 
discussions with drug-using disaffiliated 
Quth, be satisfied with our labels of "in- 
equate personality" or “depersonalization 
neurosis?” 


Pressures for Social Change 


We may very well apply these labels, and 
$ psychopathologize social discontent, 
Ut not for long. A mighty struggle is now 
King place between the forces of the 
Slatus quo and those demanding drastic 
lange. At times the seesawing contem- 
- porary battles seem to favor the status quo 
EU which we were raised and so com- 
lortably function. It is impossible, how- 
Wer, to seriously expect that current 
evolutionary pressures will be completely 
lified by reestablishment of an ultimately 
Med social milieu. Change is the 
Ty essence of the dimension of time. 
B is inevitable, and those social in- 
utions that do not change are destined 
disappear. 
__ Pressures for social change and their 


B ily if it is seen as consciousness 
ness of by acculturated meaning. Aware- 
M the environment, of the world in 
Kisan, has been communicated for tens of 
2 E of years by word of mouth—in 

ES fable, story, and song. In this form, 

Bu coloring of' the events de- 
unda a Yas inevitable, and the spoken word 
Oubtedly served as the major vehicle of 
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socialization. 

The advent of printing expanded knowl- 
edge of the world materially, although re- 
moving it a step farther from immediate 
awareness. Intellectualization, rationaliza- 
tion, the scientific, industrial and techno- 
logical revolutions—all these have been 
shown by MacLuhan(1) and others to have 
been crucially facilitated by the dissemina- 
tion of the printed word. The printed word, 
moreover, has been a powerful acculturative 
force, as shown throughout the range of 
present-day printed material from the often 
distorted history of the average grade 
school textbook to viciously manipulative 
propaganda. The advent of radio brought 
the dissemination of knowledge back to the 
auditory level—a more immediate, more 
emotional plane of awareness. It has been 
the advent and widespread use of film, and 
particularly of television, that has provided 
the individual with opportunities for im- 
mediate awareness rather than indirect, 
rationalized, predigested awareness. Again 
we can thank MacLuhan(2) for some of 
these insights. 

Television, combining auditory and 
visual impacts, arrests the attention of the 
viewer and stimulates his emotional par- 
ticipation in the events he is perceiving. He 
can witness the actual shooting of a prisoner 
or a soldier in Viet Nam minutes after it 
occurs. He can witness a campus distur- 
bance when it happens. Certainly editorial- 
izing and selectivity limit his perceptions 
somewhat, but the acculturative screen is 
full of holes. Immediate, graphic, emo- 
tionally significant information about his 


world is now at hand. Furthermore, a 
whole generation has grown to early 
maturation experiencing this type of 


education—an education only briefly inter- 
rupted by the traditional authoritarian, 
acculturating, rationalizing, and intellect- 
ualizing pedagogy encountered in school. 
Tradition, authority, the wisdom of elders- 
— all embedded in the printed page—seem 
less relevant to young people than the im- 
mediate awareness of the human drama. 
Linear thinking, the serial links in the 
chains of psychological causality char- 
acteristic of psychoanalysis, is being 
seriously challenged by the *here-and-now" 
approaches of humanistic psychology. The 
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greatly increased interest in Gestalt 
therapy(3) is entirely consistent with new 
social patterns of awareness. Gestaltists 
practice their form of liberation with the 
conviction that regardless of causes related 
to childhood neurosis, man tends to be 
fragmented and alienated from himself at 
the emotional level. 

The emphasis embodied in the slogan 
“I and thou, here and now,” typifies a new 
emphasis on confrontation, immediate 
awareness, and the values of openness, 
honesty, and direct emotional expression 
in intrapersonal relationships. The general 
trend toward immediate emotional ex- 
perience that characterizes humanistic 
psychology is also being expressed in ever- 
widening applications of encounter tech- 
niques(4), body awareness exercises, and 
group marathon experiences. Psychiatry 
can ill afford to hide its head, or worse, to 
condemn out of hand, in its reaction to 
these developments. 


Challenge to Authority 


Authoritarianism is being seriously chal- 
lenged almost everywhere. Loyalty to nation 
(or symbolically to the flag), to leaders, to 
elders in general, and to almost every estab- 
lished social institution is viewed by the 
revolutionary as supportive of the socially 
stratifying exploitative status quo. In Cal- 
ifornia the authority of psychiatry itself 
has been socially challenged, but not from 
the expected quarter of wild-eyed, long- 
haired revolutionaries. Curiously enough, 
ultraconservative forces fearful of the social 
control aspects of psychiatry have combined 
with civil libertarians of the left to produce 
a drastic change in the commitment laws in 
this state. Thanks to the new Lanterman- 
Petris-Short Act(5), no longer will the re- 
Spected authority of the psychiatrist be 
sufficient to hospitalize a patient against his 
will. Clear and present danger to self or 
others or total disablement must be dem- 
onstrated, and the psychiatrist is under re- 
peated warning in the new law against the 
misuse of his drastically limited authority. 
Throughout all his dealings with his involun- 
tary patient he is at repeated risk of becom- 
ing his patient's adversary in a court pro- 

ceeding. The authority and to some extent 
the charismatic mantle of psychiatry have 
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been further tattered by the total elimina- 
tion from the California statute books of the 
term “mentally ill." The medical model js 
moribund in California state law. 


Authority is yielding to destratification 
and egalitarianism in many quarters of psy- 
chiatry. To some extent it is responsible for 
the declining prestige of orthodox Freudian 
psychoanalysis, although traditional psy- 
choanalysts’ own ostrich-like ignoring of 
social realities is also responsible for its 
apparent decline. Yet psychoanalysis is 
still the most comprehensive and at the same 
time the most humanistic frame of refer- 
ence for understanding man’s individual 
psychology. Its theory and clinical practice, 
aimed at richer and freer individuation, are 
all too often paradoxically juxtaposed to its 
encrusted authoritarian social structure as 
a collectivity. 

The vicissitudes of the family are of clear 
and pressing relevance to the practice of 
psychiatry and community mental health. 
Can we come to grips with the decline not 
only of the extended family but the nuclear 
family as well? Are we going to continue to 
apply status quo social judgments to the 
unmarried mother, the deliberately childless 
couple, the woman who is single by choice, 
or to the experiments with new familial 
arrangements involving less permanent 
sexual attachments? Are we to continue t 
assign highest sexual prestige to genitality 
when the population explosion and decline 
of the family call it into serious question: 
Are we to favor increased attention to recrea- 
tion as jobs become increasingly automated, 
and yet balk at pregenital, pansexual im- 
plications of the idea of play? Can we ac 
the possibility that sexuality can be enjoy 
at varying levels of interpersonal comit 
ment without affixing to it our familiar labe! 
of “acting out?" 

Our incorporation of societal standards 
is well illustrated in the value attached t0 
“work” in psychiatric circles. Sublimatio 
has become the most sublime of mie 
mechanisms only because the work ethic ! 
implicit in the acculturation or socializt 
function of the psychiatrist. While the P ; 
nomenon of work is not likely to disappe 
in our lifetime, its primacy in our value ye 
tem is being challenged. An ever-increasi 
encroachment by automation forces us 
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reconsider the place of work in our society. 
While sublimatory goals can indeed be met 
through play, it is clear that one of the twin 
Freudian criteria of mental health, lieben 
und arbeiten, requires serious reconsidera- 
tion in the light of current developments. 

The trend toward dynamic pluralism of 
the population is being resisted by those 
forces that wish to sustain our own brand of 
social apartheid. Nevertheless, broader 
educational experiences and increasing 
awareness of the diversity of mankind are 
continuing to impinge on us. It is consis- 
tent with a humanistic outcome of con- 
temporary social struggle that our society 
vill accept and even eventually love the 
diversity of appearance, dress, skin color, 
speech, and life patterns embodied in the 
current expression "everyone doing his 
thing." Psychiatry and mental health must 
contend openly with the expectation of 
Status quo forces that it help turn out a 
homogenized human being who will adjust, 
conform, live his life unobtrusively, and 
tolerate his alienation in silence. Is there a 
prospect more dreary than that of a society 
9f completely adjusted conforming individ- 
uals everywhere? 


An Example of Ecological Awareness 


E community mental health program 
ns has been under way in Los Angeles 
cw for the past ten years(6) has at- 
ice ‘A to reflect an ecological awareness 
een its application of the concept of 
ord pluralism to the emotionally and 
i Yorally deviant. The philosophy of our 
duds aims for increased tolerance for 

tise tee deviation by the community 
social " “a the automatic identification, 
tion im ation, and eventual homogeniza- 
Éstos the individual whose ideas, per- 
For "me or emotional patterns are different. 
iun T reason the provision of direct treat- 
is E although expanded markedly, 
dE given less emphasis than preven- 
ied vention, in turn, has been conceptual- 
Deor? spec of the assignment of the 
ur pop ill role to those who are deviant. 

Munity’s se has been to increase the com- 
uli Accepi of deviation while at 

EP e time enhancing its ability to assist 

€viant through life crises—short of 
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assignment of the sick role. In some cases, 
of course, removal of the individual from a 
psychologically noxious environment is 
essential for his recovery from critical per- 
sonal disorganization; inpatient psychiatric 
wards, day and night hospital services, and 
special living and working environments for 
the critically disorganized will continue to 
be necessary. 

However, never in the history of mankind 
has an illness been eradicated by increased 
treatment of the ill alone(7). The prevention 
of mental illness, a phenomenon so thor- 
oughly contingent upon social events, must 
reflect the most sophisticated ecological 
awareness of the social structure in which 
the deviant exists, as well as an awareness of 
how that social structure can accept his 
deviation while assisting him to overcome 
whatever personal or interpersonal dis- 
organization he may be experiencing. 

A clear choice becomes apparent when 
one views psychiatry and mental health in 
ecological perspective. Since the official 
sanction is for social control, must psy- 
chiatry go the way of inflexible social in- 
stitutions, or can it become a force for social 
change? Certainly some sensitively balanced 
combination of the two societal functions 
must be developed. 

The problem of developing a social change 
function is particularly critical for a public 
community mental health program where 
the social control expectation is more ex- 
plicitly defined. Yet if the public mental 
health program is to survive, it must be at- 
tuned to the ecological dynamics of the 
community. It must avoid the image of “old 
wine in new bottles" justifiably assigned to 
conventionally conceived mental health 
centers, which are chiefly centers for recruit- 
ment and social processing of deviant per- 
sons. If conventional concepts dominating 
the planning of community mental health 
centers are followed and patient recruitment 
operations are developed, we will see yet 
another anachronistic state hospital system, 
albeit geographically closer to home. A net- 
work of clinical services, continuous within 
their own components but basically dis- 
continuous with a changing social ecology, 
will guarantee nothing but its own fossiliza- 
tion(8). 

The public trust in psychiatry hinges not 
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upon what the private practitioner does with 
his middle-class client in his office, but 
rather on the fate of the community mental 
health movement throughout the nation. 
Public attention and public funds have at 
last been mobilized in considerable quanti- 
ties so that psychiatry can have a chance to 
make an impact on the phenomenon of 
mental illness. If this opportunity leads to 
only another halting, unimaginative, and 
unresponsive social device labeled “com- 
munity mental health center,” it will be psy- 
chiatry that will suffer, and such a setback 
may be irreparable. 

Acutely aware of the necessity to justify 
the public trust, our Los Angeles County 
community mental health program has been 
attempting to tread the fine line of balance 
between acknowledged social control func- 
tions and the urgent need to function as 
agent of social change without subverting 
duly constituted governmental functions in 
the community. 

Realizing that personal disorganization is 
closely correlated with socioeconomic dis- 
tress, we have given highest priority to the 
development of new mental health services in 
the black and brown ghetto areas. It is, of 
course, a great challenge for professional 
staff working in our ghetto area regional 
services to adapt their middle-class psy- 
chotherapeutic orientation to problems pre- 
sented by people whose emotional difficul- 
ties exist in an ecosystem of racial discrim- 
ination, limited educational and vocational 
Opportunity, familial disorganization, and 
other well-known alienating features of 
ghetto life. Although challenged in this 
manner, psychotherapists in these centers 
uniformly report professionally gratifying 
experiences with clients. Many different 
clinical techniques are employed, but the 
crucial factor seems to be the quality of the 
special mixture of human compassion and 
objectivity that is provided. 

The goal of treatment with the socially 
victimized client cannot realistically be total 
reintegration into his alienating milieu. This 
is even more true of community consultation 
and educational efforts. In one instance a 

professional staff member of one of our 
ghetto services served as consultant to a 
group of parents who were angrily confront- 
ing local school administrators over the 
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issue of inflexible school rules. A strictly 
status quo orientation would have led our 
staff member to attempt to quiet down the 
dissidents and assist them to accept the in- 
evitability of bureaucratic rigidity. Instead, 
our staff member chose to serve as the 
catalyst for bringing frightened parents and 
defensive school administrators together 
and facilitating free and open dialogue. 

As a result of this dialogue, both sides 
found to their relief that they shared a com- 
mon view of the inapplicability of regula- 
tions imposed from a central office removed 
from the community and insensitive to its 
needs. It was resolved to work together to 
eliminate the offending restrictions. The par- 
ent group felt fulfilled in bringing about 
needed social changes, and the school ad- 
ministrators were happy to have community 
support in their desire to change burden- 
some rules that they themselves considered 
oppressive. The new entente of school 
administrators and parents was successful 
in accomplishing the desired changes. The 
mental health consultant in this instance 
functioned as an agent of social change 
while fulfilling his social control function by 
successfully helping to avoid a potentially 
destructive community confrontation. 


The Principle of *Rehumanization" 


Perhaps the principle of rehumanization 
can best underlie the community mental 
health service that wishes to survive in à 
changing ecology and to do so by striking 
the proper balance between social control 
and social change. Ruesch(9) has stated 
that the only worthwhile function of psy- 
choanalysis is the continued redefinition an 
reaffirmation of those qualities of people 
that are ultimately and uniquely human. 
humanistic psychiatry, a humanistic mental 
health orientation would harmonize with 
ecological changes by taking on the respon- 
sibility of helping preserve the human qual- 
ities of those who are buffeted by these dis- 
ruptions of the status quo. ; 

Sigmund Freüd's philosophical contribu- 
tions may be as great as those in individua 
psychology. In Civilization and Its Dis- 
contents(10) Freud the philosopher an 
ecologist stated: 

Men have brought their powers of subduing the 
forces of nature to such a pitch that by usin 
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Veracity does not consist in saying, but in the intention of communicating truth. 


— SAMUEL TAYLOR COLERIDGE 
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Patterns of Drug Use: A Study of 5,482 Subjects 


BY SAMUEL BLACK, M.D., KENNETH L. OWENS, PH.D., AND RONALD P. WOLFF 


Drug use was studied in a sample of 5,482 en- 
listed men on active duty. Twenty-seven per- 
cent of the subjects reported having used 
marijuana, amphetamines, LSD, or heroin. 
The authors conclude that their data may 
provide a more realistic estimate of the 
incidence of drug use than those of previous 
investigators because the sample is large, 
subject participation was complete (100 per- 
cent), and the sample represents a broad 
range of educational backgrounds and geo- 
graphical areas. 


Me ATTENTION has recently been fo- 
cused on drug usage. Substantial evi- 
dence(l-5) exists concerning the chemical, 
psychopharmacological, and psychological 
parameters of drug use, but little is known(4- 
7) about the incidence and prevalence of cur- 
rent drug use. Pearlman(7) said that drug 
incidence patterns of college students are 
"highly unclear at this time"; he believes 
that such knowledge is essential before mean- 
ingful data can be gathered. McGlothlin and 
West(4) have also commented on the dearth 
of empirical knowledge concerning mari- 
juana and feel that available information is 
unobjective and biased. Recent articles in 
Newsweek(6) and in the Journal of the 
American Medical Association(8-11) voice 
similar sentiments. 

Most of the sparse evidence available(4, 7, 
12) regarding prevalence and incidence is 
concerned with drug abuse by high school 
and college students. Figures vary widely: 
Newsweek found estimates among school 
authorities ranging from five to 35 percent. 
In one of the few empirical studies available 
McGlothlin and Cohen(12) found that three 
percent of their subjects (121 graduate stu- 
dents) had used the stronger hallucinogens 


At the time this research was done Dr. Black, Dr. 
Owens, and Mr. Wolff were with the Mental Hygiene 
Consultation Division, Fort Sill, Okla. Dr. Black is 
currently in private practice; his address is 11665 W. 
Olympic Blvd., Los Angeles, Calif. 90064. 
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and 12 percent had taken marijuana or 
morning glory seeds. Perhaps the best em- 
pirical study is that of Pearlman(7), who 
surveyed 2,270 seniors in a large Eastern 
university. Of those approached, 55 percent 
(1,245 students) replied, and of these 6.3 per- 
cent admitted prior drug use. However, 70 
percent of the students who had tried drugs 
had given them up by the time they became 
seniors. Marijuana was the drug used by 
about three-quarters of the subjects. Dicken- 
son(13) reported a similar incidence among 
college students in his account of a Gallup 
poll. Of the college students interviewed, six 
percent admitted to marijuana use and less 
than one percent had used LSD. i 
Two studies of U.S. soldiers, conducted in 
Viet Nam, provide more information. Cas- 
per and associates(14) found that 52.1 per- 
cent of a random sample consisting of 46 
psychiatric patients and 32.6 percent of a 
sample of 46 dispensary patients reported 
the use of marijuana. A poll of 234 soldiers 
entering and 223 soldiers leaving Viet Nam 
revealed that 27.7 percent of the first group 
and 20.6 percent of the second group had 
used marijuana. In a similar study, Postel(15) 
found that 56 percent of a psychiatric sample 
and 35 percent of a sample comprised of 
surgery patients had used marijuana. ; 
There are shortcomings in these studies, 
however. Three of them were limited to 
college students, a group that is not repre 
sentative of the population in general. It i5 
doubtful whether the samples used are even 
representative of the population of college 
students, since McGlothlin and Cohen(12} 
Studied graduate students and 45 percent w) 
Pearlman’s subjects refused to participate(7). 
Dickenson's conclusions should be viewe 
with caution because the sample was nonrep- 
resentative, and there were suggestions that 
the investigators wished to find a low inci- 
dence of drug use in an effort to “vindicate 
our “young men and women"'(13). 
The present study is an attempt to define 
more carefully certain characteristics of drug 
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TABLE 1 
Frequency of Drug Use Among 5,482 Subjects 


DRUG AND NUMBER OF 


PERCENTAGE OF 
TOTAL SAMPLE 


PERCENTAGE OF 


TIMES USED SUBJECTS DRUG USE GROUP 
Marijuana 
One-nine times 478 
Ten-99 times 391 5 P 
100 or more times 374 30 : 
Total 1,243 100 
LSD i. 
One-four times 208 53 
Five or more times 187 47 3 
Total 395 100 7 
Amphetamines 
One-nine times 200 
Ten-99 times 196 36 4 
100 or more times 160 28 3 
Total 556 100 10 
Heroin 
One-four times 37 
Five or more times 51 i 3 
Total 88 100 1.6 
a 


usage as the problem exists in this country. 
Because of the appalling paucity of empirical 
knowledge, the investigation was explora- 
tory in nature. The primary purpose was to 
determine drug incidence as expressed by the 
number of subjects admitting drug usage. A 
second goal was to determine the number of 
subjects using certain drugs (marijuana, am- 
phetamine, LSD, and heroin) and the fre- 
quency with which each drug is used. A final 
pose was to investigate the possible rela- 
R a ip between marijuana and heroin use 
Mur expressed in the number of marijuana 
T who have also used heroin and vice 


Method 


oed The sample consisted of 5,482 
Were ed men on active duty. Of these, 4,246 
Hes in advanced individual training courses 
d annoneering and had been in the Army 
he ee two to three months. These 
Mus had generaly completed high 
TRUE but few had college training. Of the 
Piden 1,246 men, 694 were in advanced 
DE ae training courses in fire direction 
de TO and the majority of them had college 
ge: 434 were stockade prisoners with a 
ie education of tenth grade; and 108 sub- 
wlete jede in permanent units and had com- 
ku high school. The majority of the latter 
= returned from overseas duty. In sum- 
dd almost all of the 5,482 were high 

ool graduates and many had college 
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experience or were college graduates. The 
exception was the 434 stockade prisoners, 
whose educational achievement was low. 

Questionnaire. The questionnaire con- 
sisted of one sheet of paper with a variety of 
questions and appropriate answer blanks. It 
had been subjected to several revisions to 
achieve simplicity. The relevant items for the 
present study consisted of age, drugs used 
(marijuana, LSD, amphetamines, heroin, 
and others), and number of times these had 
been taken. 

Procedure. The questionnaire was given to 
56 separate Army units, varying in size from 
30 to 170 men. Stockade prisoners were 
given the questionnaire individually. The 
same mental hygiene specialist introduced 
the task to each unit by passing out the ques- 
tionnaire forms and explaining that the pro- 
cedure was part of a research project investi- 
gating drug usage. The subjects were assured 


ity and a detailed explanation of 


of anonymi 
how the questionnaire was to be answered 
each subject 


was given. After completion, 
folded his form and handed it to the special- 
ist. Data were from January through April 


1969. 


Results 


Drug use was reported by 1,497 subjects 
(27 percent of the sample). Of those admit- 
ting drug use, 1,243 (83 percent) had used 
marijuana, 395 (26 percent) had used LSD, 
556 (37 percent) had used amphetamines, 
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and 88 (five percent) had used heroin. Eighty- 
seven (six percent) of the subjects using mari- 
juana had also used heroin, while 86 (97 per- 
cent) of the subjects using heroin had also 
used marijuana. 

Table 1 shows the frequency of use for 
marijuana, LSD, amphetamines, and heroin. 
Two-cell chi squares were computed to de- 
termine the significance of the observed dif- 
ferences in frequency of use. For purposes 
of comparison, frequency of use was classi- 
fied as less than ten times or ten or more 
times for marijuana and amphetamines, and 
less than five times or five or more times for 
LSD and heroin. Seven hundred sixty-five 
(61 percent) of those using marijuana had 
taken it ten or more times (p < .001). Three 
hundred fifty-six (64 percent) of those using 
amphetamine had taken it ten or more times 
(p «.001). Differences between frequency of 
LSD and heroin use (as classified into less 
than five or five or more ti mes) were not sig- 
nificant. 


Conclusions 


Most clinicians have the opportunity to 
observe only those individuals who seek their 
help. Drug users, unless they are experiencing 
some difficulty or are apprehended by the 
law enforcement agencies, do not come to 
the clinician's attention. The clinician who 
wishes to gather reliable data on drug use 
must therefore seek out the population he 
wishes to study. This presents a problem, 
however, inasmuch as it is difficult to gather 
a sufficient representative sample. It has 
been attempted in the past with college stu- 
dents(7, 12), but the generality of the results 
is restricted by severa] factors. 

The present Study involved a very large 
number of subjects, with 100 percent partici- 
pation, and included Subjects from various 
educational backgrounds and geographical 
areas. Of great importance is the fact that 
nearly all of the subjects were functioning at 
an adequate physical and social level (with 
the exception of the 434 stockade Prisoners), 
The generality of the present results. may 

therefore be superior to that of the previous 
studies. 

The most important conclusion drawn 
from the data of this study involves tota] 

drug incidence. The obtained incidence fig- 
ure of 27 percent (1,497 of the total number 
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of 5,482 subjects) is much larger than that 
suggested by most previous studies. Further 
breakdown showed the lowest incidence of 
drug use in subjects with higher educational 
attainment. This leads one to question the 
popular assumption that there is a connec- 
tion between drugs and higher education, 

Also striking is the pronounced degree to 
which marijuana is the drug of choice. More 
than one in four of the subjects had used 
drugs, and the great majority of these had 
used marijuana. Furthermore, a large num- 
ber of the subjects had used drugs on a fairly 
continuous basis. For many of the subjects 
drug usage was not restricted to a few experi- 
mental trials motivated by curiosity. Sixty- 
one percent of the marijuana users had used 
the drug more than ten times and 30 percent 
had used it over 100 times. Similar frequen- 
cies of use were obtained for those who had 
used amphetamines. The obvious conclusion 
is that a great many people continue drug 
usage over a long period of time. The inevi- 
table implication is that marijuana and am- 
phetamines may tend to habituation to a 
greater degree than has been suggested by 
previous research. The probability is greater 
than chance (p <.001) that the young man 
who "tries marijuana" will continue to use 
the drug ten or more times. 

Previous or present use of drugs does not 
appear to markedly affect the individual's 
physical dexterity. With the exception of 
those in the stockade, all subjects were en- 
gaged in strenuous and exacting activity for 
eight-week periods and were completing 
training requirements satisfactorily. This 
would tend to support the conclusion of Weil 
and associates that chronic users, after 
smoking marijuana, performed on some tests 
as well as or better than they did before 
taking the drug(16). : 

It should be noted that, although initial 
experiences with marijuana tend to lead to 
continued use, marijuana usage does not 
lead most individuals into experimentation 
with heroin. The belief that marijuana use i$ 
dangerous because it predisposes towar! 
heroin is fallacious, although it is true that 
nearly all of the heroin users in the present 
study had also used marijuana. 

The subjects in the stockade, while show- 
ing a higher percentage of drug use than 
their nonstockade counterparts, were not 


Amer. J. Psychiat. 127:4, October 1970 


BLACK, OWENS, AND WOLFF 


incarcerated for drug use but mainly for 
being absent without leave. Drug use or al- 
cohol may have contributed to this but was 
not the primary cause of their incarceration. 
Both previous literature and this study 
suggest many avenues for future research. 
Little is known regarding patterns of initial 
drug experience and the factors that lead to 
drug experimentation. Even less is known 
about the factors that lead some individuals 
to continue drug usage and others to stop 
after a few experimental trials. We hope 
the results of this study will provide a sound 
empirical foundation upon which more 
sophisticated research can be based. 
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Campus Disorders: A Problem of Adult Leadership 


BY ARMAND M. NICHOLI II, M.D. 


The psychological determinants of campus 
disorders can in part be understood in terms 
of unresponsive and inaccessible adult 
leaders—in the home, the university, and 
government. A fundamental problem cen- 
ters around the failure of these adult leaders 
to listen to youth, to spend sufficient time 
with them, and thus to recognize and affirm 
their worth as human beings. The author 
discusses various levels of emotional re- 
sponse evoked in students by the remote 
leader and, based on this formulation, of- 
fers eight specific recommendations for 
working effectively with youth. 


ASER CRISIS has gripped the 
world’s institutions of higher learning. 

In the United States, universities from 
Berkeley to Columbia have experienced up- 
heavals that have virtually split them 
asunder. In 1969 alone, demonstrations, 
riots, and strikes plunged more than 300 
college campuses into unprecedented tur- 
moil; during the past few months, this 
number has risen to alarming proportions, 
threatening the fabric of our nation(1). 

: As with all institutions, the efficient func- 
tioning of colleges and universities depends 
on the capacity of people within them to 
communicate and to relate to one another 
effectively. Psychiatry, concerned more than 
any other discipline with how people com- 
municate and relate, has thus far contributed 
little to the understanding, let alone the 
resolution, of recent campus crises. This 
paper explores root causes of the crises 
from a psychiatric perspective and proffers 
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a series of recommendations that may 
prove helpful to college administrators and 
others in positions of leadership. 

As with all human behavior, campus 
disorder is complex and multidetermined. 
To focus on any single cause and view it as 
the only cause inevitably oversimplifies and 
distorts. Each cause, nevertheless, must be 
explored before one can attain adequate 
understanding and undertake preventive 
measures. 

Previous studies have focused primarily 
on rebelling students(2-11); few, if any, 
have focused on the contribution of ad- 
ministration and faculty to the turmoil. 
This study focuses not on the political 
issues—the war, ROTC, Black Studies, 
and the like—but rather on deeper psycho- 
logical determinants setting the emotional 
climate for the crises. 

The Harvard disorder in many ways par- 
allels the disturbances on a number of 
campuses. On April 9, 1969, a series of 
events began that brought the functioning 
of the nation's oldest university to an abrupt 
halt. At noon a small group of Students 
for a Democratic Society seized a central 
administration building and forcibly ejected 
several of the deans. In quick response the 
administration summoned outside help. At 
five o'clock the following morning 400 
Policemen arrived and, with military pre- 
cision, cleared the building in less than 30 
minutes. Some of the police lost control. 
The resulting injuries to both participants 
and innocent observers—concussions, COn- 
tusions, and lacerated scalps—radicalized 
many of the moderates and catapulted the 
college into a paralyzing strike(12). 

My observations and conclusions are 
based on interviews with members of the 
Harvard administration, discussions with 
participating faculty, interviews with several 
Student leaders, a  four-and-a-half-hour 


‘tape recording of an emergency faculty 


meeting held the day after the police action. 
Amer. J. Psychiat. 127:4, October 1970 


ARMAND M. NICHOLI II 


and written reports on other campus dis- 
orders. 


Remote Administrators 


As one explores the details of the Harvard 
crisis, one is struck by the prevalence of 
endless examples of disordered communica- 
tion, occurring especially at higher admin- 
istrative levels and reflecting disordered 
human relations. 

One fact concerning the crisis emerges 
with remarkable clarity: The remoteness 
and invisibility of some administrators 
alienated a large segment of the college 
community and set the emotional backdrop 
for the disorder. 

A remote, invisible, uninvolved college 


administrator strikes a particularly nega- . 


tive note in today’s college student. Why do 
people in authority, especially unresponsive 
leaders, evoke such intensely negative feel- 
ings? What accounts for the deep cynicism, 
the implacable hostility, and the uncon- 
trollable rage that in a few students finds 
expression in irrational, destructive be- 
havior? The answer to these questions may 
give a clue to understanding not only the 
emotional climate of the Harvard crisis but 
also the deeper psychological causes of other 
campus disorders. Our answer at this point 
can only be speculative, but this speculation 
1s tempered by clinical understanding of the 
specific emotional conflicts of today’s 
youth, 


Emotional Responses 


The remote, distant leader arouses several 
categories of emotional response apart from 
and in addition to the feelings caused by 
the Social and political issues themselves. 

First, the leader’s apparent lack of re- 
Sponse to social and political issues inten- 
Sifies student feelings of utter frustration. No 
One who spends time with youth today can 
deny their deep moral outrage at the flagrant 
injustices of our social structure and at what 
they perceive to be a senseless war. These 
Issues, in themselves sufficient to make a 
Sensitive young person irrational, obviously 
Concern students profoundly. A leader who 
fails to understand the depth of these feel- 
Ings or to express overtly his understanding 
implies to the students tacit assent to what 
they believe is manifestly wrong. The leader’s 
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lack of response argues a terrifying insensi- 
tivity and moral callousness and provokes a 
reaction among students that adds to the 
already highly charged social and political 
atmosphere currently polarizing the nation. 


Familial Patterns 

A second emotional response aroused in 
students by the distant, inaccessible, and 
unresponsive leader relates to specific early 
life experiences of modern youth and their 
characteristic emotional profiles. The be- 
havior of the remote, uninvolved adminis- 
trator parallels the behavior of parents in 
the childhood homes of many of today’s 
students. 

An increasing number of young people 
come from backgrounds in which the family 
has virtually disintegrated. At no time in 
history has the integrity of the family been 
more severely jeopardized by both internal 
and external forces. A home in which both 
parents are available to the child, emo- 
tionally as well as physically, has become the 
exception rather than the rule. 

Although awareness that absent parents 
often produce resentful or disturbed chil- 
dren can hardly be considered a recent dis- 
covery(13-18), we have only recently be- 
come aware of the full emotional impact on 
the child, especially of the inaccessible or 
absent father(18-21). The demands on the 
time of the father, the changes in the role of 
the wife and mother, and the intrusion of the 
television set and other electronic gadgets 
make meaningful relationships difficult to 
maintain. The absence and uninvolvement of 
parents induces in the child repeated feelings 
of rejection and resentment. 

Some current modes of rearing a child 
contribute to the difficulty: the failure to set 
limits intensifies the feeling of unconcern 
and leaves a residue of poor inner discipline 
and of inability to delay gratification, and 
the tendency to punish by withdrawal of 
attention and affection increases the sense 
of being unacknowledged and rejected. 

Finally, among many of the affluent, 
parents send their children to boarding 
school, the culmination of a long series of 
rejections. (It may be more than coinci- 
dental that private school students were 
over-represented among those who forcibly 
seized Harvard’s administration building.) 

The particular orientation of modern 
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society, with material values superseding 
ethical and spiritual values, produces 
fragmented families, with both parents and 
children confused as to limits and basic 
priorities. Perhaps we should not be sur- 
prised that many students react to this 
background by rejecting not only the ma- 
terialism of our society but the entire free 
enterprise system as well. 


Psychiatric Problems 


Out of this background come the specific 
emotional conflicts that trouble young 
people today. Space limitations permit 
only cursory mention of those difficulties 
that relate to campus turmoil: 


l. Depression and excessively low self- 
esteem. Suspiciousness and hostility toward 
authority—always present to some degree 
in this age group—have become consider- 
ably more intense and have come con- 
siderably closer to the surface. Repressed 
anger in the child, resulting from a sense of 
rejection, may in the adolescent express it- 
self clinically in: depression—by far the 
most frequent clinical symptom  en- 
countered among students(18, 22); an ex- 
cessively negative self-image (the disheveled 
and unkempt appearance of many youth 
today not only serves as a conscious gesture 
of defiance and repudiation of the establish- 
ment but also reflects this unconscious low 
self-esteem; this negative image also appears 
to be exaggerated among those taking drugs 
[23]); and irrational, Stereotyped, destructive 
behavior. 

2. Poor impulse control and an inability 
to tolerate frustration. Although as recently 
as ten years ago the majority of clinical 
problems among college students reflected 
inhibition and excessive impulse control, 
emotional difficulties in the young today re- 
flect lack of impulse control (both sexual and 
aggressive) and inability to tolerate frustra- 
tion. (Perhaps this relates to the expectation 
of some of the more extreme radicals for 
immediate response to nonnegotiable de- 
mands.) 

3. Intense sensitivity to unresponsive au- 
thority. Most important of all, today’s 

youth possess a peculiarly intense sensitivity 
to remote, invisible, and unresponsive au- 
thority, resulting from early experiences 
with unresponsive parents in the childhood 
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home. " 

The college administrator, burdened with 
raising funds and too busy to interact with 
students, thus parallels the behavior of the 
busy father who gives the child everything 
but himself. : 7 
Transference Phenomena 


The remote leader evokes a third category 
of emotional reaction in today’s student, 
This reaction stems not from the leader's 
unresponsiveness to student concerns nor 
from his behavior that parallels their early 
experiences with inaccessible parents, but 
from the leader’s lack of visibility per se. 
Unlike the first and second categories of 
emotional reaction discussed above, this 
third response is influenced little by the 
leader’s words and actions. Lack of visi- 
bility subjects the administrator to a pe- 
culiar distortion and vilification of motive 
and character in the eyes of the student. The 
feelings evoked by the invisible leader are 
inevitably negative and characterized by 
great intensity and marked inappropriate- 
ness. ; 

To the clinician, intense and inappropri- 
ate feelings immediately suggest the phenom- 
enon of transference, the process whereby 
one person will experience toward another 
feelings and attitudes displaced from signif- 
icant figures in early childhood(24). Ab 
though familiar with transference in a one 
to-one relationship, we know considerably. 
less about how the process works between 
leaders and masses of people. It appears 
obvious, however, that when negative feel- 
ings and attitudes become displaced from 
objects in one's early history onto a leader, 
the leader's behavior and speech, no matter 
how inherently positive, will receive the 
most negative interpretation. 

Clinical experience also suggests that the 
less the therapist interacts with his patient— 
that is, the less “visible” he is—the stronger 
the transference and the greater the dis 
tortion. So too with the college adminis- 
trators. 

One bright and articulate editor of 4 
college newspaper had some awareness © 
this process of transference when he de- 
scribed how his own feelings toward an 
administrator had changed once personal 
contact had been established: $ 


It is easy to make an effigy of someone you can : 
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see, When you see him, you may wonder why he 
can’t understand your point of view, but you 
can't hate him. When someone becomes human 
to you, you have to qualify your judgement be- 
cause of his humanity. You see his weakness and 
you identify with him as another human being. 
]t is so much easier to get angry with and to hate 
an abstraction. 


We have, therefore, a fundamental ad- 
ministrative law: The more invisible the 
administrator, the more he becomes the 
focus of displaced negative feelings from 
objects other than himself and the more 
vulnerable he becomes to distortion. He be- 
comes not only the focus of the negative 
ambivalence toward authority we all 
possess but also the target of the deep anger 
peculiar to today's youth, stemming from 
their early life experiences. 

If the remote, unresponsive leader then 
becomes associated with the overreaction of 
police or with a senseless war, he triggers 
à spontaneous eruption of this vast common 
reservoir of unconscious anger. The explo- 
sive potential of this reaction explains in 
part the highly charged emotional atmo- 
sphere underlying current campus unrest. 


Conclusions and Recommendations 


For a college administrator (and perhaps 
for other adult leaders as well) to relate 
effectively to youth today, he must include 
in his style of administration the following: 

l. Responsiveness, visibility, and easy 
accessibility. Unresponsive leaders not only 
force students to resort to more extreme 
channels for expressing dissent, but also 
Teactivate deep unconscious feelings diffi- 
Cult to control. Remoteness and lack of 
Visibility foster both a negative image of the 
administrator and a distortion of his 
message. Responsiveness does not mean 
giving in to every demand; the students are as 
contemptuous of weakness in adult leaders 
as in their own. They do expect, however, 
some expression on the part of the leader 
that they have been heard and understood. 
And they do expect him to be accessible to 
them. A closed door—whether to a fresh- 
Man or to the most prominent alumnus ^ 
Spells rejection. And rejection breeds resent- 
ment and anger. 

2. Continual’ visible interaction with 
moderate student leaders. This role can 
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never be fully relegated to assistants. The 
informed moderate student leaders provide 
the administrator with the most effective 
control of “hard-core” extremists. State- 
ments and actions, therefore, must generally 
be geared to rally the support of informed 
moderates. An administrator must keep his 
finger on the affective pulse of the people he 
serves, not only by consulting frequently 
with his constituency through his channels 
of communication but also by interacting 
personally with this constituency as much 
as possible. In this way he not only escapes 
paralleling the role of a rejecting father, but 
he avoids becoming the focus of hostility 
displaced from that parent. Above all, he 
provides students an opportunity for serious 
discussion of vital issues with a responsive 
and actively concerned adult. 

3. Some limited visible confrontation 
with the radicals. The radicals are part ofa 
university, a vital part, and therefore can- 
not be ignored. To do so may encourage 
their more extreme posture, motivated often 
by the desire to gain a hearing. One can 
understand the natural tendency of a sen- 
sitive, shy administrator to flee encounters 
with loud, rude, often obscene radicals. The 
necessity for such an encounter, however, 
lies not in the hope of persuading the éx- 
tremists, nor even of answering their ques- 
tions—they often don't want answers. The 
encounter serves to demonstrate the leader's 
active involvement and concern to the large 
majority of moderate students and faculty. 
This will be one step toward winning their 
alliance. In addition, listening to the radicals 
may have another advantage: the content 
of their message may indeed have substance 
and, not infrequently, an element of wis- 
dom. 

4. Using the axiom: “Do unto the chil- 
dren of others as you would have them do 
unto your own." Irrational behavior of the 
younger members of a group—a family, a 


university, a nation—can be tolerated for a 


time, but irrational behavior on the part of 


o 

‘This does not mean continuous interaction—a 
day has a limited number of hours—but interaction at 
regular intervals. A great deal might be learned from 
U.S. senators and others in public office who, in 
addition to a heavy burden of administrative duties, 
meet individually with thousands of their constituents 
each year. Skilled assistants handle those constituents 
not seen so that they seldom experience a closed door 


or a sense of rejection. 
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adult leaders becomes excessively threaten- 
ing, intolerable, and ultimately destructive 
to the group. Perhaps the best guidelines 
for controlling the irrational feelings of 
students are those one would use with mem- 
bers of one’s own family. If the younger 
members become irrational, abusive, or 
even assaultive, one handles them with firm 
control. If outside help must be called, one 
exercises extreme caution that application 
of that control in no way harms the individ- 
ual. Exchanging epithet for epithet or ir- 
rational violence for irrational violence 
quickly destroys the integrity of the family. 
Control of a family member by clubbing 
or shooting is unthinkable. 


5. Reordering basic priorities, with stu- 
dents as the raison d'être for the university. 
Until faculty see teaching, not publishing, 
as their main task; until administrators 
focus their attention on students and not on 
bodies external to the university; and until 
government leaders respond to young 
people not as troublesome meddlers but as 
the immediate heirs to this nation’s future, 
discontent and turmoil among youth will 
intensify. 


6. Dividing the role of the college presi- 
dent. There should be two positions of equal 
prestige and authority, one responsive to 
and responsible for the students and faculty 
(the internal constituency) and one re- 
sponsive to the alumni, the government, and 
other elements of society (the external con- 
stituency). Unless the role of the college 
president undergoes immediate and drastic 
change our institutions of higher learning 
as they now stand will cease to exist. Hun- 
dreds of college presidencies remain vacant. 
Current demands on a college president 
place him in an untenable position, The 
burden of fund-raising as one of his many 
tasks focuses his attention and energy on his 
external constituency. If year after year he 
marches to the music of these external 
sources, especially to the tune of his wealthy, 
more conservative alumni, he will be out of 
step with his internal constitutency, his 

faculty and students. Without their support, 
leading a university or even keeping it intact 
in these unsettled times will become increas- 
ingly difficult. On the other hand, when he 
becomes involved with students he tends 
to alienate many of his wealthiest alumni. 
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He cannot continue to serve two masters, 

7. Instituting a voting body to make 
important decisions in times of crisis. This 
body should be accessible to students; 
representative of all aspects of the univer- 
sity; and able to act quickly, rally the 
support of various segments of the univer- 
sity, and take the necessary precautions to 
prevent over-reaction on the part of those 
enforcing control. This group would place 
the power of the president within a context 
of checks and balances and help relieve 
him of making far-reaching decisions under 
the intense emotional strain of a crisis. 

8. Awareness of and interest in the emo- 
tional development of students. The few 
adult campus heroes that exist today are 
men who have either made the problems 
of youth their lifetime work or devoted 
great quantities of time and effort to youth 
activities and organizations. An adult leader 
must be able to relate easily and effectively 
to students and to demonstrate some 
understanding of how they feel, as well as 
how they think. However, the young do not 
want adult leaders who identify with them, 
who adopt their characteristic dress and 
mannerisms. Struggling to find their own 
identity, they find imitation by adults 
threatening to the comfortable distance 
some find it necessary to maintain. 


Finally, although universities and colleges 
place a premium on the discovery of new 
knowledge, our greatest need today may 
not be new knowledge but rather a renewed 
concern with some of the most basic prem- 
ises of human relations, premises known 
some 2,000 years ago, rediscovered by 
modern psychiatry, and expressed most 
simply in terms of patience, compassion, 
and love. 
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Differential Effect of Unil 


ateral and Bilateral ECT 


BY J. J. FLEMINGER, M.D., D.P.M., D. J. DE L. HORNE, M. PHIL., 


N. P. V. NAIR, M.B., D.P.M., AND P. 


A double-blind clinical trial compared the 
effects on three patient groups of bilateral 
ECT and unilateral ECT to the dominant 
and nondominant hemispheres. After six 
ECTs there was no significant difference 
among the three groups in depression relief. 
However, unilateral ECT to the nondom- 
inant hemisphere. reduced the chance of 
memory disturbance and offered the best 
chance of quick recovery with few side ef- 
fects. The authors conclude that it is the 
treatment of choice when ECT is given for 
depression. 


NILATERAL ECT is not yet firmly es- 

tablished as a preferable alternative to 
the standard bilateral treatment for depres- 
Sion and other psychiatric disorders. Where- 
as the results of earlier investigations(1-3) 
were encouraging, more recent reports have 
been conflicting. Some have emphasized 
the advantages of unilateral treatment 
(4-6), while others have failed to substan- 
tiate this(7,8) or have obtained equivocal 
results(9). 

The use of unilateral ECT involves a 
choice of side. Zamora and Kaelbling(10), 
using the verbal items of the Wechsler 
Memory Scale, found that when unilateral 
ECT was applied to the dominant hemi- 
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sphere, it resulted, after a series of five treat- 
ments, in an impairment of memory, but 
when it was applied to the nondominant 
side, memory was improved. Although these 
changes were anticipated, the study shed 
no light on their relevance to therapeutic 
effect. It also left open the question of how 
bilateral ECT and unilateral ECT to either 
side compare in their effects on clinical 
condition, memory, or other mental func- 
tions. 

Two subsequent reports have dealt di- 
rectly with these matters. McAndrew and 
associates(8) failed to find significant 
differences in therapeutic effect or impair- 
ment of cognitive functions among groups 
of patients who had received bilateral, 
“dominant” unilateral, and “nondominant” 
unilateral ECT. Halliday and associates(11) 
also failed to find significant differences 
among these three modes of treatment in 
their effect on depression. But they found 
that electrode placement over the domi- 
nant hemisphere caused most impairment 
of verbal learning and that bilateral ECT 
caused the longest delay in recovery from 
individual treatments. 

The present study was carried out from 
1967 to 1968. Its aim was to identify the 
differential effect of bilateral ECT and uni- 
lateral ECT applied to the dominant and 
nondominant hemispheres in relief of de- 
pression, disturbance of memory, rate of 
recovery from individual treatments, and the 
subjective experience of side effects. 


Method 


The 36 subjects were patients at Guy 5 
Hospital and in the associated department 
of St. Olave’s Hospital who had been T°- 
ferred for ECT for depression. They wer? 
admitted to the trial if they fulfilled the 
following criteria: 1) no clinical evidence 9 
schizophrenia or organic reaction; 2) 3) 
over 80 (Mill Hill Vocabulary Scale): 
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TABLE 1 
Age, IQ, and DI Scores* 


PRE-ECT 
DEPRESSION 


ECT INVENTORY 


GROUP'* AGE ia SCORE 
Bilateral 

Mean 45.50 105.25 25.33 

DEP +3.39 +3.22 +1.94 
Left 

Mean 42.83 104.00 25.79 

SE +3.52 +3.48 +2.30 
Right 

Mean 45.33 97.00 26.25 

SE +3.34 +3.28 +2.19 


“Al a differences for age, IQ, and DI scores were insignificant 
p> 
**N=12 in each group. 
** 'Standard error. 


score of 15 or more on a self-rating De- 
pression Inventory (DI) (Beck and asso- 
ciates[12], validated for English subjects by 
Metcalfe and Goldman[13]; 4) strongly 
right-handed (no sinistral bias in cutting 
and throwing tests and six questions of 
hand preference). 

Selected patients were allocated at ran- 
dom to one of three groups to receive left- 
Sided, right-sided, or bilateral ECT; there 
were 12 patients in each group. Each pa- 
tient was to receive only one type of ECT 
during his seven weeks in the trial. However, 
for two patients, both of whom were in the 
unilateral right-sided group, the type of 
ET was erroneously changed in the final 
Our weeks. These patients were omitted 
from certain calculations. 

The three groups were comparable in age, 
Verbal IQ, and severity of depression as 
measured by the DI score (table 1). There 
ds only eight men; two had bilateral, 
Our had right-sided, and two had left- 
Sided ECT. 

Bifrontotemporal electrode placement 
Was used for bilateral ECT. For unilateral 

CT, the temporoparietal placement de- 
Scribed by Lancaster and associates(2) was 
Used. Premedication with atropine, 1/100 
Brains, was given when required, but in all 
Cases the anesthetic was methohexitone 
Sodium (British trade name, Brietal), 100 
mg., followed by succinylcholine, 25 to 50 
oe Current was supplied by a standard 
RRON machine that delivered a recti- 
» Series of impulses at 50/sec. at 150 
Olts. A glissando technique was employed 
Vith full current passing for approximately 
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one second. Preliminary tests had estab- 
lished that this was the optimum technique 
for ensuring that a bilateral convulsion oc- 
curred on every occasion. 

Antidepressant drugs were not given dur- 
ing the trial until after the sixth treatment. 


Testing 


1. Depression Inventory. This was com- 
pleted before the first treatment, on the 
third day after the sixth treatment, and four 
weeks after the sixth treatment. 

2. Wechsler Memory Scale(14). Form 1 
was given within 24 hours before the first 
ECT; form 2 was given three days after the 
sixth ECT. 

3. Post-ECT recovery. This was assessed 
at the first, third, and sixth treatments. 
Immediately before the anesthetic was in- 
jected, the patient was shown a card from 
which was read out a sentence comprising 
six items of information. He was asked to 
repeat and remember this. Seven minutes 
after the current was passed, the patient was 
scored according to the number of items he 
could recall. 

Ten minutes after the current had been 
passed, the patient was asked to name the 
day, month, and year, to give the place, and 
to say if he could remember having had this 
treatment. 

4. Side effects. Shortly before the second 
and fourth treatments and a day or two 
after the sixth treatment, each patient was 
asked whether he had experienced the fol- 
lowing symptoms since the previous treat- 
ment headaches, disturbed memory, in- 
creased fatigue, mental confusion, nausea 
or vomiting. Each symptom was rated 0, 
1, or 2 according to whether it was absent, 
slight, or severe. 

The trial was completely double-blind. 
The tester was the same throughout (P.N.). 
Student's t test was used throughout to 
estimate the significance of differences. 

After the sixth ECT, any further ECT or 
antidepressant drug was prescribed by the 
clinician in charge of the case; but full de- 
tails of this subsequent treatment were 
noted at four weeks after the sixth ECT. 


Results 
Effect on Depression 


Table 2 shows for each patient in each 
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TABLE 2 
Effect on Depression: Depression Inventory 


CASE INITIAL DI SCORES MINUS DI SCORE 


INITIAL DI SCORES MINUS DI SCORE 


NO. THREE DAYS AFTER THE SIXTH ECT* FOUR WEEKS AFTER THE SIXTH ECT* 
BILATERAL LEFT RIGHT BILATERAL LEFT RIGHT 
1 +8 -2 +6 +11 +21 +2 
2 +13 +10 +5 +23 +2 +5 
3 +19 +10 (-26)* +13 +2 -1 
4 +3 +18 +15 +3 +30 +17 
6 +14 +9 +4 +10 +17 0 
6 +8 21377 +5 +3 +20 +14 
7 +22 +2 +12 +20 +4 +27 
8 -3 + 2 +4 +5 +19 (+26) 
9 FN -4 +7 -7 -4 (+ 5 
10 +10 +6 +13 -1 +13 -8 
11 +19 +23 +14 +16 +6 -1 
12 +13 +18 +18 AU +16 +29 
Mean +11.08 +7.83 79.36: +8.08 +12.17 +8.4tt 
Standard 
Error + 2.06 +2.44 +1.54 +2.19 + 2.63 +3.48 


* + indicates improvement; ~ indicates deterioration, 
** Acute paranoid reaction. 
+ **"Type of ECT erroneously changed after sixth treatment. 


tN=11; case 3 excluded (if case 3 is included. mean = 6.42, SE + 3.27; improvement not significant: 0.10 > p > 05) 


ttN=10; cases 8 and 9 excluded. 


group the difference between the initial DI 
score and that obtained three days after 
the sixth ECT and four weeks after the sixth 
ECT. There was considerable individual 
variation within each group in the amount 
of change in degree of depression after both 
intervals of time. 

However, as may be seen, there was one 
anomalous result (case 3, right-sided group) 
that was due to an acute short-lived para- 
noid reaction. Calculations for the right- 
sided group including this patient are shown 
at the bottom of table 2. When this patient 
is excluded, the degree of improvement is 
highly significant (p <.001) in all groups. 
When the improvement of each group is 
compared with the improvement of each of 
the other groups, there is no significant 
difference, even when the anomalous result 
is included (bilateral /left, bilateral/right, 
left/right: p>0.1 in all cases). However, 
there was an insignificant trend toward 
greater improvement in the group treated 
with bilateral ECT, 


the sixth ECT is shown in table 3. The three 
groups appear to be sufficiently comparable 
regarding additional ECT and treatment 
with antidepressant drugs to make it un- 
likely that these factors had a significant 
bearing on intergroup differences in !m- 
provement at the time of the final DI rating. 
At four weeks after the sixth ECT there I$ 
again a significant degree of improvement 
in all groups (bilateral, p <.005; left, 
p <.0025; right, p<.05), and again the 
differences between the groups are a 
significant in this respect (p > .D. 

calculations involving the four weeks after 
the sixth treatment excluded the two pa- 
tients whose mode of ECT was altered. 


Effect on Memory 


Both the MQ (memory quotient) and es 
total raw scores excluding the visual subtes 
were calculated from the Wechsler Me 
Scale administered before the first aa 
(form 1) and three days after the sixth E i 
(form 2). Table 4 shows the mean differences. 


$ ; w 
Further treatment in the four weeks after Both measures of memory function sho 
TABLE 3 
Treatment Given in the Four Weeks After the Sixth ECT 
ECT DRUGS 
ECT GROUP PATIENTS GIVEN PATIENTS ONT 
MORE THAN SIX ANTID! 
ECTS EXTRA ECTS MED ECTS GEN DRUGS 
Bilateral 7 26 82 4 
Left 10 44 97 zi 
Right* 8 20 80 5 


*N 10. Two cases were excluded due to change to different type of ECT. 
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TABLE 4 
Effect on Memory: Wechsler Memory Scale 


CHANGE IN SCORES FOLLOWING SIX ECTS" 


ECT GROUP Ma'* RAW SCORE (EXCLUDING VISUAL SUBTEST) 
MEAN stt’ MEAN SE 
Bilateral +0.5 +1.6 +3.5 
| A i +3.88 
Left -4.1 +42.2 -1.5 +3.61 
Right +17 x17 +6.5 +3.93 


"-k indicates improvement in memory: - indicates deterioration. 
* Memory quotient. 
* * "Standard error. 


that the right-sided group improved, the bi- 


lateral group improved less, and the left- 
sided group deteriorated. The only statisti- 
cally significant intergroup differences are 
those between the right and left unilateral 
groups when Wechsler Memory Scale raw 
scores are used and the visual subtest scores 
are excluded (p <.05). 


The intergroup differences among all the 
Wechsler Memory Scale subtests were ex- 
amined. Only the Associate Learning Sub- 
lest gave significant differences. The right- 
E group improved (mean, +0.25; stan- 
E +0.99), the bilateral group 
eteriorated slightly (mean, — 0.92; standard 
error, 1.08), and the left-sided group de- 
leriorated more (mean, — 4.00; standard 
Boot +0.99). Differences were significant 
etween the left unilateral and bilateral 
Bar (p «.05) and between the left and 
Ta unilateral groups (p «.01). Thus all 
eons indicate that memory functions 
ped after right-sided ECT, deteriorated 
He left-sided ECT, and changed to an 
M rmediate degree after bilateral ECT. 
ee statistically significant intergroup 
hi Viera especially between left- and 
a -sided groups, were obtained when 
nly verbal memory was involved. 


Post-ECT Recovery 


Table 5 shows the number of patients in 
each group who, at seven minutes after the 
first, third, and sixth ECTs were able to re- 
call items presented to them immediately 
before the anesthetic was injected, Their 
scores are also given. The intergroup 
differences are obvious. Ability to recall was 
greatest in patients who had right-sided 
ECT; it was much less in the group re- 
ceiving left-sided ECT. No patient was able 
to recall any item after bilateral ECT. 

Rating of recovery of orientation at ten 
minutes after the first, third, and sixth 
ECTs produced similar obvious differences 
between groups. These are seen in table 6. 
At each assessment the number of patients 
sufficiently recovered to score and the scores 
obtained were lowest for the bilateral and 
highest for the right-sided ECT groups. The 
differences between the bilateral and both 
unilateral ECT groups were significant (bi- 
lateral versus left-sided, p 2.005; bilateral 
versus right-sided, p =.001). 

Side Effects 

The results of rating side effects following 
the first, third, and sixth ECTs are shown 
in table 7. The bilateral ECT group scored 


more than twice as much as the right-sided 


TABLE 5 
Post-ECT Recovery: Retention Test” 
VOSGITD FIRST ECT THIRD ECT SIXTH ECT TOTAL MEAN 
Bilateral 
Patients scorin: h] 
g o o 0 
í Total score o 0 o 0 
eft 
Patients scori 2 4 
ri 
Total score ue E 4 5 19 38 
Righ 
ight 
Patients scorin 20 
g 8 4 8 
Total score 36 14 29 79 39 


SHE 
aximum obtainable score for each group at each assessment (seven minutes after ECT)= 
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TABLE 6 
Post-ECT Recovery: Orientation Ratings* 
ECT GROUP FIRST ECT THIRD ECT SIXTH ECT TOTAL 

Bilateral 

Patients scoring 1 1 2 4 

Total score 2 1 3 6 
Left 

Patients scoring 5 8 8 21 

Total score 20 32 28 80 
Right 

Patients scoring 10 9 9 28 

Total score 49 38 42 129 


* Maximum obtainable score for each group at each assessment (ten minutes after ECT) - 60. Total obtainable score for each group= 180. 


unilateral ECT group; the left-sided group 
was intermediate. The differences between 
the bilateral and both unilateral groups 
were significant (bilateral/left, p «.05; bi- 
lateral/right, p «.001). 

Among individual side effects, the highest 
scores were always obtained after bilateral 
ECT and the lowest always after right- 
sided unilateral ECT. For example, the 
group ratings for nausea or vomiting were: 
bilateral, 15; left-sided, 5; right-sided, 4. The 
corresponding scores for subjective impair- 
ment of memory were 27, 1l, and 10 re- 
spectively and for headache, 39, 34, and 24 
respectively. Severe side effects, i.e., a rating 
of 2, occurred on 25 occasions in the bi- 
lateral group and on 12 and nine occasions 
in the left- and right-sided groups respective- 
ly. The number of occasions when no side 
effects of any kind were reported were ten 
in the right-sided, four in the left-sided, and 
five in the bilateral ECT groups. 


Discussion 


Our results concerning relief of depression 
are in line with those of many investigators 
who have failed to find significant differences 
between bilateral and unilateral treatment 
(5, 6, 11). However, we found an insignif- 
icant trend toward greater early benefit 
from bilateral ECT. This has already been 
reported(7, 11). A month later our trend was 
no longer evident; Halliday and colleagues 
(11) reported a similar finding. The large 


individual variation in therapeutic effect 
within each group (table 2) is a striking re- 
sult. Whichever mode of ECT is used, the 
degree to which depression will be relieved 
in an individual patient remains remarkably 
unpredictable, and other variables must be 
considered. 

Disturbance of memory is usually con- 
sidered to be the most important adverse 
effect of ECT and has been widely studied. 
We did not confirm the findings of Martin 
and colleagues(3) that memory measured by 
the Wechsler Scale is impaired by bilateral 
and improved by unilateral ECT applied to 
the nondominant hemisphere. Those of our 
patients who received right-sided ECT 
achieved the greatest objective improve- 
ment of memory, but those who had bi- 
lateral ECT also improved to a lesser 
degree. 

The most important finding in objective 
memory changes seems to be that if elec- 
trodes are placed over the dominant hemi- 
sphere, memory is impaired in spite of à 
significant relief of depression. Also, this 
effect is particularly evident. in the type of 
verbal memory involved in associate learn- 
ing. 

These psychometric findings, however, 
are not reflected in the subjective experience 
of our patients as shown by reply to en- 
quiry following individual treatments. Bi- 
lateral ECT was followed. by much more 
complaint of memory disturbance than 


TABLE 7 
Side Effects* 
ECT GROUP FIRST ECT THIRD ECT SIXTH ECT TOTAL 
Bilateral 29 39 38 106 
Left 23 23 25 71 ‘ 
Right 12 19 18 49 


* Maximum obtainable score for each group after each treatment= 120. Total obtainable score for each group= 360. 
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ed after unilateral ECT, and right- 
“left-sided treatments were fairly 
lent in this respect. Thus the amour 
subjective memory change cannot be di- 
ly related to the degree of relief from 
ssion. 
n their study of patients’ performance 
memory tests and subjective memory 
nge after ECT, Cronholm and Ottosson 
) reported “a tendency to a positive re- 
onship between the subjective memory 
lange and the improvement of the de- 
essive state." All their patients received 
eral ECT. If this tendency was at work 
ong our patients it was masked by some 
Yer differential function of the bilateral 
and unilateral modes of treatment. 
Post-ECT recovery was strikingly quicker 
ler unilateral than after bilateral treat- 
t. This may be the most notable differ- 
al effect. Our findings at ten minutes 
r treatment complement those of 
liday and colleagues(11), whose pa- 
ents recovered orientation eight minutes 
er after right-sided than after left- 
led ECT and at a significantly longer 
time than either after bilateral ECT. 
“Although it may appear likely that uni- 
iteral. ECT would cause less retrograde 
nesia than bilateral ECT, we cannot infer 
S from the results of the retention test 
iven to our patients at seven minutes after 
atment. The gross discrepancies between 
groups in their performance on this test 
have been due mainly to their greatly 
erent rates of recovery of consciousness 
orientation. However, the similar mean 
ores of all those who were sufficiently re- 
ered to be able to score in the two uni- 
; ral ECT groups (table 5) hint at the sur- 
rising possibility that there may be no 
erence between ECT to the dominant 
nondominant hemispheres in the pro- 
ction of retrograde amnesia for verbal 


cts of unilateral compared with bilateral 
has received remarkably scant atten- 
Yet in one of the early papers on the 
ae Cannicott(1) reported on a differ- 

al effect by quoting verbatim statements 
atients who had received both modes of 
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mention subjective effects, although it has 
been suggested that patients tolerate differ- 
ent modes of electrode placement equally 
well(8). The experience of our patients does 
not confirm this. On the contrary, the fre- 
quency and severity of the disagreeable 
aftereffects of ECT unquestionably occurred 
most after bilateral ECT. These effects were 
least when the electrodes were placed over 
the nondominant hemisphere. We have 
found that the clinical consequence of this 
is that patients who have unilateral ECT 
are rarely reluctant to accept further treat- 
ment. 

There was considerable individual varia- 
tion in the effects of ECT within each of 
our treatment groups; attention has been di- 
rected to this by others(9). This variation 
probably explains the diversity of inference 
that has been drawn from reports in the 
literature to date. 

We believe that because no mode of ECT 
is uniformly paramount in its effect or un- 
equivocally superior in relieving depression, 
we must choose the best balance of advan- 
tages. The results of the present trial indi- 
cate that unilateral ECT applied to the 
dominant hemisphere may be so disadvan- 
tageous in its effect on memory that its 
regular use should be avoided. Otherwise, 
while there may be little difference between 
bilateral and unilateral ECT in relief of 
depression, unilateral ECT to the non- 
dominant hemisphere offers a smaller 
chance of memory disturbance, a quicker 
and more comfortable recovery, and fewer 
disagreeable side effects. 
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QUESTIONS OF THE MONTH 


Each of the questions or incomplete statements below is followed by four 
or five suggested answers or completions. Select the one that is BEST in each 
case, 


Question 25 


The major finding of the Stirling County Studies (A. Leighton) is that 
(A) heredity is the most important factor in the cause of schizophrenia 
(B) mental disorders are altered by climate 


(C)the degree of socioeconomic organization influences prevalence and 
incidence of mental disorders 


(D) childhood nutrition influences the rate of mental disorders 
(E) the oedipal complex is independent of social class 


Question 45 
Identification as a "coping mechanism" 
(A) is the same as imitation 
(B) is never used defensively 
(C) may be used adaptively as well as maladaptively 


(Dis not used until the resolution of the oedipal complex 
(E) is frequently a deterrent to the process of learning 


(The Questions of the Month are from the Self-Assessment Program of the 
APA. The answers are supplied on page 461 of this issue.) 
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Schizophrenia in Twins and the Diffuse Ego Boundary 
Hypothesis 


BY MARTIN G. ALLEN, M.D., AND WILLIAM POLLIN, M.D. 


In a sample of 31,818 male veteran twins, 
1.14 percent were found to be schizophrenic. 
This incidence of schizophrenia is similar to 
that in the general population, suggesting 
that there is no clear difference in incidence 
of schizophrenia between twins and non- 
twins. The incidence of schizophrenia in 
monozygotic twins in this sample was no 
greater than in dizygotic twins; this accords 
with the results of four other major twin 
studies, Thus the data do not support the 
hypothesis that greater diffusion of ego 
boundaries and confusion of identity occur 
in twins, or especially “identical” (MZ) 
twins, or is significant in the occurrence of 
Schizophrenia in twins. Neither, however, 
do they refute it, since compensating factors 
may be present. 


MÈ STUDIES have suggested that the 
3 development of schizophrenia is due 
to poor ego boundaries and a confusion of 
identity(1-3). While this hypothesis has been 
Ee in individual clinical cases, there 
Bie m 29 systematic study of a large sam- 
ELS cases. One way of testing this hypoth- 
R is by means of twin research, as in 
osenthal’s review of two of the early twin 
Studies(4). 
o investigators have reported that 
br 4G and particularly monozygotic (MZ) 
of entical” twins, have substantially more 
a problem in defining ego boundaries than 


Freie 
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do nontwins. Lidz and others(5) concluded: 


Identical twins seem disposed to develop sym- 
biotically without adequate ego boundaries be- 
tween them. Initially, at least, each has difficulty 
in differentiating his own behavior, thoughts, and 
wishes from those of his twin . . . . 

A primary object relationship is established 
with a person who is not different but a mirror 
image and with whom most experiences are 
shared. Problems of narcissism become accen- 
tuated, and love of the object remains self-love. 
As the object reacts much the same as the self, it 
becomes more difficult to differentiate the in- 
ternal motive from the external, and, in a sense, 
reality from fantasy (p. 88). 


Other writers have also emphasized that 
mutual identification and interdependence 
in twinship (especially among MZ twins) 
brings about retardation of ego identity and 
interferes with object relations. Jackson(2), 
in particular, has pointed to the problems 
of “isolation, association and identifica- 
tion, ... the problem of sharing yet not being 
able to share nor to separate," and closer 
ties with fewer separations between twins 
(especially MZ twins). If the twins are iden- 
tical, a mirror image of one's self exists with 
the possibility of “diffusion of ego bounda- 
ries" and “mutual identification." Some of 
these factors are present in dizygotic (DZ) 
or “fraternal” twins as well, but to a lesser 
degree since DZ twins are less likely to be 
confused or compared. 


Leonard(6) stated that in the case of every 
twin whose psychoanalysis had been re- 
ported, the twin relationship itself was 
considered the reason for the emotional 
disturbance. She concluded that the con- 
stant confrontation of a twin with a mirror 
image retards differentiation of self and 
twin and inhibits clear delineation of body 
boundaries. 

In summary, the major aspects of this 
thesis are: 1) confusion of ego identity and 
weak ego boundaries result in a greater pre- 
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disposition toward schizophrenia, 2) twins, 
especially MZ twins, are more likely to have 
such problems, 3) therefore twins, especial- 
ly MZ twins, are more likely to be schizo- 
phrenic. 

From this hypothesis two questions 
evolve: 1) Is there a difference between the 
incidence of schizophrenia in twins and that 
in nontwins? 2) Is there a difference between 
the incidence of schizophrenia in MZ twins 
and that in DZ twins? 

When Rosenthal(4) originally evaluated 
this hypothesis, only the twin studies of 
Luxenburger(7) and Essen-Moller(8) pre- 
sented sufficient data. In both studies, the 
frequency of twins in the population of 
Schizophrenics was less, rather than more, 
than the estimated frequency of twins in the 
general population, and the frequency of 
schizophrenia in the MZ group was less 
than in the DZ group. Rosenthal therefore 
concluded that the ‘confusion of identity” 
theory was not supported. 

These two early studies had, by current 
standards, two major limitations: 1) the 
relatively small number of cases studied (65 
pairs in Luxenburger’s sample, 69 in Essen- 
Moller’s) and 2) the sampling problems that 
result from studying hospital and clinic pa- 
tient populations rather than total cohort 
samples. Recent twin studies of schizophre- 
nia—done by Tienari in Finland(9), Kring- 
len in Norway(10), and Harvald and Hauge 
in Denmark(11)—have used large popula- 
tion cohorts. In these Studies, as in the early 
twin studies, there was a greater concordance 
of MZ than of DZ twins, again indicating a 
genetic component in schizophrenia. How- 
ever, the concordance rates were much low- 
er, Suggesting that environmental factors 
are more important than previously thought, 
Therefore it appeared appropriate to reeval- 
uate the “confusion of identity" hypothesis 
on the basis of the new, larger, better sam- 
pled populations. 

One problem in the recent population 
studies was that the interviewers who es- 
tablished diagnosis also judged zygosity. 
In this paper, we report the incidence of 
Schizophrenia in MZ versus DZ twins in the 
largest sample of twins thus far available for 
study in the United States, The diagnosis of 
Schizophrenia was made by many physicians 
of the U.S. Armed Forces not involved in 
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this study; zygosity was separately ascer- 
tained by the authors and others(12) not 
involved in the diagnosis or treatment, If 
the "confusion of identity" theory is cor- 
rect, we would expect to find a greater inci- 
dence of schizophrenia in MZ twins than in 
DZ twins. 


Method 


The National Academy of Sciences- 
National Research Council (NAS-NRC) 
twin cohort, described by Jablon and oth- 
ers(12), comprises all white male twins born 
in the years 1917-1927 (54,000 pairs) where 
both twins of a pair entered the military 
service (15,909). These 15,909 pairs consti- 
tute the NRC sample from which the schizo- 
phrenia subsample was drawn. 

From this sample of 31,818 individuals, 
a diagnostic history has been established 
that includes findings of the induction phys- 
ical examination, the medical history of the 
twins while in military service, and their 
contacts with the Veterans Administration 
from separation to 1965. Additional med- 
ical information is available for 18,120 indi- 
viduals who answered a questionnaire mailed 
to about 20,000 men. To obtain the schizo- 
phrenia subsample for study, the 31,818 
records were searched by computer for twin 
pairs where one or both were diagnosed as 
Schizophrenic at any time after entry to 
active duty. 5 t 

Diagnoses were made by physicians in 
the Armed Forces entirely independently 
of the zygosity classification and of this in- 
vestigation. This is in contrast to many dee 
twin studies where diagnosis, zygosity, an 
data analysis were carried out by the same 
investigators. 

As Pipers sampling, the NAS-NRC twin 
cohort provides a very large sample prag 
from birth records of those 40 of the 
states where records of twin births n 
available. Thus inclusion in the study n 
not specifically related to illness or hosp! o" 
ization. However, because both twins 5 
this study had to pass the physical and De 
tal requirements for entry into the SEA 
services, this sample shows some pem 
for health. Other sampling issues are t 
this cohort is all veterans, all male, and f3 
Caucasian. The possible consequences 
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TABLE 1 
Concordance and Discordance of Schizophrenia in Twins by 
Zygosity Groups 
CONCORDANT DISCORDANT AFFECTE! 
PAIRS PAIRS PAIRS INDIVIDUALS 
11 69 80 91 
6 140 146 152 
9 103 112 121 
26 312 338 364 


E been evaluated in a previ- 
(13). 

termination of zygosity was based 
ity (using fingerprints and data 
‘induction physical examination on 
_ hair color, and height-weight 
and on a questionnaire to the 
hemselves. Combining the anthro- 
? data with the twins’ responses has 
fied by blood grouping as being 
percent accurate in diagnosing 
(12). Where there was contradictory 
€ information (4,953 cases), the 
e classified as being of unknown 
the 10,956 pairs that were classi- 
Zygosity, 43.03 percent were MZ 
"I percent were DZ. Blood grouping 
ample of the twins(12) indicated 
ercent were MZ and 56 percent were 
Ause the zygosity distributions in the 
and total twin populations are the 
zygosity distribution of the “un- 
TOUp is assumed to be similar to 
oup of known zygosity. 


data regarding the distribution 
€renia and all other psychopath- 
Bnoses in this total sample have 
ously reported(13, 14). The data 
Zygosity, concordance, and dis- 


Bo. 


cordance are summarized in table 1. There 
were 338 sets of twins found where one or 
both were diagnosed as schizophrenic. Of 
these, 80 were monozygotic, 146 were dizy- 
gotic, and 112 were of unknown zygosity. 

Table 2 presents the data relevant to in- 
cidence; here we are dealing with individuals 
rather than with twin pairs. The incidence of 
schizophrenia in the entire NAS-NRC twin 
cohort was 1.14 percent (364 persons). This 
overall incidence of 1.14 percent is compara- 
ble to that of the general population(15) and 
suggests that there is no clear difference be- 
tween the incidence of schizophrenia in twins 
and that in nontwins. 

By zygosity groups, the incidence of 
schizophrenia in MZ twins was 0.97 percent, 
1.22 percent in DZ twins, and 1.22 percent 
in the unknown zygosity group. In these 
data there is no significant difference in inci- 
dence between MZ twins and DZ twins. The 
difference that is present goes in the opposite 
direction than the "confusion of identity” 
hypothesis would predict. 


Discussion 


Our major findings were that in a cohort 
of 31,818 twins, 91 of 9,428 MZ twins were 
schizophrenic, compared with 152 of 12,484 
DZ twins and 121 of 9,906 twins of unknown 
zygosity. The incidence of schizophrenia in 


iJ TABLE 2 
z Incidence of Schizophrenia by Zygosity Groups 
Li mm "ri 
9.428 91 ey = 0.97 
12.484 152 ALT 2122 
9.906 121 A nell 1.22 
31,818 364 M Yep Ma 
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MZ twins was therefore 0.97 percent, com- 
pared with an incidence of 1,22 percent in 
DZ twins. In the entire twin sample the in- 
cidence of schizophrenia was 1.14 percent. 

Conceivably, these findings might be dif- 
ferent if the distribution of MZ and DZ cases 
in the unknown zygosity group is significant- 
ly different from the MZ/DZ distribution 
of cases of known zygosity. However, analy- 
sis indicates that this is not so(14). As pre- 
viously mentioned, the blood grouping study 
of a subsample(12) suggests that the ratio of 
MZ to DZ pairs in the unknown zygosity 
group is not appreciably different than in 
the known zygosity group. 

The maximum possible effect of the un- 
known zygosity group can be determined by 
using the finding of the blood grouping study 
that 44 percent (14,000 of the total sample) 
were MZ and 56 percent (17,818 of the total 
sample) were DZ. If all 121 unknown schizo- 
phrenics were monozygotic, the MZ inci- 
dence would be (91 +121)/14,000 =1.51 
percent and the DZ incidence would be 
152/14,000 =0.85 percent; if they were 
all dizygotic, the MZ incidence would be 
91/17,818 =0.65 percent and the DZ inci- 
dence would be (152 +121)/17,818 =1.53 
percent. Thus the ranges are 0.65 to 1.51 per- 
cent for monozygotic incidence and 0.85 to 
1.53 percent for dizygotic incidence. 

Table 3 summarizes the data from the five 
twin studies that provide sufficient informa- 
tion to compare incidence of Schizophrenia 
in monozygotic and dizygotic twins. The 
results are all in agreement that the incidence 
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of schizophrenia in MZ twins is not greater 
than the incidence in DZ twins; there is no 
greater chance of an MZ twin being schizo- 
phrenic compared with a DZ twin. 

The difference in MZ/DZ incidence that 
is present is in the opposite direction from 
that predicted by the ego boundary hypoth- 
esis. 

How good is the evidence that the prob- 
lem of ego boundaries is greater in MZ 
twins? Analytic case reports(5, 6, 16) strong- 
ly support the idea of a greater likelihood of 
confusion of identity in MZ twins. MZ twins 
tend to stay together more and to look and 
dress alike, are more likely to have a special 
language, and are likely to be confused with 
each other. Yet the incidence of schizophre- 
nia in MZ twins and DZ twins is not differ- 
ent. Rosenthal(4) concluded that such results 
indicate that confusion of identity and dit- 
fusion of ego boundaries are not specific in 
the etiology of schizophrenia in twins. This 
is not necessarily the case. There are aspects 
of twinship that could result in greater pro- 
tection against schizophrenia. For example, 
the intimacy unique to a twin relationship 
might provide protection from feelings of 
extreme loneliness and isolation features 
so common in most schizophrenic patients 
histories. , 

Another possibility for greater protection 
against schizophrenia in twins is based on 
the concept of the “double bind." The dou- 
ble bind is characterized by contradictory, 
often conflicting, messages given by a parent 
to the child, presumably due to great con- 


TABLE 3 
Comparison of the Incidence of Schizophrenia in MZ Twins and DZ Twins 
INVESTIGATOR M. ENCE 
RATION T RPRCENT nano "P CUP PERCENT 
Luxenburger * 1 -044:** 1 = 0.85'** 
228.6 Perris 
Essen-Móller* 1 -0418 1 = 1.63 
5424 61.2 
Harvald and Hauge* * 13 - 085 68 - 1.32 
1 1.528 5,134 
Kringlen* * 69 =052 186 = 0.50 
13,158 36.842 
Allen and Pollin* * 91 -097:- 152 2122''" 
9,428 12484 
"Statistics are from Rosenthal(4] 


limits, de ger afe 
MZ. 0.44 to 0.82 percent ona in PEN eerie on whether cases of jaa zygosity are classified as all MZ or all DZ, the rates for Luxenburge 
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flict and ambivalence in the parent. Such a 
situation is believed significant in the devel- 
opment of schizophrenia. In our ongoing 
longitudinal study of personality develop- 
ment in twins(17), we have observed that 
parents of twins often tend to “separate” 
their ambivalent feelings. This “separation 
of ambivalence” is characterized by a parent 
viewing and relating to one twin in one way, 
and (when there is ambivalence) viewing 
and relating to the other child in a way re- 
flective of the other side of the ambivalence. 
This could result in a greater likelihood of 
clear, direct messages being given to each 
twin (rather than conflicting, “double-bind” 
messages), and a reduced likelihood that a 
twin would become schizophrenic. 

Thus there may be a complex balance of 
factors operating in twin personality de- 
velopment—one set of factors predisposing 
to the development of schizophrenia be- 
cause of diffusion of ego boundaries and 
confusion of identity and a second “pro- 
tective” set of factors resulting from less 
isolation and less likelihood of experiencing 
conflicting double-bind messages from par- 
ents. Our finding of a similar incidence of 
schizophrenia in twins and in nontwins 
could be the result of such a “balance.” 


Summary 


Several authors have hypothesized that 
schizophrenia is due to weak ego bounda- 
ries and a “confusion of identity," and that 
[ie problems are greater in twins, especial- 
e monozygotic ("identical") twins. There- 
fore, MZ twins would be expected to have 
plate incidence of schizophrenia than 
^ twins, and twins would be expected to 
ave a higher incidence than the general 
popula son. This paper presents a study of 

e incidence of schizophrenia in MZ twins 
and DZ twins in a sample of 31,818 male 
veteran twins. 

Bg incidence of schizophrenia found in 
ihe s (1.14 percent) is similar to that of 
is ^ ae population, suggesting that there 
df y ear difference between the incidence 
MN LO in twins ánd that in non- 
NN he MZ incidence of schizophrenia 
S A Spie was 0.97 percent, compared 
Sae 2 percent in DZ twins. These re- 

s, in accord with the results of four other 
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twin studies reviewed, indicate that the in- 
cidence of schizophrenia in MZ twins is no 
greater than in DZ twins. 

Because there was no higher incidence of 
schizophrenia in MZ than in DZ twins, and 
no difference in incidence between twins 
and nontwins, the data do not support the 
hypothesis that greater diffusion of ego 
boundaries and confusion of identity in twins 
(and especially identical twins) is significant 
in the occurrence of schizophrenia. How- 
ever, these results do not refute the hypoth- 
esis. Other factors unique to twin personality 
development, which might balance the ef- 
fects of ego boundary defects, are present. 
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WHAT IT MEANS TO BE OVER 30 

It means to be responsible for yourself and others more of the time. 

It means envy or resentment of those who are not required to be so 
responsible for themselves and others so much of the time, 

It means a time when earlier Promises will or will not be fulfilled: 
if not fulfilled, probably at the cost of later unhappiness. 

It means to become obsolescent; inevitably so in some respects but 
unnecessarily so in others. 

It means a time when knowledge, ideas, skills, interests, and wisdom 
can either flourish or wither. 

It means to be endangered by corruption, 

It means to feel the weight of heavy responsibilities which do not 
come to an end. 

It means being subjected to fatiguing delays, mortifying disappointments, 
shocking insults, and the presumptuous judgment of the ignorant. 

It means giving more and receiving less. 

It means more Opportunity to get off the bench and into the game. 

It means a time to anticipate the years to come and to be ready for 
them.! 


—Prescott W. THOMPSON 


? Reprinted with permission from the Fall 1969 issue of the Menninger 
Quarterly. Copyright 1969 The Menninger Foundation. 
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Psychoendocrine Study of Oral Contraceptive Agents 


BY FRANCIS J. KANE, JR., M.D., MORRIS A. LIPTON, M.D., 
ALBERT R. KRALL, PH.D., AND PAUL A. OBRIST, PH.D. 


To determine if there was risk of adverse 
reaction to oral contraceptives, the authors 
conducted a two-month single-blind study 
of seven women, who received a combina- 
tion agent or a sequential agent. All subjects 
reported affective symptoms; however, 
Significant changes appeared in only one 
patient, who was the most clinically dis- 
turbed. Catecholamine excretion was 
altered in all patients. From their findings 
and the literature, the authors speculate 
that use of such drugs that alter catechola- 
mine metabolism will result in behavioral 
change, especially in users who have had 
prior depressive illness. 


HE EARLY enthusiasm for use of oral 

contraceptive agents has waned as our 
awareness has increased about the serious 
adverse reactions(1-4) that can occur with 
their use. Subjective reactions were reported 
in approximately 20 percent of women 
during the first year of use; this study 
focused on complaints of physical ill-being 
(nausea, vertigo, malaise, etc.) but also 
included nervousness. The data presented 
did Not permit separation of physical com- 
plaints from psychic reactions(5). 

In a comprehensive survey of early re- 
Ports, Glick(6) showed that there was little 
reporting of emotional distress, with a five 
Percent incidence of depression being the 
oe noted. There were many more 
ee comments reported, although 

ese, like the adverse reactions, were largely 
anecdotal. 

Our own interest in the effects of these 
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drugs was stimulated by the observation of 
a psychotic episode(7) upon withdrawal 
from 30 mg. daily of norethynodrel and 
mestranol (Enovid) used to control endo- 
metriosis. The patient experienced relief of 
her psychotic behavior with drug replace- 
ment and recurrence of her psychosis when 
placebo was substituted. Since that time we 
have seen four additional women(8, 9) who 
have suffered psychotic episodes coincident 
with the use of oral contraceptive agents. In 
two instances the psychotic reactions were 
associated with the use of combined agents 
and in two with the use of sequential hor- 
mone combinations. One patient noted 
change with both, although she became 
hospitalized while using the sequential agent. 

There have been two additional reports 
of psychotic reactions in the world literature. 
Idestrom(10) reported another case of psy- 
chosis upon withdrawal of drug. Sturgis(1 1) 
reported recurrence of psychosis in a patient 
participating in a prospective study of drug 
effects by Murawski and associates(12). 
In six of the seven patients who suffered psy- 
chotic episodes, there was a history of previ- 
ous emotional disturbance. Four had suf- 
fered serious postpartum reactions and one 
patient had been in psychotherapy for a 
character disorder. We have recently seen 
a woman hospitalized with headache, 
abdominal pain, and extreme anxiety fol- 
lowing use of an oral contraceptive; she 
was subsequently diagnosed as having acute 
intermittent porphyria. This high incidence 
of previous mental illness raised the question 
of whether there is increased risk of adverse , 
reaction to these drugs for women with 
known psychiatric illness. 


Further Clinical Studies 


An initial pilot study(13) of 50 patients 
revealed a considerable incidence of depres- 
sion and irritability (38 percent) and de- 
creased interest in sex (32 percent). Of the 
50 patients studied, only 11 reported no 
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change. In a study(14) of 139 nonpsychiatric 
patients and 64 women who had received 
psychiatric care, psychiatric patients re- 
ported change related to drug use significant- 
ly more often. 

Depression, irritability, and lethargy 
occurred most frequently in both groups. 
While psychiatric patients reported more of 
these symptoms, the differences did not 
reach statistical significance. The psychiatric 
patients more frequently noted feelings of 
change when they were starting or stopping 
the drug. The symptomatic nonpsychiatric 
group was also significantly different from 
the group without symptoms on ratings of 
increased disability at the menses, lessened 
frequency of sexual intercourse, infrequency 
of orgasm, and menstrual symptoms relieved 
by drug use. Such data are usually highly 
correlated with neuroticism in women and 
Suggest the possibility that drug use has 
enhanced the expression of latent neurotic 
traits. 


A one-month double-blind study(15) of 
three patients on a combination oral con- 
traceptive revealed: 1) diminished sexual 
desire in all three subjects; 2) subjective 
and objective evidence of mild depression 
in two subjects, Irritability and lethargy 
were present in the third subject. All were 
rated more apathetic and less verbally pro- 
ductive, and two subjects were less attrac- 
tive in appearance and less neat; 3) sleep 
decrease was reported by two subjects; 4) 
remembered dreams doubled during the 
drug period; 5) there was a decrease in basal 
resting heart rate; 6) there was less excre- 
tion of catecholamine metabolites; and 7) 


vaginal smears lacked changes associated 
with ovulations, 
Several Swedish studies have confirmed 
our finding of Seemingly high levels of 
depression, lethargy, and loss Of sexual 
interest. Nilsson and associates(16) reported 
the results of a questionnaire study of 313 
women who had received an oral contracep- 
tive during the year 1964. Of this sample. 
which represented a 9] percent response 
to the questionnaire, 53.2 percent reported 
new symptoms of emotional disturbance or 
worsening of previous Symptoms of emo- 
tional disturbance. Nine percent of the 
sample reported a decrease in Symptoms 
of emotional disturbance during periods of 
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drug use. 

The women at greatest risk for develop- 
ment of psychiatric symptoms during con- 
traceptive use were: 1) those with a previous 
psychiatric history (as judged by previous 
use of psychopharmacologic agents or visits 
to physicians for nervous complaints); 2) 
those with psychiatric symptoms of severe 
nausea and vomiting during previous preg- 
nancy; and 3) overweight women. Ten times 
as many women suffered a decrease in sexual 
interest as had an increase in sexual interest, 

In 1968 Nilsson and Almgren(17) reported 
a prospective study of 165 women at a uni- 
versity hospital in Sweden. Fifty-four pill 
users were compared with 104 women using 
other contraceptives. (Seven women were 
excluded.) There were no significant differ- 
ences between the two groups in age, parity, 
psychological testing, etc. After two to four 
months, pill users had a significant increase 
in psychiatric morbidity, depressive symp- 
toms (feelings of depression and inferiority, 
sleep disturbance, and difficulty in starting 
work), neurasthenic symptoms (increased 
fatigability, emotional lability, and irrita- 
bility), and weight gain. 

Moos has studied the effect of oral con- 
traceptives on menstrual cycle symptomatol- 
ogy in young married women. Four hundred 
twenty of the women he studied were cur- 
rently receiving oral contraceptives, while 
298 women were not. Each woman com- 
pleted a menstrual distress questionnaire 
that asked her to rate 47 symptoms separate- 
ly for different phases of the menstrual 
cycle. The data indicate that the majority of 
women probably experience slight decreases 
in menstrual symptomatology while taking 
oral contraceptives; but two smaller groups 
of women, approximately ten percent in 
each group, experienced either a signifi- 
cant decrease or a significant increase in 
menstrual symptomatology. Moos stressed 
the great individual variation in reaction to 
oral contraceptive agents; the variability 
Seemed more pronounced with the sequential 
than with the combination preparations( 18). 


Experimental Evidence of Gonadal 
ormone-Catecholamine Interaction 


Meyerson, in some animal experiments, 
has suggested that the mechanism of action 
of estrogen and progesterone may be depen- 
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dent on biogenic amines(19). He has shown 
that estrous behavior in ovariectomized 
animals, normally activated by estrogen and 
progesterone, will also be activated by 
estrogen in combination with the amine de- 
pletors tetrabenazine and reserpine. 


In previous experiments(20), Meyerson 
had shown that estrogen plus monoamine 
oxidase (MAO) inhibitors inhibited sexual 
behavior. He sees this as most easily ex- 
plained by the assumption of monoamine- 
dependent pathways mediating heat inhibi- 
tion. Increased levels of monoamines pro- 
duce decreased sexual response, while a 
decrease in the biogenic amines increases the 
heat response. While the presence of estrogen 
was necessary to elicit this response, it also 
suggested that progesterone may act by 
somehow altering amine levels in brain or 
receptor response to amines. From other 
animal experimentation, it would seem that 
progesterone and guanethidine do exactly 
this in the uterus(21). 


Other experimenters(22, 23) have shown 
that there were alterations in biogenic 
amines and MAO activity related to the 
estrous cycle of the rat. Biogenic amine val- 
ues and MAO activity were maximum at 
proestrus and lowest at estrus. 


A recent report(24) confirms the influence 
of gonadal hormones in either sex on norepi- 
nephrine(NE) metabolism in the brain of 
rats. Endogenous NE levels did not change 
in brain with gonadectomy, but the rate 
of Synthesis was increased. Removal of the 
Pituitary gland did not influence catechola- 
mine synthesis. The investigators concluded 
that “the pituitary gonadal axis regulates the 
rates at which brain norepinephrine is syn- 
thesized and turns over in the rat" and “that 
Norepinephrine participates in the central 
regulation of gonadal function in the 
Species,” 


In humans, studies of plasma MAO 
al show that it doubles at the end of 

* menstrual cycle and is greatest in 
niüenorrheie women(25). Endometrial MAO 
as been shown to increase during the luteal 
Phase of the cycle and to increase with the 
bw of progestins(26). The use of those with 
i * strongest effect on MAO activity seems 
9 be correlated with increased depression. 
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Affective Illness and Biogenic Amines 


There is now a considerable body of clin- 
ical and experimental data indicating that 
alterations in the metabolism of biogenic 
amines, especially noradrenaline, may be 
crucial to the development of depressive 
and manic illnesses(27). Depressive illnesses 
are seen as related to lowered levels of nora- 
drenaline at central noradrenergic receptor 
sites, while mania is believed to be char- 
acterized by an excess of noradrenaline at 
these sites. This is supported by clinical evi- 
dence showing that drugs that deplete nora- 
drenaline (reserpine, disulfiram, alpha 
methyl dopa) are associated with clinical 
depression, especially in those who have 
had previous depression. Drugs that antag- 
onize the effects of reserpine in animals 
(MAO inhibitors, tricyclic antidepressants) 
have been shown to be effective antidepres- 
sants in man. 

In view of the preponderance of symptoms 
of depression in pill users and the evidence 
in animals of an interaction between gonadal 
hormones and catecholamines, it seemed 
that an evaluation of the alteration in cate- 
cholamine metabolism concurrent with be- 
havioral evaluation would be a first step in 
studying this interaction in humans. 


Methodology 


Seven women were studied on a single- 
blind basis for two months. Two subjects 
received only a combination oral contra- 
ceptive agent, while the other five received 
the most commonly used estrogenic hor- 
mone mestranol, followed by a combined 
hormone pill containing mestranol and 
a progestin (either norethindrone or ethy- 
nodiol). The first menstrual period in these 
physically normal, regularly menstruating 
women was used to familiarize the subjects 
with the procedures in testing and to pro- 
vide baseline data. During the luteal phase 
of the cycle, they were hospitalized on the 
clinical research unit of the North Carolina 
Memorial Hospital for a 60-hour period, 
usually on a weekend. During that time they 
were confined to the unit and received a diet 
free of 3-methoxy-4-hydroxymandelic acid 
(VMA). Activity was confined to walking 


on the unit. 
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Test Procedures 


Subjects were given a complete Minnesota 
Multiphasic Personality Inventory (MMPI) 
during each period on the clinical research 
unit. The Clyde Mood Scale(28) was com- 
pleted weekly throughout the study by all 
the subjects and on each day that they were 
hospitalized on the unit. A 60-question 
symptom checklist that has been used in a 
variety of drug studies in this center was 
administered weekly during the study. It 
was composed of questions about appetite, 
sleep, weight gain, mood, frequency of and 
interest in sexual intercourse, and so forth. 
Vaginal smears were collected during the 
subjects’ stay on the unit. Twenty-four- 
hour urine samples were collected daily on 
the unit, and determinations were made for 
VMA,  metanephrine (MN), normeta- 
nephrine (NMN), epinephrine (E), and NE. 
Each subject's samples were determined on 
the same day, and multiple determinations 
were run on each sample. 

E and NE were determined by a modi- 
fication of the Crout method(29) and VMA 
level by the Pisano method(30). MN and 
NMN were determined by a modification 
of the method of Taniguchi and associates 
(31). The hydrolysis, adsorption of, and elu- 
tion from Dowex 50 resins were carried out 
as reported by those authors, We found it 
necessary to use a pH meter to control 
adjustment of the pH of each sample col- 
lected from the CG-50 columns rather than 
to add a standard aliquot of acetic acid to 
each sample. This was necessary because 
other chromophore development, as re- 
ported by Taniguchi and associates, is 
highly dependent on pH. We also found 
it useful, when assaying urines containing 
widely different levels of MN and NMN, 
to run a standard curve rather than to add 
knowns to unknowns for each analysis. 
Standard curves vary only slightly from 
day to day but were run with each analysis. 

Recoveries of MN or NMN into the 
Amberlite CG-50 eluates were found to be 
about 70 percent but varied widely among 
urine samples. Addition of known MN or 
NMN to urine before hydrolysis and assay 

of its recovery also gave wide variations in 
percent recovery. An aliquot of H?-labeled 
NMN was added to the urine before any 
chemical operations were carried out. The 
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percent recovery of isotope in the Amberlite 
eluates was then assayed by scintillation 
counting, and this figure was used to correct 
for losses on assay. The standard error 
of recovery of added unlabeled NMN then 
dropped to less than + three percent; the 
standard deviation of duplicate urine sam- 
ples without added knowns on all samples 
assayed using this method (more than 200) 
was + five percent. 

All NMN results reported in this paper 
were obtained by using percent isotope re- 
covery as a correction factor for each anal- 
ysis performed. We have not applied this 
technique to determination of MN, but it 
could be readily done by use of C™- 
labeled MN. When the H?-labeled NMN 
tracer is used, a narrower cut of the NMN 
peak is collected than in the original method. 
This prevents errors caused by determina- 
tion of small amounts of MN usually found 
in the NMN fraction. All biological values 
were expressed in amounts per gram of 
creatinine in 24 hours. 


Results 


The results are summarized in table 1. 

Two subjects were given a combination oral 
contraceptive, norethindrone, 2 mg., with 
mestranol for 20 days(Ortho-Novum, 2 mg.). 
One subject had only mild symptoms of 
drowsiness, depression, and weight gain with- 
out significant change on the Clyde Mood 
Scale. She showed decreased excretion of 
NE (15 percent), MN (13 percent), NMN (33 
Percent), and VMA (18 percent). While these 
changes were not extremely large, except in 
the case of NMN, they reverted toward nor- 
mal levels in the postdrug period, which 
Seems a further indication of drug-related 
change. 

The second Subject described herself as 
more depressed, anxious, and irritable, with 
decreased sexual desire and much physical 
discomfort from sore breasts associated with 
drug use. Significant decreases were seen on 
the friendly and clearheaded factors of the 
Clyde Mood Scale during the drug period, 
and in the postdrug period there was a signif- 
icant decrease in the aggressive and clear- 
headed factors. She reported herself to be 
Significantly less sleepy in the postdru£ 
period. Both MN (43 percent) and VMA were 
decreased and showed more day-to-day vati- 
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TABLE 1 
Study of Oral Contraceptive Agents” 


BEHAVIOR CHANGE 


CATECHOLAMINE EXCRETION MOOD SCALE CHANGE 


SUBJECTS 
| NORETHINDRONE, 2 MG., WITH MESTRANOL 
Subject A Drug period Drowsiness, depression, Decreased VMA, MN, None 
weight gain NE, MN 
Subject B Drug period Depression, anxiety, Decreased VMA, MN Decreased friendliness, 
irritability, sore breasts clearheadedness 
Postdrug period Reverted to normal Decreased NMN Decreased aggressiveness, 
clearheadedness 
7 NORETHINDRONE, 1 MG., WITH MESTRANOL 
Subject C Drug period Anxious, increased Decreased VMA, MN; Decreased friendliness 
appetite, fatigue; increased NMN 
i decreased sleep, nausea 
Subject D Drug period Anxious, excited, sore Decreased E, VMA Decreased friendliness, 
breasts, nausea increased NE, MN, NMN clearthinking, more dizzy 
Subject E Drug period Fatigue, nausea Increased NMN, MN No significant change 
y ETHYNODIOL, 0.5 MG., WITH MESTRANOL 
puulect F Drug period Nausea Increased MN, NMN Not significant 
Subject G Drug period Nausea, fatigue Increased NMN, VMA Not significant 


"See text for abbreviations used in table. 


ation in amounts excreted during the drug 
period. NMN excretion decreased 15 percent 
in the postdrug period. 

In the second group, five subjects received 
mestranol alone for ten to 14 days followed 
by 14 days of combination drug (either nor- 
ethindrone, 1 mg., or ethynodiol, 0.5 mg.). 
There were few behavioral or biochemical 
changes associated with the use of mestranol 
alone. With the. combination of estrogen 
plus progestin, all five subjects reported some 
opos of nausea, and four reported 
atigue. In only two subjects were there any 
Significant symptoms associated with the use 
of the medication. Both of these subjects re- 
Ported increased anxiety and excitability 
Hoods with breast soreness, while one of 

em reported drowsiness and decreased 
Abie Both scored significantly low on the 
ae. factor of the Clyde Mood Scale. One 
subject also rated herself as less clear think- 
n and more dizzy while taking the com- 

ination drug. 
Bate most consistent metabolic finding with 
NEIN e LEES use was an increase In 
id excretion which, in four of the five 
jects, showed a 50 percent change; the 
Other subject showed a change of only 20 
e Three of the five subjects also 
Kris, an increase in MN excretion. Of the 
Vir Subjects taking norethindrone, 1 mg., 
pe mestranol two had at least a 25 percent 
honey in VMA excretion, while the third 
m wed no change. One of the two subjects 
ing ethynodiol with mestranol (Ovulen) 
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had an increase in VMA excretion, while the 
other showed no change. 


Discussion 


The clinical data showing correlation be- 
tween oral contraceptive use and mood and 
behavioral change seem clear enough. The 
data from our séven subjects indicate that 
mestranol alone produced mild symptoms 
in only one patient. This was associated with 
significant change on only one of the sub- 
categories of the Clyde Mood Scale. While 
all subjects reported symptomatology of 
mild to moderate degree while taking the 
combination drug, only three of the seven 
subjects studied had significant changes on 
one or more factors of the Clyde Mood 
Scale. Subject B, who had the higher dose 
of norethindrone, had the most clinical im- 
pairment and was our most clinically dis- 
turbed individual by history and MMPI 
evaluation. 

Both subjects on the higher dosage of nor- 
ethindrone with mestranol reported depres- 
sion, while none of the five patients receiving 
the lower dosage of this drug or ethynodiol 
reported depression as such. Two of these 
subjects reported anxiety and altered mental 
functioning; significant changes on factors 
of the Clyde Mood Scale supported these 
perceived changes. 

Correlations between the drug intake and 
catecholamine metabolites also seem clear. 
Here the data indicate that subjects on 
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higher dosage of norethindrone with mestra- 
nol showed a decreased level of urinary 
metabolites during the drug period, as com- 
pared to the normal luteal phase. After the 
drug was discontinued one subject had a 
decrease in NMN excretion. On the other 
hand, those taking the low dosage of noreth- 
indrone with mestranol or ethynodiol showed 
an increase in NMN excretion as the most 
consistent finding. At both the low and the 
high doses, the vaginal smears were consis- 
tent with an estrogen and progesterone effect. 


The puzzling part of the problem is the 
establishment of a three-way correlation be- 
tween drug intake, mood alterations, and 
amine metabolite patterns, For example, 
one of the subjects on high dose of norethin- 
drone with mestranol showed behavioral 
changes during the drug period associated 
with change in some of the amine metabo- 
lites. When the drug was withdrawn there 
was a decrease in NMN excretion, with fewer 
symptoms reported. There were still signifi- 
cant decreases in the clearheaded and sleepi- 
ness factors of the Clyde Mood Scale as com- 
pared with during the normal luteal cycle, 
In contrast, another subject on a lower dos- 
age of the same drug showed anxiety and 
excitability with an increased excretion of 
NMN and MN in the drug period. When the 
drug was withdrawn there was an even 
greater increase in excretion of the metab- 
olites, but symptoms diminished, 


Correlation of emotional and behavioral 
changes with urinary catecholamine metabo- 
lites is at best subject to many inherent vicis- 
situdes. Urinary values affect both central 
and peripheral events, Presumably, behav- 
ioral changes are only associated with alter- 
ations in level of central amines, although 
even this is not certain. Peripheral changes 
may be associated with alteration in motor 
activity, a factor that is extremely difficult to 
measure and control, although in our sub- 
jects no gross changes in activity were ob- 
vious to ourselves or our nursing personnel, 
Furthermore, measurements of urinary con- 
stituents alone are insufficient to predict 
with certainty the tissue levels of the cate- 

cholamines. Thus a high level of cate- 
cholamines and their metabolites maintained 
for a long period almost certainly means a 
high synthetic and turnover rate, but this 
may be associated with elevation, reduction, 
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or no change in tissue levels. 


Similarly, sustained low levels of amine 
metabolites almost certainly mean dimin- 
ished synthesis and turnover, but they tell us 
nothing of actual tissue levels. Tissue levels 
are, of course, impossible to obtain directly 
in humans and must be inferred from animal 
studies where such measurement can be di- 
rectly obtained. Unfortunately, animal ex- 
periments rarely include studies of urinary 
metabolites. Tissue levels at sites such as 
synapses are probably crucial to understand- 
ing the effect of the drug. We can at present 
only achieve the level of plausible hypothesis, 
which must await new methods for defini- 
tive testing. 

Such a hypothesis is proposed by Schild- 
kraut and Kety(27), who relate catecholamine 
levels at central adrenergic synapses to mood. 
Their hypothesis is based upon the effect of 
certain drugs on the mood of man and their 
demonstrable effects on the tissue levels and 
metabolism of catecholamines in animals. It 
was reinforced by urinary data in man that 
Show that an antidepressant drug causes an 
elevation in NMN in urine while clinical im- 
provement is occurring. The evidence, how- 
ever, that NMN excretion is actually signifi- 
cantly lower than normal in depression or 
that it stays elevated following the relief of 
depression is not nearly so good. 

The progestins have been viewed as being 
similar in action to progesterone, with the 
result of a pseudopregnancy. Progesterone is, 
of course, a known anticonvulsant and has 
been shown to antagonize agene-induced 
convulsions in dogs(32) It has also been 
shown to be a central nervous system depres- 
Sant in large doses, having been used as an 
intravenous anesthetic(33). The luteal phase 
of the menstrual cycle has been shown(34) 
to be associated with decreased interest in 
sex and a lessened capacity for orgasm. In 
addition, psychoanalysts(35) have noted an 
increase in depressive feelings during this 
period. Progesterone levels are highest dur- 
ing pregnancy, and we(36) have shown a 
high incidence of depression (38 percent), 
labile mood (43 percent), and insomnia (55 
Percent) in patients studied in the third tri- 
mester of pregnancy. We(37) have also 
shown depression in the third trimester to be 
associated with an increase in the NMN out- 
put. 
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The animal studies also indicate that the 
presence of progesterone is associated with 
lowest levels of noradenaline in tissues. The 
work of Meyerson on sexuality in animals 
also indicates that sexual behavior is associ- 
ated in the presence of estrogen with agents 
that deplete amines from tissue. Similar 
data exist for the effect of depletion of nor- 
oa on gonadotrophin secretion(38, 
39). 

The increased NMN excretion we found 
in the five subjects who took the lower dos- 
age of progestin would be consistent with 
the foregoing data. The difference in biologic 
response to the larger dose of progestin sug- 
gests that other mechanisms may become 
operative at higher dosage levels. Our data 
suggest a depression of neuronal function. 
These data would seem to be consistent with 
other studies that show that drugs altering 
catecholamine metabolism will result in be- 
havioral change, especially depression in 
Some users, particularly those who have had 
prior depressive illness(40). 
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Nurse and Patient Responses to a 
Study of Milieu Therapy 


BY JOHN S. VISHER, M.D.. AND MAUREEN O'SULLIVAN, PH.D. 


The authors describe a research project in 
milieu therapy that employed the suspension 
of all planned group and activity programs. 
A two-week period of regular observations 
to establish baseline data was followed by 
a two-week experimental period and a final 
observation period when the program had 
been restored. Contrary to expectations, the 
patients did not withdraw or decompensate: 
They assumed responsibility and leadership 
in organizing their own activities and ini- 
tiated more contacts with staff. The reactions 
of nurses and patients to the project as a 
learning experience are described. 


| us PAPER will describe an attempt to 
E assess through objective techniques cer- 
tain milieu therapy methods and their ef- 
fectiveness. The focus is particularly on the 
subjective reactions of nurses and patients. 

Milieu therapy may be described as a care- 
ful Structuring of the social and physical 
environment of a psychiatric treatment pro- 
gram so that every interaction and activity 
is therapeutic for the patient. Open com- 
munication between staff members and 
patients is encouraged. These interactions 
often take place in the context of group 
activities, group therapy discussions, com- 
munity meetings, family therapy sessions, 
and individual relationships with the staff. 

When patients come to the hospital, it is 
usually because their methods of coping with 
family members, friends, or other significant 
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persons have failed. Often they have become 
isolated or have met with rejection from 
others, Communication patterns have become 
distorted, and methods of obtaining personal 
satisfactions and rewards have broken down. 
Milieu therapy attempts to provide a learn- 
ing situation in which causes for these break- 
downs in relationships and communication 
can be discovered and corrected through 
experience in daily living. 

As with many other therapeutic techniques 
that are used in psychiatry, milieu therapy 
is a method and philosophy of treatment 
that is accepted a priori as being of value in 
the treatment of patients. But research into 
the effectiveness of various techniques within 
the broad concept of “milieu” has been sin- 
gularly lacking. There have been many publi- 
cations that describe therapeutic communities 
and the good results said to flow from them: 
Harry Wilmer has written of his work with 
patients in a Navy hospital(1), and Maxwell 
Jones has similarly described his efforts in 
Great Britain(2). 

Other authors, including Stanton and 
Schwartz, have focused on the importance of 
staff attitudes and conflicts in the ward 
environment(3). Kellam and associates used 
quantitative measures to evaluate the impact 
of different ward milieus on the recovery of 
schizophrenic patients(4), and Hargreaves(5) 
and Kandler(6) have reported research on 
nurse-patient interactions that was helpful 
to us in formulating our own study. Moos 
has compared therapeutic community wards 
with objective measures(7). A survey of the 
literature, however, has failed to reveal 
studies in which an attempt was made to 
vary significant parameters of ward milieu. 


The Research Setting 


The ward used in this study has 28 beds, 
half for men and half for women patients, 
and is richly staffed as a research and training 
facility of the Langley Porter Neuropsychi- 


[93] 


452 


atric Institute. At the time of this research 
the ward program had evolved into one 
emphasizing group therapy, family therapy, 
and planned patient activities. A community 
meeting involving all staff and patients oc- 
curred three times a week, during which 
passes and problems of community living 
were discussed. All patients attended group 
therapy sessions twice a week, and multiple 
conjoint family meetings that included most 
of the families were scheduled two evenings 
a week. Occupational therapy, group outings 
and trips, and games and other forms of 
recreation were planned so that the patients 
were kept busy for a major part of the day 
with staff-led activity. 

The ward setting was one in which 
patients were encouraged to express their 
feelings openly and to establish relationships 
with the staff and other patients. The ex- 
pectation was that patients usually respond 
to therapy quickly. The average patient stay 
was about two months, Almost all patients 
were voluntary, Psychotropic drugs were 
used to assist patients to control their psy- 
chotic behavior; electroconvulsive therapy 
was used sparingly. The door leading from 
the ward was open most of the time except 
when a patient required a closed environment 
for a few days. Patients did not leave the 
ward without passes; the pass system was 
structured so that patients accompanied one 
another. The program tended to create a 
“pressure cooker” situation with the empha- 
sis on relationships in the “here and now.” 
Problems were discussed freely, and behavior 
patterns or failures of effective coping 
mechanisms were explicitly communicated. 
“Crazy” symptoms and behavior were dis- 
couraged and healthy behavior was encour- 
aged. Responsibility for self and others were 
verbalized goals. 


Research Design and Hypotheses 


What are the effects of a schedule of activ- 
ities on patient behavior? Two particularly 
important aspects that seem quantifiable are: 
1) psychotic symptomatology, including 
delusions, hallucinations, and bizarre be- 
havior, and 2) patient socialization, such as 
talking together, playing games, and working 
together. Our experimental manipulation 
was the discontinuation of scheduled group 
activities for two weeks. Our hypotheses were 
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that during the two-week experimental period ` 
psychotic symptomatology would increase — 
and patient socialization would decrease, ' 
Objective observational data were collected 
during a six-week period: for two weeks | 
before the scheduled activities were suspended, 
for the two weeks of “no activity," and for 
two weeks following the experimental period, - 
At the end of the first two weeks of obser- — 
vation, patients and nurses were told in 
separate meetings: 1) that parts of the usual 
ward program were to be suspended for ap- ~ 
proximately two weeks; 2) that during this 
time the observations and data collection of 
the preceding two weeks would be continued 
to determine if there were significant changes; 


helpful as well as those that did not seem 
be important in helping patients to get wi 
and 4) that when the suspended portions 0 
the program were restored there would be 
final two-week period of observation. — 

During the two-week experimental period 
all staff-planned activities involving groups 
of patients were discontinued. These acti 
ities included community meetings, group 
therapy, outings, and occupational therapy. 
The nurses were told that they might coope 
ate with and be helpful to patients when 
patients took the initiative in planning group 
activities. Nurses were asked not to initiate = 
or plan any activities for the patients. In. 
addition, the nursing staff was asked to TÉ- 
frain from initiating contacts with individual 
patients or groups, but they could respond to A 
initiation by patients that included verb 
contact and behavior as well as distur 
behavior of any kind. There was to be ! 
nurse interference with other patient behavior 
such as withdrawal from the group, lying O0 
beds, watching TV, or other isolated acti 
ities. I 

In all other respects the program of the 
ward was to continue as before. Medicatio 
were given. Patients continued to have inc 
vidual therapy appointments with their do 
tors. Passes, meals, and bedtime were að 
usual. Staff meetings continued. Both 
and patients were told that the research 
gram would be terminated immediately 
became apparent that it was harmful to 
patient. 


pr 
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It was hypothesized that the group therapy 
and activity programs served the function of 
stimulating greater socialization among 
patients and nurses and that one consequence 
of this socialization and activity was more 
rapid improvement, greater insight, and 
fewer examples of disturbed or nonconform- 
ing behavior. It was anticipated that under 
the experimental condition of suspension of 
the group program: 1) patients would sel- 
dom talk with nurses or with one another; 
2) they would not take part in games or 
other social activities; 3) bizarre and deviant 
behavior would be more frequent; 4) more 
medication would be required to control 
symptoms; and 5) patients would use passes 
less frequently. 

None of these predictions was substan- 
tiated. Patient interaction in conversation 
and games remained the same; bizarre be- 
havior did not increase; medication usage 
remained unchanged; and patients continued 
to use passes at approximately the same rate. 
In fact, the patients seemed more enthusi- 
astic and interested in the ward program 
than before: they initiated more contacts 
with staff; they sponsored and led group 
meetings and arranged activities with the 
assistance of staff. (A more detailed analysis 
of objective data has been reported else- 
where[8].) 


Reactions of Nurses and Patients 
-. to Initial Proposals and Information 

In the group meeting in which the project 
was announced, the initial reaction of some 
of the nurses was anger and resentment. They 
especially resented not being included in the 
planning for the research and were critical 
of the methodology. They wanted more in- 
formation about the measures being used 
and the research questions being asked. 
Several staff members expressed the opinion 
that the proposed study would have a dis- 
turbing effect on the general atmosphere of 
the ward and that the hard-won spirit of 
cooperation among staff members might 
evaporate. Others saw the project as a ma- 
neuver to embarrass those who valued indi- 
vidual therapy in contrast to group and milieu 
treatment by demonstrating the superiority 
of the latter. As the discussion continued, 
however, some interest was expressed in the 
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study, with approval of the principle that 
professionals should test their hypotheses. 

Many nursing staff members were apathetic 
in accepting the research proposal, apparently 
believing that they could not influence the 
decision to conduct the study. They expressed 
anxiety and fear that patients would suffer 
but were somewhat mollified by assurances 
that the experiment would be terminated if 
patient behavior worsened. Nurses raised de- 
tailed questions about how much they would 
be permitted to initiate and in what specific 
situations; they anticipated exaggerated re- 
actions and serious crises. They wondered if 
it would be permissible to tell patients when 
it was time to eat. What would they do if 
they thought a patient might be suicidal and 
they could not ask him about his feelings? 
What if a patient were obviously upset? On 
the other hand, some of the nurses were 
enthusiastic about the project and expressed 
interest in the results. 

The patients' reactions were at first rather 
passive. They seemed to feel that they had no 
choice except to cooperate. Some, however, 
expressed anger about “being used as guinea 
pigs.” Anxiety was expressed about the de- 
tails of the project and what would or would 
not be permitted. Some of the more integrated 
and less confused patients quickly became 
aware of the increased freedom available to 
them. They understood that they could initi- 
ate and plan activities and that the staff would 
cooperate with arrangements. They began 
almost immediately to express enthusiasm 
and to look forward to projects they could 
lead. 

_.. to the Experimental Period 


The experimental period was disturbing 
for many of the nurses. They complained 
that they felt out of touch with what was 
happening on the ward and with individual 
patients. They continued to raise questions 
and to request “exemptions” for patients 
whom they felt needed more staff initiation 
and contact. They were also curious about 
what patients were doing in the activity or 
community meetings from which some staff 
members were excluded. “Perhaps they need 
some direction?" “‘Shouldn’t one of us go to 
the marathon group?” “Who is acting as 
leader of the community meeting?” There 
were several meetings and individual dis- 
cussions between nurses and the project staff 
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in an attempt to reduce these feelings of 
anxiety. 

Some nurses began to express other feel- 
ings, however, which indicated that they 
were gaining some insight into their role with 
patients. One nurse said, in talking about her 
overly-quick response to a patient’s request: 
“Thinking about it afterwards, why didn’t I 
say to the patient ‘What would you like to do 
about it?’ Sort of give them the responsibility 
and let them solve the problem." 

Another nurse said: “I notice a tendency 
to make helpful suggestions which I have to 
consciously be aware of and stop myself from 
doing. I am very aware of helping too much, 
and I know nurses have this problem every 
moment of the day....A lot of patients who 
might have been expected to take advantage 
of the situation and stay on their beds a lot 
haven't done it.” 

The patients seemed to enjoy the period of 
the experiment and, as previously indicated, 
tended to keep busy and involved. One 

patient was very active in cooking and pre- 
paring snacks for coffee hours. Another acted 
as group leader in organizing trips away from 
the ward. One of the patient leaders in retro- 
spect described the period of the experiment 
as follows: "The whole ward became quite a 
bit more relaxed, and there wasn't subtle 
pressure always to keep doing something, 
and this could show itself on the weight gain 
and lower level of anxiety just across the 
board. People looked to themselves and to 
their counterparts for stimulation rather 
than to the staff. People were easier to 
organize. We were far more receptive be- 
cause it was coming from our own contem- 
poraries, rather than the staff saying what 
we should do. We had to rely on each other." 


There was a rather insightful comment 
from a patient about how the staff must have 
felt, with some advice on how to make activ- 
ities more effective. He said: “From the staff 
point of view there might be a feeling that 
you have to justify your job. You have to be 
there and you have to be doing something. It 
would be hard just to sit in your room and 
twiddle your thumbs, but you're going to 
have to. You should stay completely clear 

and say, ‘The activities are completely yours. 
If you want them— fine. But I’m not going to 


be there at all.’ " 
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Retrospective Interviews 


Since it was primarily the role of the nurs- 
ing staff that had been changed during the 
experimental period, individual interviews 
were conducted with the nurses after the proj- 
ect was over, Several nurses commented that 
they preferred the more relaxed atmosphere 
on the ward during the experimental period, 
The nursing staff felt that they had gained 
an increased respect for patients and their 
abilities: “The experiment was useful to me 
because it made me see how much potential 
the patients had to initiate things themselves." 
Another commented: “It made me see that 
the patients have lots of healthy things about 
them, and that they can do a lot for them- 
selves." 

A major result of the study was that it 
appeared to be helpful in developing staff 
insight into their role and function in work- 
ing with patients, and into personal attitudes 
that they had not previously questioned. One 
insight that seemed to be especially impor- 
tant concerned the nurse's role as a nurturing, 
comforting, and at times overprotective per- 
son in her relation to the patient. One nurse 
said: *I became aware of my mothering and 
that it’s not needed. It made me think that 
the patients are here too long, and that we 
do them a disservice to infantilize them” A 
nurse reported that an effect of not being 
overprotective was that “...some of the 
patients got better....It challenged them and 
made them activate themselves and others. 

Nurses also became aware of the impor- 
tance of ward program and schedules in 
helping them to provide a structure for their 
Own activities as well as a situation in which 
they would feel more comfortable. Some of 
them realized that they were anxious and 
tense when there was no definite program to 
follow. Said one: “I was surprised at mysel 
for how much I depend on the structure and 
how hard it is to figure out what to do when 
it isn't there." Another nurse commented 
that the project “...was more trying on the 
staff than the patients because we're used to 
doing things for them." 


Discussion 


On the whole, it seems that the research 
project had major benefits as a learning exa 
perience for both staff and patients. 
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particular merit was the staff's recognition 
of the degree to which the patients had been 
infantilized, despite the stated ward philos- 
ophy that patients were expected to take 
responsibility and were given as much as 
they could handle. The tendency to view 
patients as helpless and lacking in competence 
must constantly be kept in mind, particularly 
in a therapeutic program that aims to re- 
compensate patients and return them to the 
community as quickly as possible. 

During the experimental period the patients 
appeared pleased to discover that they could 
be responsible and capable, and the project 
seemed to help several to gain self-confi- 
dence and insight that led to early discharge 
from the hospital. 

The study led both patients and staff to 
examine the treatment situation and to begin 
to think of new and better ways of encour- 
aging patient responsibility. 

Patient initiative declined and the nurses’ 
tendency to take care of the patients increased 
when the experimental period ended. This 
reaction emphasized a major problem in the 
role of the psychiatric professional, partic- 
ularly the inexperienced nurse and the begin- 
ning psychiatrist. Their basic training leads 
them to assume that a good nurse or doctor 
is one who cares for patients. In a medical 
or surgical setting, the patient is usually sick 
and helpless. He needs to be '*mothered"— 
protected, fed, and assisted to perform 
physical functions. The question of whether 
he might be capable of taking care of himself 
is rarely considered important because of the 
relatively short duration of his illness. Psy- 
chiatric ward staff, on the other hand, must 
develop skills that support the patient's 
motivation to help himself as much as pos- 
sible. They must concern themselves with 
problems and relationships rather than with 
Symptoms. They must at times set limits 
rather than accede to the patient's requests 
for assistance with things he can do himself. 
The comments of some of the nurses follow- 
ing the study seemed to indicate that the 
research had helped them to gain insight into 
the influence of medical training on their 
own behavior and motivations. 

In addition, the research project seems to 
have contributed to staff understanding of 
research philosophy and technique. Research 
is usually highly valued in the abstract but 
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little understood or accepted by the average 
mental health professional. In this instance, 
it seems to have benefited the staff to experi- 
ence a project in which factual data were 
obtained that differed from what one might 
have supposed through the use of “common 
sense." In general, a more questioning and 
open-minded attitude can only be beneficial 
to the development of mental health practice 
and knowledge. 

It is commonly noted in social science re- 
search that studying a social process changes 
it (the Hawthorne effect). Rosenthal(9) and 
Melbin(10) indicate that people respond to 
the expectations of those around them. A 
brief “honeymoon” period during which the 
differentness of the ward alone would buoy 
the patients' spirits was expected. It was sur- 
prising to find this initial enthusiasm lasting 
for two weeks, however. It seemed that a 
longer experimental period would have pro- 
vided a more adequate test of hypotheses. 

The reactions of the staff before, during, 
and after the study were useful in illustrating 
the staff's need for structure. The anxiety 
about the project, the many questions when 
it was announced, and the discomfort when 
the scheduled activities were discontinued 
may be taken as indicators of the staff's 
need for a definite way of doing things. In 
planning for a milieu in which patients are 
given responsibility for determining their 
own program, it would seem that the staff's 
needs as well as the patients’ must be con- 
sidered. Role functioning in a traditional 
medical model is usually well learned and 
reduces anxiety by making social interactions 
with patients limited and task-oriented. The 
staff must be strongly committed to the im- 
portance of maximum patient responsibility 
if they are to tolerate a more ambiguous role 
definition. Thus inservice training would seem 
to be one of the essential features of a ther- 
apeutic community in order to prepare the 
staff to function in the most effective manner. 
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It is bad enough that a man should be ignorant, for this cuts him off from the com- 


merce of other men's minds. It is 
condemns him to a life of stint and 
no respite from weariness. But what 


perhaps worse that a man should be poor, for this 
scheming in which there is no time for dreams and 
surely is worst is that a man should be unwell, for 


this prevents him doing anything much about either his poverty or his ignorance. 


—G. H. T. KIMBLE 
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Group Therapy with Multiple Therapists 
in a Large Group 


BY PHILIP HERSCHELMAN, M.D., AND DAVID FREUNDLICH, M.D. 


Group therapy meetings involving 35 to 45 
patients and ten or 11 therapists were ini- 
tiated with the limited goal of reducing ten- 
sion on the ward. This goal was surpassed; 
it was even possible, despite the size of the 
meetings, to accomplish meaningful explora- 
tion of affect-laden areas. The therapists’ 
after-group meetings contributed apprecia- 
bly to their professional growth and to the 
general morale of the therapeutic team. The 
multiple therapist technique was found to be 
a significant improvement over the tradi- 
tional ward meeting or patient-staff con- 
ference. 


Me: GROUP THERAPISTS concur that 
: potential therapeutic success is great- 
est in small groups of approximately eight 
to ten patients. Likewise, most therapists 
agree that attempting to treat a large group 
of 35 to 45 patients is not only frustrating 
but of questionable therapeutic value. With 
the increasing popularity of ward or unit 
group therapy meetings, many a therapist 
has faced a large group of hospitalized pa- 
tients and felt overwhelmed by massive pa- 
tient resistance and hostility. More often 
than not he departs from this experience 
vowing “Never again!" 

However, it is interesting to note how in- 
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frequently multiple therapists are utilized in 
such large groups. Many explanations can 
be given for this, For example, it could be 
assumed that too many doctors spoil the 
group; or, more precisely, that diverse inter- 
pretations of group phenomena would result 
in confusion rather than clarification; or that 
the varying personalities, backgrounds, and 
needs of the multiple therapists would con- 
flict and stimulate rivalry and staff dissension 
rather than therapeutic cooperation, 

An attitude of skepticism permeated a 
group of psychiatrists working on the inpa- 
tient psychiatric service of the Philadelphia 
Naval Hospital when the unit head proposed 
that ward group therapy meetings be held, 
attended by the entire patient population 
and staff. The staff members remained pessi- 
mistic about the venture despite an agree- 
ment that only a relatively limited goal 
would be pursued in the group, namely, re- 
duction of ward tension. It was hypothesized 
that a diminution of ward tension would 
make the patients’ hospital stay more palat- 
able as well as decrease patients' acting out. 

The one-hour group meetings were held 
weekly on the open and closed wards. The 
meetings usually involved 35 to 45 patients, 
five staff psychiatrists, two or three psychiat- 
ric residents, two hospital corpsmen, and 
one psychiatric nurse. This was reducible to 
a ratio of one therapist to every four pa- 
tients. Since it was impossible to seat every- 
one in a large circle, the chairs were arranged 
in loosely concentric ovals. The patient pop- 
ulation was about evenly divided between the 
diagnostic categories of schizophrenia and 
personality disorders. The patient turnover 
was rapid; about 12 new patients arrived 
weekly. The usual length of hospitalization 
was from four to 12 weeks. Most of the 
patients were poorly motivated for therapy; 
their main interest was their future military 
disposition—that is, whether or not they 
would be discharged from the Navy or Ma- 
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Early Group Meetings and the 
After-Group Group 


In the initial group meetings there was 
considerable acting out on the part of the 
therapists. For example, although the pa- 
tients were generally punctual, the therapists 
were frequently five to ten minutes tardy. 
Another defensive ploy utilized by the thera- 
pists was passivity and nonparticipation in 
the meetings; this tactic was made easier by 
the aggressive participation of the unit head. 
However, the therapists’ initial resistance and 
skepticism gradually gave way to active par- 
ticipation and enthusiasm. After-group 
meetings immediately following the large 
group meetings evolved spontaneously. On 
the open ward the after-group sessions were 
held in the presence of the patients, utilizing 
the staff-patient conference techniques pro- 
posed by Berne(1). 

The after-group groups were indispensable 
because they provided a forum for open 
communication among the therapists. They 
proved especially helpful in resolving rivalry, 
anger, and various disagreements among the 
therapists, For example, one therapist irri- 
tated the others by his questioning of indi- 
vidual patients in much the same manner as 
in individual psychotherapy sessions. This 
technique frequently diverted the group from 
group affect and often resulted in a boring 
intellectual dialogue between patient and 
therapist. When confronted with this in the 
after-group sessions the therapist was able to 
revise his therapy techniques in favor of an 
approach that encouraged the expression of 
group affect and dealt with resistance in the 
group as a whole. All the therapists, to a 
greater or lesser degree, went through similar 
modifying experiences under the critical but 
supportive eyes of their colleagues. Although 
at times it was indeed painful to discover 
one’s own flaws and weaknesses as a group 
therapist, an atmosphere of frankness and 
honest appraisal was maintained. 

The after-group meetings were also help- 
ful in exploring the change in attitudes of the 
therapists from initial resistance to active 
participation. All agreed that their initial re- 
sistance to participating in the meetings was 

merely a camouflage for their own fears. For 
example, most of the therapists openly ac- 
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knowledged their concerns as to how they 
would appear as therapists in the eyes of 
their colleagues. The after-group groups, 
therefore, were an important learning exper- 
ience for the therapists in that group therapy 
technique, countertransference, and thera- 
pist interaction could be discussed. 


The Multiple Therapist Technique 


In the large group meetings it soon be- 
came evident that an even dispersal of thera- 
pists about the room contributed to a secure 
feeling among both the patients and the staff 
and made it easier to deal with destructive 
forces in the meeting. The need for this be- 
came glaringly apparent when it was ob- 
served that some patients frequently arrived 
early in order to manipulate the seating. For 
example, there were meetings in which pa- 
tients diagnosed as having character disor- 
ders sat together in one section of the room. 
As the meeting progressed this seating ar- 
rangement proved to be extremely disrup- — 
tive. Despite the presence of many therapists, 
this cluster of resistive patients became im- 
penetrable and resulted in decreased group 
interaction. This problem was solved quite 
simply by one or two therapists approaching 
such a group at the beginning of the meeting 
and requesting that particular patients êX- 
change seats with them. 

When the therapists were evenly dispersed 
throughout the group each was able to keep 
an eye on the small group of patients seated 
in his immediate vicinity. Patients acting out 
their character disorders, or the bizarre be- 
havior and verbalizations of psychotic pa- 
tients could thus be handled by having those 
patients sit next to staff members. For €x- 
ample, if a patient attempted to carry on 4 
private conversation with his neighbor, à 
therapist in that vicinity would invite those 
patients to share their thoughts with the 
entire group. Sometimes when the meetings 
became charged with feeling those patients 
who were not participating found it difficult 
to continue in silence. No longer able to vent 
their feelings to their neighbors, they often 
became active participants in the meeting. 

Another lesson learned early in the large 
group experience was that the therapists 
were much more effective if they behaved 48 
"real" people who expressed their own feel | 
ings. Many of the therapists were apprehen- 
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sive about assuming this role since they had 
been accustomed to being detached observ- 
ers during psychotherapy sessions. This 
type of withholding approach in the large 
group meetings usually resulted in similar be- 
havior by the patients. On the other hand, 
when the staff more freely shared feelings 
and reactions with the patients the latter felt 
more confident about doing the same. This 
atmosphere was also conducive to helping 
the patients become aware of how they came 
across to others. In addition, patient identi- 
fication with the therapists was enhanced 
when the therapists allowed themselves to be 
real “living” persons in the group meetings. 
Therapist-therapist interactions, therapist- 
patient exchanges, and the variety of thera- 
peutic personalities present resulted in an 
expanded base available for patient identi- 
fication. At the same time the functioning of 
the therapists as real persons was of benefit 
in destroying the myth of the patients (and 
of some of the staff) that the therapists were 
omnipotent and omniscient beings. 


Advantages 


One of the striking advantages of multiple 
therapists was the enhanced ability to con- 
front and deal quickly with patient resis- 
tance so as to reach significant, affect-laden 
material. In the group meetings the patients 
were simply not allowed to dwell on resistive 
topics such as hospital regulations, society, 
or the world political scene. The therapists 
assertively redirected the discussion to the 
here-and-now of the ward setting and the 
group. For example a therapist might say, 

Okay, that’s the situation in Viet Nam, but 
what's happening in this room?" Or, if ap- 
Propriate to the particular meeting, he might 
interject, “Are we at war in this room?" De- 
Spite the use of an aggressive therapeutic ap- 
Proach, instances of patients losing control 
9r of extreme impulsive béhavior were un- 
usual. Even on those occasions when anxiety 
became intense and a patient began to leave 
the room (on the pretext of having to go to 
the bathroom) it was usually possible for the 
therapists to persuade him to remain in the 
room in order to discuss his resistance to the 
group situation, 

With multiple therapists present it was 
quite natural for therapists to follow up and 
reinforce a meaningful interpretation made 
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by a colleague that would otherwise be lost 
in a sea of resistance. For example, when a 
particular group meeting became intellectual 
and vapid, therapist A might comment to the 
group, “I’m feeling bored—what’s happen- 
ing?" Some patients, defending against sig- 
nificant underlying affect, might collectively 
disagree that the meeting was dull. At this 
point other therapists who were experiencing 
the same boredom might reinforce thera- 
pist A’s interpretation of the tone of the 
meeting. This frequently resulted in subse- 
quent patient corroboration and exploration 
of the resistance. More often than not there 
followed an unfolding of intense affect that 
had been disguised by this resistance. In a 
similar situation a lone therapist would 
probably find it extremely difficult, if not im- 
possible, to meet and break through such 
strong resistance. 

Another asset of multiple therapists was 
that different therapists manifested varying 
sensitivity to the wide spectrum of group 
phenomena. Therapist B, for example, 
would pick up a significant covert group 
affect that therapist A had missed altogeth- 
er. Or therapist C would point out group in- 
teraction at a superficial level, whereas thera- 
pist D would detect group affect at a deeper 
level. When such situations arose, and as the 
therapists themselves became more comfort- 
able with each other, it became possible for 
one therapist to lead another from less pro- 
ductive to more productive areas. On occa- 
sion it was deemed appropriate for one 
therapist to flatly disagree with another. In 
such a situation it was not at all infrequent 
for the therapists to become angry with one 
another; however, with open communication 
being encouraged by all, the angry feelings 
were invariably resolved either during the 
large group meetings or in the after-group 
sessions. 

Although all the therapists were con- 
sidered to be of equal stature in the meetings, 
some therapists invariably felt more comfort- 
able, and therefore functioned more effec- 
tively, in certain group situations. Some were 
more capable of handling anger or depres- 
sion or at uncovering resistances. Other 
therapists were more adept at being suppor- 
tive and reassuring to patients when the 
group situation indicated that approach. 

A vivid example of how a particular thera- 
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pist handled a situation in more therapeutic 
fashion than his colleagues is provided by a 
meeting that took place just before the 
Christmas holidays. The predominant feel- 
ing was one of gloom and despair; a heavy, 
steamy atmosphere permeated the room. It 
was all too easy to sink down in one’s chair 
and say nothing. The meeting went slowly 
with little said and many silences, No one 
focused on the predominant affect of de- 
spair. Finally, after approximately 40 min- 
utes, one patient became extremely angry 
and blurted out at the therapists, *You're 
no doctors!” He accused the staff of making 
extra money for each additional patient who 
could be kept in the hospital over the holi- 
days. 

Most of the therapists responded angrily 
and met this attack with verbal counter- 
attacks. However, one therapist was able to 
sidestep the accusations and point out that 
the patient was upset because he and the 
other closed ward patients would not be 
spending the holidays at home with their 
families. The therapist added that one way of 
handling despair and depression in such a 
situation was to become angry, especially 
with those held responsible for their reten- 
tion in the hospital. The patient in turn nod- 
ded agreement and ventilated his despair 
about being confined in the hospital. Other 
patients then did the same and a significant 
dissipation of group tension and partial res- 
olution of the despair resulted, 


Problems 


In addition to the many advantages of the 
multiple therapist technique, numerous prob- 
lems also became evident. On occasion, es- 
pecially when they were anxious, the thera- 
pists talked too much, thereby inhibiting 
spontaneous interaction by the patients. 
When frustrated in their therapeutic at- 
tempts the staff sometimes banded together 
"against" the patients, consequently rein- 
forcing patient resistance. At times some 
therapists dominated their colleagues; con- 
versely, some therapists found it all too com- 
fortable to be passive and to relinquish active 
participation to others. The physicians were 

generally more active than the corpsmen; the 
latter often felt insecure, inferior, inade- 
quately trained, and therefore less capable of 
therapeutic contributions. Frequently the 
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staff prematurely assumed the full responsi- 
bility for setting limits on acting-out behay- 
ior during the meetings instead of sharing 
this responsibility with the patients. Since 
the patients were living together on the ward 
it was more important for them to learn how 
to confront and deal with each other’s dis- 
ruptive behavior themselves than to depend 
unnecessarily on the staff to do this. It 
should be mentioned that most of these 
and inter-therapist 
problems were transitory and were usually 
successfully resolved in either the large or 
after-group meetings. 


Discussion and Results 


The impact of the large group therapy 
meetings with multiple therapists exceeded 
the initial expectations. There was apprecia- 
ble evidence that the meetings resulted in 
greater benefits than simply reducing ward 
tension and patient acting out and making 
the ward a more pleasant temporary home. 
The group as a whole learned that certain 
emotion-laden areas could be explored with- 
out courting disaster. Some of the topics 
that were at first defended against but later 
uncovered and discussed in the group were: 
loss of self-esteem from being a mental pa- 
tient in a “nut house”; feelings of helpless- 
ness and hopelessness usually related to the 
patients’ confinement in the closed ward; 
fear of becoming "crazy" or living with 
others who “act crazy"; anxiety concerning 
death, self-destructive impulses, and suicidal 
attempts; and apprehension about losing 
control of impulses. For example, the pa- 
tients with character disorders frequently 
were hostile toward and avoided the most 
psychotic patients. There was evidence that 
the patients with character disorders fan- 
tasized that too close contact with psychotic 
patients would result in uncovering their own 
imagined psychoses. When this phenomenon 
was acknowledged and dealt with in the 
group, there was a noticeable breakdown of 
barriers between the patients with character 
disorders and those with psychoses. The 
PSychotic patients, as would be expected. 
were in turn especially sensitive to and upset 
by group phenomena related to loss of con- 
trol. It was frequently observed that when a 
particularly impulsive patient was confront- 


ed in the group, several psychotic patients ` 
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would disrupt the meeting with fragmented 
verbiage. Through the collaboration of the 
multiple therapists the focus was redirected 
to the threatening area. One area generally 
avoided by the group but clearly part of 
some meetings was anxiety related to homo- 
sexuality. 

Although it was impossible to determine 
whether intrapsychic changes occurred, it 
was obvious that many patients developed a 
better understanding of how they appeared 
to and affected others. For example, patients 
who often complained of being “picked on” 
and “harassed” began to see how their own 
provocative behavior often stimulated retali- 
atory responses. Thus a good number of pa- 
tients were able to modify their behavior and 
théreby elicit more friendly and receptive 
attitudes from others. 

Of course not all patients were helped in 
the group meetings. Certain patients with 
character disorders strongly resisted all at- 
tempts to get them involved in the group. 
Another patient type that undoubtedly de- 
rived minimal benefit was the extremely 
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withdrawn psychotic patient who rejected all 
invitations to interact in the meetings. 

The large group meetings were not only 
therapeutic for many patients but also 
proved to be most helpful to the therapists in 
their work on the ward. Despite transient 
jealousy and hostility among the therapists, 
the predominant attitude and feeling 
throughout the multiple therapist experience 
was one of cooperation, a spirit of working 
together. The increased communication 
among the multiple therapists during the 
group and after-group meetings led to a 
striking improvement in staff morale. Fur- 
thermore, during the meetings the entire 
therapeutic team was able to sense the ward 
atmosphere, to become acquainted with the 
patients assigned to the various therapists, 
and to develop sensitivity to potential ward 


problems. 
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Digital Computer Analyzed Sleep and Resting EEG 
During Haloperidol Treatment 


BY TURAN M. ITIL, M.D., PATRICK GANNON, M.D., WILLIAM HSU, M.S., 
AND HELEN KLINGENBERG 


The authors studied the effects of. haloperidol 
on resting and all-night sleep EEGs of chron- 
ic schizophrenic patients. There was a de- 
crease in slow waves and an increase in fast 
activity during resting and sleep EEGs as 
well as a decrease in the time spent in deep 
sleep stages during sleep. The findings sup- 
port the hypothesis that compounds that are 
most effective with chronic schizophrenic 
patients have both central inhibitory and 
stimulating components. 


REVIOUS INVESTIGATIONS have demon- 

strated that drugs effective in psychiatric 
syndromes produce marked qualitative and 
quantitative changes in the scalp-recorded 
electroencephalogram (EEG)(1-7). Further- 
more, using quantitative methods, significant 
differences have been found between drugs 
that are effective in major psychoses such as 
schizophrenia (neuroleptics or major tran- 
quilizers) and drugs effective in anxiety syn- 
dromes (minor tranquilizers)(8, 9). Study of 
the effects of psychotropic drugs on the sleep 
process and particularly on the REM state, 
however, has been disappointing(10). Not 
even central stimulatory and central inhibi- 
tory compounds could be differentiated by 
alterations of REM activity. 


a Read in rs the ea annual meeting of the 

merican ollege o 'europsychopharmac. 
Puerto Rico, December 18-20, 1968, "cology, 
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In our previous studies we demonstrated 
that quantitative EEG data during both all- 
night sleep and specific sleep states, as deter- 
mined by EEG criteria, are more useful for 
differentiating single doses of psychotropic 
drugs than evaluation of REM periods(11). 
In the present study, the following questions 
were asked: 

1. Does chronic oral administration of 
the psychotropic drug haloperidol (Haldol) 
produce changes in any of the characteristics 
of the all-night sleep process, and, if so, 
which characteristics reflect the drug effect? 

2. Can the drug effect during different 
time and dosage periods be best determined 
by alterations of the all-night sleep EEG or 
the resting EEG?. 


Material and Method 


Of the 42 patients who were treated with 
haloperidol, only eight cooperative chronic 
Schizophrenic patients (six men and two 
women) could be investigated during all- 
night sleep. Their ages ranged from 24 to 50 
years (mean 39), length of illness varied from 
seven to 25 years (mean 15.0), and length of 
last hospitalization was seven to 25 years 
(mean 13.3). All patients were diagnosed as 
schizophrenic reaction types (two simple, 
two catatonic, one paranoid, and three hebe- 
phrenic). 

After a minimum two-month placebo pe- 
riod, all patients were treated with haloperi- 
dol, using dosages proportional to body 
weight. Patients weighing up to 60 kg. started 
with 6 mg. of haloperidol daily, up to 70 kg 
with 7 mg. daily, and over 80 kg. with 8 mg 
daily. Later the dosages were increased to 15 
mg. daily. In addition to haloperidol, pro- 
cyclidine in a dosage range of 5-30 mg. ha 
to be given to seven patients as an antiparkin- 
son agent. Three months after the beginning 
Of treatment, active treatment was termi- 
nated in seven patients and placebo treat- 
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FIGURE 1 
Sleep Prints of 3-, 5-, and 9-Level Sleep Stages 
(Based on Computer Period Analysis of EEG) 
Automatically Plotted Classification Derived 
From Baseline Cross Frequency Pattern” 


F. J., age 35; diagnosis: chronic schizophrenia (undifferen- 
tiated) Rec. No. 9455 


3-LEVEL SLEEP STAGES 


HOURS 


5-LEVEL SLEEP STAGES 


9-LEVEL SLEEP STAGES 


HOURS 


e Qu. abscissa shows the time in hours and the ordinate the sleep stages (3-. 

Sor 8-stage classification). As seen. the sleep print with 9-stage sleep classi- 

[estan gives more detailad information about the sleep process than those of 

3 (slow wave spindle sleep, low voltage fast sleep, or neither) or 5 (A. B. C. D. 

p px oomis[19]) stages. The subjects had four periods of REM activity and 
r deep sleep cycles. 


ment begun. Haloperidol treatment was 
continued in one patient who responded so 
favorably that he could be discharged from 
the hospital. 

Four all-night sleep EEGs of six to eight 
hours’ duration were taken for four subjects, 
while five all-night sleep EEGs were re- 
corded for the other four subjects. Two rec- 
ords were made during the sixth to eighth 
weeks of the predrug placebo period, a third 
during the 40th to 53rd day period of halo- 
peridol treatment (daily dosage of 10-11 mg. 
haloperidol and 5-30 mg. procyclidine, the 
minimum dosage period), the fourth record 
(only in four patients) during the 79th to 
\16th day period of haloperidol treatment 
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(daily dosage of 15 mg. haloperidol and 10- 
30 mg. procyclidine, the maximum dosage 
period), and the fifth after discontinuation 
of haloperidol treatment during the fourth to 
sixth week of placebo treatment. 

Each subject slept in the EEG laboratory 
for one or two nights to become accustomed 
to the surroundings before the first two pla- 
cebo recordings were made, but everything 
was conducted as if an EEG were being re- 
corded. In addition to EEG measurements, 
the vertical and horizontal eye movements 
(REM), electromyogram (EMG), skin po- 
tential, and heart rate were recorded simul- 
taneously on paper and analog tape. The 
anterior vertex to right ear EEG combina- 
tion was analyzed on-line with a digital com- 
puter (IBM 1710 system) using period anal- 
ysis programs(12-15). Twenty EEG charac- 
teristics (seven frequency bands, average 
frequency and frequency deviation for the 
zero cross measurement and for the first 
derivative, average absolute amplitude, and 
amplitude variability) were analyzed for 
every 30-second epoch. 

Various methods based on EEG computer 
period analysis have been developed to clas- 
sify all-night sleep stages(16, 17). In our 
previous studies we found the "sleep print” 
method(18) to be the most reliable for study- 
ing the effect of psychotropic drugs. In this 
method each 30-second EEG epoch was 
classified according to a 3-stage classification 
(low-voltage fast sleep, high-voltage slow, or 
neither); 5-stage classification (A to E)(19); 
and 9-stage classification (A to E)(18) (figure 
1). Using this method the length of the sleep 
stages (absolute as well as percent of the 
total sleep time) can be easily determined. 
The morning following the all-night sleep 
recording, one-half hour after the patient 
awakened, an "eyes closed” EEG of 20 
minutes' duration was recorded to represent 
the patient's resting EEG for the particular 
treatment period. The anterior vertex to 
right ear lead was also analyzed on-line with 
a computer during the resting EEG. 


Results 


Analysis of Resting EEG 


Twenty variables of the EEG period anal- 
ysis for the placebo and drug periods were 
compared. In eight patients, two pretreat- 
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EEG DURING HALOPERIDOL TREATMENT 


TABLE 1 


Visual Evaluation of all Night Sleep EEG Recordings During 
Haloperidol Treatment’ in Comparison to Second Placebo Nights 


EEG 


CHARACTERISTICS PATIENTS 
CHANGES 
TREATMENT KR. J.B. H.C: W.R. P.A. wr. H.S. TH. 
Resting High- Low-voltage Alpha Synchro- Hyper- Hyper- Alpha Synchro- 
record voltage fast syn- and nized synchro- synchro- beta nized alpha 
before alpha chronized theta pre- alpha nized nized record and 
treatment theta alpha dominance record alpha alpha theta 
groups 
Slow waves ++ lin = Gt ++ (in (+) E E = 
groups) groups) 
Synchroni- 
nization (+) bie FF m + X : 
Amplitude +++ (in -ttt - - E 2 ++ (in 
groups)tt groups) 
Rhythmical 
activity + (+) + - + ve +H 
Spindle 
activity ++ (fast) - - (+) - + E ++ (fast) 
Sharp waves 
or spikes * + 


{Daily dosage 10 to 11 mg. of haloperidol and 5 to 30 mg. of procyclidine. 
** Suspicious increase 
*** Slight increase 
t Moderate increase 
tt Marked increase 
ttf Decrease. 


ment resting EEGs and one drug EEG (mini- 
mum daily dosage of haloperidol), in addi- 
tion to a postdrug placebo recording in sev- 
en of the patients, were used for the statisti- 
cal analyses. Maximum daily dosage EEG 
recordings were available for only four pa- 
tients. 

Three analysis of variance tests were ap- 
plied to each of the 12 computer period anal- 
ysis EEG variables (the data for the other 
eight variables were too unreliable for statis- 
tical consideration). Both a repeated mea- 
sures and a standard single-factor type 1 
model were applied for analysis of the three 
periods of treatment (eight cases); the stan- 
dard model was also used for the four peri- 
ods of treatment in the third test (four cases). 

The first two analyses demonstrated no 
significant difference in the mean values of 
the period analysis variables, implying that 
the frequency distribution. and amplitude 
characteristics of the resting EEG of the 
minimum drug period were not statistically 

different from those of both placebo periods. 
The third test included the maximum drug 
period. Significant differences between the 
mean values of the maximum drug period 
and the mean values of the other three peri- 
ods were observed in the zero cross analysis 
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of the average frequency, frequency devia- 
tion, and over 26 cycles per second (cps) 
frequency activities, as well as average fre- 
quency of the first derivative measurement. 
Each of these variables increased during the 
maximum drug period. Because of the insuf- 
ficient number of subjects—four— we will 
Not stress the validity of these stastistical 
procedures. 


Analysis of Sleep Records 


Seven different characteristics for each 
sleep EEG record were analyzed to evaluate 
the drug effect. Certain EEG characteristics 
of the records and computer sleep prints 
were also evaluated visually. The length of 
EEG sleep stages (for all three sleep classi- 
fications), the mean values of the 12 EEG 
variables (during the first period of REM 
time, during the total REM time, and during 
the total all-night sleep time), the length of 
total REM sleep, the number of samples 
with single and burst REM activity, and the 
REM cycles (the last three measured by 
visual means) were compared for placebo 
and drug nights using various statistical pro- 
cedures. The maximum drug dosage records 
of four patients and the postdrug placebo 
record of one patient could not be included 
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in the statistical analyses for various techni- 
cal reasons. 

The comparison of the EEG recordings 
during different treatment periods showed 
that during placebo most of the patients had 
hypersynchronous alpha activity in their 
resting records (table 1). During haloperidol 
treatment, in comparison to the placebo pe- 
riod, the all-night sleep EEG showed no 
consistent unilateral changes in the various 
EEG characteristics, but an increase of 
rhythmical activity, decrease of slow waves, 
and decrease of amplitude were observed in 
the majority of patients, The visual evalua- 
tion of the sleep prints in eight patients 
showed that during haloperidol treatment, 
in contrast to placebo treatment: 1) there 
are fewer deep sleep samples, 2) the sleep 
stages become less variable (more consecu- 
tive samples of the same sleep stages), and 
3) the cyclic character of the sleep profiles 
tends to decrease (figures 2 and 3). 

Evaluation of the length of sleep stages 
demonstrated that the majority of the pa- 
tients during haloperidol treatment exhibit 
an increase of time spent in the light sleep 
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stages (AB in 9-stage classification, A in 5- 
stage classification, and neither [N] in 3- 
stage classification) and a decrease of the 
deep sleep stages (table 2). The statistical 
analysis (t-test) of the group showed an in- 
crease of light sleep and a decrease of deep 
sleep stages during minimum-dosage halo- 
peridol treatment. 

Visual evaluation of the REM periods 
showed that the REM cycles were relatively 
regular in the majority of patients during the 
placebo period (figure 4). The periodicity of 
the REM cycles was disrupted during the 
minimum daily dosage of haloperidol treat- 
ment and was still not recovered four to six 
weeks after the discontinuation of haloperi- 
dol treatment. An increase in the amount of 
burst REM was seen during daily adminis- 
tration of 10 mg. of haloperidol in compari- 
son to placebo treatment. There were, how- 
ever, no major changes in the length of REM 
periods during treatment. We observed in 
this study, as in our previous studies, the 
presence of low-voltage fast EEG periods, 
with the absence of single or burst vertical or 
horizontal REM, at various times in some of 
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Digital Computer Sleep Prints During Haloperidol 
Treatment* 
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466 EEG DURING HALOPERIDOL TREATMENT 
FIGURE 3 
Digital Computer Sleep Prints During Haloperidol 
Treatment* 
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" Sleep prints of four schizophrenic patients during predrug and postdrug placebo periods (A, C) and with 10 to 11 mg. daily of haloperidol treatment 
and 5 to 30 mg. of procyclidine (B). showing a decrease of the sleep Stages during haloperidol treatment, particularly in subjects P. A. and H. C. 


the patients. We have called this phenome- 
non “dissociation” and pointed out that this 
should be taken into consideration when 
measuring REM periods(11). 
The mean values of 12 characteristics of 
the period analyzed EEG over an entire 
night’s sleep were computed for: 1) all sam- 
ples of the total sleep time, 2) samples during 
the first REM time, and 3) samples during 
the total REM time for each of the eight 
patients (table 3). Three different sleep re- 
cordings were used for each patient, two 
placebo nights and a minimum dosage drug 
night. It was found that the percentage of 
5-8 cps activity in the zero cross analysis in- 
creased during the first REM time, total 
REM time, and total sleep time with halo- 
peridol treatment. Furthermore, during 
haloperidol treatment we observed a de. 
crease of 0-3 cps activity in both the total 
REM time and total sleep time. The percent- 
age of 3-5 cps activity also decreased during 
the first REM time, as well as during the 
total REM time. Average frequency devia- 
tion and average frequency in the first de- 
rivative measurement both increased during 
the total sleep time. Since marked differ- 
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ences between the two placebo nights were 
Observed, the alterations in other EEG vari- 
ables during haloperidol treatment cannot 
be considered. 


Discussion 


Our study demonstrated that daily doses 
of 10 mg. of haloperidol after four weeks of 
treatment did not produce any significant 
change in the digital computer analyzed 
resting EEG of a group of chronic schizo- 
phrenic patients. Analysis of the all-night 
sleep recordings showed, however, that Qu 
ing the same period of treatment there was 
a marked alteration of the sleep EEG pattern 
in comparison to the placebo nights. Deep 
sleep stages decreased and light sleep stages 
increased during the drug period. Evaluation 
of the REM periods demonstrated an in- 
crease in the amount of REM burst activity 
during low-dosage treatment. However, 
there were no appreciable changes in m 
length of REM periods or in the amount 0 
single REM activity with haloperidol treat- 
ment. s 

One of the most interesting findings dur- 
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ing haloperidol treatment was the alteration 
of the EEG characteristics of different 
phases of the sleep process. There was a de- 
crease of slow delta waves (0-3 cps) during 
the total REM and total sleep times. An in- 
crease of theta and slow alpha activity (5-8 
cps frequency band) was observed during the 
total sleep time, during the first REM period, 
and during the total REM time. The percen- 
tage of 3-5 cps activity decreased particularly 
during the first REM time. As mentioned 
above, the average frequency in the first de- 
rivative analysis increased during the total 
sleep time with haloperidol treatment. The 
decrease of slow waves and increase of fast 
activity in the all-night sleep EEG are prob- 
ably responsible for the decrease of deep 
sleep stages during haloperidol treatment. 
According to our own studies(5) and those 
of others(20-23), haloperidol induces definite 
alterations in the scalp-recorded resting 
EEG in man. Most of the reports indicate 
that this compound produces a slight slowing 
of the background activity, an increase of 
slow waves in the theta and sometimes delta 
range, and an increase of paroxysmal dys- 
rhythmic groups with sharp waves and 
Spikes. In some patients an increase of rhyth- 
mical alpha activity and synchronization 
was also observed. Using quantitative tech- 
niques, Pfeiffer and associates(24) observed 
an increase in the mean energy content and 
à decrease in the coefficient of variation after 
single doses of haloperidol (0.25-0.50 mg. 
intramuscularly) in normal subjects. This 
finding was defined in electroencephalo- 
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FIGURE 4 
Effect of Haloperidol on REM Activity" 
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is is shown beneath each lino. The 


samples (30 seconds each) with burst REM activity are shown with the 


taller vertical lines and samples with single REM activity with half vertical 


lines. The disturbance of the periodicity of REM cycles during haloperidol 
treatment (B) (10 to 11 mg. dally). specifically in patients J. B., H. C, R. Wi. 


graphical terms as an increase in the ampli- 
tude of alpha waves with concurrent de- 
creases of the variability of these waves. In 
another study, however, Pfeiffer and asso- 
ciates(25) found the opposite occurred in 
psychiatric patients after administration „of 
2 and 4 mg. of haloperidol intramuscularly, 
and they defined this as a drowsiness-like 
EEG effect. 

Only two studies have suggested that halo- 
peridol produces acceleration in the EEG of 


man. Milani(26) demonstrated that halo- 


TABLE 2 


Effect of Haloperidol 


Treatment on Sleep Stages (Drug Nig! 


ht* vs. Placebo Night)" * 


CALs LEEP STAGES 
nn 9-LEVEL " $ 5-LEVEL 3-LEVEL 
PATIENTS a A8 B BC C € DU E yee B c o E N LVP SWS 
J.B. --th ++t - ouch coat eee fa ats hee ma + al 
HG 2640p open SITE E Ai + ++ -- 
P.A — ++ uU BEMER A EE EN SES qp uh 
THS 44 ope rean CHR ACA Seite $+ 0-0 
KR. +4 44 TS M ++ -— ++ -- 
HS. = "xg uq E Ded up Ris aL MI 
W.R. KAREE e ++ — ++ — 
WP bb ably v oe MAN Up een vtm Ep cu em 
AVERAGE OF EIGHT PATIENTS (DRUG VS. PLACEBO) 
pst ++ AA a [ES 
. [Dosage ranges, 10 to 11 mg. of haloperidol and 5 to 30 mg. of procyclidine daily. 
e 'nalysis of the individual patients based on simple x? test. 
increase at the 10 level of significance. 
jecrease at the .10 level of significance. 
ttt Decre: It the .05 level of significance. 
increase at the O1 evel of sip! 
01 lev nce. 
tf Decrease at the 01 level of onificance. 
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TABLE 3 
Mean Values of Digital Computer Analyzed EEG 
(N=8) 
FIRST 
DERIVA- 
TIVE AMPLITUDE 
EEG VARIABLES ZERO CROSS MEANS (PERCENT) MEANS MEANS 
j PAGE e 
- E- E AVER- 
"AGE auency FRE- AGE 
SAMPLE FRE- DEVIA- 0-3 3-5 5-8 8-12 12-16 16-26 26 QUENCY VARI- ABSO- 
PERIODS SIZE QUENCY TION cps cps eps eps eps cps cps cps ABLE LUTE 
All-night sleep 
time 
lig 6498 125 190 161 195 212 202 66 74 85 459 326 787 
Vig 6,309 116 190 171 203 209 204 6.2 6.6 76 471 26.1 67.8 
We" 6,633 133 223 136 184 246 20.2 6.7 74 89 547 '232 602 
First REM 
time 
| 328 148 218 99 216 243 169 6.3 8.9 115 506 239 663 
M 415 119 189 112 217 241 19.6 6.2 8.3 84 453 19.3 55.1 
LU] 286 131 214 87 178 284 210 6.6 8.1 90 519 220 515 
Total REM 
time 
| 783 120 183 117 227 248 174 60 83 87 426 245 636 
Li 970 139 230 114 221 237 176 6.2 8.1 104 55.7 209 53.3 
Mh 1098 150 248 78 204 272 183 6.5 8.5 11.2 59.1 17.8 48.1 


"First placebo period. 
**Second placebo period. 
17 1 Minimum dosage of 10 to 11 mg. of haloperidol daily (40-55 days) and 5 to 30 


peridol reverses the slow activity induced by 
ECT treatment. Kamenskaya and Aleksan- 
drovsky(27) described two types of EEG 
changes after haloperidol—an increase of 
fast activity at the beginning of the treatment 
and later an increase of alpha waves. 
Animal studies have indicated that doses 
of 7.5 mg./kg. produce low-voltage fast ac- 
tivity in the motor cortex and slower waves 
with mixed fast frequencies in the caudate 
nucleus(28). After higher doses (22.5 mg./ 
kg.) a decrease of fast activity and an in- 
crease of slow activity, as well as very high 
amplitudes, irregular Sharp waves, and ran- 
dom positive spikes were Observed in both 
the caudate nucleus and motor cortex. Mar- 
inato and Leonardi(29) observed a desyn- 
chronization of the basic rhythm with an in- 
crease in the burst of rapid activity in rabbits 
after 1 mg./kg. of haloperidol was given 
intravenously. At higher doses (15 mg./kg.), 
synchronization was seen. Using quantita- 
tive EEG analysis, Munoz and associates(30) 
observed an increase in the average electrical 
energy after 2.5 mg./kg. and 5 mg./kg. of 
haloperidol, which is a more synchronized 
EEG recording than that produced by a 
similar dose of morphine. 
Although the increase of fast activity after 
haloperidol was either not observed or was 
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mg. procyclidine treatment. 


not considered significant in the majority of 
the previous human EEG studies, H. E. 
Himwich(31), W. A. Himwich and Glisson 
(28), and Shimizu and associates(32), based 
on their investigations in animals, postulated 
that the increase of desynchronized fast ac- 
tivity after high doses of haloperidol is 
indicative of the “arousal” effect of this 
drug. Although some similarities can be ob- 
served, significant differences in the neuro- 
physiological profiles of chlorpromazine 
and haloperidol were demonstrated. In com- 
parison to chlorpromazine, haloperidol was 
found to be a less potent blocking agent of 
EEG  arousal reactions(33). Both com- 
pounds induce sleep in kittens, However, 
chlorpromazine induces more slow-wave 
spindle sleep, whereas haloperidol produces 
predominantly low-voltage fast (“activated”) 
sleep(34). A decrease of spindle sleep was 
also seen by Puca and associates(35) during 
haloperidol treatments in schizophrenic 
patients. 

Our quantitative analysis of resting EEGs 
and particularly all-night sleep recordings 
Supports the findings of W. A. Himwich, 
H. E. Himwich, and their co-workers as 
Well as Kamenskaya and Aleksandrovsky 
(27); it is indicative of the “excitatory” or 
"arousal" effect of haloperidol. With the 
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decrease of deep sleep (slow-wave spindle 
sleep) there was an increase of light sleep 
but not of REM sleep, nor was there an in- 
crease of awakening. This last point differ- 
entiates haloperidol from such "central 
stimulatory” drugs as dextroamphetamine. 
Dextroamphetamine not only decreases the 
deep sleep pattern but also produces an 
awakening pattern with alpha activity. On 
the other hand, nonpiperazinyl phenothia- 
zines such as chlorpromazine do increase the 
deep sleep stages (slow-wave spindle sleep) 
and decrease the light sleep stages in com- 
puter sleep prints in man(11). 

_ The failure to observe appreciable changes 
in the resting EEG and particularly the lack 
of increase of slow waves during haloperidol 
treatment may be related to the dosage (rela- 
tively low in chronic schizophrenics) and the 
type of patients investigated. Our group of 
patients were long-term chronic schizo- 
phrenics who were resistant to many of the 
potent neuroleptic drugs in conventional 
dosage ranges. Only one of these patients 
showed a response favorable to haloperidol 
treatment; her EEG slowed down during the 
treatment. These observations suggest that 
the type of patient is an important variable 
in evaluating a drug on the basis of resting 
EEGs. The final reason for the lack of slow 
activity during haloperidol treatment may be 
EM additional use of antiparkinson medica- 

on, 


Alteration of sleep EEGs was more useful 
for determining the central effects of halo- 
Peridol. In our previous studies we demon- 
Strated that all potent “neuroleptic” com- 
pounds (major neuroleptics)(36) decrease the 
length and depth of postnarcotic sleep(4) 
after thiopental, whereas “thymoleptics” 
have the opposite effect(5, 37). Because thio- 
pental postnarcotic sleep is similar to natural 
sleep stages, we became interested in study- 
ing the effect of psychotropic drugs on the 
all-night sleep EEG. Based on the type of 
alterations of the all-night sleep EEG, halo- 
uel has to be included with the neuro- 
eptic compounds. According to the clinical 
experiences, there is no doubt that haloper- 
idol is a potent neuroleptic, effective with 
Mapus types of schizophrenics. This study 
emonstrated again that the scalp-recorded 
EEG is still a useful tool in evaluation of 
Psychotropic drugs. It cannot be determined 
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in this study whether the superiority of the 
all-night sleep recording over the resting 
EEG in describing the central effect of halo- 
peridol is solely attributable to the obvious 
differences in the length of recording time of 
the sleep process per se. However, the supe- 
riority of the EEG method in comparison to 
studies of REM activity for the classification 
of psychotropic drugs has again been dem- 
onstrated, The usual observation of clini- 
cians that some patients experience insomnia 
during haloperidol treatment might be sub- 
stantiated with this study if one were to use 
further objective methods. 


Summary 


The significant effects of haloperidol on 
resting and all-night sleep EEGs of a group 
of chronic schizophrenic patients were 
studied by means of digital computer period 
analysis. The main results included a de- 
crease of slow waves and an increase of fast 
activity during both the resting and sleep 
EEG, in addition to a decrease in the time 
spent in the deep sleep stages and an in- 
crease of the length of light sleep stages dur- 
ing all-night sleep. There were no appreci- 
able changes in the length of REM periods 
during haloperidol treatment as compared 
to placebo treatment sleep recordings. These 
results, emerging from the use of quantita- 
tive methods, are in disagreement with vari- 


‘ ous publications with respect to haloperi- 


dol’s effect on the human EEG. They do con- 
firm, however, the results of animal studies 
that have reported haloperidol’s “arousal” 
effect on the EEG. These findings also sup- 
port our previous hypothesis, based on thio- 
pental-induced sleep EEGs, that the psycho- 
tropic compounds most — effective with 
chronic schizophrenic patients, such as 
haloperidol, have both central inhibitory 
and stimulatory components. The resulting 
clinical and EEG effects depend upon the 
range of the daily dosages and/or the type 


of psychiatric patient. 
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Factors Associated with Poor Response to Lithium 
Carbonate: A Clinical Study 


BY MICHAEL S. ARONOFF, M.D., 


Eighteen patients with intermittent manic 
illness were treated with lithium on a regular 
basis for an average of two years. An attempt 
was made to characterize factors related to 
suboptimal treatment response. A “crisis” 
state in reaction to a stressful event was ob- 
served in suboptimal responders at the time 
of lithium failure, and a concurrent rise in 
urinary 17-hydroxycorticosteroid excretion 
was noted. Possible relationships among 
lithium ion, metabolic factors, and altered 
clinical state are discussed. 
L ITHIUM SALTS appear to predictably 
and reversibly alter mood state at blood 
levels that cause no general sedation or 
tranquilization, unlike the phenothiazines. 
The effectiveness of the lithium ion in the 
treatment of acute and recurrent manic ill- 
ness has been well established by several 
double-blind studies(1-3) and by 20 years 
of clinical experience(4-8). These studies, 
however, report a poor response to lithium 
in 20 to 40 percent of patients treated for 
mania. Because of the interest in lithium as 
a research tool in the study of affective ill- 
ness, it is important to determine why this 
ion is not always therapeutically effective. 
The purpose of this paper is to examine 
the characteristics of manic patients who 
have had a poor or irregular response to 
lithium therapy. In the course of treating 
patients with manic reactions, we noted 
that a number of clinical factors, including 
an altered adaptation to apparent Stress, 


Based on a paper read at the 125th anniversary 
meeting of the American Psychiatric Association, 
Miami Beach, Fla., May 5-9, 1969. 
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Dr. Aronoff is now a resident in psychiatry, New York 
State Psychiatric Institute, Columbia-Presbyterian 
Medical Center, 722 West 168th St., New York, N. Y. 
10032. Dr. Epstein is in private practice in Bethesda, 
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were associated with a suboptimal thera- 
peutic result. 

Other investigators have correlated poor 
lithium response to a variety of factors in- 
cluding presence of thought disorder, poor 
response to phenothiazines, “reactivity,” 
short duration of treatment, and possible 
genetic factors(5, 7, 9-11). Wharton and 
Fieve(10), in reviewing their ten-year sample 
of 93 manic patients, found that of 25 pa- 
tients who were phenothiazine-resistant, 
only 44 percent had a good response to 
lithium. Eighty percent of the other 68 pa- 
tients showed a good response. 

Dyson and Mendels(9) treated depressed 
patients with lithium and compared re- 
sponders to nonresponders. Most patients 
in the responder group had previously 
suffered manic episodes and happened to be 
in a depressive phase during the study. The 
majority of responders had relatives witht a 
history of depression or manic-depressive 
psychosis. The authors reported that no 
environmental or emotional precipitants 
prior to the onset of the depressive episodes 
could be demonstrated in the responder 
group. This led them to infer that the re- 
sponders were mainly individuals with 
endogenous depression whereas in the 
nonresponder group depression could best 
be classified as reactive. y 

Other investigators have raised similar 
diagnostic distinctions in discussing the 
problem of poor lithium response in manic 
patients. Schou and associates(7) found that 
of 38 manic-depressive patients treated wit 
lithium, six did not respond. Three of these 
were classified as atypical in that they also 
evidenced schizophrenic-like symptomatol- 
ogy. Other factors implicated as causal 
agents for relapses included inadequate 
dosage and failure to take medication. 
Baastrup and Schou(5) reviewed relapses 
that occurred in 18 of 88 manic-depressive 
patients followed on long-term therapy. Six 
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of these patients showed atypical features of 
the type described by Schou and associates. 
One-third of the relapses occurred in the 
first six months of therapy. Relapses seemed 
to become less frequent after patients had 
been on lithium medication for 12 months 
or longer. 

These studies imply that patients who re- 
spond suboptimally to lithium treatment are 
not true endogenous manic-depressives. 
However, such conclusions are not supported 
by the relatively good response reported to 
litium therapy in schizo-affective patients. 
Zall and associates(11) studied ten schizo- 
affective patients presenting primarily with 
manic symptomatology. In nine of the pa- 
tients mania cleared following lithium 
treatment, unmasking a paranoid delusional 
system in six patients. White and associates 
(12) treated six patients diagnosed as schizo- 
affective or “manic with paranoid per- 
sonality.” Four of these improved on 
lithium. 


Methods 


During a three-year period the authors 
followed a total of 18 patients who were 
treated with lithium carbonate for recurrent 
manic symptoms. All were initially evaluated 
and treated as inpatients. Five patients were 
admitted to the hospital during an interval 
phase of their cyclic illness, and lithium 
therapy was initiated with prophylactic in- 
tent, The authors also followed most of the 
Patients in an outpatient setting subsequent 
to their being started on lithium therapy. 

Lithium carbonate was administered in 
300-mg. capsules, with the initial dose rang- 
ing from 900 to 1,800 mg. per day. During 
the period of hospitalization, daily be- 
havioral data were obtained from indepen- 
dent physician, social worker, and nursing 
team ratings. During the initial phase of 
treatment seven patients were on à double- 
blind protocol, eight were treated single 
blind, and three were treated with open 
medication. All but the three patients who 
Were aware of the nature of medication were 
on placebo for varying periods prior to the 
onset of lithium treatment. In six patients, 
as part of the blind protocol, active drug was 
eet and placebo substituted for two 
d seven days. During the follow-up phase of 
Teatment all patients were aware of the 
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nature of their medication. 

Each case was reviewed according to a 
variety of clinical factors. Age at onset was 
dated from the first affective attack severe 
enough to require hospitalization. In several 
cases, cyclothymic swings preceded this 
event by ten to 20 years. For several patients 
who were followed in an inpatient setting 
only, lithium administration and daily be- 
havioral ratings geared to measure both 
manic and depressive symptomatology were 
correlated also with stressful events and 
urinary 17-hydroxycorticosteroid (17-OHCS) 
excretion(13), in order to evaluate the 
relevance of these parameters in situations 
where the patient failed to respond initially 
or relapsed subsequently. Urinary analyses 
were performed on coded aliquots of the 
appropriate 24-hour urinary pools. 


Diagnostic Criteria 

A patient was judged to be suffering from 
manic illness on the basis of euphoria, over- 
talkativeness, accelerated speech, flight of 
ideas, irritability, increased motor activity, 
and uncontrolled argumentativeness. Manic 
symptoms in our population were considered 
to be related either to a manic-depressive 
illness, circular type, or to schizo-affective 
psychosis. 

Manic-depressive illness, circular type, was 
diagnosed in patients who had suffered at 
least one episode of mania or depression 
with relatively good ability to work in the 
interval periods and who showed no evi- 
dence of disorganization panic, identity 
fragmentation, Or looseness of associations. 
Twelve patients—eight men and four 
women—were in this category. 

Schizo-affective psychosis was diagnosed 
in patients who suffered distinct affective 
episodes but who also demonstrated dis- 
organization panic, identity fragmentation, 
or looseness of associations. Delusions and 
hallucinations were not used in the differ- 
ential diagnosis, as they are frequently found 
in patients with classic manic-depressive 
illness. Six patients, all of whom were 
women, were diagnosed as schizo-affective. 
All had periodic illness with both manic 
and depressive episodes and enjoyed peri- 
ods during which they were relatively 
symptom-free and able to work. It is possible 
that some of the patients whom we diag- 
nosed as schizo-affective would be designated 


[115] 


————————— 


474 


as suffering from “atypical manic-depressive 
illness" by others. 


Criteria of Drug Response 


Since we were interested in both the acute 
(therapeutic) and chronic (prophylactic) 
effects of lithium on manic symptoms, we 
used separate criteria to judge improvement 
for each phase. 

l. Acute response criteria, based on the 
degree of manic symptom relief following 
the onset of lithium therapy (patients on lith- 
ium carbonate for ten to 14 days with lithium 
blood levels greater than 0.9 mEq. /liter): 


+3—Unequivocal: disappearance of agita- 
tion, euphoria, pressure of speech, and 
inability to control argumentative be- 
havior. 

+2—Moderate but unequivocal: persistance 
of mild euphoria, talkativeness, or hy- 
pomanic symptoms; patient able to 
maintain control over argumentative 
behavior. 

+1—Equivocal: some decrease in talkative- 
ness or agitation, but patient unable to 
maintain control over argumentative 
behavior. 

0—No improvement. 

-l—Exacerbation: patient's symptoms be- 
come worse. 
2. Chronic response criteria, based on 
presence or absence of manic relapse during 
prolonged outpatient follow-up (long-term 
lithium administration with lithium blood 
levels greater than 0.6 mEq. /liter): 
+3—No recurrence of any symptoms of 
mania, sustained ability to function at 
work and in interpersonal relations. 

+2—Mild hypomanic symptoms recur, but 
patient is able to maintain control 
over behavior and ability to work; no 
hospitalization is required, 

+1—Hypomanic symptoms recur, interfer- 
ing with interpersonal relationships 
and ability to work, but they are no 
longer severe enough to require hos- 
pitalization. 

0— Manic symptoms continue; patient re- 

quires hospitalization. 


With respect to both acute and chronic 
criteria, patients who showed +2 to 43 
responses were considered to be optimal 
(or good) responders (OR), whereas those 
whose responses were rated +1 or less were 
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considered to be suboptimal (or poor) re- 
sponders (SOR). Ratings for depression 
were based on analogous criteria. 

Because of the relatively short period of 
follow-up and the variability in the natural 
course of affective illness, our response 
criteria for the chronic phase are based on 
an absolute clinical description of the pa- 
tient’s course rather than on a relative 
change in a given patient’s course. Since all 
of our patients had symptoms severe enough 
to warrant repeated hospitalizations prior 
to being placed on lithium, in effect we are 
comparing each patient to a “0” rating. 


Results 


Overall results are reviewed in table 1. All 
seven of the manic-depressive patients eval- 
uated during an acute manic episode had a 
good initial response to lithium treatment. 
However, as found in previous studies, 
about 40 percent (five) of our 12 manic- 
depressive patients had a suboptimal long- 
term response. A beneficial acute response 
was usually followed by a good response 
during chronic treatment. One patient, de- 
Scribed below, proved an exception to this. 
Three of our schizo-affective patients did 
poorly in the acute phase. On prolonged 
treatment, however, these same individuals 
Showed moderate to marked improvement. 
In one case, concomitant use of fluphena- 
zine hydrochloride (Prolixin) with lithium 
on a long-term basis coincided with a +3 
rating. 

In the manic-depressive group, five of 
seven patients with a good long-term re- 
sponse had relatives with serious mental 
illness, documented by a history of suicide, 


TABLE 1 
Response of Mania to Lithium 


PATIENTS ACUTE PHASE LONG-TERM PHASE 


Total 
manic-depressives (N=12)* 
Response rating: +3 
+2 
+1 
o 


oona 
Now 


Total 
schizo-affectives (N=6) 
Response rating: +3 


+ 
NOONN 
O> wN 


"Five patients were not evaluated in the acute phase. 
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TABLE 2 


Clinical Variations 
Among Manic-Depressive Patients 


OPTIMAL SUBOPTIMAL 
RESPONDERS RESPONDERS 
VARIABLES (OR) (N=7) (SOR) (N=5) 
Presence of relatives 
with serious mental 
illness 5 1 
Other illnesses 3 4 
Equivocal or poor 
response to 
tranquilizers 2 (of 6) 3 (of 3) 


affective disorder, or mental hospitalization 
(see table 2). By contrast, only one of five 
SORs had such a history. We also noted that 
poor lithium responders tended to do poorly 
more often when treated with phenothia- 
zines for their mania than did the ORs. 
Both manic-depressive patients who suffered 
major relapses of mania on lithium had been 
on the medication for less than 12 months 
at the time of relapse. In our manic- 
depressive group, neither the severity of 
symptoms, the number of hospitalizations, 
the duration of illness, or the duration of 
Particular affective episodes served to dis- 
tinguish patients in their response to lithium. 

Among the schizo-affective patients, a 
Poor initial response to lithium was 
associated with a long duration of the cyclic 
illness and a history of severe mental dis- 
order among relatives. We could find no 
difference between ORs and SORs in either 
diagnostic group with respect to ability to 
work in intervals between “psychotic” 
episodes, marital status, presence of stress 
Preceding affective episodes prior to hos- 
Pitalization, or lithium blood level-dose 
relationships. In general, a favorable long- 
term course with respect to manic symptoms 
Coincided with a similar freedom from de- 
Pressive symptomatology. 

There was evidence that in most of our 
Patients, stressful factors had preceded 
Gas of affective illness prior to the use 

lithium, regardless of subsequent re- 
Sponse to lithium, and the question of 
pactive versus endogenous cycling illness did 

Ot appear as a relevant factor. However, 
m found that a number of SORs appeared 
e be experiencing prolonged psychic dis- 
dE either when lithium failed to relieve 
E T manic symptoms in an initial phase 
i je MEE or during a manic relapse in 

ong-term phase. In each such case, the 
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patient's verbalizations and our knowledge 
of his psychodynamics revealed the state of 
distress to be a reaction to an immediately 
preceding environmental event. 

“Distress,” as used here, refers to a state 
of psychic disequilibrium or decompensation 
that has been observed when the patient's 
symptoms are no longer associated with 
complacency or indignant self-justification. 
In this regard, Sachar and associates(14) 
have outlined clinical distinctions between 
“compensated” depressive symptomatology 
and the depressive “crisis” that accompanies 
a failure of denial and a concomitant in- 
crease in hopelessness. 

We found that in our patients, com- 
pensated manic ‘symptoms had a monot- 
onous, stereotyped, and self-righteous 
quality. This rigid behavior appeared to 
diminish when the patients were in a state 
of distress and was replaced by seemingly 
desperate, verbalized concern regarding 
self-worth and feelings of hopelessness. The 
presence of anguish, verbalizations indicat- 
ing confrontation with painful feelings, and 
staff observations regarding the degree of a 
patient’s denial all were used as evidence of 
the presence of distress. Patients who re- 
sponded well to lithium were able to deal 
with environmental trauma without suffer- 
ing a prolonged state of distress. 


Case Reports 


Case 1. N., a 51-year-old widow, diagnosed 
as manic-depressive, had suffered recurrent epi- 
sodes of mania and depression from the age of 21. 
She had functioned well at her job as a clerk for a 
number of years until age 44, when her mother 
died. She had been her mother’s favorite and, 
after her mother’s death, became severely de- 
pressed for several years. She became severely 
manic at age 48, when financial difficulties 
threatened the loss of her house. She entered a 
state hospital, where she made a good adjust- 
ment as a “favorite” patient. Her manic symp- 
toms would recur, however, whenever an attempt 
was made to discharge her. She was transferred 
to the National Institutes of Health Clinical 
Center, where she was hospitalized for five 
months. Figure 1 reviews her course. ' 

For the first 25 days of hospitalization N. was 
depressed and withdrawn. Her depressive symp- 


Se 
1When manic and depressive ratings are elevated 
simultaneously, it indicates that the patient’s clinical 


picture was one primarily of mania. 
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FIGURE 1 
Clinical Course: Patient 11, “N” 
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toms abated shortly after imipramine therapy 
was started. She remained in relatively normal 
mood balance until her therapist went on 
vacation. Just prior to this, a small rise in 17- 
OHCS excretion was observed.? By day 43, 
she appeared depressed, verbalized feelings of 
hopelessness, and complained, *Someone has 
stolen 35¢ from me." A hypomanic mood swing 
followed her physician’s return, coincident with 
another mild elevation in 17-OHCS excretion. 

Imipramine therapy was stopped, and the 
patient’s mood state returned to normal over 
the next ten days, while she was on placebo. 
Normal mood continued until she was informed 
of plans to discharge her. Two days later, she 
became *'manicky" and complained, *Some- 
body has stolen my billfold.” Her verbalizations 
during the next week consisted of an almost 
continuous monotonous barrage of clang 
speech. Staff members commented that it was 
difficult getting through to the patient and that 
she seemed relatively comfortable with her 
symptoms, 

N. was placed on lithium in a double-blind 
fashion. Her manic symptoms abated dramat- 
ically over the next ten days. Her 17-OHCS 
excretion remained low during this entire peri- 
od. For three weeks her mood was relatively 
normal. Then N. once again learned she would 
soon be discharged. She became quite anxious 
and distressed at this news. Her 17-OHCS ex- 


? Presence of imipramine has been noted to inter- 
fere with determination of urinary 17-OHCS levels by 
optical density. (See Sachar, referred to in [15]. Ap- 
propriate corrections were made. 
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cretion began to rise markedly, but her mood 
remained normal. A week later she became 
manicky despite adequate lithium blood levels, 
Once again her discharge was delayed because 
of exacerbation of symptoms. 

In the period just prior to this announcement 
of her discharge, N. excreted approximately 
100 percent of her daily lithium dose per day. 
Once informed of the pending discharge, she 
began to retain 40 to 50 percent of her daily 
lithium dose, even before the onset of manic 
relapse. This is unusual because lithium is re- 
ported to be retained primarily during the manic 
phase alone(16). Lithium retention continued 
until a partial decrease in N’s mania occurred, 
concurrent with a marked lithium diuresis. 
Constant monitoring of urinary creatinine ex- 
cretion suggested that urine loss was not 
responsible for this finding. 

During the final 27 days of her hospitalization 
N. was in a severe but fluctuating manic state. 
She used clanging rhymes infrequently, in com- 
parison to her previous episode. She appeared 
to be in great distress, describing herself as be- 
ing "on the reject pile." Staff members com- 
mented, "She is finally dealing with her prob- 
lems....We can get through to her." An 
increase in lithium dosage to levels high enough 
to bring on toxic symptoms and the addition 
of chlorpromazine (Thorazine) failed to bring 
N.’s mood to normal, and she was transferred 
to the referring state hospital. Follow-up from 
that institution, where lithium therapy was con- 
tinued for the next seven months, revealed that 
her mood became normal shortly after her 
admission but that she suffered manic relapses 
whenever an attempt was made to discharge 
her. 

In summary, each threat to N.’s dependent 
Status during the five-month hospital o 
preceded a symptom relapse. During the initia 
part of her hospitalization she seemed Ro 
fortable with her symptoms. Her verbal material 
consisted mainly of ‘conventional metaphor, 
a typical symbolic means by which e. 
depressives deny emotional loss(17). Instead 0 
losing the therapist, she had only lost “- 
cents." Instead of being robbed of the security 
of the hospital, it was merely a “billfold.” Initia 
lithium response was excellent during the initia 
severe manic episode, at a time when her denia 
seemed to be functioning well as a protective 
device. But during the second, and lithium 
refractory, attack she was quite distressed, her 
denial seemed much less effective, and ot 
verbalizations contained references to feclinen es 
rejection. Lithium failed to prevent a majo 
relapse in this phase. 


In three schizo-affective patients, poor 
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FIGURE 2 
Clinical Course: Patient 13, “J” 
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m bome to lithium in the acute or chronic 
Paint of treatment was associated with 
m confrontation with current inter- 
nut conflicts. “Distress” in these pa- 
i Lunas evidenca by schizophrenic-like 
vem aeoee of thinking and by panic. 
Mid apace consisted of anguished at- 
fines to establish clarity regarding role- 
Pa or identity. In two of the three, 
vil) i| and panic abated when they de- 
tiki ped a relatively stable paranoid de- 
onal system. 

rad 2. The third patient, J., was a 40-year- 
iue ind housewife. She had suffered severe 
REL logic difficulties since childhood that 
for ad in parn around competition with others 
AT and emotional needs. Her first 
aan ite at age 29, consisted of a mix- 
Brae Pen and manic symptoms and 
OA wo months postpartum. She sub- 
which id experienced frequent | mood swings, 
Bang erely hampered her ability to function 
fission s Four months prior to her ad- 
[SER IH, her husband received a job 

ion and J. became jealous. A manic 
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attack followed. Figure 2 reviews her 
course in the hospital. 

J. was severely manic for the first 22 hospital 
days. Intermittent loosening of associations was 
noted during this period. A partial improve- 
ment in her mania followed the onset of lithium 
therapy on a double-blind basis. The first male 
patient to be admitted to the ward during J.'s 
stay entered on day 29 (point “a” in figure 2). 
He became the focus of seductive competition 
among several female manic patients; 

During the next six-day period, J. appeared 
distressed and increasingly fragmented in her 
thinking. Her verbal content centered around 
conflicts over competitiveness and passivity in 
sexual relations. Her 17-OHCS excretion in- 
creased two to four times above previous levels. 
Severe manic symptoms coupled with paranoid 
delusions continued until phenothiazine therapy 
was started. (Lithium was discontinued at that 
time.) Ongoing depressive symptomatology 
continued while a gradual improvement in her 
mania was noted. Later in her course, de- 
pressive symptoms were seen to respond to 
lithium therapy and to exacerbate (reversibly) 
when placebo was substituted in a double-blind 
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fashion. J. was continued on lithium. Her post- 
hospital course has been unmarred by relapse of 
marked depressive symptoms or manic episodes. 

Case 3. Another schizo-affective patient 
suffered annual hypomanic attacks coinciding 
with the anniversary of her father's death. Fol- 
lowing a marked decrease in manic symptoms 
once lithium therapy was started, she suffered 
a two-day episode of fragmented thinking. 
Despite excellent response on continued 
lithium, she suffered another hypomanic 
episode the following year, at the time of the 
next anniversary. This abated with an increased 
lithium dosage. At this point the patient 
evidenced disorganization in her thinking and 
behavior for several days and then shifted into a 
prolonged paranoid state marked by a com- 
placent attitude and no apparent distress, 


Discussion 


Treatment results with our schizo-affective 
patients generally confirm the findings in 
the study by Zall and associates(11). De- 
spite the patients’ prominent schizophrenic 
symptomatology, chronic response was 
usually good. Our findings suggest that a 
prolonged course of lithium administration 
is indicated in schizo-affective patients be- 
fore one assumes negative results. In our 
opinion, phenothiazines are the initial treat- 
ment of choice, with lithium being added 
and then continued for long-term prophy- 
lactic purposes. 

Our results with manic-depressive patients 
are also in general agreement with previous 
clinical studies. In addition, our results show 
that a good Tesponse in the early phase of 
treatment does not always correspond with 
good response during prolonged treatment, 
It is of interest that the SORs in our manic- 
depressive group tend to have certain traits 
characteristic of neurotic Or reactive de- 
pressives(9, 18). These factors include poor 
drug response, absence of relatives with 
depression, and apparent “reactivity” of 
symptoms to environmental stress. Clin- 
ically, however, this “neurotic” distinction 
is reserved for patients with "vague," 
relatively mild symptomatology, so our 
manic-depressive SORs could not be placed 
in such a category. 

Our findings suggest that regardless of 
diagnostic category, an adverse reaction to 
environmental stress correlates with poor 
lithium response. Stressful events preceded 
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affective psychosis in most of our patients, 
however, regardless of lithium response, 
Such events were documented throughout 
clinical histories, both before and after hos- 
pitalization for lithium treatment. There- 
fore the presence of stress per se did not 
seem to be the relevant distinguishing 
factor in lithium response. Rather, it seemed 
to be the patient's ability to fend off the 
painful awareness or distress evoked by the 
event that was the important factor. 


The association of lithium with altered 
reaction to stress is interesting because of 
lithium's apparent specific action in reliev- 
ing manic symptoms. Since symptoms are 
usually thought to have an adaptive or pro- 
tective function, helping an individual to 
deal with perceived trauma, it must be con- 
sidered that lithium, by removing a manic 
defense, may help to initiate a crisis state. 
This means of explaining treatment failure 
was taken by Sarwer-Foner(19), who ob- 
Served paradoxical drug reactions in certain 
excited or agitated patients treated with 
tranquilizers. He felt that his patients used 
activity as a defense to maintain their sense 
of self-worth and control. Drug interference 
with this defense precipitated an adverse 
Symptom reaction. 

We have frequently observed that follow- 
ing lithium treatment, some manic patients 
become more manicky or shift to depression, 
while others become disorganized oF 
paranoid. This may be explained by postu- 
lating that the removal of one defense re- 
sults in a crisis state that requires establish- 
ment of a new protective stance in the 
patient’s repertoire. Indeed, several of our 
good responders, whose mania abated with- 
in the expected five to ten days following 
initiation of lithium therapy, first showed à 
period of clinical worsening for one or two 
days. If lithium acts to remove a protective 
mechanism without assuaging anguish, 
however, the question remains of why ! 
does not cause a state of distress in all mani¢ 
patients to whom it is administered. 

In our patients, pre-lithium mania was 
often associated with a well-compensate 
"comfortable" state. In the two cases illus- 
trated in figures | and 2, a period i. 
“decompensated” mania occurred while a 
patients were on lithium. At that time 17 
OHCS excretion showed a sharp rise, where 
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TABLE 3 
Spectrum of Ego Defenses in Affective Illness 


UNDEFENDED “CRISIS” 
STATES INVOLVING 
CONFRONTATION OF 
PAINFUL FEELINGS 


DEFENSIVE “COMPENSATED” 
STATES UTILIZING DENIAL 
OF PAINFUL FEELINGS 


Identity panic 
(schizo-affectives) 


Paranoid state 
(schizo-affectives) 


Mania Manic crisis 
Depression Depressive crisis 
Cyclothymic Normal grief 
characterologic 
mode 


as it was relatively low during previous 
compensated manic episodes in the same 
patients. Sachar and associates(14) showed 
a similar relationship between decompen- 
sated depression and increased 17-OHCS 
excretion; steroid excretion dropped when 
their patients. compensated either into a 
state of depressive denial or into their 
normal characterologic mode. 

Bunney and associates(20) reported the 
case of a patient with 48-hour manic- 
depressive cycles whose protective denial 
during mania coincided with a fall in uri- 
nary 17-OHCS excretion. Her 17-OHCS 
levels rose during alternate periods of 
depression when she was confronting dis- 
tressing emotions, The authors interpreted 
this as being related to the defensive function 
of the patient’s mania that helped her to 
deny the painful emotions she experienced 
during her depressive state. 

Table 3 lists a number of defensive-mode 
Constructs together with corresponding 
Crisis states that may arise when the de- 
fensive role of the symptom becomes less 
efficient. Even in some of our ORs, shifts 
from one compensated symptom state to 
another were occasionally associated with 
an interval crisis of varying duration and 
with increases in 17-OHCS excretion. Thus 
it is possible that the metabolic changes 
that accompany an onset of a crisis state 
may play a causative role in symptom 
Shifts. They may, however, be merely the 
epiphenomena of a stress reaction. 

In one of our cases (figure 1), another 
Metabolic concomitant of the crisis phase 
Was an increase in lithium retention. Ele- 
vated urinary aldosterone levels were also 
associated with the onset of the crisis phase 
in this case(21). In this regard, Hullin and 
ssociates(22) observed that one of their pa- 
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tients excreted lithium whenever a shift to 
mania or depression occurred, despite the 
fact that dosage had been stopped months 
earlier. This finding, coupled with our own, 
raises the possibility that lithium distribu- 
tion in body compartments may vary as a 
function of the individual’s ego state. 

In most of the patients who did well on 
lithium treatment, affective symptoms 
abated and the patients appeared to return 
to their usual cyclothymic character adapta- 
tions. Several of these patients appeared 
more accessible to psychotherapy and, over 
an extended period, were able to confront 
painful feelings without decompensation or 
symptom relapse. 

We have considered the interrelation- 
ships among stressful events, patient dis- 
tress, and the failure of lithium salts to 
adequately inhibit manic symptoms. Al- 
though our overall results with lithium salts 
in the treatment of affective disorders attest 
to their remarkable usefulness, suboptimal 
response to the medication provokes a num- 
ber of questions regarding the nature of 
manic defenses and the mode of action of 
lithium ion. Lithium’s therapeutic action in 
mood disorder can be viewed not only with 
regard to its effect on a postulated primary 
neurochemical disturbance, but also with 
respect to secondary psychologic changes 
that may result from its use. These psychic 
alterations may in turn affect metabolic 
t are relevant to lithium's mode 


processes tha 1m’ 
of action or to its distribution within body 


compartments. 

Caution is needed in any interpretation 
of our results because of the small size of 
our sample and the wide range of phenom- 
ena studied. Furthermore, even after in- 
tensive psychotherapeutic work with a pa- 
tient, an understanding of what is truly 
stressful to him or what is capable of pre- 
cipitating a mood disorder is not likely to 
be complete. In considering determinants 
that may influence drug response, caution 
is additionally required when one attempts 
to generalize about the role of any one 
factor. 

The importance of seemingly nonspecific 
factors in the drug treatment of depression 
was emphasized by Bente and associates 
(23), who found that factors such as family 
conflict, unmarried status, Or unfavorable 
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Social conditions were associated with poor 
response to medication. Finally, previous 
conditioning may have a significant effect 


on 


drug response. Rushton and associates 


(24), in a series of animal experiments, 
were able to arbitrarily achieve any point 


on 


a drug time-dose response curve (from 


marked to minimal response) by manipu- 


lati 


ng trivial environmental experiences 


prior to the onset of the drug regimen. 
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This Month’s Special Section 
Stress in the Military 


Military Psychiatry and the Viet Nam Experience 


BY PETER G. BOURNE, M.D. 


While the incidence of psychiatric casualties 
in Viet Nam has remained surprisingly low, 
the experience has allowed the correlates of 
psychiatric attrition in combat to be further 
defined, and for the first time the physio- 
logical responses of those who have success- 
fully adapted to combat have also been 
studied. These represent important ad- 
vances in our overall understanding of man 
under stress and have significant implica- 
tions for civilian psychiatry. 


"gnome THE YEARS military psychia- 
try has contributed significantly to the 
evolution of the understanding and treat- 
ment of mental illness. In particular the ex- 
periences in two world wars and in Korea 
have influenced the basic body of knowl- 
edge concerning the etiology of mental ill- 
ness by bringing to the awareness of practic- 
ing psychiatrists the immense importance 
pies environmental stress in its 
elopment. Civilian community psychia- 
one owes a debt to military psychia- 
i s, who were the first to focus on the 
otal social environment of the individual in 
establishing programs for the treatment and 
prevention of mental illness. Several genera- 
En of psychiatrists have carried back with 
jos to civilian. life the concepts they 
M rned during military service SO that al- 
ough the derivation of these ideas may 
have often been forgotten they have become 
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an integral part of civilian psychiatric prac- 
tice. 

As a unique life-threatening experience 
combat has provided a naturally occurring 
stress laboratory from which much has been 
learned about man’s response to extreme 
conditions in his environment. From clinical 
experience and more recently from planned 
research, we have learned new information 
with each war about the soldier’s successful 
or unsuccessful adaptation to combat. With 
the advent of space travel, undersea explora- 
tion, and exposure of man to other ex- 
treme situations, knowledge about his per- 
formance in battle is having increasingly 
wider application. Although it shares much 
in common with previous conflicts, the Viet 
Nam conflict has been unique in a number 
of ways and the psychiatric experience that 
has come out of it has proven à significant 


' addition to our knowledge of man under 


stress. 


Factors Influencing Psychiatric 
Attrition 


The incidence of psychiatric casualties 
varies widely from one war to another, and 
in any war some individuals succumb to the 
psychological stresses of combat while 
others survive. Over the years a number of 
factors have been identified as contributing 
to psychiatric attrition in combat. 

Clearly, and essentially by definition, ex- 
posure to combat is the primary factor. 
Appel(1) cites an admission rate to overseas 
hospitals for neuropsychiatric conditions in 
1944 of 47.0 per 1,000 mean troop strength, 
while the admission rate for combat divi- 
sions was approximately 250 per 1,000 mean 
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troop strength. Tompkins(2) demonstrated 
a significant relationship between actual 
danger and the incidence of neurosis among 
combat fliers. Utilizing the number of 
wounded in action as a measure of the in- 
tensity of combat, Glass(3) and Appel(1) 
demonstrated a correlation between psy- 
chiatric attrition and the intensity of com- 
bat. 


Nonbattle factors are also known to con- 
tribute significantly to the incidence of psy- 
chiatric casualties. Menninger(4) identified 
isolation, boredom, inadequate diet, 
chronic physical discomfort, exhaustion, 
and physical illness as contributing to a 
high incidence of psychiatric casualties in 
relatively low-hazard situations. Appel(1) 
reported that the effects of privation increase 
with time, stating that men who had been 
in the service for more than 18 months lost 
more man days due to illness than those in 
for less than 18 months. Time is an equally 
important variable in hazardous conditions. 
Glass(3) and Appel(1) cite data that dem- 
onstrate a correlation between the total 
number of days of combat exposure and 
psychological breakdown. After 80 to 100 
days of combat exposure the psychological 
vulnerability of the soldier increases sharply, 
with a probability that his performance will 
decline significantly, 

Conflicting data exist as to whether pre- 
existing psychological conditions are a 
contributing factor to psychiatric attrition 
in a combat zone. Hastings(5) reported that 
in his series of fliers who failed under mini- 
mal stress there was no evidence of pre- 
disposing neurotic illness. On the other hand 
Brill and Beebe(6) found that men with 
preexisting neuroses had seven to eight 
times the probability of developing overt 
symptomatology and behavioral disorders 
as compared with previously well-integrated 
individuals. In studying a series of 150 men 
who successfully completed their tours in 
the combat zone Grinker and Spiegel(7) 
found that one-half had a previous life 
pattern of emotional instability. 


All other factors being equal, it has been 
demonstrated that the incidence of psy- 
chiatric casualties varies considerably from 
one unit to another. This is attributable to 
an aggregate of forces that are collectively 
described as morale. While morale remains 
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difficult to define in specific terms, it may be 
considered to refer to the general sense of. 
well-being enjoyed by the group, and to be 
a reflection of confidence in their ability to 
successfully survive environmental stress, 
faith in the quality of their leadership, and 
an overall sense of cooperation and co- 
hesiveness among the members. The im- 
portance of leadership in maintaining 
morale has been demonstrated by Appel(1), 
who showed that there was a correlation be- 
tween the number of men evacuated from 
each infantry company of the same division 
engaged in heavy combat and the number 
of leaders evacuated from those same com- 
panies. Grinker and Spiegel(7) emphasized 
the importance of group cohesiveness and 
esprit in functioning as mitigating factors 
against psychological attrition. 

There is ample evidence to substantiate 
the belief that morale serves as an impor- 
tant emotional force in a unit, providing 
group support and mutual reinforcement 
that reduce the vulnerability to psycholog- 
ical breakdown. There is also evidence that 
it correlates with lowered physical casualty 
rates, even in noncombat situations(8). 

While the major emphasis in determining 
correlates of psychological attrition in com- 
bat has focused on the soldier under fire, 
there is reason to believe that the quality of 
combat itself is an important determinant. 
Neuropsychiatric casualties in combat 
occur predominantly when the lines of battle 
are static and diminish sharply when the 
troops are on the move, even though they 
may be in full retreat. It is also accepted 
that artillery or other bombardment with- 
out any effective method of retaliation 1s 
more likely to produce psychiatric casual- 
ties than any other combat circumstance. 


Viet Nam Experience 


With the advent of the Viet Nam con- 
flict there was every reason to believe the 
incidence of psychiatric casualties would be 
high. The physically demanding conditions 
of jungle warfare, the ubiquitous enemy, an 
the absence of established battle lines, plus 
the political controversy surrounding the 
conflict, all suggested that the stress on the 
individual GI would be considerable. How- 
ever, the most significant psychiatric finding 
of the conflict has been that the number o 
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casualties has remained surprisingly low. 


The incidence of psychiatric problems 
requiring hospitalization has remained 
about the same as that for a comparable 
stateside force(9). Many of those seen by 
psychiatrists in Viet Nam have problems 
unrelated to the direct stresses of war, and 
indeed the bulk of cases come from support 
units rather than those actually engaged in 
combat. In World War II psychiatric casu- 
alties were common among fighter and 
bomber pilots(5), while in Viet Nam the 
problem in that group has been virtually 
nonexistent. Six percent of all medical evac- 
uations from Viet Nam are for psychiatric 
reasons, as compared with 23 percent in 
World War II. Only five percent of psy- 
chiatric admissions have been diagnosed as 
having "combat fatigue," while 40 percent 
or more are classified as character and be- 
havior disorders(10). 

, The reasons for the low level of psychiat- 

ric attrition are multiple, although most 
ameliorating influences can be attributed 
directly or indirectly to the significant in- 
crease in psychological awareness of the 
military command. A new level of sophisti- 
cation exists in this area among military 
planners that was not present even during 
the Korean conflict but which has made it- 
self felt in Viet Nam(11). 

Command planning for the war in Viet 
Nam has taken into consideration many of 
the previously identified factors known to in- 
crease the incidence of psychiatric casual- 
ties. Emphasis has been placed upon the 
need for adequate training, equipment, 
leadership, and rapid medical evacuation. 
Attempts are frequently made to provide 
hot meals by helicopter to men in the field. 
Immediate withdrawal to secure areas for 
rest and physical recuperation is encouraged 
for those engaged in episodes of unusually 
prolonged and intense combat. It is also 
fortuitous that the style of combat in this 
conflict has been characterized by brief 
battles and an emphasis on mobility, with 
only rare instances where United States 
troops have been subjected to prolonged 
bombardment in fixed defensive positions. 

Of all the administrative decisions that 
have been made concerning the conduct of 
the Viet Nam conflict, the one with the 
Most far-reaching implications for com- 
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bat psychiatry is the one-year tour.' The 
Gl in Viet Nam knows that if he can merely 
survive for 12 months his removal from 
combat is assured. There is not the same 
sense of hopelessness that prevailed in 
previous conflicts where death, injury, or 
peace became the only socially acceptable 
ways in which the soldier could find him- 
self extricated from combat. A related fac- 
tor is the rest and recreation program (R &- 
R), which provides the soldier with a one- 
week vacation during his tour in one of the 
surrounding countries of Southeast Asia. 
These policies have exerted a profound 
although unmeasured effect in reducing the 
incidence of psychiatric casualties. 

Despite careful attention to these well- 
identified preventive measures and their 
diligent implementation as a matter of 
command policy, psychiatric casualties 
have occurred in Viet Nam in significant if 
not impressive or alarming numbers. Why a 
few men should succumb, while the over- 
whelming majority successfully adapt, has 
again raised the critical question of individ- 
ual differences in tolerance to combat stress. 
The equivocal evidence from previous Wars 
concerning the importance of preexisting 
psychopathology has been touched on 
above. However, data from Viet Nam on 
this issue appear more conclusive. In an 
analysis of Marine and Navy neuropsy- 
chiatric casualties hospitalized on the ship 
“Repose,” Strange(12) found that individ- 
uals with a history of difficulty in adapting 
to society prior to enlistment were more 
likely to fail to adapt in a combat situation. 
He divided the combat-precipitated psy- 
chiatric casualties that he saw into three 
categories—combat fatigue, pseudocombat 
fatigue, and combat neurosis. 

Combat fatigue comprised 15 percent of 
his overall patient group. These men were 
characterized by good premorbid adjust- 
ment, exposure to extreme stress coupled 
with other privation, rapid improvement 
with treatment, and generally successful re- 
turn to duty. They tended to be young men 
with positions of considerable responsibility 
as squad leaders or hospital corpsmen work- 
ing with combat units. 

Pseudocombat fatigue comprised the 
majority of his patients. These individuals 
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presented with clinical pictures super- 
ficially similar to those in the first group, 
but were distinct in that most had been in 
the war zone less than six months and the 
combat conditions to which they had been 
exposed were less severe. They character- 
istically had past histories of difficulty in 
impulse control as well as in social, family, 
and school relationships. They rarely had 
been in positions of responsibility in com- 
bat and their recoveries were slower, with 
frequent exacerbations of their symptoms 
at the prospect of returning to duty. 

Combat neurosis comprised a smaller 
group than those with pseudocombat fa- 
tigue, These were men with histories of long- 
standing neurotic problems that were ag- 
gravated by the stresses of combat. While 
these men required longer periods of hos- 
pitalization, their prognosis was substan- 
tially better than for those with pseudo- 
combat fatigue, and their return to duty rate 
approached that for those in the first cate- 
gory of combat fatigue. 


Patient Characteristics 


While the overall incidence of neuro- 
psychiatric casualties and particularly com- 
bat fatigue in Viet Nam has remained low, 
the diagnosis of character and behavior dis- 
orders has consistently led other categories 
in both inpatient and outpatient statistics 
(10, 13, 14). In a series of 200 enlisted men 
referred for evaluation to an evacuation 
hospital in Viet Nam, Tischler(15) found 
that only 13 percent were classified as psy- 
chotic or neurotic. However, while the 
majority of his patients carried the label of 
character and behavior disorder, an exten- 
sive analysis of his data revealed an interest- 
ing correlation between the patient's pre- 
morbid adjustment, his age, marital status 
and military experience, and the point in 
time during his one-year tour that he was 
referred to the psychiatric service. Ap- 
proximately one-half of the men referred for 
evaluation had been in Viet Nam for less 
than four months. The number of referrals 
dropped markedly after the third month and 
remained at a consistent but diminished 
level from the fourth to the ninth months. 
During thé last three months a second pro- 

gressive decrease occurred, with only two 
percent of the patients being seen in the last 
month of their tour. The men referred dur- 
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ing the first three months of their tours were 
characteristically between the ages of 17 and 
20, and came from nuclear families that 
were intact; their relationships with their 
parents were positive. More than half had 
completed high school and most were sin- 
gle. In addition they tended to have less than 
three years' service, to be of the rank of 
private first class, and to have service re- 
cords significantly better than men referred 
later in their tours. 

Arrival in Viet Nam produces enormous 
anxiety and a sense of helplessness gen- 
erated both by cultural shock and the un- 
certainty of the combat zone. Tischler has 
identified three patterns of behavior by 
which most of the soldiers newly arrived in 
Viet Nam cope with the threatening un- 
certainty of their new environment: 1) 
fusion with the group, 2) a search for an 
authority figure to provide order and se- 
curity for the group, and 3) a flight into 
work. Those referred for psychiatric 
evaluation at this early stage proved to be 
individuals who for some personal and often 
idiosyncratic reason were unable to avail 
themselves of any of these ways of attenuat- 
ing their anxiety. Many of these individuals 
came to the attention of the authorities be- 
cause the methods by which they attempted 
to resolve their discomfort deviated too 
markedly from these three normative pat- 
terns of behavior and brought them into 
conflict with their superiors. 

Patients seen between the fourth and 
ninth months appeared to come from a 
different population. They were older 
(mostly over 21), single, and white. Like the 
previous group they tended to be from in- 
tact families and to have positive relation- 
ships with their parents. However, unlike 
the first group they had generally achieved 
the rank of E-3 or higher, and their military 
records were significantly poorer, with 
higher incidences of absences without 
leave, Article Fifteens,? and court mar- 
tials. Most men in Viet Nam are able to ac- 
cept the danger and privations of combat 
and compensate for it by accentuating their 
indulgence in the pleasures that are available 
to them. There is an inordinate acquisition 
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of material goods such as cameras, hi-fi 
sets, and tape recorders. Bars, brothels, and 
particularly R&R provide programmed es- 
cape from the reality of combat; the soldier 
feels justified in immersing himself in these 
to balance the hardship of his duty time. 
Tischler has labeled this pattern of com- 
pensatory overindulgence as the hedonistic 
pseudo-community. He noted that the group 
of patients that he saw between the fourth 
and ninth months tended to be individuals 
who had difficulty balancing tolerance of the 
suffering of combat with an appropriate 
period of pleasurable gratification. Many of 
these men, often after very traumatic ex- 
periences in battle, fled into hedonism as a 
permanent method of escape, making return 
to combat intolerable. 


The final group that he described are those 
who were seen during the last three months 
of their tour. As a group they again appeared 
to be drawn from a distinct segment of the 
military population in Viet Nam. They 
could be characterized as coming from dis- 
rupted nuclear families, as having negative 
relationships with their parents, and while 
the majority were married, 57 percent had 
not received letters from home during their 
tour. Thirty-six percent had not graduated 
from high school, and although they were 
older and had achieved the rank of E-4 or 
higher, they had service records that were 
extremely poor, with 36 percent having been 
absent without leave, 60 percent having had 
Article Fifteens, and 40 percent having been 
court martialed at least once. 


A clear relationship existed between role 
failure and psychiatric attrition during the 
last three months of the tour. While most 
of the men in Viet Nam look forward with 
excitement to their return to the United 
States and eagerly anticipate what the future 
will hold for them, these patients have only 
the repetition of past failures to look for- 
ward to. In addition, for many of these men 
the tour in Viet Nam had provided a mea- 
sure of gratification; not only had they been 
qesolved from stateside responsibility, but 
a had formed strong personal bonds with 
Boi degen. For these men service in the 
t mbat zone had provided a certain oppor- 
unity for adaptive success, and reentry into 
ie United States represented a greater 

reat than remaining in Viet Nam. 
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A study by Wallen of the characteristics 
of noncombat Air Force psychiatric casu- 
alties in Southeast Asia found that the “av- 
erage" patient evacuated to the USAF 
hospital, Tachikawa, Japan, was a 28-year- 
old married staff sergeant with nine years’ 
total service(16). The patient had char- 
acteristically served a little more than four 
months of his Southeast Asia tour. He was 
not a high school graduate and his I.Q. was 
low average. Wallen found that these non- 
combatant individuals who break down in a 
combat zone can be highly dedicated and 
well-motivated career servicemen, but these 
factors are not in themselves sufficient to 
maintain the individual's emotional balance 
under long periods of stress in an anxiety- 
provoking situation. He also concluded that 
older airmen or noncommissioned officers 
approaching retirement and beset with the 
usual concerns of a maturing family would 
appear to be poor risks for assignment to a 
war zone or to a remote or isolated area. 


While the one-year tour is generally 
credited with being the single most signif- 
icant factor affecting psychiatric attrition 
in Viet Nam, a study by Moskos(17) has 
shown that aside from lowering the incidence 
of psychiatric casualties it has had an im- 
portant influence on the total social behav- 
ior in the war zone. For most of the men 
who go to Viet Nam, their entire conceptual- 
ization of the war and their personal in- 
volvement in it revolves around this issue. 
The conflict becomes a highly individualized 
and encapsulated event for each man. His 
war begins the day he arrives in Viet Nam 
and ends the day he leaves. He feels no con- 
tinuity with those who precede or follow 
him; he even feels apart from those who are 
with him but rotating on a different sched- 
ule. The universal objective, barring death 
or injury, is the personal DEROS— Date 
Expected to Return from Overseas—a day 
known exactly to each man from the mo- 
ment he arrives in Viet Nam. 


Aside from the emotional effects on the 
individual, the staggered arrivals and de- 
partures necessitated by the rotation system 
break down the traditional solidarity of the 
small unit. There is little evidence in Viet 
Nam of either the "primary group" identi- 
fied in World War II or the *buddy system" 
of Korea as important social structures to 
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provide a source for dependence and emo- 
tional support. Emotional independence in 
the combat zone in Viet Nam is greatly 
facilitated by the possibility of phone calls 
to the United States and by the relative 
excellence of the mail service. The feasi- 
bility of maintaining continuity with pre- 
existing emotional ties in this country and 
the knowledge that they can be reintensi- 
fied at a predictable point within the next 
year reduce the need to seek gratification 
from sentimental attachments to those in 
the immediate environment. 


Physiological Studies 


During the Korean conflict an attempt 
was made for the first time to study physio- 
‘logical changes in combat. Although ham- 
pered by logistical problems and the limited 
assay methods of that era, 17-ketosteroid 
levels were obtained on the members of a 
combat platoon(18). In Viet Nam it has 
been possible to conduct more extensive 
studies of man’s physiological response to 
combat stress, particularly in those who 
adapted successfully to the environment. 

These studies tend to support the view 
that a state of psychological and even 
physiological homeostasis can be main- 
tained despite repeated exposure to ob- 
jectively high-risk situations. In a study con- 
ducted on helicopter ambulance crews and a 
Special Forces (Green Beret) “A” team, it 
was apparent that the subjects used extensive 
and effective psychological defenses to han- 
dle the threat of death or injury to which 
they were exposed(19, 20). One subject was 
a sincerely religious Catholic who believed 
that God would protect him no matter how 
great the danger. This feeling was con- 
siderably reinforced by his successful sur- 
vival throughout the Korean conflict, during 
which he had been exposed to even more 
hazardous conditions. A second subject had 
carefully calculated from the number of 
flights he flew, the number of casualties in 
the unit during the previous year, and the 
length of his tour in Viet Nam a Statistical 
estimate of the probability of his being 
killed or injured on any given day. The 
chance was reassuringly small. Other men, 
particularly those in Special Forces, were 
independent, self-reliant individuals with 
inordinate faith in their own abilities and a 
sense of omnipotence that they used to deny 
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the possibility that they might be killed. 
Using a wide range of defenses, all of the 
subjects were able to restructure their per- 
ception of reality psychologically in-such a 
way that they avoided facing danger and at 
the same time enhanced their own sense of 
immortality and invulnerability. 

The profound effectiveness of these 
adaptational maneuvers at even a physio- 
logical level is reflected by the finding of 
urinary 17-hydroxycorticosteroid levels in 
these subjects that were normal or even 
lower than normal, supporting the belief 
that there is a generalized suppression of 
affective arousal(19). In these studies the 
most significant rise in steroid level was seen 
in two young officers for whom the inter- 
personal stress created by their assigned 
leadership roles clearly had a more profound 
effect at a physiological level than the very 
real dangers of combat to which they were 
exposed(20). 

Austin, in studies of naval aviators flying 
combat missions over North Viet Nam 
from aircraft carriers, obtained comparable 
findings(21). However, in his group of 27 
pilots he demonstrated a plasma phos- 
pholipid pattern that was distinctive when 
compared with normals and with other 
types. of stress state. The phosphatidyl- 
glycerol responded to this type of stress 
more markedly and consistently than the 
other fractions. 


Conclusions from Viet Nam 


In World War I combat fatigue was con- 
Sidered to be almost entirely a time- 
determined phenomenon, and it was as- 
sumed that once a man “broke” he was 
lost for good from the battlefield. As à 
result line officers believed that their men 
should be pushed hard all the time in order 
to gain maximal performance from them 
before they were eventually lost irretrievably 
as psychiatric casualties. It is now known 
that combat fatigue is not necessarily a pro- 
gressive phenomenon but more a dynamic 
State, influenced both by external and con- 
Stitutional factors, and is potentially re- 
versible at any point in its development. It 
was also true in previous conflicts that con- 
siderable energy was expended in an at- 
tempt to classify adequately the wide variety 
of symptoms with which patients presented. 
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A slow evolution over the last 50 years, 
ending in the Viet Nam experience, has led 
to a conceptualization of the psychiatric 
casualty as an adaptive failure, often of a 
very temporary nature. This approach has 
proven particularly valuable in this con- 
flict, where diagnostically the majority of 
patients have fallen into the category of 
character and behavior disorders, and only 
a small percentage have exhibited the picture 
of “classical” combat fatigue that was more 
prevalent in earlier conflicts. To a certain 
extent the actual presenting symptoms be- 
come irrelevant; the critical issue is whether 
or not the man has ceased to cope with or 
function in the environment of the combat 
zone. Whether he presents with a hysterical 
paralysis or a self-inflicted gunshot wound 
may be largely socially or culturally deter- 
mined(22). 

The basic approach to the treatment of 
psychiatric casualties in Viet Nam still 
closely follows the original concepts of prox- 
imity, immediacy, and expectancy first 
developed by Salmon in World War I(23). 
What is unique about the psychiatric ser- 
vices in Viet Nam is that optimal care, draw- 
ing fully on the accumulated knowledge of 
the past, has been implemented from the 
Start of the conflict. 

An important factor in the quality of 
psychiatric care in Viet Nam that should 
not be overlooked is the significant increase 
in psychiatric knowledge and sophistication 
among the general medical officers. The 
batallion surgeons, many of whom entered 
the military immediately following intern- 
ship, are more knowledgeable about and 
More competent in treating psychiatric ill- 
ness than any previous generation of phy- 
Sicians. As a result they are capable of rec- 
Ognizing and treating minor psychological 
disturbances at the. batallion level—the 
Optimal point in the medical evacuation 
chain from which the patients have the great- 
est chance of successfully returning to duty. 

The advent of the phenothiazines and 
other tranquilizers came too late to permit 
àn adequate assessment of their potential 
in the Korean conflict. In Viet Nam there 
Was some initial speculation as to how effec- 
tive these drugs might prove in permitting 
men to return to duty or even to perform in 
combat when otherwise they would have re- 
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quired evacuation. While these drugs have 
been effectively used in Viet Nam with cer- 
tain groups(14), their overall impact has 
been relatively slight. Rest, emotional 
support, the opportunity to ventilate, and 
time to reintegrate adaptive capacities that 
are temporarily overwhelmed have proven 
infinitely more effective than any specific 
pharmacological agent in enabling the 
average patient to return to duty. 

The Viet Nam experience has shown that 
we have now successfully identified most of 
the major correlates of psychiatric attrition 
in the combat zone, including à number of 
factors that make certain individuals more 
vulnerable than others. It has also been 
demonstrated in this war that the average 
soldier is capable of making a highly ef- 
fective adaptation to the combat environ- 
ment at both a psychological and physio- 
logical level. By incorporating into command 
policy consideration of those factors that 
have been identified as decreasing vulner- 
ability to combat stress, the adaptive 
capacity of the majority of men has been 
significantly enhanced. As a result there is 
reason to be optimistic that psychiatric 
casualties need never again become a major 
cause of attrition in the United States mil- 
itary in a combat zone. 
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Home From the War: A Study of Psychiatric 
Problems in Viet Nam Returnees 


BY CDR. ROBERT E. STRANGE, MC, USN, 
AND CAPT. DUDLEY E. BROWN, JR., MC, USN 


Fifty patients who developed psychiatric 
problems after return from tours of Viet 
Nam combat duty were compared with a 
group of patients who had not had such duty. 
The Viet Nam returnees reported more con- 
flicts in intimate relationships and had a 
higher incidence of depression and somatiza- 
tion than did the noncombat group. Al- 
though the returnees manifested more ag- 
gressive and suicidal threats, they did not 
evidence more direct aggressive or suicidal 
behavior. The authors suggest that although 
Viet Nam returnees face significant read- 
Justment stress, their reactions are generally 
internalized and their potential for violent 
aggression is no greater than in those with- 
out Viet Nam experience. 


I PREVIOUS WARS and in Viet Nam, psy- 
chiatric problems in combat have been 
much studied. There is also, however, great 
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potential value in studying the longer-range 
Psychological effects of combat and partic- 
ularly the problems of servicemen’s read- 
justment to a noncombat environment. 
These subjects were discussed during and fol- 
lowing past wars, particularly World War 
II(1, 2), but there has been little significant 
Study of such problems in the present Viet 
Nam conflict. One professional publication 
(3) has dealt with psychiatric problems 
among Viet Nam returnees; this was a genet- 
al discussion of ten patients, six of whom 
had completed full tours in the combat zone. 
In contrast to this relative paucity of 
Published clinical data there has been con- 
siderable comment in the press about read- 
Justment problems in Viet Nam returnees, 
indicating the understandable concern of 
the civilian population about the social as- 
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TABLE 1 


Percent of Patients with each Diagnosis 
in the Three Groups Studied 


OVERALL PSYCHIATRIC 


VIET NAM RETURNEES NON-VIET NAM RETURNEES 


DISCHARGE DIAGNOSES ADMISSIONS (POST COMBAT) (NONCOMBAT) 
Psychosis 23 
Neurosis 20 22 à 
Personality disorder 14 
{including situational 
reaction) 54 
No disease —— 4 E ce 


pects of such problems. This paper presents 
the findings of an initial screening survey of 
psychiatric problems in Viet Nam returnees 
at the Philadelphia Naval Hospital. It is 
hoped that these data can identify some sig- 
nificant aspects of postcombat adjustment 
and encourage scientific study and discussion 
per than subjective speculation about the 
opic. 


Method 


A series of 50 Marine and Navy subjects 
was compiled from inpatients admitted to 
the neuropsychiatric treatment center, Phil- 
adelphia Naval Hospital, between Novem- 
ber 1967 and December 1968, utilizing the 
following criteria: 1) completion of assigned 
tour of duty in the Viet Nam combat zone, 
pud 2) onset of or hospitalization for psychi- 
ove problems within one year after return 
from Viet Nam. Patients medically evacu- 
ated from Viet Nam were excluded from this 
series, as were all other patients who had not 
completed their assigned combat tours for 
a variety of reasons. The series included only 
those who had served their time in the com- 
bat area and who had emotional difficulties 
Ae ee hospitalization following their re- 
urn to the continental United States. These 
cases were located and compiled from a re- 
view of patient records and from cases Te- 
pated by the attending psychiatrists. These 
n diei were found to consist of 42 Marine 
2 ae Navy patients, with a mean age of 
b years and a mean length of service of 
.6 months. 

m comparison, a second group was 
Na piled of patients who had not had Viet 
dn service. An attempt was made to select 
bra put roughly equivalent age, Service 
lizing , and length of service, otherwise uti- 
rots random choice. When completed, this 
D M Without war zone experience also had 
arine and eight Navy patients, with a 
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mean age of 21.5 years and a mean length of 
service of 36.1 months. Hospitalization 
records of the two groups were reviewed. 
Pertinent clinical and historical data were 
extracted and compared in an effort to deter- 
mine patterns of difference and/or similar- 
ity between the groups. The results follow. 


Results 
Diagnostic and Dispositional Patterns 


Table 1 presents diagnostic data for the 
two groups and compares them with total 
psychiatric inpatient diagnostic data for the 
same period (November 1967-December 
1968). It must be noted that the psychiatric 
treatment center at Philadelphia Naval Hos- 
pital is a final echelon evacuation hospital, 
so the admissions include a greater percent- 
age of severe and clinically or administra- 
tively complicated psychiatric problems than 
would be found in other naval facilities. 
Thus, the caseload statistics do not reflect 
the overall incidence of emotional illness or 
dispositional trends of the general Navy/ 
Marine population. 

It is apparent that the incidence of psy- 
chosis was higher in the postcombat group 
than in the noncombat group but similar to 
that of the general psychiatric caseload. 
Psychoneurosis was also higher in the post- 
combat group than in the noncombat series 
and again roughly equivalent to that of the 
overall admissions. Personality disorder 
was diagnosed much less often in the post- 
combat group than in the noncombat group 
but approximately the same as in the general 
caseload. 

The disposition statistics (table 2) basical- 
ly reflect the diagnostic patterns, with fewer 
postcombat men returning to duty or being 
administratively separated; more were re- 
ferred to the Physical Evaluation Board for 
consideration of a potentially service-in- 
curred or service-aggravated disability. To 
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TABLE 2 
Percent of Patients with Various Dispositions 
in the Three Groups Studied 
OVERALL PSYCHIATRIC VIET NAM RETURNEES NON-VIET NAM RETURNEES 
DISPOSITION ADMISSIONS IPOSTCOMBAT) (NONCOMBAT) 
Duty 33 28 30 
Administrative 
separation (nar- 
rative summary 
and Medical Board) 33 32 46 
Physical Evaluation 
Board 25 36 16 
Discharge, physical 
disability 6 4 8 
Miscellaneous 3 


summarize, the distribution of diagnostic 
categories was similar in the postcombat 
group and the general psychiatric popula- 
tion but differed from the noncombat group, 
in which there were fewer psychoses and 
considerably more personality disorders. 
This may well result from selection factors 
inherent in the difficult task of finding 
Marines with two or three years of service 
but without combat experience for inclusion 
in the second group. 


Clinical Factors 


Table 3 compares clinical factors in the 
combat and noncombat groups. The Viet 
Nam returnees had less history of antisocial 
behavior (legal difficulties) prior to their 
current illnesses than did the noncombat pa- 
tients. They also had a lower incidence of 
psychiatric contacts prior to current illnesses 
than did the second group. These findings 


are consistent with the greater number of 
personality disorders in the latter group. The 
Viet Nam returnees, however, had a higher 
percentage of legal difficulties temporally 
related to their current hospitalization than 
did the other group as well as a higher num- 
ber of problems related to alcohol and more 
conflict in intimate relationships. 


Particularly interesting are the compara- 
tive patterns of internally and externally 
directed aggression. Suicidal attempts or 
gestures related to current hospitalization 
occurred with similar frequency in both the 
postcombat and noncombat groups. Suicidal 
threats or preoccupations, however, were 
much more frequent in the postcombat pa- 
tients. Related to this and of special interest 
are the findings concerning externally di- 
rected aggression. Overt aggressive behavior 
occurred with equivalent frequency in the 


TABLE 3 


Clinical Factors Identified in Viet Nam 
Returnees and Non-Viet Nam Returnees 


FACTORS 


VIET NAM RETURNEES 


NON-VIET NAM RETURNEES 


NUMBER PERCENT NUMBER PERCENT 
Prior to present illness 
Antisocial behavior 
N pene 22 
Prior psychiatric contact 11 J îe 32 
Associated with present illness 
Antisocial behavior 
Alcohol misuse E d 1 20 
Conflict in intimate relationships 28 56 20 40 
Suicidal attempts or gestures 8 16 6 12 
Suicidal threats or preoccupations 13 26 6 12 
Aggressive behavior 12 
Aggressive preoccupations 9 ae iE 16 
Aggressive threats 10 20 4 8 
No aggressive problems 30 60 26 52 
Anxiety with somatization 16 22 
Anxiety without somatization 5 à 3 26 
Anxiety (total) 21 42 24 48 
Depression with somatization 17 34 y 14 
Depression without somatization 14 28 15 30 
Depression (total) 31 62 22 44 
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two groups, as did aggressive preoccupa- 
tions. However, aggressive threats were sig- 
nificantly more frequent in the postcombat 
group. It is also noteworthy that in 60 per- 
cent of the Viet Nam returnees there were no 
aggressive problems either in overt behavior, 
threats, or preoccupations, as compared to 
52 percent of the noncombat patients. This 
suggests that aggressive problems may not be 
more common following exposure to combat 
experience. More specifically, direct behav- 
ioral expression of aggressive conflicts did 
not appear to be increased among postcom- 
bat patients, although threats and preoccu- 
pations with such conflicts seemed more 
likely to occur. 

Subjective manifestations of emotional 
disorder were tabulated (table 3), specifically 
affective and somatic symptoms including 
anxiety and depression with or without so- 
matization. Generalized anxiety symptoms 
occurred with only minor differences in in- 
cidence. There was a greater difference in 
Somatic manifestations of anxiety, however, 
with more Viet Nam returnees having such 
documented physical symptoms than the 
noncombat group. Of interest is the finding 
that depressive syndromes occurred in a sig- 
nificantly greater number of the Viet Nam 
returnees, again with much more somatiza- 
tion. The increased amount of somatization 
Suggests more internalization and more sig- 
nificant neurotic psychopathology in the 
postcombat group, and the frequency of 
depression hints at some of the psychody- 
namics of these returnees. 


Discussion 


It is important to emphasize that this 
Screening study involves such a small series 
that any generalizations are speculative, 
based upon statistical hints. Yet interesting 
ideas are suggested by the findings. 

; It would appear that the Viet Nam re- 
IER who develop psychiatric problems 
ave a somewhat greater incidence of disci- 
Plinary and alcohol difficulties than do their 
me who have not served in the combat 
Oe Certainly this is consistent with what 
hese military psychiatrists believe they have 
ed and may be part of a common 
Cimon syndrome. Many returnees 
ae Plain bitterly of the more rigid military 
Ucture of stateside duty, with its more 
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“spit-and-polish” environment and inflex- 
ible authority relationships compared to the 
combat zone milieu. Displacement of hostil- 
ity onto authority figures and the military 
service in general frequently results in impul- 
sive infractions of regulations and defensive 
use of alcohol. Even so, such behavior occurs 
in less than half of the postcombat group. 


The frequency of conflicts in intimate rela- 
tionships (with families and girl friends) and 
the high incidence of depression in the Viet 
Nam returnees are both consistent with the 
findings of Goldsmith and Cretekos(3) and 
tend to validate the speculations of those 
authors as well as the formulations of Grink- 
er(4) in World War II concerning the im- 
portance of dependency problems in the 
psychiatric disorders of combat veterans. It 
is theorized that while participating in com- 
bat the individual's dependency needs are 
gratified by the strong group identification 
of the combat unit, supplemented by an 
active fantasy life consisting of rosy day- 
dreams about how wonderful life at home 
will be upon return. The reality of coming 
home rarely matches this fantasy and, in 
fact, may involve actual rejection as well as 
the usual requirements for adult, indepen- 
dent, responsible behavior such as that of a 
husband and father. In the face of these frus- 
trations of dependency needs, depressive 
syndromes are predictable. Whether residual 
factors of guilt, mourning, or problems of 
self-esteem stemming from combat exper- 
ience are generally significant in these post- 
combat depressions is debatable. 

Our experience with combat psychiatric 
casualties in Viet Nam indicated a high inci- 
dence (54 percent) of depression there(5), 
suggesting that problems with guilt and re- 
sponsibility are as important and frequent 
in acute combat-precipitated disorders as 
the stress of situational fear and resultant 
anxiety syndromes. This present study clear- 
ly suggests that among returnees from Viet 
Nam, anxiety syndromes may also be no 
more common than among noncombat pa- 
tients. Among those returnees with both de- 
pressive and anxiety symdromes, however, 
there is a greater tendency to manifest con- 
flicts somatically. As the noncombat group 
had such a high percentage of personality 
disorders, one may speculate that their re- 
porting of affective states without definite 
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physical manifestations of these states indi- 
cates more superficial disorder. The post- 
combat group, however, demonstrated the 
somatic as well as the psychological aspects 
of their depression and anxiety. 

There has always been much interest and 
anxiety about combat veterans’ aggressive 
potential. This is a valid social concern, kept 
active by occasional well-publicized inci- 
dents of violence involving servicemen and 
ex-servicemen. The data in this study sug- 
gest that Viet Nam veterans are no more 
likely than non-Viet Nam veterans to be pre- 
occupied with aggressive conflicts or to act 
out such conflicts, although they may be 
more likely to make aggressive threats. Con- 
sistent with this, the Viet Nam veterans seem 
to be no more likely to act out self-destruc- 
tive impulses than other servicemen without 
combat experience but more likely to threat- 
en such self-destructive behavior. 

It would appear that combat zone exper- 
ience does not eradicate controls of either 
internally or externally directed overt aggres- 
sive behavior, although such controls may be 
temporarily overcome by group sanction, 
survival needs, and other factors in combat. 
Experience in the combat zone verifies the 
fact that the control of verbal and other in- 
direct expression of aggression is also de- 
creased in the combat environment, It is 
quite socially approved to talk about aggres- 
sive feelings and even to threaten; this de- 
crease in the taboo against aggressive talk 
and threats apparently is more likely to con- 
tinue after leaving combat than is the de- 
crease in actual control of direct aggressive 
expression. It is noteworthy that aggressive 
problems of all types were slightly less fre- 
quent in the Viet Nam returnees than in the 
noncombat group. It is our speculation that 
the aggressive potential of Viet Nam return- 
ees is much overrated. Our figures indicate 
that the combat veteran may be more likely 


to talk about violence but no more likely to 
behave violently. 
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This is not a new finding but reflects the 
experience of past wars. In 1945 Grinker(4) 
noted that returnees from combat showed 
more aggressiveness and hostility in their 
verbalizations and behavior. Concerning 
direct acting-out of aggression, however, 
Grinker wrote: 


Have we not heard that war creates a new type of 
superego that permits and condones release of 
aggression and facilitates abandonment of old 
repression? Was not one of the major sociologi- 
cal problems after the war supposedly to be con- 
cerned with the animal-like warriors whose un- 
leashed hostilities, no longer directed against the 
enemy, would be directed against society? It has 
become quite obvious that for the majority of 
men, removal of external prohibitions against 
killing and even encouragement of human de- 
struction do not develop a killer. Neither the sol- 
diers of the First World War nor those of the 
British, Canadian or French armies of this war 
reacted in this way. Normal: men nurtured by 
American civilization do not care to kill, even 
though external prohibition embodied in law, 
regulation, and police are removed. 


Our present data concerning returnees 
from Viet Nam indicate that these state- 
ments are as valid today as they were in 1945. 
It is important that this be recognized in 
view of the sometimes emotional reaction to 
violent incidents involving service personnel 
and veterans when they do occur. 
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Conversion Reactions in Student Aviators 


BY THEODORE F. MUCHA, M.D., AND CAPT. ROGER F. REINHARDT, MC, USN 


The authors present a study of 56 student 
naval aviators who developed conversion 
reactions during training. Clinical informa- 
tion and results obtained from a question- 
naire, MMPI, and psychiatric interview are 
described. 


N 1968, 56 student naval aviators with 

conversion reactions were evaluated at the 
U.S. Naval Aerospace Medical Institute in 
Pensacola. This figure, 16 percent of our 
total patient load of 343, represents an im- 
pressively high incidence of conversion re- 
actions in an officer or officer candidate 
population. Previous studies(1-4) have com- 
mented on the incidence of conversion re- 
actions in the military service, but there have 
been no reports on the incidence and char- 
acteristics of such reactions in officers, officer 
candidates, or flight students. 

All student naval aviators are college 
graduates. They are either commissioned 
officers (from the Naval Academy, Naval 
Reserve Officer Training Corps programs, 
or Officer Candidate School) or will receive 
commissions after their first 11 weeks at 
Pensacola. In making the diagnosis of con- 
version reaction, the criteria set forth in the 
Diagnostic and Statistical Manual of Mental 
Disorders(5) under “hysterical neurosis, 
Conversion type” were used. All patients 
ré whom there was a significant possibility of 
Ene illness had consultation with spe- 
iiei, in ophthalmology, otolaryngology, 
dies: Ogy, internal medicine, or orthope- 

» Or with several of these. All of these 
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patients initially completed a four-page psy- 
chiatric patient questionnaire and a Minne- 
sota Multiphasic Personality Inventory; 
later each was seen by a psychiatrist for at 
least a one-hour consultation. 


Results 


There were four types of conversion reac- 
tions: 1) 41 patients (73 percent) had visual 
symptoms—blurred vision, diplopia, accom- 
modation problems, transient blind spots, 
visual scotoma, difficulty in focusing, and 
decrease in visual acuity; 2) eight patients 
(14 percent) had auditory symptoms—ina- 
bility to hear their instructors, though audio- 
grams were normal, and inconsistent audio- 
metric findings; 3) six patients (11 percent) 
had paralysis or paresthesias of the extrem- 
ities; and 4) one patient (two percent) had 
paresthesia of the tongue. 

One of the parents, and in some cases both 
parents, of 39 patients (70 percent) had had 
recurrent hospitalizations for illness or had 
other chronic illness of a serious nature not 
requiring hospitalization. 

Background information on the patients is 
shown in table 1. Table 2 indicates the point 
during training when the patients’ symptoms 
first appeared. 

Only 15 of our patients (27 percent) met 
the usual MMPI criterion for conversion 
reaction, but with slightly altered criteria 
the percentages of conversion reactions indi- 
cated were much greater. 


Discussion 

The incidence of conversion reactions in 
16 percent of ‘our patient population is much 
higher than that reported by others. A study 
by Lewis(1) revealed that of 57,000 admis- 
sions to the University of Wisconsin Hospi- 
tal in 1953, only 11 male patients were diag- 
nosed as suffering conversion reactions. 
Robins and others(2) reported a 5.3 percent 
incidence of conversion reactions in a Veter- 
ans Administration mental hygiene clinic. 
Carden and Schramel(4) gave the impression 
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TABLE 1 
Background Information 
ITEM NUMBER PERCENT 
Origin by areas of population density 
Large cities (over 200,000) 22 40 
Medium size cities (over 20,000) 12 20 
Small towns (under 20,000) 22 40 
Father's occupation 
Blue collar worker 2 20 
White collar worker 22 40 
Professional man ~ 22 40 
Father's level of education. 
College education 20 36 
High school graduate 24 44 
Other 12 20 
Marital status of parents 
Divorced 3 5 
2 3 
30 54 
Se ibling 15 27 
Third sibling 8 14 
Fourth sibling 3 5 
Last sibling 15 27 
Number of siblings in family 
No sibling 5 9 
One sibling 22 40 
Two siblings 18 32 
Three siblings 6 1 
Four siblings 3 5 
2 3 
Varsity letters in sports 
No letters 6 n" 
One sport. 13 23 
Two sports. 18 32 
Three sports 10 18 
Four or more sports 9 16 
Marital status 
Single 26 46 
Married 29 52 
Divorced 1 2 
Children 
No children 16 56 
One or more children 8 27 
Wife pregnant. 5 7 
Education 
56 100 
4 8 
lences or engineering 5 9 
Liberal arts or business. 51 21 


that there was a high incidence of conversion 
reaction in the military troops in Viet Nam, 
but did not give any definitive. statistics. 
Robins and others(2) stated that, for practi- 
cal purposes, conversion reactions in males 
were found only in service hospitals, in 
Veterans Administration medical facilities, 
and (rarely) in civilian hospitals among pa- 
tients with monetary compensation prob- 
lems. Rabkin(6) went one Step further by 
stating that service in the armed forces is one 
of the greatest causes of hysterical conver- 
sion reactions. 


It would appear from our results that the 


CONVERSION REACTIONS 


reason for the high incidence in our popula- 
tion was that these were young men who 
could not admit failure because of their 
achievement-oriented backgrounds and who 
had previously been sensitized to the use of 
somatic complaints and symptoms by their 
families and other significant individuals. 
When faced with the real stress of the flight 
training program and with frequent life-or- 
death incidents, they resorted to this uncon- 
scious mechanism to relieve the stress and to 
avoid admitting failure. To admit failure 
would be totally unacceptable to the rigid 
demands of their superegos. 


Fenichel(7) states that the choice of the 
afflicted region in conversion reactions is 
determined by the unconscious sexual fan- 
tasies and the corresponding erogeneity of 
the area, physical factors, the situation in 
which the decisive repression occurred, and 
the ability of the organ to symbolize the 
unconscious conflict or drive. Patients in this 
study satisfied these criteria. The erogeneity 
of the testicles is often displaced onto the 
eyes, with resultant castration fears(8). A 
majority of the individuals had multiple 
physical symptoms prior to beginning train- 
ing in the aviation program. The aviation 
environment probably affected the preva- 
lence of symptoms of visual problems (73 
percent) since it is said in aviation folklore 
that the aviator’s eyes are equivalent to the 
infantryman’s legs. (It should be noted that 
the hemipareses or paresthesias of the ex- 
tremities all occurred in the Officer Candi- 
date School part of the program, where 
athletic ability is more impartant for com- 
pletion of the program than visual require- 
ments.) The ability of the eyes to symbolize 
the unconscious conflict was succinctly 
stated by a student aviator who said, “If I 
could only get back my confidence in my 
eyes, I am sure I could fly again,” with the 
obvious message that if he could only regain 


TABLE 2 
Phase of Training During Which Symptoms Become Apparent 


PHASE OF TRAINING (IN ORDER OF 
NORMAL STUDENT PROGRESSION) 


FATALITIES 


MAJOR ACCIDENTS. 
NUMBER PERCENT IN SQUADRON (1968) IN SQUADRON (1968! 
Officer Candidate School and 
preflight training 

Training Squadron 1 = 36 o o 
Training Squadrons 2 and 3 18 ae 4 o 
Training Squadrons 7 and 9 2 2 10 6 
Training Squadron 4 6 Ay " 2 
Training Squadron 5 0 d 8 3 
Training Squadron 6 2 2 5 B 
Training Squadron 8 o s S 2 
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his self-confidence he could “see” himself 
fly again. 
Background Information 


It has often been stated that individuals 
with conversion reactions usually come from 
rural areas, belong to the lower socioeco- 
nomic classes, and are very unsophisticated 
individuals of poor intelligence(9, 10). Our 
results do not confirm this. Origin by areas 
of population density was roughly the same 
as the national distribution, and 80 percent 
of the patients’ fathers were either white 
collar workers or professional men while the 
national average is only 42.7 percent. In 
addition, 80 percent of the patients’ fathers 
were either high school or college graduates. 
All the patients were college graduates, 
which requires some degree of sophistica- 
tion. This evidence should dispel the idea 
that this illness is confined to the rural lower 
classes and the unsophisticated. The only 
difference is that the medically sophisticated 
are often relatively expert unconscious simu- 
lators, while patients with less subtle symp- 
toms are more often found in rural cultures. 

As stated previously, these individuals 
were reared in a very achievement-oriented 
environment and were influenced not only 
by the expectations of their parents but also 
by the expectations of their own siblings. 
Eighty-one percent of the patients were 
either firstborn or last siblings, with all the 
pressures to "succeed because you are the 
oldest and the other children look up to you” 
d be better than your brothers and sisters 
Ee you have had more advantages and 
v earn from their mistakes." Several 
hi IESU D 12) have demonstrated that the 
iit achievement records of the first and 
á orn also correlate with a higher inci- 

ence of anxiety and emotional conflict. 
m ae Oe) and Szasz(18) have stated 
3 e factors that operate to predetermine 
neers are: 1) the patient’s conception of 
Sea illness; 2) identification with par- 
E jus whom an ambivalent relationship 
3) a cose and has been disrupted; and 
this uetaloy of the specific symptoms for 
ree Gale representation of particular 
wee ies and effects. These observations 
e all Supported by our results. Seventy 
pn of the patients’ parents had previous 
in T cant illness in the organ system utilized 
e conversion reaction, and a majority of 
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the patients had multiple physical symptoms 
prior to enlistment. Eighty-nine percent of 
the students had won letters in one or more 
sports in either college or high school. In the 
athletic environment the patient would have 
been influenced not only by a distorted con- 
cept of illness and injury presented by 
coaches and trainers but also by the accepta- 
bility of physical illness as a face-saving 
method of escape from unacceptable situa- 
tions. 

The aviation environment tends to per- 
petuate this adaptation since the military 
is also very achievement-oriented, has high 
expectations, and does not tolerate quitting 
as a method of coping with difficult situa- 
tions. Not only does the military establish- 
ment accept physical illness as a legitimate 
method of release from responsibilities, but 
often the individual receives a great deal of 
attention, affection, and honor because of 
his disabilities. 

Development of Symptoms 

Regarding the phase ‘of training during 
which the symptoms became apparent, there 
is a direct correlation between the higher 
incidence of conversion reactions in Train- 
ing Squadrons 2, 3, and 4 and the fatality 
rate in these squadrons during 1968. This 
‘agrees with Bond’s findings(8) of a close 

-relationship between loss of aircraft in com- 
bat and the incidence of anxiety reactions. 
Another factor that might be of some signi- 
ficance in regard to the high conversion 
reaction rate in Training Squadron 4 is that 
this is the first time the students in the jet 
pipeline use real ammunition. Many individ- 
uals with a philosophical or religious back- 
ground have a difficult time reconciling their 
unconscious desires with their conscious 
ones. 

Lewis(1) and Raskin(19) reported that la 
belle indifférence did not occur in a large 
percentage of their patients and that a sig- 
nificant amount of anxiety was still present. 
These observations did not correlate with 
the findings of this report. Laughlin(20) 
states that /a belle indifférence is generally 
expressed in relation to the consequence of 
the symptoms, the resulting handicaps or 
limitations in living, and the possible organic 
implications. Using these criteria, all of the 
patients manifested Ja belle indifférence. 
They were completely unconcerned about 
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the long-range effects of their illnesses and 
never considered the possibility of any seri- 
ous medical impairment. 
The MMPI 
The most stringent and most commonly 
used MMPI criterion for conversion reac- 
tion is Hs (the hypochondriasis scale) and 
Hy (the hysteria scale) equal to or greater 
than a T score of 70 and D (the depression 
scale) at least 10 T score points less than Hs 
and Hy, providing no other clinical scale is 
equal to or greater than a T score of 70. 
However, by slightly altering these require- 
ments without actually changing the pattern, 
a greater agreement with our clinical find- 
ings was obtained. Using the criterion of Hs 
and Hy equal to or greater than a T score of 
65 and D at least 10 T score points less than 
Hs and Hy, providing no other clinical scale 
is equal to or greater than a T score of 65, a 
total of 41 of the patients (73 percent) fit into 
this category. Fifty-three patients (95 per- 
cent) met the criterion of Hs and Hy equal to 
or greater than a T score of 60 and D at least 
10 T score points less than Hs and Hy, pro- 
viding no other clinical scale was equal to or 
greater than a T score of 60. 
The change in criterion is based on the 
knowledge that the original conversion re- 
action criterion(21-23) was derived from 
results obtained from studies conducted at a 
Vererans Administration hospital and a 
university hospital serving the general com- 
munity. It is debatable whether this popula- 
tion would include a majority of the more 
educated and sophisticated patients clini- 
cally manifesting conversion reactions since 
the more educated probably would be able 
to distinguish the less subtle questions in- 
cluded in the Hs and Hy scales. Therefore, 
although they may have conversion reac- 
tions, their T scores may be 10 points lower 
than the original criterion because of their 
intelligence and sophistication, Indirect 
support for the revised criteria on the 
MMPI is provided by an ongoing study at 
the U. S. Naval Aerospace Medical Institute 
involving outstandingly successful aviators 
in the replacement air groups in which only 
one of the 82 men studied manifested an 
MMPI pattern that would be included in the 
revised criteria. Another conclusion ob- 
tained from the results is that the Hs scale is 
more indicative of a conversion reaction at a 
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T score of 60, since it is extremely rare to 
find a T score of 60 or greater on the Hs 
scale in a male college population(24-27) or 
successful aviator population. 
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The Civilian Psychiatrist and the Draft 


BY IRA M. FRANK, M.D., AND FREDERICK S. HOEDEMAKER, M.D. 


A study of 11 patients who presented with 
psychiatric symptoms after receiving induc- 
tion or activation notices revealed that their 
chief motivation was to obtain a letter 
recommending deferment.. The authors dis- 
cuss the ethical question of psychiatrists’ 
volunteering their services to young men 
seeking deferment to express their own op- 
position to the Viet Nam conflict and offer 
suggestions to the civilian psychiatrist who 
is called on to evaluate a patient for the 
draft. 


Ds THE FIRST six months of 1968 
patients began to appear at the Neu- 
ropsychiatric Institute (NPI), University of 
California at Los Angeles, in ever-increasing 
numbers after receiving an induction or acti- 
i notice. We studied 11 of these patients 
s jad symptoms of anxiety and depres- 
Bid empan in almost all cases by a 
Rese al or homicidal threat. As we evaluated 
i CERE it became increasingly appar- 
P at n most cases their chief motivation 
mat ue tain a letter from us recommending 
All of i be excused from military service. 
Pun ese patients had genuine fears about 
Bed thar: the Army, and most of them de- 
"i at they felt any obligation to serve 

ir country or to submit to authority in 
any form. 


CST 
pea at the Ninth Western Divisional Meeting of the 
4.26, fone sychiátric Association, Seattle, Wash., Aug. 
in le; ERE is now a U.S. Public Health Service fellow 
TA AE) at the Neuropsychiatric Institute, 
Bie Leone for the Health Sciences, 760 Westwood 
oras Los Angeles, Calif. 90024. Dr. Hoedemaker was 
fedénrs De UD clinical professor of psychiatry in 
in pri Ce at the Neuropsychiatric Institute and is now 
vate practice in Bellevue, Wash. 
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Results 
Incidence 

The incidence of patients who presented 
at the NPI with symptoms related to a 
change in draft or reserve status was deter- 
mined from a review of all intake records 
over the two-year period from July 1966 to 
June 1968. These data are presented in 
table 1. 


The number of patients with draft prob- 
lems is apparently not related to the total 
number of patients or to the total draft 
calls(1) for any given six-month period. 
Presenting Symptoms 

With few exceptions, our patients were 
single, white, college-educated young nien, 
20 to 22 years of age, who had varying de- 
grees of anxiety and depression. In addition, 
ten of these 11 patients had threatened sui- 
cide and two patients had made suicidal 
although none had seriously at- 
tempted suicide before. Three patients felt 
that they would be dangerous to others if 
forced to serve in the Army. All patients ex- 
pressed fear of going into the Army, includ- 
ing fears of possible death or mutilation, of 
competition, of confinement, of being de- 
pendent on authority, and of losing control 
over latent destructive or homosexual im- 
pulses. Although all patients felt that they 
should not be forced to go to Viet Nam, less 
than half expressed concern that the war was 
unnecessary OF morally unjustified. None 
claimed to be a conscientious objector. 


Past Histories 
All 11 patients described their fathers as 
having been absent or emotionally unavail- 
able, commenting that they were “weak and 
submissive,” “brutal,” “humiliating,” or 
“frequently drunk.” Most patients remem- 
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TABLE 1 
Incidence of Patients Presenting with Draft Problems 
TOTAL NUMBER TOTAL 
PERIOD DRAFT PROBLEMS OF PATIENTS DRAFT CALLS 

July-December 1966 4 3,000 een 000 
January-June 1967 4 2,500 a 
July-December 1967 2 3,000 130, S 
January-June 1968 23 3.000 210,00! 


bered their mothers as being "overprotec- 
tive" or “aggressive, domineering, and un- 
affectionate." Interestingly, six patients had 
bigger, stronger, and more successful older 
brothers whom they envied and despised, 
none of whom had difficulty meeting their 
military obligations. No patient spoke of his 
father or his brother with affection. Four 
patients admitted frequent drug abuse and all 
patients revealed difficulties in sexual adjust- 
ment and emotional intimacy, although they 
denied overt homosexual experience. 

Six patients had been seen by psychia- 
trists prior to coming to the NPI, either for 
a diagnostic evaluation or for brief psycho- 
therapy, and two had been hospitalized 
briefly. In addition, five patients had con- 
sulted psychiatrists specifically to request 
letters recommending that they be excused 
from active duty, consulted lawyers, and 
contacted the Resistance, a widely adver- 
tised group(2) that counsels young men on 
ways to avoid military service. 


Diagnoses 


One patient was diagnosed as a chronic 
schizophrenic and a second patient as a 
borderline schizophrenic; a third patient was 
clearly sociopathic. The remainder showed 
varying combinations of anxiety and depres- 
sion as a reaction to the threat of possible 
active duty. All of our patients used passive- 
aggressive and passive-dependent modes of 
behavior as their predominant character- 
ological mechanisms of adaptation and de- 
fense, and most showed some degree of 
sociopathy. Three of these patients were 
moderately schizoid. 


Evaluation and Treatment 


Nine of our 11 patients were admitted to 
the NPI for intensive evaluation, where their 
suicidal and homicidal potentials were care- 
fully assessed. The other two were evaluated 
as outpatients. No patient was found to be a 
serious suicidal or homicidal risk. Acute 
anxiety and depression generally responded 
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to psychotherapy, but abnormal character- 
ological mechanisms were resistant to treat- 
ment. 

During the course of their evaluation and 
treatment, all patients insisted that they 
could not tolerate the stress of military ser- 
vice and imagined the most devastating and 
emasculating insults to their persons and 
their psyches. Many of these fantasies had 
a paranoid tint: “The Army is crazy. They'll 
send me to Washington and brainwash me." 
All prophesied disaster for the Army, their 
superior officers, and themselves. Thus they 
reasoned that it was our duty to write letters 
to their Selective Service Boards or reserve 
units strongly recommending that they be 
excused from military service and reclas- 
sified 4-F. To do otherwise would be to en- 
danger the lives and emotional well-being 
of the entire Army—and we would be held 
responsible. 

In the case of one patient who was a bor- 
derline schizophrenic, a letter was written 
recommending deferment (he was actually 
inducted; he decompensated during basic 
training and received a medical discharge). 
In all other cases a statement of our find- 
ings, usually in the form of a discharge sum- 
mary, was forwarded to the appropriate 
military psychiatrist or to the patient's law- 
yer. 

In these ten cases, we made no attempt to 
evaluate the patient for military service. All 
patients were discharged with the recom- 
mendation that they continue in psycho- 
therapy as outpatients to attempt to under- 
stand the fears and conflicts reactivated by 
the threat of military service. 

Follow-Up 


As noted, one borderline schizophrenic 
patient decompensated during basic train- 
ing. A second patient, who was a chronic 
Schizophrenic, was activated with his reserve 
unit and threatened suicide at his Army 
base. A third patient, who was schizoid, was 
reclassified 1-Y and is now attempting t° 
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find a job. Two patients who were socio- 
pathic were absent without leave from their 
recently activated reserve unit at the time of 
their admission to the NPI. They disap- 
peared following discharge and have not 
contacted their families since. 

A sixth patient received an administrative 
discharge from his reserve unit after a pri- 
vate psychiatrist wrote a letter for him. Two 
patients have passed their induction physi- 
cals and expect to be called up to duty mo- 
mentarily. A ninth patient, who developed 
depression and anxiety, was classified 1-Y 
and is now a social worker. The remaining 
two patients are awaiting further word from 
their draft boards. 


Discussion 


During the first six months of 1968 the 
number of patients who appeared at the 
NPI after receiving an induction or activa- 
tion notice increased sevenfold, an increase 
not correlated with draft calls for that peri- 
od or the total number of patients applying 
for treatment. Detailed clinical records were 
available on 11 of these patients. They had 
varying degrees of anxiety and depression, 
Supported in almost all of the cases by a 
suicidal or homicidal threat. From a study 
of their family backgrounds and past his- 
tory, and from observations of their behav- 
lor during the evaluation period, a charac- 
teristic picture seemed to emerge. 


Dynamics 


In all cases this study revealed a deep- 
seated, poorly contained, intense rage di- 
rected principally at their fathers, who were 
in some way emotionally unavailable, i.e., 
Weg Weak, passive, absent, drunk, etc., Or 
Oud, brutal, and threatening. In either case 
their fathers did not provide male figures 
with whom the patients could identify. 

d In addition, intense rage was frequently 
irected at an older brother who was envied 
ze despised because of his success in 
m TA in athletics, in his sexual prowess, 
dis In fulfilling his military obligation with 
eo As a result, the older brother 
a aa to get more of the praise, the love, 
nd the attention from his parents that the 
PEt so desperately craved. The patient 
B Um perceived his older brother as a “super- 

iever" with whom he could not hope to 
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compete and whom he identified either with 
the threatening father or as a substitute 
father if the father was absent or weak. This 
rivalry frequently led to fights in which the 
patient, because of his age and size, was in- 
variably outboxed, outwrestled, or outma- 
neuvered. 

Unable to compete physically with his 
father or older brother, who failed to recog- 
nize or accept his aggressive strivings, the 
patient developed passive-aggressive mech- 
anisms for handling his growing rage. These 
mechanisms were never completely effective, 
however, and periodically the patient’s an- 
gry feelings and destructive impulses would 
break through to be expressed as delinquent 
behavior or outbursts of hostility. 

At other times, however, the patient’s 
underlying rage was contained at the ex- 
pense of passive-dependent relationships in 
which the patient would “do anything to 
avoid a hassle” that might unleash the terri- 
fying fury within and perhaps bring about a 
fantasied retaliation. Hence the patient’s fear 
of combat, which might provide the ultimate 
“hassle,” and his fears that “they'll make 
me into a killer." 

Lastly, the patient's ongoing control 
struggle with his parents was reactivated 
whenever he was confronted by authority. 
This was expressed by many of our patients 
as a basic defiant attitude that may be para- 
phrased thus: "It's my life and no one can 
tell me what to do with it. Nobody can make 
me serve. I'll kill myself rather than go into 
the Army.” 

Society and the Military 

Young men with passive-aggressive per- 
sonalities have always posed a management 
problem, both in and out of the service. Such 
men tend to become anxious when faced 
with military service, which threatens to re- 
activate incompletely resolved control strug- 
gles, dependency conflicts, sibling rivalry, 
and oedipal fears. Why then did the NPI ex- 
perience a seven-fold increase in the number 
of such patients who appeared during the 
first six months of 1968 compared to the 
three previous six-month periods? As with 
most complex phenomena, the explanation 
most likely involves a combination of 
factors. 

In the first place, psychiatric illness has 
become more socially acceptable and less 
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ego-dystonic. It carries fewer social stig- 
mata and less loss of self-esteem. Second, 
the widespread opposition to the Viet Nam 
conflict, especially among the patients’ peer 
groups, combined with social acceptance of 
draft resistance as an expression of moral 
concern, has led to some recognition of 
those who resist the draft as heroes and 
martyrs rather than as outcasts. Curiously, 
most of our patients did not express strong 
feelings about the morality of the war. 
Third, there is widespread publicity and 
openness about such organizations as the 
Resistance that actually encourage young 
men to avoid the draft. Four of our pa- 
tients had been advised by the Resistance 
and had consulted lawyers before coming 
to the NPI. Finally, young men who wish to 
avoid the draft are openly encouraged to 
seek deferment on psychiatric grounds, 
Conrad Lynn(3) has advised: *A reputable 
psychiatrist’s letter works wonders with 
many local draft boards .. . and will lead to 
further examinations and deferment.” 
Some of these men have been referred to 
psychiatrists who are quite open in their 
Opposition to the Viet Nam conflict and 
who might therefore tend to write a more 
“favorable” letter to Selective Service 
Boards or reserve units. Indeed, certain psy- 
chiatrists feel that writing psychiatric evalu- 
ations represents a legitimate expression of 
their own opposition to the Viet Nam con- 
flict. 

Role of the Physician 


We know of physicians who volunteer 
their Services for such evaluations as a con- 
tribution toward ending the draft or the 
Viet Nam conflict, Unfortunately, such let- 
ters are often based on biased histories or 
single cursory examinations. This practice 
tends to discredit the psychiatric community 
and justifiably increases the military physi- 
cians’ distrust of such letters, As a result, a 
letter written by a reputable psychiatrist who 
has treated a patient intensively and who 
sincerely believes that the stress of military 
service will endanger his patient may be dis- 
regarded. We therefore firmly believe that 

psychiatrists should not allow their Personal 
feelings about the Army or the Viet Nam 
conflict to bias their medical opinions or to 
influence their doctor-patient relationships. 
There certainly is ample opportunity for 
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psychiatrists to express their feelings in other 
ways. Responses from psychiatrists at sever- 
al university health services and community 
psychiatric facilities indicate that, in most 
cases, their letters consist of a statement of 
their findings without any attempt to offer 
an opinion as to whether the patient should 
be deferred. Informal discussions with a 
number of psychiatrists in private practice 
in the Los Angeles area suggest that they are 
more likely to recommend deferment than 
are their university colleagues. 


Past Military Policies 


Ginzberg(4, pp. 167-185) wrote that dur- 
ing the mobilization period of World War 
II the Armed Forces attempted to screen 
every inductee for overt and potential psy- 
chiatric disability. In 1943, however, when 
it became evident that the manpower pool 
was rapidly being depleted, the Armed 
Forces were forced to reverse their liberal 
rejection policy and to accept any individual 
who might perform even limited service. 
Under ideal conditions psychiatric screening 
is severely limited in effectiveness. In the 
first place, psychiatrists are much better in- 
formed about a person's weaknesses than 
his strengths. Second, there are no adequate 
studies on the relationship between an indi- 
vidual's emotional stability, which the psy- 
chiatrist tries to assess, and his capacity to 
meet specific performance standards under 
varying conditions of stress and support. 
Last, an individual's performance is deter- 
mined not only by his emotional stability 
but also by his motivation, which in turn de- 
pends more on his values and goals than on 
the resilience and integration of his psyche. 

Routine psychiatric screening of inductees 
during World War II, however, was far from 
ideal. Glass(5) explained that, as a result of 
the tremendous pressure to assemble divi- 
sions in the shortest possible time, physi- 
cians were permitted an average of two to 
five minutes to conduct a psychiatric screen- 
ing examination. Collateral information, 
such as school reports, work records, and 
police files, usually was not available. More- 
Over, because of the shortage of qualified 
psychiatrists, examinations were frequently 
conducted by physicians with no psychiatric 
training or experience. In addition, the €X- 
aminer had no idea where the inductee 
would be stationed, in what capacity he 
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would serve, what conditions and stresses he 
would encounter, and what supports would 
be available. Thus the examiner had to as- 
sume that all inductees would serve in com- 
bat, even though only two out of every five 
soldiers actually did. To further compound 
these difficulties, the criteria for rejecting an 
inductee were frequently revised to reflect 
available manpower and predicted mobili- 
zation requirements. 

During World War II, 970,000 of the 
20,000,000 American men examined were 
rejected on psychiatric grounds(4, p. 61). 
Nonetheless, routine psychiatric examina- 
tion proved so unreliable that 438,000 en- 
listed men received medical discharges on 
psychiatric grounds between 1942 and 1945. 
An additional 226,000 enlisted men were 
separated for “ineptitude and unsuitability” 
and 90,000 enlisted men were separated be- 
cause of “undesirability and bad conduct” 
(4, pp. 34-36). The limitations of routine 
psychiatric screening have been further de- 
fined by Brill and Beebe(6), who reviewed 
the records of 955 enlisted men treated for 
psychoneuroses during World War II. They 
concluded that 48 percent of these men had 
no appreciable emotional difficulty prior to 
enlistment and could not have been identi- 
fied at the time of induction no matter how 
carefully they were screened. Furthermore, 
of those who had overt psychoneuroses prior 
to induction, in 18 percent breakdown did 
not occur until they were subjected to stress 
of combat, 32 percent served overseas, and 
30 percent were demobilized without requir- 
Ing medical discharge. 

In 1960-1961 Plag and Arthur(7) followed 
134 enlisted men, previously rejected on 
Psychiatric grounds but allowed to graduate 
from two naval recruit training commands, 
in order to study their subsequent adjust- 
Ment. After two years 97 of these sailors 
(72 percent). were still on active duty and 
their follow-up psychiatric examinations did 
not differ significantly from a matched con- 
trol group. Apparently most of these men 
Were able to achieve emotional growth and 
maturity in a relatively supportive and stable 
military environment. Initial training and 
adjustment problems were transitory for 
many of these young men. 

Present Military Policies 
As a result of the painful and expensive 
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lessons learned during World War II, rou- 
tine psychiatric screening of all inductees 
was abandoned, and psychiatric criteria 
for rejection of inductees were revised to the 
extent that only persons with gross psy- 
chiatric disability are rejected. Doubtful 
cases are resolved by observing the individ- 
uals during basic training, where their psy- 
chiatric fitness for active duty can be assessed 
under actual military conditions. Marginal- 
ly adjusted individuals can then be trans- 
ferred to less stressful assignments where 
environmental supports are more readily 
available. This more liberal and flexible 
policy proved effective during the Korean 
conflict, where only two percent of examined 
inductees were rejected on psychiatric 
grounds, compared to five percent during 
World War II, while psychiatric disability 
discharge rates dropped significantly from 
an average of 1.2 percent per year during 
World War II to 0.4 percent per year during 
the Korean conflict(5). Current policy, as 
defined in Army Regulations 40-501 on 
Standards of Medical Fitness, includes the 
following criteria for possible rejection of 
inductees: 

Section 2-32: Psychosis or authenticated 
history of a psychotic illness, other than a 
brief toxic psychosis or delirium. 

Section 2-33: Psychoneurotic reaction 
that caused: 1) hospitalization; 2) prolonged 
care by a physician (not psychoanalysis per 
se); or 3) recurrent symptoms or behavior 
that impairs school or work efficiency, or 
brief psychoneurotic reaction within the 
previous year that required medical atten- 
tion or absence from school or work. 

Section 2-34: Personality disorders in- 
cluding: 1) character and behavior disorders 
evidenced by a) frequent encounters with 
law enforcement agencies or antisocial at- 
titudes and behavior, b) overt homosexuality 
or other deviant sexual practices, c) chronic 
alcoholism, d) drug addiction, including per- 
sistent use of dangerous drugs; 2) character 
and behavior disorders where the degree 
of immaturity, instability, personality in- 
adequacy, and dependency will seriously 
interfere with adjustment in military service; 
3) severe symptomatic immaturity reactions. 

Thus psychoneurotic reactions must be 
severe and debilitating, interfering with per- 
formance in school and on the job. Men 
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with character and behavior disorders are 
usually acceptable since these individuals 
frequently do well in the highly structured 
military environment. 

The Army’s current policy of evaluating 
doubtful cases during basic training has 
proven effective and economically sound. 
But it is perhaps equally important that it 
has provided many marginally adjusted 
young men with the opportunity to mature 
emotionally in an environment where they 
know what is expected of them and what 
will happen if they get into trouble (both 
are spelled out for them in official rules, 
regulations, and codes of conduct[8]) and 
where they can identify with a close-knit 
group of men who are undergoing the same 
stress they are. For many of them, it is the 
first time in their lives that they have been 
exposed to such close comradeship and con- 
sistent discipline. In such an atmosphere 
many marginally adjusted young men have 
become responsible soldiers. In addition, 
psychiatrists and chaplains are often avail- 
able to help with individual problems. The 
young man with psychiatric problems that 
are not grossly disabling deserves this chance 
to “make it" in boot camp. This is especially 
important to an individual who is Striving to 
establish a mature masculine identity. For 
him, rejection by a powerful authority figure, 
such as a psychiatrist who designates him as 
“neurotic,” a “psychiatric invalid,” or an 
“emotional misfit” who is unable to “mea- 
Sure up as a man,” cannot help but be a se- 
vere and perhaps permanent blow to his 
already diminished self-esteem. 


Guidelines for the Civilian Psychiatrist 


The civilian psychiatrist who is asked to 
evaluate such a patient or to write a letter 
on behalf of his patient often feels that he is 
in an uncomfortable bind, especially if he 
has strong feelings about the Army or the 
Viet Nam conflict. For this reason, the chiefs 
of psychiatry of the branches of the Armed 
Forces have offered the following sugges- 
tions: They all believe that the civilian psy- 
chiatrist can provide an invaluable Service 
both to the military psychiatrist and to the 
patient by furnishing the service with a sum- 
mary of the patient’s history and course in 

treatment. Since this may be biased, it 
should be supported by objective findings 
wherever possible, including results of the 
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mental status examination and a description 
of the patient’s behavior. Official documents, 
such as school reports, job records, and 
police files, should be referred to whenever 
possible. The diagnosis should be based on 
the current APA diagnostic classification, 
His letter should state how long the patient 
has been in treatment and how intensively. 
It should not be assumed that these letters 
are treated as privileged information unless 
the psychiatrist has been assured that they 
will be kept confidential. 

The patient should understand that this 
letter will merely provide the military psy- 
chiatrists with supplementary information 
about him. The more complete, the more 
objective, the more fully documented the 
letter, the more heavily it will weigh. 
Rothenberg(9) has described the manner in 
which such a letter is integrated into the pre- 
induction examination. He suggests that the 
original of the letter be sent to the patient’s 
draft board prior to the examination and 
that a carbon copy be given to the patient to 
hand to the examiner. The psychiatrist must 
point out to the patient that only the military 
physicians can decide whether the patient 
will be accepted or rejected. This, in itself, 
should take the civilian psychiatrist “off the 
hook” and allow treatment to proceed more 
smoothly and comfortably for both the pa- 
tient and the psychiatrist. 
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Psychiatric Aeromedical Evacuation Patients During 


the Tet and Tet II Offensives, 1968 


BY LT. COL. FRANK W. HAYES, MC, USAF 


The author presents a statistical study of all 
patients in the Pacific aeromedical system 
who entered Travis Air Force Base from 
January 1 to June 30, 1968, and compares 
these figures with those for the same period 
in 1967 to determine the effect of the 1968 
Tet offensives. The considerable decrease in 
the percentage of psychiatric patients aero- 
medically evacuated indicates that the prin- 
ciples of military psychiatry are being car- 
ried out effectively, particularly in the Army. 


A: OF THE END of July 1969 there were 
537,000 military personnel in Viet Nam. 
Of these, 361,500 were in the Army, 35,500 
in the Navy, 500 in the Coast Guard, 79,000 
or Marines, and 60,000 in the Air Force 
Prior to the Tet offensives of 1968, most 
major U.S. Armed Forces bases in South 
Viet Nam were relatively safe sanctuaries, 
receiving only occasional shelling or other 
forms of harassment. With the Tet offen- 
sives, casualties increased considerably and 
d felt that the cities and larger American 
ases were no longer the “secure areas" they 
Were previously thought to be. 
s an earlier article(2) I reported a statis- 
E study of all patients in the aeromedical 
A em who entered Travis Air Force Base 
qo January 1 to June 30, 1967. An attempt 
Hn made to determine the ratio of psychi- 
s patients to total patients by individual 
s ice and geographic area. Through fur- 
at r analysis of the statistics the percentage 
patients with psychoses, neuroses, and 
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character and behavior defects was deter- 
mined. The validity of transfer diagnoses of 
Air Force patients arriving at Travis Air 
Force Base was also explored. 

However, during the Tet! offensive from 
January 29 to February 28, 1968, the quality 
and quantity of the emotional stresses on 
American personnel increased in the Repub- 
lic of Viet Nam. The first Tet offensive was 
followed by the Tet offensive of May 5-25, 
1968. 


Classification of 
Emotional Disturbances 


The U.S. Air Force and Army by regula- 
tion recognize two distinct types of emotion- 
al and mental disturbances. These two 
categories are based on the separation of 
character and behavior disorders from the 
service-recognized mental disorders of psy- 
chosis, neurosis, impairment of brain tissue 
function, and the psychophysiological auto- 
nomic and visceral disorders. 

For purposes of this paper, transfer diag- 
noses of adult situational disorders are 
classified as character and behavior disor- 
ders. It has been our experience that once 
Air Force men with transfer diagnoses of 
situational psychiatric conditions arrive at 
Travis, they manifest primarily personality 
trait disturbances, usually with a passive- 
aggressive Or passive-dependent hue(2). The 
number of psychophysiological disorders 
was not statistically significant, but these 
conditions were incorporated into the broad 
category of the neuroses for completeness 
in the reporting procedure. During the peri- 
od of this study (January 1-June 30, 1968), 
there were six cases diagnosed as combat 
exhaustion  aeromedically evacuated to 
Travis from the Pacific area by the Navy and 


Od n 
T*Tet" literally refers to the three-day period mark- 
ing the lunar new year, which in 1968 was January 


30-February 1. 
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FIGURE 1 


Aeromedical Evacuees from the Pacific Area: 
January 1-June 30, 1968 
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none by the Air Force or Army. Alcoholics 
aeromedically evacuated are classified in the 
character and behavior disorders; they con- 
stituted 1.97 percent of the Air Force’s psy- 
chiatric patients, 3.26 percent of the Army’s, 
and 1.36 percent of the Navy’s. 


Psychiatric Patients in the 
Aeromedical System ; 


For statistical purposes, all patients aero- 
medically evacuated from bases west of the 
West Coast of the United States are grouped 
under the Pacific area. Those military and 
civilian personnel who developed their ill- 
nesses or incurred their injuries in the conti- 
nental United States were considered under 
the domestic aeromedical system. 

During the period of this study, the Armed 
Forces aeromedically evacuated 11,858 pa- 
tients through Travis from the Pacific area; 
7.11 percent of these patients had psychiatric 

transfer diagnoses. An examination of the 
figures from the individual branches of the 
armed forces reveals that 21.9 percent of the 
Air Force's, 11.8 percent of the Navy's, and 
only 2.7 percent of the Army's total evacuees 
were psychiatric patients (figure 1). Since 
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Navy medical personnel are assigned to 
Marine units and medical care of Marines is 
usually accomplished in Navy medical facili- 
ties, all Marine patients are incorporated in 
the statistics on Navy personnel. Of the civil- 
ian patients, 10.9 percent had psychiatric 
diagnoses. 

Between January and June 1967, when the 
intensity of combat in Viet Nam was not as 
severe, there were 5,051 patients evacuated 
through Travis; 12.9 percent of these pa- 
tients had psychiatric transfer diagnoses. An 
examination of the figures from individual 
branches of the Armed Forces revealed that 
17.4 percent of the Air Force's, 6.7 percent 
of the Army's, and 17.7 percent of the 
Navy's total evacuees were psychiatric pa- 
tients (figure 2). 

Analysis of the transfer aeromedical diag- 
noses of patients from the Pacific area in 
1968 revealed that 32.2 percent of the total 
number of Air Force psychiatric patients 
were psychotic, 55.3 percent were neurotic, 
8.6 percent had character and behavior dis- 
orders, 3.3 percent had organic brain syn- 
drome diagnoses, and 0.6 percent were sent 
to the United States undiagnosed. Of the 
Army's psychiatric patients, 71.1 percent 
had psychotic diagnoses, 19.0 percent had 
neurotic diagnoses, 7.1 percent had character 


FIGURE 2 
Aeromedical Evacuees from the Pacific Area: 
January 1-June 30, 1967 
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FIGURE 3 


Diagnoses of Psychiatric Aeromedical Evacuees 
from the Pacific Area: January 1-June 30, 1968 
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and behavior disorders, and 2.7 percent had 
organic brain syndrome diagnoses. The 
Navy transferred 34.4 percent of their pa- 
tients with psychotic diagnoses, 23.0 percent 
with character and behavior disorders, 41.2 
percent with neurotic diagnoses, 0.8 percent 
with organic brain syndrome diagnoses, and 
0.6 percent undiagnosed. These data are 
represented graphically in figure 3. 

While considerable agreement between the 
definitive diagnoses at the David Grant 
USAF Hospital at Travis and the transfer 
diagnoses of Air Force patients from the 
Pacific area was demonstrated in 1967(2), 
this was not the case in 1968. Many neurotic 
diagnoses were later changed to diagnoses of 
character and behavior disorders at David 
Grant Hospital, and the airmen were re- 
turned to duty for administrative action. 

Monthly analyses of the total number of 
patients evacuated from the Pacific area and 
the number and percentage of psychiatric 
Patients are reflected in table 1. Though 
American patients from the Republic of 
Viet Nam constituted only a portion of 
the total Pacific area patients, there is a rela- 
tive consistency in the actual number of per- 
sonnel evacuated to the United States for 
Psychiatric reasons in each service. This is 
especially true of the Army, which evacuated 
26 to 36 psychiatric patients per month from 
the Pacific area in spite of considerable 
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monthly fluctuations in total patients sent to 
Travis. Domestic figures for the 1967 and 
1968 periods also appear in table 1 for com- 
parison. 

During the six-month period of this study, 
which included both Tet offensives by the 
adversary, there was a 210 percent increase 
in total Army patients with only a 24 percent 
increase in total psychiatric patients over the 
same period in 1967 (see figure 4). The Air 
Force showed a 19 percent increase in total 
evacuees and a 49 percent increase in psy- 
chiatric patients. The Navy registered 92 
percent and 27 percent increases respective- 
ly. It should be noted that the total number 
of men involved in the Pacific area had also 
increased since 1967. 


Discussion 


The need for the Armed Forces to try to 
reduce ineffectiveness secondary to emotion- 
al disturbances is an outgrowth of a number 
of military experiences since 1900(3-7). 

Col Arnold Johnson, MC, USA, has 


FIGURE 4 
Increase in Aeromedical Evacuees in 1968 
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i TABLE 1 
Monthly Analysis of Aeromedical Evacuation Patients 
JANUARY FEBRUARY MARCH APRIL MAY 
PSYCHI- PER- PSYCHI- PER- PSYCHI- PER- PSYCHI- PER- PSYCHI- PER- 
CATEGORY TOTAL ATRIC CENT TOTAL ATRIC CENT TOTAL ATRIC CENT TOTAL ATRIC CENT TOTAL ATRIC CENT 
Pacific Area 1967 

Army 222 16 7.2 209 18 86 405 39 96 484 17 3.5 425 27 64 
Air Force 94 16 170 106 23 217 111 24 216 86 12 140 96 16 167 
Navy 279 68 244 357 81 227 362 76 210 290 46 159 445 60 135 
Civilian 56 8 143 66 6 87 69 eee ^ 1 14 94 4 43 

Domestic Area d 
Army 85 7 82 74 11 149 91 11 1243 75 "18 3173 83 15 181 
Air Force 140 16 114 94 8 85 6102 13.127 93 5 54 101 11 10.9 
Navy 74 #14 189 52 19 36.5 83 24 289 62 17 274 74 18 243 
Civilian 74 o 00 88 1 11 80 O 00 86 0 00 130 0 0.0 

Pacific Area duds 
Army 672 28 42 1,545 33 22 1178 30 25 915 26 2.8 1,368 31 2.7 
Air Force 84 10 119 154 44 285 112 26 232 118 29 246 119 26 218 
Navy 420 75 17.9 821 82 100 774 119 154 616 80 13.0 820 83 10.1 
Civilian 50 2 40 85 6 70 38 3 79 54 #11 204 44 11 250 
Domestic Area 
Army 103 16 155 87 6 6.9 103 14 136 111 17 153 92 23 250 
Air Force 106 11 103 118 7 59112112. 10720198 18 132 121 12 9.9 
Navy 83 18 216 64 20 312 126 23 182 104 24 231 81 26 320 
Civilian 98 8 82 105 7 6.7 96 13 135 101 10 9.9 89 14 157 
stated: from Viet Nam during the period 1966-1967 


The basic philosophy of psychiatric treatment 
in the Army in Viet Nam has been oriented to- 
ward applying preventive measures as vigorously 
as possible. All the way from the battalion sur- 
geon and the company commander in the tactical 
units back through the division psychiatrist to the 
psychiatric treatment center the effort is to pro- 
vide orientation, education, consultation and 
treatment of all types to first of all keep the indi- 
vidual at his job, secondly to keep him out of the 
hospital, and thirdly, if hospitalization is neces- 
sary, to help him return to effective duty as rapid- 
ly as possible. 

The basic principles of the handling of 
combat psychiatric patients in the Army in 
Viet Nam are: 1) decentralization of treat- 
ment as early and as far forward as practi- 
cal; 2) expectancy of treatment in an atmo- 
sphere that allows ‘the patient to recognize 
immediately that he is expected to return to 
duty; 3) brief, simple treatment including 
rest, drink, food, mild sedation, reassurance, 
persuasion, and/or exhortation; and 4) cen- 
tralization of triage where a military psychi- 

atrist is involved before a patient is evacuated 
from Viet Nam for a psychiatric condition 
(8). 

Figures from my 1967 study revealed that 
Army psychiatric patients constituted 6.7 
percent of all Army patients passing through 
Travis from the Pacific area(2). However, 
only three to four percent of all evacuations 
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had primary psychiatric diagnoses(8). The 
present study shows that the 6.7 percent 
figure for the Army has been reduced to 2.7 
percent; this seems to indicate that the Army 
has set a new record in the management of 
psychiatric patients within a combat zone as 
well as in the support areas. 

If the statistics in this study are examined, 
it does not appear that the increased inten- 
sity of battle in Viet Nam and the increased 
threat to U.S. bases or the large Vietnamese 
cities have adversely affected the mental 
stability of the American fighting man. In 
fact, as the intensity of combat has increased, 
the percentage of Army and Navy psychiat- 
ric evacuees from the Pacific area has de- 
creased markedly from 1967 (see table 1). 
Therefore the psychological harm to the 
serviceman that the adversary had hoped to 
inflict had either not materialized or had 
been repaired prior to his return to the 
United States. 

There are several possible explanations 
for the increase in the percentage of the Air 
Force’s psychiatric patient evacuees from 
17.4 percent to 21.9 percent instead of the 
decrease shown by the other branches of the 
Armed Forces. One possible explanation 
lies in the high percentage of neurotic diag- 
noses. As previously stated, several of those 
men diagnosed as neurotic who arrived at 


Amer. J. Psychiat. 127:4, October 1970 


NN 


FRANK W. HAYES 


TOTAL 
PSYCHI- 


JUNE 


PSYCHI- PER- 


TOTAL — ATRIC CENT TOTAL = ATRIC CENT 
448 31 7.0 2,193 148 67 
93 11 118 586 102 174 
539 71 13.2 2272 402 17.7 
129 5 3.9 486 30 6.2 
71 16 22.5 479 73 15.2 
88 6 6.8 618 59 9.5 
78 11 14.1 423 103 243 
= — — 458 1 02 
1,130 36 3.2 6,808 184 27 
107 17 15.9 694 152 21.9 
905 73 8.1 4,356 512 11.8 
59 3 5.1 330 36 10.9 
83 22 26.5 579 98 16.9 
82 9 11.0 675 69 10.2 
42 20 47.6 500 131 26.2 
75 7 9.3 564 59 10.5 
=: 


David Grant Hospital were eventually dis- 
charged to duty with characterological diag- 
Noses. Also, certain authorized positions for 
psychiatrists, hospital commanders, and at 
least one command surgeon were filled by 
different personnel during the 1967 and the 
1968 patient surveys. It is possible that the 
Orientation and operating policies of the new 
Personnel were different from those of their 
predecessors in 1967. Finally, the possibility 
Must be considered that at the time of the 
first Tet offensive, January 29 to February 
28, some Air Force psychiatric patients in 
treatment were aeromedically evacuated in 
order to make room for anticipated casual- 
ties. This should especially be considered in 
the case of hospitals with casualty staging 
areas and could explain the record number 
9f 44 psychiatric patients received in Febru- 
ary 1968 (see table 1). 

Despite the slight increase in the percent- 
age of Air Force psychiatric patients, there 
is no evidence to indicate that the offensives 
by the enemy adversely affected the psycho- 
logical effectiveness of the Armed Forces in 
Southeast Asia or in the Pacific support 
areas, 

No evidence of a war neurosis(9) or aggra- 


— Yation of a psychiatric condition by combat 


Was noted among any of the Air Force psy- 


"Chiatric patients transferred back to David 
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Grant Hospital. As in previous studies(2), 
some patients felt that the separation from 
home and the boredom were significant 
factors in their illnesses, but none blamed 
the occasional shelling and other forms of 
harassment used by the enemy. Previous 
studies, however, have indicated that the 
number of schizophrenics that will appear 
each year per 1,000 men remains relatively 
constant in the military, regardless of war or 
other circumstances(4). 

It is felt that group identification; rotation 
policies; rewards and recognition; leader- 
ship; effective discipline; adequate food, 
water, rest, shelter, and equipment; good 
training; conditions of combat; mental 
health programs; and effective control by 
command all are important in the success of 
the Armed Forces’ efforts to preserve the 
combat effectiveness of the serviceman, both 
physically and mentally(2, 4, 8, 10). 
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Psychiatric Criteria for Compassionate Reassignment 
in the Army 


BY MAJ. EDWARD M. COLBACH, MC, USAR 


A significant number of active duty Army 
personnel request reassignment based on 
the psychiatric condition of a family mem- 
ber. Often the attending physician predicts 
dire consequences if the request is not 
granted. Lack of awareness of current Army 
policy for judging these requests leads to 
much false hope and to resultant anger and 
disappointment. 


HE NEED FOR this article arises from the 

continuing misunderstanding, by both 
civilian and military physicians, of the 
Army's policy for compassionate reassign- 
ment on psychiatric grounds. This misun- 
derstanding often leads to false promises 
and false hopes, and the resulting bitterness 
is usually directed toward the Army. 

A compassionate reassignment is a 
permanent (usually for one year) change 
of duty station based on psychiatric prob- 
lems in the serviceman's family. Its pur- 
pose is to stabilize the serviceman in a par- 
ticular area when his presence there is es- 
sential to the resolution of some acute family 
problem. A compassionate reassignment 
Should be clearly distinguished from the 
following: 1) personal problems of the 
serviceman himself, which should be handled 
by his own doctor through regular psychi- 
atric channels; 2) an emergency leave, which 
is usually for 30 days or less; and 3) a hard- 
Ship discharge, which is based on chronic 
and severe family problems necessitating his 
separation from the service. 

A serviceman usually initiates the reassign- 
ment request at his unit level. He writes 
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a statement telling why he needs a perma- 
nent change of station; he is required to have 
civilian or military medical documentation 
that a member of his family is psychiatrical- 
ly ill and that his presence is essential. Such 
a request can be disapproved by the local 
medical command if it seems clearly un- 
justified. Those that seem appropriate are 
referred to the Department of the Army, 
where the Psychiatric Consultant Branch 
of the Office of the Surgeon General is asked 
to recommend either approval or disap- 
proval. 

In 1969 the Psychiatric Consultant 
Branch handled about 3,000 such requests. 
Seventy-five percent of these involved indi- 
viduals either about to depart for or already 
in Viet Nam. Another ten percent involved 
Korea. Most were submitted on the basis 
of the condition of the serviceman's wife, 
with the condition of his mother a distant 
second. About 15 percent of the cases were 
recommended for approval. 

The local physician (usually a psychia- 
trist), either civilian or military, who recom- 
mends a request that is turned down fre- 
quently becomes upset, feeling that his pro- 
fessional competence is being challenged. 
Often, believing that an injustice has been 
done, someone brings a congressman, Or 
even the President, into the picture. 

The issue of Viet Nam is paramount, 
Since most of the requests involve Viet Nam. 
Two recent papers discussed in detail the. 
separation problems of military wives(1, 2). 
There is no need to elaborate further on the 
Obvious emotional hardship of having 
loved one in Viet Nam. Would that it were 
Not so; but our involvement in Asia is a pain- 
ful reality that cannot be escaped. 

Clausen and Daniels have described well 
some of the role conflicts with which the 
civilian psychiatrist entering the military 
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has to struggle(3). One conflict they did not 
elaborate on is that between allegiance to 
the individual patient and to the military 
group and its mission. This is a continuing 
problem not only to the short-time military 
psychiatrist but to the career one as well, 

| especially during time of war when the mis- 
sion is so Obviously a painful one for so 
many. But if the welfare of the group does 
not supersede the welfare of the individual, 
the mission cannot be accomplished. Some 
sacrifice on the part of the individual for 
the group is implied in this reality. This 
Should be kept clearly in mind when one is 
trying to decide what justifies making one 
family suffer separation while relieving an- 
other of it. 


The Criteria 


Army Regulation 614-6 spells out the 
bases for judgment(4, 5). Current interpreta- 
tion by the Surgeon General's Office ordi- 
narily leads to favorable consideration of re- 
quests for compassionate reassignment only 
in cases where: 

l. The wife of an officer or enlisted man 
On active duty is hospitalized, or about to 
be hospitalized, for a serious psychiatric 
condition and his presence is required for 
medical or legal reasons (permission for 
commitment, permission for ECT, etc.). 
Hospitalization of other dependents or of 
parents does not ordinarily form a proper 
basis for favorable consideration unless the 
_ Serviceman is the only family member who 
can assume medical or legal responsibilities. 

2. The condition of the wife of the officer 

or enlisted man is such that his children are 
being grossly neglected and where his pres- 
ence is necessary to prevent the children 
from becoming wards of a court. 
B word "ordinarily" should be noted. 
E is allows for some discretion when a 
B o does not fulfill the above criteria 
ie where the serviceman’s presence is 
leemed essential for one reason or other. 


Case Reports 


| she 1. An 18-year-old private’s wife slashed 
Si Ap superficially in a suicide gesture one 
Eo. after her husband arrived in Viet Nam. 
Hus brought home on a 30-day emergency 
k e and requested a compassionate reassign- 

ent. The military psychiatrist who was treating 
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the wife wrote that she was of borderline ego 
strength, and that without the continued presence 
of her husband she would probably decompensate 
into a severe psychosis, possibly killing herself. 
The request was disapproved. 

Case 2. A 67-year-old woman became severely 
depressed when her only son, a lieutenant, re- 
ceived orders for Viet Nam. The attending civilian 
psychiatrist hospitalized her and stated he could 
not successfully treat the mother without the 
son’s continued presence, even though the father 
was alive and well and living with the mother, 
The request was denied, and the same psychia- 
trist wrote a stronger note, stating that he proba- 
bly could not prevent the suicide of the mother 
if the son went. A lawyer was hired by the family 
and a senator’s aid was enlisted. Angry, threaten- 
ing phone calls poured in to the Surgeon Gener- 
al’s Office. A copy of the psychiatrist’s state- 
ment was sent to the President. The original 
recommendation for disapproval was not 
changed. 

Case 3. The 20-year-old brother of a schizo- 
phrenic girl received orders for Viet Nam. A civil- 
ian psychiatrist stated that without the brother’s 
presence he could not treat the girl since she 
vicariously lived through him. Further, if he were 
to die in Viet Nam, she too would wither and die. 
The parents were interested, alive, and well. The 
request was disapproved. The psychiatrist wrote 
a note to a congressman stating that the brother’s 
presence was essential to the success of the family 
therapy he was conducting. Various inquiries 
were begun into the functioning of the Surgeon 
General’s Office. The disapproval was not 
changed. 

Case 4. The 36-year-old wife of a sergeant, 
mother of three children, had her third severe 
manic attack in as many years, and was hospi- 
talized for what was predicted to be a number of 
months. He was brought back from Korea on 
emergency leave and requested a compassionate 
reassignment. This request was disapproved, 
with the comment that a hardship discharge 
seemed appropriate instead, due to the chronicity 
and severity of the wife’s problems. 

Case 5. The 21-year-old wife of a sergeant, 
mother of two children, had an acute Schizo- 
phrenic episode while he was in Viet Nam. She 
was hospitalized for a course of ECT; he came 
home on emergency leave. There were no relia- 
ble relatives to help with the children. His re- 
quest for compassionate reassignment was rec- 
ommended for approval. 

Case 6. A 56-year-old man had a coronary at- 
tack necessitating a long convalescence, and his 
wife became severely depressed and made a 
serious suicide attempt, after which she was 
hospitalized. She attempted to sign out of the 
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hospital, and commitment proceedings were 
started. The husband had a relapse. The couple’s 
only child was stationed at a U. S. base 1,000 
miles away. He came home on emergency leave 
and requested a compassionate reassignment 
near his home, based on his mother’s condition. 
His request was recommended for approval. 


Discussion 


It should be noted that suicidal threats 
on the part of the patients are common. 
Often doctors predict that suicide will 
result if the request for reassignment is not 
granted. It is reasonable to assume that if 
such a threat or prediction became fact after 
a request for reassignment had been turned 
down, the agency denying the request would 
somehow hear about it. No one in the Psy- 
chiatric Consultant’s office can remember 
hearing of such a case in the past two years. 

Predictions that the psychiatric condition 
of a wife, child, or parent might improve 
with the presence of the serviceman are 
always questionable. Such recommenda- 
tions encourage manipulation for secondary 
gain and often preclude attempts to engage 
in reality-oriented therapy. They also tend 
to fixate pathology. 

Psychiatrists should also be careful not 
to let their personal feelings about the war 


CRITERIA FOR COMPASSIONATE REASSIGNMENT 


or the military enter into their judgments, 
There should be awareness, too, of the fre- 
quent desire psychiatrists have to do some- 
thing concrete for their patients. To “bring 
someone home” is certainly a proof of the 
potency of psychiatry. 

Admittedly the criteria for judgment of 
these requests are stringent, and the ma- 
jority of requests arriving at the level of the 
Department of the Army are denied. Per- 
haps an argument could be made for relax- | 
ing the criteria. But this is as it is now. Thus 
physicians should be cautious about creating | 
a climate of expectancy and false hope | 
for favorable consideration when the cri- | 
teria are not clearly met. 
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EDITOR’S NOTEBOOK 


The Military: A Valuable Arena 
For Research and Innovation 


"es PRACTICE of psychiatry has been undergoing a major rev- 
olution during the past 30 years. In the 1940s and 50s, important 
innovations in psychiatry were initiated in the military services. Many 
of the therapeutic approaches that are popular today began as ex- 
periments in the military services—the therapeutic community, group 
therapy, psychiatric screening as a preventive measure, the treatment 
of acute stress reactions, short-term psychotherapy, and community 
psychiatry—began as experiments in the military services. 

In the 60s expanded research programs made significant contribu- 
tions in both the preventive and the treatment areas. Through the 
utilization of historical data, valid actuarial tables were developed for 
the selection of enlisted personnel. Much was learned about the psy- 
chophysiologic correlates of stress. Isolation studies contributed sig- 
nificantly to rational planning for outer space and deep submergence 
programs. Screening procedures for special assignments such as 
underwater demolition teams and wintering in Antarctica were tested 
and refined. Sleep deprivation research generated extensive data on 
the perceptual, cognitive, and autonomic responses to loss of sleep. 
Studies of adaptation to flying produced valuable insights that have 
been useful in the selection and psychological understanding of avia- 
tors. Collection of data on the epidemiology of mental diseases, 
although in its early stages, has already produced information with 
wide applicability. 


But in spite of the important research and clinical contributions 


made by the military during the 1960s, the profession of military psy- 
chiatry decreased in popularity and influence. The number of career 
military psychiatrists diminished, and the accomplishments of psychi- 
atrists on active duty in the military were less publicized. Demonstra- 
tions against psychiatrists in the military service have increased in fre- 
quency and publicity. The military psychiatry section of the annual 
meeting of the American Psychiatric Association was discontinued 
this year. 

Military psychiatry in t 
that are peculiar to the military. 
vations must be directed toward 
be explored most productively i 


he 70s must take advantage of the assets 

Research efforts and clinical inno- 
those aspects of psychiatry that can 
n this setting. Information gleaned 


In this section the Editor samples varied opinions on topical problems. The 
ily those of the Editor, nor can they 


| opinions expressed herein are not necessaril i i 
| in any way be construed as marking the official policy of the Journal. 
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must also be shared. Psychiatrists who have served in the military” 


services in recent years have been hiding their lights under a bushel; 
many innovations and contributions to the field of general psychiatry 
made by psychiatrists on active duty have gone unnoticed as a result 
of a reluctance to publish. 

The practitioners of psychiatry today need every bit of information 
that can be accumulated to further the understanding of people and 
the treatment of emotional illness. The military has an excellent op- 
portunity to provide a better understanding of our youth, since the 
majority of military personnel are in that age category. In addition, 
the opportunity to study society’s most troublesome diagnostic cate- 
gory, the personality disorders, is indeed unique. Various military 
training programs for rigorous, hazardous assignments provide ex- 
cellent candidates for further exploration of the psychological and 
physiological effects of stress. The military is a fertile field for develop- 
ing greater understanding of drug abuse. Research efforts should be 
increased in the fruitful area of the epidemiology of mental diseases 
among all age groups. The vast amount of data available on every 
member of the military service should provide useful information 
about who develops mental disease and what factors contribute to 
the onset. Methods of more efficient utilization of psychiatrists and 
parapsychiatric personnel must be explored in detail and results re- 
ported. The current 98 percent follow-up provides an unprecedented 
advantage in measuring the effectiveness of various therapeutic 
measures. Knowledge gained from all of these areas will benefit 
patients both in and out of the military. 

Psychiatrists on active duty in the military have excellent oppor- 
tunities to develop their ideas into useful experience. The articles re- 
corded in the special section of this issue provide examples of the 


diversity of professional interests and pursuits available in the 
military. 


D. E. BROWN, JR., M.D. 


Editor's Note: Captain Brown is head of the Neuropsychiatry Branch, 
Bureau of Medicine and Surgery, U.S. Department of the Navy. 


A New Emphasis on Administrative Psychiatry 


WwW THE PROLIFERATION of diverse patterns of mental health 

services implemented through intricate inter-agency collabora- 
tive relationships, the need for sound administrative techniques and 
an awareness of the administrative process as a change agent to facili- 
tate such programming are receiving increased recognition. 

In the training of the psychiatrist, other areas of recognized impor- 
tance to his effective functioning are given appropriate emphasis— 
e.g., psychotherapy, pharmacotherapy, and milieu therapy, among 
others. Such has not been the case with administration. It has been 


i 
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regarded in the past as something that one did without special train- 
ing—something one learned as part of one's experience. Largely ig- 
nored has been the body of knowledge concerning administrative 
theory and process derived from other fields (notably public adminis- 
tration and political science) that can, through appropriate interpre- 
tation, be made relevant to the administration of psychiatric services. 
The old adage: “You can't teach administration, you must do it" is 
only partially valid. The same might be said about psychotherapy, 
teaching, the practice of law, or a host of other specialized endeavors, 
While it is true that one can only become an expert administrator 
through administering, the basic principles, techniques, and ap- 
proaches can be taught just as the fundamental principles of any dis- 
cipline can be taught; they can be elaborated upon later through ex- 
perience. With an increasing proportion of the average psychiatrist's 
time being devoted to the administrative aspects of the planning, im- 
plementation, and evaluation of mental health services, itis incumbent 
upon those in charge of training programs at the residency and post- 
residency levels to search for ways in which such training can be in- 
corporated into the curriculum. 

It has been clearly documented many times that difficulties in pro- 
gram implementation, with concomitant interstaff conflict, are directly 
related to deficiencies in administration. This is particularly true at the 
present time, when various organizational and programmatic patterns 
of service delivery, combined with multiple funding sources and more 
complicated employer-employee and community relationships, are re- 
sulting in myriad problems of ever-increasing proportions. 

In 1951 a committee of the American Psychiatric Association (in- 
cluding some of the most illustrious names in American psychiatry) 
was established to develop criteria designed to determine administra- 
tive competence through the examination of psychiatrists who had 
administrative experience of a nature and duration specified by the 
committee. Originally known as the Committee on Certification of 
Mental Hospital Administrators, its mandate was to assure those 
mental health authorities responsible for making appointments to 
mental hospital administrative positions of the administrative com- 
petence of candidates certified by the committee. Because of more re- 
cent developments in patterns of psychiatric services and the increas- 
ing emphasis on community-based programs, two years ago the 
Council of the American Psychiatric Association decided that the 
name of the committee should be changed to the Committee on Cer- 
tification in Administrative Psychiatry. It was also decided that ac- 


companying changes in the content and format of the examination 


should be developed to reflect a greater emphasis on the principles and 
practice of community psychiatry. \ 

The roles and functions of the committee are currently being re- 
examined. A survey questionnaire of candidates certified in the past 
decade has been completed. New categories of applicants have been 
developed to encourage psychiatrists from a variety of program mod- 
els to seek certification. Attempts are being made by the committee 
to stimulate interest in promoting formal training courses in adminis- 
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seminars, institutes, and short courses as forms of continuing edu- 
cation. A concerted effort is being made to enhance the status of ad- 
ministration within the hierarchy of the profession and, it is hoped, 
to promote administrative psychiatry to the level of a subspecialty of 
psychiatry. 

The committee consists of only a small group of individuals com- 
mitted to take the initiative in this venture; if we are to achieve the 
goals envisioned for administrative psychiatry it will take the initia- 
tive and sustained efforts of the leadership and members of the Amer- 


tration—at various levels of the psychiatrist’s training—through 
{ 
ican Psychiatric Association. | 


A. R. ForEv, M.D. 


Editor's Note: Dr. Foley, who is director of the department of psy- 
chiatry, Catholic Medical Center of Brooklyn and Queens, Jamaica, 
N.Y., and director, division of community and social psychiatry, 
Columbia University, New York, N.Y., is chairman of the APA 
Committee on Certification in Administrative Psychiatry. 


HOFHEIMER RESEARCH PRIZE 
APPLICATIONS INVITED 


The American Psychiatric Association invites applications for its annual Hofheimer 
m Award ($1,500) for outstanding research in psychiatry and mental hygiene. Ap- 
plicants must be U.S. or Canadian citizens under 50 years of age. If a group of co- 
workers is involved, the median age must be less than 50, and the majority of them 
ues be US. or Canadian citizens. Any professional person who has done creative 
work in this area is eligible. The work must have been completed or published within 
meig m ru or on or after July 1, 1967. 

, ^o apply, submit six copies of the book or research report or six reprints of publica- 
tions reporting it to: Robert A. Cohen, M.D., daira, Hofheimer Prize Board, 
American Psychiatric Association, 1700 Eighteenth St., N.W., Washington, D.C. 


20009. Books, reprints, or other entries will b w i 
ine f, - e ack i 
The deadline for submission is January 31, I7. eaul not be returned 
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Psychiatric Television Consultation for the 
Mentally Retarded 


BY FRANK J. 


The authors describe an approach to com- 
munications problems between a resident 
staff, who deal with a mentally retarded 
inpatient population in a state hospital, 
and nonresident psychiatrists who work 
112 miles away. Using a closed circuit 
television for consultation, the psychiatrists 
helped resident staff establish more effec- 
tive care and gave the nonprofessional staff 
a more positive outlook regarding their 
ability to help patients. 


LONG-DISTANCE communication sys- 

tem was designed to provide psychiatric 
consultation and supervision to a group of 
mentally retarded adults who had long 
been institutionalized and who had been 
abruptly transferred from an overcrowded 
State institution for the retarded to a state 
ghe hospital. The staff at the mental 
aes while competent and effective in 
d Teatment of the mentally ill, had neither 
aining nor experience with the mentally 


urba di 


Dr. Menolascino i i 1 
Pty 0 is associate professor of psychiatry 
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ventive | eb., and director, division of social and pre- 
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retarded. They were consequently oriented 
toward little more than custodial care for 
them. The facility was outdated and out- 
moded, presenting architectural barriers 
to any adequate therapeutic programming. 
The nearest specialists in psychiatric coun- 
seling for mentally retarded patients and 
guidance for the staff were 112 miles away. 

This is a situation that can occur with 

greater frequency as more emphasis is 
placed on community-centered care for 
the mentally ill(1); some state mental hospi- 
tals may then become residential quarters for 
the mentally retarded(2). In Nebraska,,as 
in many states, these hospitals are frequent- 
ly located at some distance from the urban 
centers, making it difficult to provide pro- 
fessional personnel and consultation ser- 
vices. 
In the recently completed project de- 
scribed here, current psychiatric approaches 
together with a contemporary communica- 
tions system provided the means for re- 
shaping the attitudes of state hospital 
personnel regarding the mentally retarded 
and resulted in a beneficial and progressive 
environment for the patients. 

After reviewing the communication tech- 
nique for such long-distance psychiatric 
consultation, treatment programming, and 
personnel training, we will: 1) describe and 
discuss the challenges presented to psy- 
chiatric consultants attempting to provide 


although not always, less lengthy than the 
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“services at a distance” to a mentally re- 
tarded inpatient population; 2) survey the 
use of a state hospital setting that has only 
recently focused its attention on the re- 
tarded; 3) review the implementation of 
specific therapeutic program ingredients 
that include new approaches in serving the 
mentally retarded; and 4) discuss the po- 
tential of a two-way closed circuit television 
arrangement that synthesizes the previous 
three goals into a comprehensive psychiatric 
consultation approach to the care of the 
mentally retarded. 


Method 


Simultaneous two-way television (micro- 
wave) provided electronic face-to-face 
communication 24 hours a day between 
the staff of the Nebraska Psychiatric In- 
stitute (NPI) in Omaha and the Norfolk 
State Mental Hospital (NSH), thus estab- 
lishing a 112-mile television communica- 
tions system(3, 4). 

From January 1967 to May 1969 we used 
this system one hour a day, three days a 
week. Monthly one-day visits to NSH for 
personal contacts with staff and patients 
enabled us to carry out psychiatric con- 
sultation and supervision focusing on staff 


training in specialized therapy and manage- 
ment. 


The Patient Population and 
Physical Setting 


The group of mentally retarded adults at 
NSH was composed of 22 women and 38 
men, ranging in age from 23 to 52 years, 
with a mean chronological age of 382 
years. The group represented 14 percent of 
the state hospital's total inpatient popula- 
tion. Most of these mentally retarded pa- 
tients had been transferred.to NSH from 
the Beatrice State Home, where the staff 
ratio for the 2,300 patients is low. Little 
time or attention was given to the individ- 
uality of each patient, and the entire treat- 
ment milieu might be best described as 
sparse and impersonal. 

At NSH the mentally retarded patients 
were segregated by sex and housed separate- 
ly from the mentally ill patients. The two 

buildings set aside for the retarded were 
three-story brick structures (built circa 
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1905); the top floor was a large bedr 
area; the second floor consisted of a m 
ing station and two large day rooms (| 
and colorless, with no curtains and scai 
any furniture except 20 to 25 rocking cl 
arranged along the walls) and the 
floor was a multipurpose room for dinii 
and recreation, which usually was a movie. 
The terazzo floors and tile walls gave the 
final touch to the “dehumanizing” atmos- | 
phere(5) on these wards. | 

The patient's daily schedule of activities | 
included job placements on various work 
details, with no structured social or rere 
tional activities. 4 


Initial Problems 


We approached this project with four 
questions in mind: 1) Could this electronical” 
ly aided consultation service establish close 
interpersonal contacts with the patients 
and the staff interested in their care, while" 
achieving demonstrable long-range treat 
ment effects? 2) Could treatment from afar 
be communicated successfully enough to 
survive translation into direct management | 
situations involving actual patients? 3) 
Would a university-based discussion be 
regarded by ward personnel as “typically 
ivory tower," with no possible practical: 
application? 4) How could attitude-shaping 
—the first requisite for any new manage 
ment method—be achieved via long-distance 
with all levels of state hospital personnel. 
who treat and/or interact with these paz. 
tients? t4 
Within the first two months, we began 
to find answers to these questions. For €x 
ample, our capability of offering longi 
distance supervision was soon tested when) 
a subtle power struggle developed over the 
selection of the primary person who would 
act as NSH staff moderator. The problem 
was resolved by using an informal “roumt 
table" with five or six persons on camera 
and the rest of the staff welcome to sit in 
on sessions and ask pertinent questions. 1E. 
round table included a social worker, * | 
nurse, two aides, and two orderlies. 4 
expected initial degree of resentment t 
ward the distant Omaha doctors lessen 
as the NSH staff gradually understood that 
the television setup could help answer: P 
questions concerning the treatment am 


Amer. J. Psychiat. 127:4, October 


BRIEF COMMUNICATIONS 


management of the retarded. As the initial 
two months of this 112-mile therapeutic 
venture via television proceeded, we dis- 
cussed acute clinical situations, such as 
acting-out behavior, seizure management, 
psychotropic medication, and dosage 
problems. 

We soon realized the difficulty of alter- 
ing the daily management contingencies 
unless primary and secondary treatment 
and prevention techniques could be in- 
stituted on the wards. In other words, we 
had to decide whether to provide “‘first 
aid” to recurring similar acute crises (ter- 
tiary prevention), to attempt to prevent 
the extension of slowly increasing be- 
havioral problems (secondary prevention), 
or to aim at an approach that could pre- 
vent these problems from occurring in the 
first place (primary prevention). 


If an active, meaningful, and balanced 
program of work, learning experiences, 
and social-recreational outlets could pre- 
vent the occurrence of behavioral responses 
secondary to isolation and deprivation, 
then the logical consultative approach was 
primary prevention. It was this decision 
that led us to plan our TV sessions and 
monthly visits with considerations of in- 
service staff training foremost in mind. 
Accordingly, one hour a week was devoted 
to discussing general treatment principles 
for the mentally retarded with the NSH 
Staff, e.g., comparing and contrasting cur- 
Tent European and American treatment and 
management approaches and  program- 
ming for the mentally retarded, focusing 
on the characteristics of the adult mentally 
retarded, and suggesting ways the staff 
could apply this extended knowledge when 
Working with patients on the ward. For 
Specific teaching examples we used the 
acute psychiatric problems presented for 
Consultative opinions and in this way 
illustrated the general principles and tech- 
niques of effective treatment and manage- 
ment. 

Pis orientation was provided for 
Ga ERRI ES assigned to the mental re- 
$ ation units. The one-hour orientation 
ession via television introduced the em- 
ployee, already familiar with the basic 
ie cdute and philosophy of the mental 
Ospital, to the general informational, 
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diagnostic, and treatment and manage- 
ment models we used for the mentally 
retarded individuals. 

We also suggested a change in staffing 
patterns: Two female aides were assigned 
to the male ward, where their presence 
helped create a more home-like atmosphere, 
fostered identification with maternal figures 
as sources of security, and increased the 
patients’ attention to personal hygiene. 

As the staff actively participated in this 
training, their responses became evident 
in many forms: They painted the walls 
and furniture brighter colors, hung new 
curtains, and rearranged the furniture. The 
social worker began to explore the pos- 
sibilities for transferring emotionally 
quiescent older patients to nursing homes 
in the community. Additional privileges 
were granted patients who accepted re- 
sponsibility on the wards and in the work- 
shop, and others’ activities were slightly 
curtailed in order to help them understand 
—perhaps for the first time in their lives— 
that their behavior must conform to certain 
acceptable standards. All these things were 
evidence of the increased ability of the staff 
to see the patients as persons with in- 
dividualized needs and personality traits. 

It then seemed time to introduce the 
concept of additional attention to the pa- 
tients—quite beyond the custodial care 
the staff had been told they would be ex- 
pected to provide at the time of the pa- 
tients’ transfer. When we suggested recrea- 
tional and occupational therapy and work 
assignments related as closely as possible 
to the interest and skills of the patient, 
they cautiously agreed to try. Soon they 
were most impressed by what the patients 
could do, and it became an increasing 
challenge to work out a specific program 
for each patient. This contagious quality 
of caring led to the consideration of such 
services as vocational rehabilitation, pre- 
vocational assessments, and plans for place- 
ment in community vocational and sheltered 
living settings. 

During this time, too, plans were initiated 
for active community volunteer participa- 
tion in a two-way transaction. We en- 
couraged the community’s involvement 
and identification with the mentally retarded 
patients at the hospital and also scheduled 
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trips into the community, so the patients 
could enjoy wrestling matches or an after- 
noon of bowling. Such trips were carefully 
scheduled, allowing for the principle of 
"normalization"(6). Normalizing experi- 
ences should occur at a pace and to an ex- 
tent that the community can absorb atypical 
citizens without their behavioral or physical 
characteristics stigmatizing them. For ex- 
ample, the presence of five or six patients at 
a church function attended by 150 persons 
fulfills these criteria and is an example of 
the normalization activity planned for these 
patients. 


Interim Progress 


At the end of six months of television 
consultation, the following changes had 
occurred: Recreational and occupational 
therapies were planned around homo- 
geneous subgroups that had similar social 
adaptive capacities. The patients who 
consistently required a disproportionate 
amount of staff time and attention were 
transferred to more structured correctional 
settings (e.g, the Beatrice State Home), 
allowing the staff to focus on patients who 
were better suited for vocational rehabili- 
tation. Aides and orderlies attended the 
television sessions in greater numbers, 
filled out increasingly more valuable ward 
behavioral ,reports, and asked questions 
about Specific problems, allowing us to use 
specific situation or sample of aberrant 
behavior as a point of departure for intro- 
ducing and discussing alternate methods 
of treatment and/or management. 


These newly structured approaches 
produced some local newspaper publicity 
in the NSH area and brought an increased 
number of volunteers to the institution, 
Television sessions were used to train 
volunteers and give them an orientation to 
the mental retardation Program. They 
participated in the program by providing 
gifts on special occasions, planning parties 
for the patients, accompanying the pa- 
tients on trips into the community, and 
acting as liaison between the patient popu- 
lation and the community. 


Increasingly, policy decisions regarding 
patient activities were based on the func- 
tional capabilities of the individuals in this 
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unique patient population rather than on 
the previous stereotyped assumption that 
"They aren't able to do anything." With 
the staff's change in attitude we could take 
the next two steps: an administrative move 
toward a sheltered living situation, with 
specific social-recreational-vocational in- 
gredients, under the overall supervision of 
the social worker rather than the nursing 
staff, and the delineation of programs for 
specific vocational habilitation and re- 
habilitation guidelines. The change from the 
medical model of NSH administrative 
policy to the sheltered living situation fully 
tested the abilities of the psychiatric con- 
sultants and the effectiveness of the com- 
munication system. Conferences, brief 
personal interviews, and the communica- 


tion so much needed in major administra- | 


tive changes were all accomplished within 
the context of on-the-spot confrontation 
and discussion. 


The second change was necessary be- 
cause some patients could be placed in a 
highly autonomous and productive work 
situation in the community, while others 
needed a sheltered open-end or closed-end 
workshop setting(7). Vocational plans had 
to encompass both of these possible end 
points as they applied to individual patients. 
The possibility of establishing a sheltered 
workshop raised a host of challenges re- 
garding equipment, federal price and wage 
guidelines, etc.—all a far cry from the prob- 
lems confronting us at the outset of the 
project where the initial program expecta- 
tions for this group of patients were limited 
to custodial care, enforced dependency, and 
no rewarding work experiences. 


The current vocational goal is the estab- 
lishment of a sheltered workshop to pro- 
duce and distribute a new form of play 
materials for the retarded, i.e., ten develop- 
mental toys that sequentially present 10- 
creasingly more difficult motor coordina 
tion challenges. These toys originated 1 
Holland(8) and presently are unobtainable 
except through do-it-yourself construction 
Thus the workshop will provide meaning- 
ful work for mentally retarded young 
adults and meaningful developmental ob- 
jects for play activities for their young” 
counterparts, 


Amer. J. Psychiat. 127:4, October | 970 


| 
| 


| BRIEF COMMUNICATIONS 


The Current Program 


The following changes have been effected 
during the first two years of ward manage- 
ment by this 112-mile closed circuit television 
psychiatric consultation: 

1. A positive change in attitude toward 
the mentally retarded is apparent in the 
personnel at NSH. The need for specialized 
treatment programming is understood at the 
applied level, rather than simply being stated 
as a noble or idealistic cause. The NSH staff 
has been impressed with this consultative 
arrangement, which through the social 
worker has enabled them to get quicker 
results for patients and their visits home, 
jobs, phone calls, outside activities, etc. On 
the secondary level, improved staff function 
and intercommunication has definitely 
raised the morale of both the patients and 
the staff. 

2. Aides and orderlies are more concerned 
about the effective management of problem 
Situations with individual patients. Ward 
personnel work closely with us on individu- 
alizing their care for each patient now that 
they have a back-up resource to guide them 
in deciding whether their approaches are 
capable of meeting a patient's multiple 
needs. With this added confidence they 
intervene more actively and support or rein- 
force behavioral expectations rather than 
Teporting problems to the nurse or someone 
else at a distance from the actual clinical 
encounter. Many of them have commented 
that the job skills they have developed with 
the retarded bring a sense of personal ful- 
fillment. Often their efforts are made a very 
Teal part of future treatment program plan- 
Ning. The speed with which they virtually 
Caught fire with new ideas and the possible 
techniques for their implementation has 

een impressive. 

A eS abilities, rather than common 
havens handicaps or intelligence levels, 
cen used to divide patients into sub- 

groups, 
aoe large wards have been divided into 
like sees by the arrangement of ees 
ae ure to form work, play, and sleep 
E ds elderly patients from the initial 
Stc at was transferred from Beatrice 
ome to NSH have been discharged 
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to community nursing homes. Plans and 
details for discharge and/or placement 
were discussed with the nursing homes and 
patients’ families via the closed circuit tele- 
vision arrangement, and we have continued 
to use TV in subsequent conferences with 
the homes or families. 

6. This newly available ward space has 
been designated for admission of mentally 
retarded patients from the immediate geo- 
graphical catchment area. Younger patients 
are sought, and the goals of continuing their 
family ties during training and initiating 
habilitative vocational programs as early 
as possible are maintained, 

7. Prevocational skills and training in 
kitchen, housekeeping, janitorial, and 
nurse’s aide duties are being taught. As they 
become aware of the vocational habilita- 
tion potentials in their patient population, 
the staff is more willing to engage the pa- 
tients in creative activities and understands 
more fully the need for community sheltered 
workshop facilities. One workshop is oper- 
ating in this location at the present time; 
two members of the ward staff are working 
with the local chapter of the National As- 
sociation of Retarded Children to augment 
this local facility. 

In summary, the sequential program that 
this television-aided consultation service 
has set for its mentally retarded patients 
encompasses: expanded dimensions in the 
personal and social range, based on careful 
individual assessment of the patients by the 
staff; vocational assessment and placement; 
and a gradual integration of the patients 
into the community at some productive 
social and vocational level or into a program 
at NSH that fulfills the need for a sheltered 


living setting. 


Conclusions 


It seems that this experimental electronic 
consultative approach has circumvented 
many of the manpower problems of the state 
mental hospital. Like many similar institu- 
tions, Norfolk State Hospital is geograph- 
ically isolated and suffers from a chronic 
shortage of mental health personnel. Where 
mental retardates were concerned, the small 
professional staff had been attempting to 
direct patient treatment and management 
in an area outside their major knowledge and 
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interests. Through the closed circuit tele- 
vision arrangement, the staff of the state 
hospital facility could work directly with a 
professional whose major interests lay in the 
psychiatric aspects of mental retardation. 
Thus, other members of the state hospital’s 
staff, whose interests lay in areas other than 
mental retardation, were free to fulfill their 
own duties, interests, and responsibilities. 

It has also become apparent that this 
service—originally regarded as a unilateral 
program primarily concerned with broaden- 
ing patient services and training ward aides 
and orderlies for better patient care—has 
proved to be a reciprocal program that can 
help train psychiatric residents and other 
mental health and habilitation students by 
introducing them to the special problems 
and ‘needs of mentally retarded inpatients. 
This program has also given residents in 
psychiatry at the Nebraska Psychiatric In- 
stitute an opportunity for first-hand ex- 
posure to recurrent psychiatric problems 
and issues in the care of the mentally retarded 
and contemporary approaches to treatment 
and management. Potential paramedical 
colleagues have also benefited from the 
two-way closed circuit TV. We have employed 
it successfully, for example, as an added 
training dimension for high school and 
undergraduate college students in a recent 
summer work experience program in men- 
tal retardation(9). 

„This innovative technique opens new 
vistas for possible primary or secondary 
prevention of emotional disturbances in the 
mentally retarded(10), rather than the terti- 
ary preventive approaches so frequently en- 
countered. It expands the therapeutic rep- 
ertoire of the institutional staff to include 
program dimensions that are currently 
available in this field, while seriously chal- 
lenging the administrative fiat—so frequently 
noted at some facilities for the mentally 
ill that also have retardates—that the men- 
tally retarded have a “lesser need" for ther- 
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apeutic programming, both in quantity a1 
quality. Thus the 112-mile intercom has th 
added advantage of helping to keep th 
state hospital in the mainstream of currently 
available treatment and management à 
proaches to the mentally retarded. 
Finally, it should be stressed that 
long-distance psychiatric approach to 
mentally retarded was accomplished 
marily with the nonprofessional membei 
of the hospital staff. This consultative 
rangement reaches the “front lines" of 
tient care—the aides and orderlies— 
motivates them to enlarge, improve, am 
utilize their repertoire of helping skills i 
aiding mentally retarded patients. 
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Swinging: Sexual Freedom or Neurotic Escapism? 


BY L. JAMES GROLD, M.D. 


The author discusses the phenomenon of 
"swinging" (casual sexual encounters). He 
describes the motives behind it, how it is 
practiced, and its possible effects on the 
participants: some find swinging a pleasur- 
able sharing experience; others are hurt by 
its artificiality and lack of real intimacy. 


Ox CONSUMER ideology with its con- 
JF cepts of planned obsolescence, replace- 
ability, disposable containers, and discard- 
able spouses has spawned a new form of 
conspicuous consumption. The desire for 
sexual variety and the never-ending search’ 
for virginal newness have attracted many 
people to an increasingly popular pastime 
aptly entitled “swinging.” 

Swinging can be defined as casual sexual 
encounters, often with relative strangers as 
Partners. Wife swapping and group orgies 
are not new phenomena. What is new is 
that respectable middle-class people, who 
a few years back would have been horrified 
at the thought, are now indulging in activities 
historically coveted only by the wealthy 
leisure class. Our modern code of total 
sexual freedom, the tremendous growth of 
nude encounter and sensitivity groups, and 
a lessened fear of pregnancy and venereal 
disease have all contributed to people’s 
Willingness to experiment with different 
forms of sexual behavior. 

In Southern California, for example, 
Where national trends often begin, many 
Organizations have sprouted to meet the 
Needs of the ever increasing numbers of 
Swingers. The economic potentialities of 
Such enterprises have not gone unnoticed 
by a few entrepreneurs. 

a Ow many people are actively or inter- 
ittently engaged in swinging is impossible 


Di Gro; 

at thy Qrold is assistant clinical professor of psychiatry 

Calif, University of Southern California, Los Angeles, 

West. A e is also in private practice; his address is 11665 
lympic Blvd., West Los Angeles, Calif. 90064. 


Amer. J. Psychiat. 127:4, October 1970 


to ascertain. The estimates vary widely but 
all agree that the numbers are increasing(1). 
Confirmation of this also comes from in- 
formal discussions with other psychiatrists 
and from my own practice. 

The movement embraces many different 
groups whose motives vary widely. Some 
are couples bored with each other and their 
perfunctory sexual relationship, some are 
adventuresome types who want to experi- 
ence varieties of partners without any com- 
mitment, and some arrive in hopes of re- 
pairing their almost disrupted marriages. 
Some seek reassurance about their mas- 
culinity or femininity. There are the tender- 
minded, who, fearing reprisal for their 
adulterous desires, inveigle their spouses 
into a reluctant collusion where recrimina- 
tion is not permissible. 

These and many more motives underlie 
the reasons swingers give for entering the 
scene. But what do they find once they are 


there? 
How Swinging Works 


The Free Press, a Los Angeles-based 
newspaper sold on the newsstands, con- 
tains many ads placed by swingers hoping 
to be introduced to other couples. The 
Group, Swingers Confidential, and the 
National Registry, magazines published in 
Los Angeles, provide worldwide communi- 
cation for swingers. These magazines con- 
tain photographs of couples with listings 
of their particular preferences, ¢.g., homo- 
sexual or heterosexual, age group, any 
racial exclusions, with requests for photo- 
graphs to accompany written inquiries. 

One organization issues numbered auto- 
mobile bumper stickers to its members 
designating them as swingers so that they 
can be easily identified on the highway by 
other members. A telephone call to a 
central registry gives the telephone num- 
ber of the likely looking prospect. Other 
clubs own or rent houses jointly for pur- 
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poses of staging weekly parties. 

Swingers may also meet at one of several 
nightclubs that cater specifically to this 
group. One such place, appropriately 
named "The Swing," projects on a screen 
colored slides of available couples. Ren- 
dezvous are arranged there for group parties 
to be held later at private homes. The cou- 
ples may then be exposed to anything from 
a free-for-all group orgy to a more conven- 
tional type of party where preliminary 
maneuvering is expected before pairing off 
for the main event. 

Some couples restrict their swinging to 
one or more couples whom they know well. 
Outsiders may be brought in for evaluation 
on a trial basis. 

Although the external form of group 
sexual activities varies considerably, certain 
basic ground rules are discernible. Emo- 
tional involvement and entanglements out- 
side the swinging situation are assiduously 
avoided. “We don't cheat on one another,” 
says one swinger. “We always come to the 
party and go home together.” “We do our 
own thing." “If we don't feel like swinging, 
we don’t.” “There is no pressure to per- 
form,” claims another swinger. 

What is most puzzling initially, when one 
interviews nonpatient swingers, is the ap- 
Parent absence of jealousy. Curiously, 
swingers often describe themselves as hav. 
ing been very jealous of their spouses before 
they began. Swinging may be suggested— 
usually by the man—as a possible remedy. 
However, it is often the woman who sub- 
Sequently encourages them to continue after 
the initial experience. 

One woman explained, ‘Where else 
could I have so many men desire and make 
love to me and have it be so totally accept- 
able to my husband?” She discovered that 
her jealousy, which stemmed from feeling 
left out and neglected by her husband, was 
assuaged to a great extent by the narcissistic 
pleasure and attentiveness that she received. 
“It’s like being in a candy store and being 

given permission to eat everything.” Her 
spouse, who had been cast in the role of a 
condemning parent, to her surprise was 
sanctioning previously taboo behavior. 
Her fear of the ultimate disaster, abandon- 
ment, which she imagined would occur as 
punishment for her forbidden desires, was 
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nullified repeatedly by many experiences of 
separation and reunion. “We always go 
home together. I feel secure in that knowl- 
edge,” she said. Her husband was pleased 
to experience a lessening of her possessive- 
ness, which he had felt to be stifling and 
constricting. 

This woman blossomed as her superego 
prohibitions were temporarily negated by 
her husband-parent’s attitude. She and 
her husband discovered heightened desires 
for each other. “We can’t get enough of 
each other now," they both agreed. 

It is not difficult to account for this change: 
When her spouse was no longer seen as an 
inhibiting parent but as a person desired 
and prized by others, she viewed him from 
a more realistic perspective. 

This woman handled her guilt feelings 
by splitting, as many swingers do. She 
found that her previously very strict moral 
codes were totally invalidated in the per- 
missive yet controlled situation. "I can't 
believe it’s me doing those things. When 
I go home I take on my old personality. I 
leave that other woman at the party." By 
the time the split-off portion of her per- 
sonality was reintegrated, other forces had 
diminished the intensity of her guilt to, a 
tolerable level. 

For the man, other problems are intro- 
duced by swinging. His prowess as a man 
is put on the line not only in his performance 
with another woman, but also as a result 
of his wife's comparing him with her partner. 
A man cannot simulate sexual pleasure as 


Some women swingers confessed that they 
do. 


i The group orgy protects him somewhat 
in that no one keeps close track of his rec- 
ord. Competitiveness is also kept tolerable 
by the exclusion of single males. 

Once swinging has started, powerful 
forces of group identification come in to 
maintain it. There are the outsiders, the 
"squares," who hold "straight" parties and 
there are the insiders who look somewhat 
disdainful on those who have not eaten 
of the forbidden fruit. The appeal of doing 
Something secret and forbidden cannot be 
neglected as an important factor welding 
the members together. Swingers gather 
for hours of discussion devoted to substan- 
tiating the desirability and propriety of 
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swinging. 

But for many one of the greatest pleasures 
is trouble-free sex with the fantasied ideal 
woman or man—the perfect mate—eminent- 
ly masculine or feminine. Before the reality 
can be discovered the swinger quickly moves 
on to the next bed partner. Any fear of re- 
jection is obviated by the transience of the 
encounter. No one is allowed close enough 
to inflict pain. 


Reactions 


Reality seems, however, to reintroduce its 
presence anyway. The jaded women may 
pant a little too boisterously for realism; 
the men may be more interested in their 
own satisfaction than the shared pleasure 
they could give their momentary partner. 
For these people the pseudo-intimate bubble 
bursts. Loneliness and emptiness may 
penetrate once again. 

„Some swingers awake one morning to 
discover that they have neglected all of their 
square friends and limited their activities 
exclusively to swinging. For some, swinging 
may become an addiction that is increasingly 
compelling but less and less satisfying. 

For others fhe dire consequences pre- 
dicted by the moralizers do not develop. 
Instead, swinging becomes an integral part 
of their lives, not a total preoccupation. For 
these individuals, sensitive to each other’s 
needs, swinging develops into a highly 
pleasurable sharing experience adding 
variety to their lives. They discover not only 
heightened desire and love for each other 
but also that their ability to give and receive 
sexual satisfaction increases with greater 


Amer. J, Psychiat. 127:4, October 1970 


523 


experience. 

However, the equilibrium is rarely a 
stable one. Couples leave and return to 
swinging. As one manager of a club put it, 
“A six months’ membership qualifies them 
as veterans.” 

Many factors can upset the balance. Jeal- 
ousy that was temporarily submerged may 
be reactivated by one partner’s becoming 
overly involved in a swinging situation. This 
occurs in two current movies about swing- 
ing, “All The Loving Couples” and ‘Bob 
and Carol and Ted and Alice.” 

Many authorities decry this type of sexual 
behavior as indicative of immaturity and 
emotional disturbance(2) Albert Ellis(3) 
questions this conclusion, asking whether 
it is healthy that “most Americans still lead 
lives of quiet sexual desperation,” tied to- 
gether in monotonous monogamy. 

No one can forecast what our modern 
sexual revolution will bring in the future. 
We clearly are in a stage of transition from 
the Judaeo-Christian concept that fornica- 
tion and sexual liaison without love are 
sinful. But if the present trend continues, 
swinging and/or other forms of group sexual 
behavior will probably become increasingly 
widespread and acceptable as the anxiety 
and guilt connected with them continue to 
diminish. 
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Patients Who Flirt With Treatment: 
The Silent Population 


BY ROGER L. GOULD, M.D., IRENE PAULSON, M.S.W., 
AND LOUISE DANIELS-EPPS, PH.D. 


The authors conducted a study of people 
who call psychiatric clinics for help but fail 
to appear for appointments. Those with the 
most clearly defined reasons for seeking 
help tend to show up, while those with the 
vaguest reasons tend not to. The authors 
suggest that those who fail to follow through 
are possibly in greater need than those who 
do not. They recommend some simple 
clinic policy changes that can reduce the 
“no-show” problem. 


AG THE UCLA psychiatric outpatient 
department we instituted several years 
ago a new policy of processing applicants 
to the clinic, i.e., all applicants were given 
an appointment for a face-to-face interview 
without any phone Screening or waiting 
list, and in most cases the appointment 
given was within a few days and never 
longer than two weeks from the time of ap- 
plication. We found that a stable 20 to 30 
percent of the applicants each month over a 
two-year period failed to keep or even make 
the effort to cancel their appointments for 
help; and on reviewing the available litera- 
ture and "no-show" rates of clinics in the 
area with similar procedures of application, 
we found the 20 to 30 percent figure to be 
remarkably constant. 

This paper represents a two-year effort to 
explain the phenomenon that Piqued our 
curiosity. This percentage of the applicants 
who only went one step in their quest for 
help may represent a disproportionately 
needy segment of the population to whom 
we happen to have, by virtue of their initia- 
tive, ready access at a Psychologically 


The authors are with the psychiatric outpatient de- 
partment, the Neuropsychiatric Institute, UCLA. 
Center .for the Health Sciences, Los Angeles, Calif 
90024, where Dr. Gould is head and Miss Paulson and 
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opportune time. The major studies in the 
literature of this phenomenon propose that 
the no-show behavior is class-linked; it 
either represents a bias against the appli- 
cant by the clinic for not being psychologi- 
cally minded enough(1) or is a behavioral 
pattern relative to appointments that is 
part of the applicant’s subcultural style of 
relating to clinics, authorities, or other 
establishment entities(2). We suspected 
that neither of these explanations fit our 
population but nonetheless set out to test 
these hypotheses along with our impression 
that the no-show or show behavior was 
related to the stage of crisis the person ex- 
perienced at the time of the initial phone 
call to the clinic and the interval between 
the call and the scheduled appointment. Our 
data negated all of these explanations, but 
we were able to factor out clusters of items 
that are strongly suggestive of another 
hypothesis. These item clusters were applied 
to another set of data previously obtained 
(excluding the possibility of self-fulfilling 
prophecy) and were correlated with show 
and no-show outcome. 


Method 


Two separate studies, one year apart, 
were conducted by the same staff. The 
samples used in the first and second studies 
consisted of all individuals who called the 
Outpatient clinic at the Neuropsychiatric 
Institute to seek psychiatric help during 
October 1966, and during October and 
November 1967, respectively. We slightly 
changed the usual procedure of application 
that yielded the 25 percent no-show rate in 
order to conduct the study: instead. of a 
phone call to the phone clerk, resulting i 
an automatic appointment, the phone ca 
was switched to the social worker, who 
interviewed the patient and then gave him 
an automatic appointment. No one was €X- 
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cluded from an appointment, and the over- 
all no-show rate remained the same for 
both procedures. In both studies the social 
worker who had the first telephone contact 
with potential patients conducted a semi- 
structured interview before scheduling them 
for the first face-to-face appointment. At 
the end of this interview the six social 
workers, who had been specially instructed 
on the use of the research instrument, com- 
pleted a standard questionnaire on each 
applicant. No reliability studies were per- 
formed during the study, but the training 
period prior to the study was complete 
only when all of the social workers were 
in agreement on how to answer the ques- 
tionnaire after listening to random taped 
interviews. The social workers were aware 
of our original hypotheses, which were not 
confirmed, but were not aware of our final 
hypothesis, which arose only after the analy- 
ses of the data. In addition, the social 
workers were not asked to predict show/ 
no-show behavior, so they had no stake in 
influencing the outcome and, indeed, the 
distribution of patterns and show/no-show 
outcomes at the end of the study fell in a 
random scatter for each of the social 
Workers. 


The Questionnaire 


The questionnaire that the social workers 
filled out on each applicant consisted of 
two parts. The first included standard bio- 
graphical information. The second included 
Sections of items organized under: 1) source 
of referral, 2) chief complaint, 3) where the 
abeant placed the blame for his prob- 
em, 4) the event that precipitated the call 
to the clinic, 5) the painfulness and urgency 
P: well as the types of motivating factors 
or treatment, 6) the course of the chief 
complaint, 7) previous help-seeking ex 
ineo and treatment, and 8) the type of 
elp the patient wanted. 


Additional Source of Information 


e addition to the questionnaires com- 
EX by the social workers, two third-year 
dr ents tried to contact each person who 
m not show up. These calls were initiated 
ü ascertain whether the state of disequilib- 

um that prompted the call for help was 
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resolved, resolving, the same, or worse. 
Furthermore, the residents assessed in a 
nonmoralizing way why the patient did not 
come to the clinic after initiating the help- 
seeking process. 


Results 
Study 1 


A total of 152 applicants for treatment 
were included in the first study; 128 appli- 
cants showed and 24 applicants failed to 
show for the. initial appointment during 
October 1966. The total number of appli- 
cants and show/no-show ratio for the ex- 
perimental month did not differ significantly 
from the monthly rates of the preceding 
two years. Potentially confounding vari- 
ables that might have accounted for ob- 
served differences between show and no- 
show applicants were also examined. The 
month of the year, the day of the week, and 
the time of day did not correlate with the 
show/no-show rate. 

The analysis called for constructing a 
scale of those item answers that maximally 
discriminated between those who showed 
and those who did not. Five item answers 
were found to discriminate significantly 
between the two groups. These item answers 
were included in a six-point scale ranging 
from zero critical answers endorsed to a 
possible five such critical answers. A positive 
endorsement of a critical answer on all 
items indicated a no-show position. The 
critical answers are as follows: 1) chief 
complaint: nonspecific feeling of discom- 
fort; 2) blame: blames others for present 
difficulty; 3) precipitating event: crisis Or 
situation moving toward a crisis; 4) moti- 
vating factor: intolerable emotional pain; 
and 5) type of help wanted: medication. 

The more critical answers given, the 
greater the probability that the applicant 
was in the no-show group. Table 1 indicates 
the number of show and no-show applicants 
who endorsed any given number of critical 
answers. 

Study 2 

Study 2 extended over a two-month peri- 
od one year later and provided data on 233 
applicants, 175 who showed and 58 who 
failed to show for their initial appointment. 
Study 2 was a replication of study 1 but 
with a substantially larger number of sub- 
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TABLE 1 


Distribution of Show and No-Show Applicants 
on the Critical Answer Scale* 


NUMBER OF CRITICAL ANSWERS 
2 3 


GROUP [J 5 TOTAL 
Show 10 35 59 21 1 o 128 
No-show 0 1 8 8 7 0 24 


"X? = 23.94, p = .001 


jects so that more refined statistical 
techniques could be used in the analysis. 

As a first step in the analysis of these 
data, the length of time between the initial 
telephone contact and first interview was 
analyzed to see if this variable had had any 
effect on the show rate. This time interval 
varied from two days to two weeks and did 
not correlate to show/no-show rates. In 
addition, there was no relationship between 
show/no-show rates and the state of ex- 
perienced crisis at the time of the initial call 
to the clinic. 

Our data pertaining to socioeconomic 
status were incomplete because 50 percent 
of the no-show applicants could not be con- 
tacted on follow-up. The available data, 
i.e., for 100 percent of the shows and 50 
percent of the no-shows, provides no evi- 
dence that these two groups differ with 
respect to socioeconomic status as defined 
by occupation, education, and source or 
amount of income. 

The final phase of the statistical analysis 
involved identifying items and item clusters 
that maximally discriminated between the 
show and the no-show groups. The ration- 
ale for this kind of analysis was that shows 
and no-shows are from different populations 
and that, in addition, there may be different 
subpopulations of patients within the show 
and the no-show groups. Using a dis- 
criminate function analysis, six patterns of 
responses to the questionnaire items were 


found that significantly discriminated the 
show applicants from the no-show appli- 
cants. The fact that six independent show 
patterns were identified strongly suggests 
that the show group is a heterogeneous 
group consisting of a number of distin- 
guishable populations. Table 2 gives the 
number and percentages of show and no- 
show applicants who conformed to each of 
the six show patterns. 

Similarly, four patterns of responses 
were found that statistically discriminated 
the no-shows from the shows. The number 
and percentages of show and no-show ap- 
plicants included in each of the no-show 
patterns is summarized in table 3. f 

Thirty-three (15 percent) of the appli- 
cants fell into patterns that did not dis- 
tinguish between show and no-show ten- 
dencies beyond chance occurrence for the 
total sample. Included in these nondis- 
tinction patterns are applicants with 
obvious psychotic disorganization. No 
prediction from either the first or second 
study could be made concerning show of 
no-show behavior in manifestly psychotic 
individuals. The majority of the other non- 
distinction patterns included very small 
numbers and therefore could not be fully 
evaluated with the present sample. Table 
4 presents a summary of the number of ap- 
plicants who conform to the three pattern 
groups described above. : 

The modifications in the questionnaire 


TABLE 2 
Applicants Rated as Having One of Six Show Patterns in Study 2 


APPLICANTS WHO SHOWED 


SHOW PATTERN 
NUMBER 


APPLICANTS WHO DID NOT SHOW 


PERCENTAGE OF PERCENTAGE OF 


NUMBER ALL SHOWS NUMBER ALL NO-SHOWS 
1 49 28 S 9 
2 29 17 2 3 
3 17 10 2 3 
4 9 5 1 1.5 
Z , 5 1 o 0 
6 14 8 3 5 
Total. 120 69 13 22 
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TABLE 3 
Applicants Rated as Having One of Four No-Show Patterns in Study 2 


APPLICANTS WHO SHOWED 


APPLICANTS WHO DID NOT SHOW 


NO-SHOW PATTERN 


PERCENTAGE OF PERCENTAGE OF 


NUMBER NUMBER ALL SHOWS NUMBER ALL NO-SHOWS 
1 24 14 17 29 
2 o 0 3 5 
3 1 0.5 5 9 
4 6 3 11 19 
Total 31 17.5 36 62 


from the first to the second study were 
made so as to allow any replication of pro- 
cedures of analyzing the data. Table 5 
presents the distribution of study 1 appli- 
cants across the study 2 pattern categories. 
As can be seen from this table, the study 2 
patterns significantly discriminate between 
the shows and the no-shows in the study 1 
sample. 

The follow-up study conducted by the 
two residents yielded data on 28 out of 58 
no-show cases. The majority of those not 
contacted had moved or their phones had 
been disconnected, although the time inter- 
val of follow-up was only a matter of weeks. 
This suggests that action of some type was 
an alternative to formal help seeking. of 
those followed up, 13 had resolved the 
crisis for which they had initiated contact, 
and they tended to fall into the show pat- 
tern; 15 had not resolved the crisis or were 
in a worse emotional situation, had made 
no further effort to seek help, and pre- 
dominantly fell into the no-show pattern. 
This follow-up accounting adds weight to 
the evidence that the show/no-show pat- 
terns are functionally two distinct popula- 
tions that follow two different help-seeking 
and emotional crisis careers. 


Discussion 


The two major hypotheses that were 
Proposed at the outset of this study were 


- occupation, 


convincing in negating our hypothesis than 
the ones we found in the literature. We 
found no relationship between the time 
interval (days between initial call and 
appointment given) and show or no-show 
behavior or between-the degree or stage of 
the reported emotional crisis at the time of 
the call and show or no-show behavior and 
time interval. We found no simple class- 
linked behavior patterns as measured by 
education, and income cate- 
gories. This assertion, however, is made 
with caution because there were many no- 
show applicants on whom social class data 
were not available. In our effort to con- 
struct a nonintrusive questionnaire so that 
we would not risk provoking no-show be- 
havior, we avoided asking about occupation- 
al or educational level on the phone. Such 
information was obtained during the first 
face-to-face appointment or on the follow- 
up, in the case of those who did not appear. 
We did not then know how many of our 
no-show applicants would move away Or 
become unavailable in the weeks following 
their scheduled interview. 


Although we failed to support the two 
hypotheses above, we did find strong evi- 
dence that showing and not showing were 
predictable events at the time of the initial 
contact with the clinic. That is, there was 
some characteristic process going on in the 
patient, perceived or elicited by our trained 


Not confirmed. In fact, the data were more social workers and translatable to the items 


TABLE 4 
Summary of Pattern Groupings and Outcome 


PATTERN GROUPS* 


OUTCOM! NO-SHOW NO DISTINCTION 
CATEGORY AN eae AN PATTERNS PATTERNS TOTAL 
Show 
31 24 175 
ae "3 36 9 58 
au 133 67 33 233 


KF 
48.64. p = 0001 
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TABLE 5 
Frequency of Show and No-Show Applicants Who 
Conformed to One of the Show or No-Show Patterns in Study 1* 
PATTERN GROUPS 
ALL NO-SHOW NONDISTINCTION 

CATEGORY PATTERNS. PATTERNS PATTERNS TOTAL 
Show 64 32 23 119 
No-show 4 13 6 23 
LSD reactions" * 10 
Total 68 45 29 152 


“x2 755.p = 05 


""LSD reaction was treated separately in the first study and omitted in the second study because the legal status of the drug was changed in the interim. 


on our gross and broad questionnaire, that 
had enough stability to penetrate two to 14 
days later. As can be seen in table 5, the 
patterns found in study 2 were also appli- 
cable to the data in study 1. This replication 
adds confidence to the stability of the set 
of patterns found in study 2. 

Although we were able to identify sub- 
groupings of items that discriminated show 
and no-show outcomes, the understanding 
of these patterns becomes a bit more diffi- 
cult since the items endorsed were composed 
of both descriptive and judgmental phrases, 
and the endorsement of an item was itself 
the product of a judgmental process by the 
social worker. We specifically chose this 
procedure in an effort to come as close as 
possible to the clinical phenomena we had 
observed about why and under what con- 
ditions people become patients. 

In show pattern l, it was the endorse- 
ment of a single item that made up the 
discriminating variable despite all other 
answers on the questionnaire. If the ap- 
plicant said or implied strongly that he 
wanted to “remedy [his] emotional pain by 
changing [him]self" he was almost a sure 
show, whether or not he had had previous 
treatment. Similarly if he said or implied, 
as in show pattern 2, that he wanted to 
"remedy emotional pain by changing 
[his] situation," he was almost a sure show. 
Since the social worker was forced to make 
one choice out of seven items under the 
"motivating factors" category, the other 
five available items were relevant in under- 
standing the endorsed item. The full range 

of items under “motivating factors" were: 
1) emotional pain intolerable, seeks relief; 
2) remedy emotional pain by changing 
self; 3) remedy emotional pain by changing 
situation; 4) told needs therapy, willing to 
try; 5) does not want therapy, forced to 
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come; 6) patient wants relief from physical 
symptoms; and 7) other, specify. è 

In show pattern 3, item four (above) 
under this category indicated a show re- 
sponse when coupled with a convincing 
referral source such as a doctor, lawyer, or 
spouse but became a no-show response 
when coupled with a nonlegal, nonmedical 
referral source. 

The no-show patterns also demonstrated 
a heavy dependence on the “motivating 
factors” category, since the bulk of the no- 
show applicants endorsed the item “emo- 
tional pain intolerable, seeks relief." When 
this item was coupled with the vague or 
passive responses under another category, 
“type of help wanted," the applicant 
strongly tended to be a no-show. The items 
endorsed under “help wanted” were medi- 
cation, advice, sympathy, the doctor telling 
others that they are wrong, or wanting the 
doctor simply “to do something." 

The factor of previous psychiatric treat- 
ment or hospitalizations becomes quite 
relevant in this category of responses. If a 
person seeks relief from intolerable emo- 
tional pain, has a passive expectancy of 
help, and has not had previous psychiatric 
treatment, he tends to be a show. If, on 
the other hand, he has had previous treat- 
ment, he tends to be a no-show. A global 
vagueness about motivation that is coupled 
with an expectation of magical help from 
the helping agency is the most common 
correlate of no-show behavior. 

All of these considerations suggest an 
ordering along a cognitive continuum of 
ever increasing clarity and definition about 
inner feelings. On the top end of the con- 
tinuum are those with a well defined nee 
in their own terms, a conviction that they 
need to be patients, and a complementary 
expectation to be active participants in 4 
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program that will bring about specified 
change. Next are those who are willing to 
try and are moved positively or negatively 
according to the credibility of those who 
tell them to try. Next are those with a great 
feeling of inner pressure that is global and 
ill defined but who have had no prior pro- 
fessional help in defining the problem. 
Those with similarly described inner pres- 
sures but who continue the ill-defined ex- 
pectancy about treatment despite previous 
professional help in that definition are next. 
Finally, there are those who have vaguely 
defined inner intolerable pressures and a 
positive expectation that something should 
be done to them without ever going through 
the active process of definition. The last 
two groups tend not to come in while the 
first groups tend to come in for their first 
appointment. 

If the above analysis is an accurate 
description of show/no-show behavior, we 
find that those least likely to seek help for 
themselves (poorest definition of the prob- 
lem) are those least likely to get professional 
help, since they are the ones who do not 
come in for their first appointment. It is 
unclear at this point whether the qualities 
at the low end of the continuum are stable 
qualities of a fixed percent of the help- 
Seeking population “out there" that flirt 
with help but rarely obtain it or whether 
the vagueness in definition of the problem 
I$ an early step in the final definition of the 
Problem that is essential to becoming a 
Patient: these people may not yet be ripe 
to become patients. 

Our follow-up study strongly suggested 
that the continuing irresolution of the 
Problem for which help was sought was 
associated with poor definition of the prob- 
lem at the time of contact, The continuation 
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or exacerbation of the problem was not a 
sufficient motive to recontact our clinic or 
any other clinic. This population at risk, 
despite continuous suffering and obvious 
psychiatric problems, remains outside of 
the channels of help because of a cognitive 
characteristic, which may or may not be 
part of the original need for help. 

Our experience suggests several simple 
methods of approach to minimize the 
problem of having a subpopulation of pa- 
tients in need, who are least likely to re- 
solve their problems by themselves, sys- 
tematically excluding themselves from the 
helping agency. 

In general, any aid in defining the ex- 
perienced problem or recognizing that there 
is a problem worthy of attention will be 
useful. Educating referring authorities not 
to hedge in their referral, if they think there 
is a need, will be useful. We have now 
focused the phone interview by the social 
workers on clarifying the problem, on de- 
fining our willingness to be of help, and on 
our agreement that the patient be seen if 
we feel it is necessary. The follow-up phone 
call has stimulated many people to come 
in to the clinic, and they have been quite 
grateful to be remembered and contacted— 
as if they were truly lost. Our study suggests 
that common sense policy changes such as 
the shortening of the wait between call and 
interview or having a walk-in clinic would 
not be of any use with this particular 
segment of the help-seeking population. 
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Cardiac Arrhythmias During Electroshock Therapy: 
Significance, Prevention, and Treatment 


BY GERALD MCKENNA, M.D., RALPH P. ENGLE, JR., M.D., 
HAROLD BROOKS, M.D., AND JAMES DALEN, M.D. 


Respiratory acidosis and hypercapnia fre- 
quently accompany electroshock therapy 
(EST) and can be the cause of significant 
ventricular arrhythmias, which may have 
lethal sequelae in patients with coronary 
artery disease. The authors present mea- 
sures to prevent these arrhythmias by hyper- 
ventilation with oxygen and ways to treat 
them if they occur. 


EVERAL hundred deaths have occurred 
Shottowing electroshock therapy(EST). 
Most occurred in elderly patients, many of 
whom were known to have coronary artery 
disease. Although Controversy exists; most 
investigators agree that the deaths were at- 
tributable to a cardiovascular mechanism, 
either myocardial infarction or some other 
cardiac complication, However, there has 
been little documentation at autopsy or by 
monitoring at the time of treatment to es- 
tablish conclusively the cause of death. 

This paper emphasizes that cardiac ar- 
rhythmias following EST are a potentially 
lethal complication. 

The occurrence of cardiac arrhythmias in 
association with modified or unmodified 
EST has been well documented. They in- 
clude vagal and extravagal (presumably 
sympathetic) arrhythmias, Those of vagal 
origin, (bradycardia and/or cardiac Stand- 
still) are prevented by pretreatment with 
atropine, whereas extravagal arrhythmias 
are not prevented(1), 

The most common arrhythmia associated 
with EST is premature ventricular contrac- 


The authors are with Harvard Medical School, Cam- 
bridge, Mass., where Dr. McKenna is teaching fellow in 
psychiatry, Dr. Engle is lecturer in psychiatry, Dr, 
Brooks is instructor in medicine, and Dr. Dalen is assis- 
tant professor of medicine, Peter Bent Brigham Hospi- 
tal. Dr. McKenna is also with the Massachusetts Mental 
Health Center, 74 Fenwood Rd., Boston, Mass, 02139, 
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tions, frequently with bigeminy or trigeminy. 
The incidence of these ventricular arrhyth- 
mias in unselected patients who have had 
electrocardiographic monitoring has been 
reported as 28 percent in one series(2) and 
43 percent in another series(3). In patients 
with heart disease the incidence is even 
higher. Lewis and associates(4) reported 
that frequent ventricular premature beats 
occurred in 78 percent of 220 treatments of 
21 patients with organic heart disease. The 
peak incidence of arrhythmias is after the 
Seizure, prior to the onset of spontaneous 
breathing(1,3). There is a tendency for a 
Patient to have the same arrhythmias after 
each treatment. 

Because these arrhythmias usually are 
self-limited after EST, they have been con- 
sidered benign and have not been treated. 
However, recent studies have documented 
that ventricular irritability in patients with 
coronary artery disease may be a prelude EA 
and in fact be the cause of, subsequent fata 
ventricular fibrillation. These studies(5, 6) 
Showed that the heart has a vulnerable peri- 
od for ventricular irritability that coincides 
with the apex of the T wave of the ep 
cardiogram. A premature ventricular bea 
occurring during this vulnerable period may 
result in ventricular tachycardia, ventricular 
fibrillation, and death. This knowledge has 
led to a new approach to the treatment 
ventricular arrhythmias in patients Wi 
coronary artery disease(7). 

In coronary care units, continuous elec: 
irocardiographic monitoring is utilized tO 
allow early detection of arrhythmias. When 
frequent ventricular premature beats occur, 
antiarrhythmic drugs, usually lidocaine 
hydrochloride (Xylocaine), are given intra 
venously. This therapy is one of the primary 
Teasons for the reported decreased mortality 
from acute myocardial infarction in coro 
nary care units(8). It is our thesis that similar 
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electrocardiographic monitoring and a 
similar therapeutic approach to arrhythmias 
is warranted when EST is given to patients 
with coronary artery disease. 

It is possible that some deaths following 
EST in patients with coronary artery dis- 
ease were precipitated by arrhythmias. 
Barker and Baker(9) reported nine deaths 
following EST. Postmortem examination 
was performed in each, and all nine deaths 
were attributed to a cardiovascular mecha- 
nism. However, a specific cause of death 
was found in only three cases. It is of inter- 
est that of the remaining six deaths, five 
occurred within 20 minutes of the shock, 
and three of these had evidence of coronary 
artery disease. Electrocardiographic find- 
ings were not reported. 

In a recent case report by Hussar and 
Pachter(10), death following EST was at- 
tributed to acute coronary insufficiency. The 
patient showed acute myocardial infarction 
on an electrocardiogram (EKG) and serial 
enzyme changes after one treatment. When 
à second EST was administered three 
months later he died within minutes of the 
Shock. Postmortem examination revealed 
Severe coronary artery disease with healed 
myocardial infarction but no specific im- 
mediate cause of death. It is possible that 
this death was due to a cardiac arrhythmia. 


Case Report 


A 72-year-old man was admitted to the Massa- 
chusetts Mental Health Center in a state of severe 
US depression. He had been treated for 
RU Years for coronary artery disease. Exami- 
ERA 9n admission revealed frequent premature 
failu and mild hypertension, but no sign of heart 

re. He was conservatively managed for six 
months because of his history of heart disease. 
after d in only limited success; shortly 
ES ischarge from the hospital severe depres- 

0 Tecurred and EST was begun. 

VSA usual procedure for administering EST 
infu: altered as follows: A continuous intravenous 
Sion of dextrose and water was employed, 
ugar toring was maintained, and a cardi- 
Were pi was present. No cardiac medications 
ade in the three months prior to EST. 
meth Sach EST he was given 50 mg. of sodium 
Ohexital (Brevital) intravenously, followed 

: bre of succinylcholine chloride (Anectine). 
Was cathed room air spontaneously until he 
Vetere succinylcholine chloride, and then 

ation was assisted by intermittent bag 
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breathing with oxygen until the onset of adequate 
spontaneous respiration. 

The EKG before the first treatment demon- 
strated normal sinus rhythm without evidence 
of ventricular or supraventricular irritability (fig- 
ure lA) The electrocardiogram immediately 
after the seizure showed ventricular bigeminy. 
Fifty mg. of lidocaine hydrochloride was given 
intravenously with minimal effect on the ventric- 
ular irritability, which persisted for four to five 
minutes. Five minutes after the shock and 
throughout the next 30 minutes there was no 
further evidence of ventricular irritability. 

During the second EST the same sequence 
occurred. There was a normal control electro- 
cardiogram; marked ventricular irritability oc- 
curred immediately after the seizure; it was not 
abolished by intravenous lidocaine hydrochlo- 
ride; and it disappeared five minutes after the 
shock. At the next two treatments, 75 mg. of 
lidocaine hydrochloride was given intravenously 
immediately prior to shock. The same degree of 
ventricular irritability occurred after the seizure 
(figure 1B). 

To determine the relationship between alter- 
ations in ventilation and the postseizure ventric- 
ular arrhythmias, arterial blood gases were mon- 
itored. As shown in table 1, marked respiratory 
acidosis and hypercapnia occurred; it was maxi- 
mal one to two minutes after the seizure. Sig- 
nificant hypoxemia did not occur. The maximal 
ventricular irritability by EKG coincided with 
the period of maximal respiratory acidosis and 
hypercapnia. 


FIGURE 1 


The electrocardiograms immediately before shock and 
immediately after seizure are shown during three 
different treatments, à 

In the top panel (A) the patient was not hyperventi- 
lated and did not receive idocaine hydrochloride before 
the shock. Ventri geminy occurred after the 
seizure. In the middle I (B) he had received 75 mg. 
of lidocaine hydrochloride intravenously immediately 
before the shock. Ventricular bigeminy again occurred 
after the seizure. In the lower panel (C) he was hyper- 
ventilated with oxygen before the shock; no disturbance 
of cardiac rhythm occurred in the post-seizure period. 


IMMEDIATELY 


IMMEDIATELY 
AFTER SEIZURE 


BEFORE SHOCK 


zu Iur 
Hu BE 
A. No premedication H $ 111.1 


B. Premedication 
with lidocaine 


C. Hyperventilation 
before shock 
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TABLE 1 
Arterial Blood Gases During EST 
NOT HYPERVENTILATED HYPERVENTILATED 
pco pO: 

(mm Hg) pH (mm Hg) pCO: pH pO: 
Control 40 7.41 97 40 7.35 84 
Immediately before shock 35 7.42 135 36 7.47 137 
Two minutes after seizure 55 7.30 97 48 7.38 93 
Five minutes after seizure 50 7.32 110 47 7.36 74 
Ten minutes after seizure (awake) 40 7.35 85 44 7.34 70 


At the next EST, an attempt was made to pre- 
vent respiratory acidosis and hypercapnia in the 
immediate post-shock period. For a period of 
three minutes immediately prior to shock, the 
patient was hyperventilated by means of bag 
breathing with oxygen by the anesthesiologist. 
Arterial blood gas analysis (table 1) showed an 
increase in pH from a control of 7.35 to 7.47 
immediately before shock. Significant respira- 
tory acidosis did not occur after the shock, and 
electrocardiographic monitoring (figure 1C) 
demonstrated no ventricular irritability. 

On eight subsequent occasions the procedure 
of hyperventilation prior to shock was repeated; 
significant ventricular irritability did not occur. 


Pathogenesis of Cardiac Arrhythmias 
Following EST 


Many factors contribute to the develop- 
ment of ventricular arrhythmias during 
EST: 

1. Sympathetic discharge. The well doc- 
umented transient rise in systemic blood 
pressure and ooncomitant tachycardia im- 

mediately after shock has been cited as evi- 
dence of a sympathetic discharge(1). 

2. Hypoxia. Several studies(11, 12) have 
demonstrated that unmodified EST pro- 
duces severe transient arterial hypoxemia. 
In modified EST a similar degree of hypox- 
emia may occur. This hypoxemia, a potent 
stimulus to cardiac arrhythmias, can be pre- 
vented by ventilating the patient with oxy- 
gen prior to shock(13). 

3. Medication before EST. The choice of 
drugs may influence the incidence of ar- 
rhythmias in modified EST. Woodruff and 
associates(3) reported a lower incidence of 
ventricular arrhythmias with methohexital 
anesthesia than with thiopental. 

4. Hypercapnia and respiratory acidosis 
are potent stimuli for the occurrence of 
ventricular arrhythmias(14). The early stud- 
ies of Altschule(12) documented the precip- 
itous rise in arterial carbon dioxide content 
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and decrease in pH that occur in EST- 
induced apnea. Further hypercapnia and 
respiratory acidosis may occur as a secon- 
dary effect of inadequate ventilation in the 
immediate post-seizure period. 


A variety of techniques is used to ventilate 
the patient during EST. Some physicians 
allow the patient to remain apneic from the 
administration of intravenous succinyl cho- 
line until the termination of the seizure. 
During apnea of this duration significant 
carbon dioxide retention and respiratory 
acidosis can occur, as in the case reported 
here. To prevent this some have suggested 
continuous controlled ventilation through- 
out the seizure(15), but this is not univer- 
sally practiced. 


In the previous case there was a striking 
correlation between the peak respiratory 
acidosis and hypercapnia and the occur- 
rence of ventricular arrhythmias. Hyper- 
ventilation prior to EST greatly decreased 
the respiratory acidosis and prevented sig- 
nificant arrhythmias at subsequent treat- 
ments. 


The method used to insure adequate venti- 
lation throughout the procedure must pre- 
vent hypoxia, hypercapnia, and respiratory 
acidosis because each is a potential cause of 
Serious arrhythmias. 

The potential dangers of ventricular af- 
rhythmias in patients with coronary artery 
disease justifies continuous electrocardio- 
graphic monitoring during EST. If ventric: 
ular tachycardia or frequent ventricular pre 
mature beats occur, the patient should be 
treated intravenously with lidocaine hydro- 
chloride. If ventricular irritability persists 
and is not corrected by this drug, other 
agents such as diphenylhydantoin sodium 
(Dilantin), procainamide ^ hydrochloride 
(Pronestyl), or quinidine (Quinidine) shou! 
be considered. 
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Electrosleep—A Clinical Trial 


BY SAUL H. ROSENTHAL, M.D., AND NORMAN L. WULFSOHN, M.D. 


Electrosleep is a technique of psychiatric 
treatment that has been undergoing develop- 
ment in the USSR for approximately 20 
years, with a great flurry of interest in the 
Past five years. The authors report briefly 
on a clinical evaluation of electrosleep in 
the United States to alert other investigators 
in this country to a new area of possible 
Interest, 


“E LECTROSLEEP” refers to the tech- 
"m nique of inducing sleep or a relaxed 
im yy the transcranial application of a low- 

€nsity electrical current. It has been in the 
Process of development in Russia for the 
ee years, and a series of recent reviews 
Pi Ides the intensification of activity and 
cet in the areas of electrosleep 
(1.4), &ctroanesthesia in the past four years 
T4 The Soviet bloc and the USSR in 

Tücular seem to have allocated a good 
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deal of time, energy, and human resources 
for research and development in this area. 
In spite of this, there has been little effort 
at investigation in the United States, prob- 
ably in part because of a traditional distrust 
in the use of electrical devices in psychiatry 
by a large portion of the psychiatric popula- 
tion. We have attempted to give electrosleep 
a clinical trial in a university setting in the 
United States and through this paper to 
alert other investigators in this country to a 
new area of investigation. 

We have been treating a group of more 
than 40 outpatients with chronic anxiety, 
depressive states, and associated insomnia. 
Most patients who were selected had not 
responded to the usual antianxiety and anti- 
depressive medications. 

We have employed the Electrosone 50 
machine, which is an American-made instru- 
ment modeled after the Russian machine. 
It is about the size of a table model portable 
radio and does not run on wall current but 
on batteries. The treatment involves a course 
of five to ten half-hour treatments given on 
consecutive days. The machine is set at a 
frequency of 100 pulses per second and a 
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duration of one millisecond, the zero base- 
line bias current and current amplitude ad- 
justed so that the patient feels a slight, but 
not uncomfortable, tingling over his eyes. 
This is usually produced by an amplitude 
of 12 to 20 volts and a current reading of 
0.1 to 0.2 milliamps. 

With this population of patients who 
were previously refractory to standard medi- 
cation therapy, we found, to our surprise, 
that approximately two-thirds showed a 
rapid and relatively complete remission of 
symptoms. The most immediate effect was 
an almost total and complete improvement 
in the nighttime insomnia; the patients re- 
ported sleeping through the night following 
the first, second, or third treatment. Im- 
provements in anxiety and depressive symp- 
toms were usually seen by the fifth treatment. 
We are quite aware that this study was un- 
controlled and that there was a tremendous 
potential for possible effects of suggestion. 
Further controlled studies are anticipated. 

It is to be noted that electrosleep avoids 


A man lives not only his personal life, 


unconsciously, the life of his epoch and his contemporaries. 
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many of the conditions that make ele 
convulsive therapy aesthetically una 
tive to some people. In electrosleep th 
the patient does not feel any disco 
at any time, is not unconscious at ai 
(indeed he may remain awake throi 
the entire treatment), and does not 
ence any convulsion of any kind. It $ 
to be a humane treatment, and no sig 
side effects have been reported. 
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Niacin and the Schizophrenic Patient 


Sir: I very much enjoyed reading Dr. 
Mosher’s article, “Nicotinic Acid Side Effects 
and Toxicity: A Review” (March 1970 issue of 
the Journal). You will note that the title indi- 
cates it is a review, presumably a review of the 
literature, After reviewing the literature, Dr. 
Mosher takes it upon himself to advise other 
psychiatrists regarding the use of niacin, ap- 
parently in spite of the fact that he has had little 
experience in the vitamin’s use in megavitamin 
doses. Dr. Mosher notes: “The reports of the use 
of high-dose niacin in schizophrenia in the psy- 
chiatric literature do not contain any evidence as 
to Side effects or toxicity.” I am afraid that Dr. 
Mosher has missed Dr. Abram Hoffer’s article 
that appeared about one year ago in Schizo- 
Phrenia(1). Dr. Hoffer devotes the entire article 
to the toxic side effects of niacin. 

„Dr. Mosher subdivides the toxic effects of 
niacin into several categories. The first category 
he discusses is the toxic effect on the skin in 
which he only mentions a flush. It is true that 
Most patients flush with the medication, but if 
the flush is bothersome, it can usually be con- 
trolled with antihistamines. He fails to mention 
that patients develop a pigmentation of the skin 
9r a dermatitis while taking the medication. 

, Under gastrointestinal reaction he notes that 
Nicotinic acid may produce heartburn, nausea, 
diarrhea, or may activate an ulcer. This is 
certainly true. However, he fails to state that 
Most experienced psychiatrists using niacin 
Substitute niacinamide when treating a patient 
with an ulcer. He also fails to mention that the 
medication comes in many forms, i.e., the regular 
ste tablet has a binder that is often the of- 
t i ing agent. Many patients who are unable to 
ake the tablet are able to take the plain powder 
i Up in capsule form. The niacin also comes 
EY buffered tablet, which many patients tol- 
iud better than the plain tablet. These may 
ae to be small points, but they can certainly 
w e the difference between success and failure 

ere gastrointestinal symptoms are present. 
a: Mosher correctly reports that liver func- 

n tests may be abnormal with the administra- 
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tion of niacin. However, these tests quickly 
revert to normal. I might also point out that 
other medications that lower blood cholesterol 
also frequently give false positive liver tests, and 
no one seems to get terribly excited about them. 

Under carbohydrate metabolism, he mentions 
hyperglycemia as having been reported in 66 
percent of nondiabetics. Many schizophrenics 
suffer from hypoglycemia, so the relative blood 
sugar elevation resulting from niacin is a very 
desirable feature. It is true that persons with 
diabetes must be closely watched after being 
started on niacin, since this may increase their 
blood sugar. On the other hand, one must keep 
in mind that the cholesterol level is lowered re- 
markably with the niacin administration; this 
factor alone may make it worthwhile to re- 
regulate the diabetic so that he can continue on 
niacin and possibly increase his life span with 
the lowered cholesterol level. Also, it is true that 
uric acid may be elevated. I have two patients 
who suffered from gout shortly before going on 
niacin; neither one has had his gout activated by 
the niacin. 

It is interesting that there is a report of nervous 
panic states and the activation of a psychosis as 
a side reaction of niacin administration. Those. 
of us who administer niacin are well aware of 
this fact and know that if excitement appears it 
can readily be held down, preferably by the use 
of diazepam (Valium). I administer anywhere 
from 40 to 100 mg. of diazepam daily and 
gradually decrease the level. With this technique 
this side effect can be rather easily managed. 

I might add that some patients who cannot 
psychologically or physiologically tolerate 
niacin can be carried quite well on niacinamide, 
although Dr. Hoffer(2, 3) says that niacin and 
niacinamide are interchangeable as far as their 
psychological effects on Schizophrenia are 
concerned. There are certainly exceptions to this 
statement, as Dr. Hoffer now agrees. Some 
persons suffering from schizophrenia react 
favorably to niacin and others react favorably 
to niacinamide. As far as the long-term effects 
are concerned, niacin in megavitamin doses has 
been used regularly since 1945. Dr. Hoffer has 
had more than 2,000 patients on niacin therapy, 
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dating back to 1952. He states that none of them 
have sustained clinical liver damage. 

Dr. Mosher also fails to mention the edema 
that sometimes follows niacin use. 

It seems a mystery to me why there is so much 
controversy over the use of niacin in treating 
schizophrenia. I have an extraordinarily stable 
practice of schizophrenics (many of whom I have 
followed for eight to ten years) and have had 
them on numerous forms of medication. During 
the past five months I have had approximately 
200 schizophrenic patients on niacin and have 
been quite impressed with the results. I have 
patients who, for one reason or another, have 
been taken off of niacin for short periods of 
time, and each almost invariably developed a 
full-blown picture of schizophrenia that dis- 
appeared once the niacin was resumed. It is 
true that niacin does not help all patients with 
schizophrenia, and many must be maintained on 
it for a long time. 

If the National Institutes of Health wish to 
study niacin, they should not go about it by 
placing some schizophrenics on niacin and some 
on other medications; rather they should study 
patients with schizophrenia regulated by niacin, 
They should do psychological tests and clinical 
observations on these patients, withdraw the 
niacin for a period of time, and repeat the ob- 
servations, after which they should place the 
patients back on niacin, making more observa- 
tions and psychological tests. If such a re- 
search plan were carried out, there is no question 
whatsoever in my mind that niacin would be 


found vital to the well-being of many schizo- 
phrenics. 
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pareng: New Hyde Park, NJ, University Books, 


H. L. NEWBOLD, M.D. 
Asheville, N.C. 


Dr. Mosher Replies 


Sır: I am pleased to see Dr. Newbold’s 
response to my article since I think it is impor- 
tant that methods that can be used to avert or 
moderate the side effects of niacin therapy be- 
come widely known. I am also pleased with the 
letter because it substantiates, to some extent, 
my contention that there is considerable under- 
reporting of niacin’s adverse side effects in the 
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psychiatric, as compared to the medical, liter- 
ature. 

I shall not respond to each of Dr. Newbold’s 
criticisms, since in most cases he is only reiterat- 
ing points contained in my article. For example, 
he states that in my section on skin I mention 
only the flush produced by niacin; however, the 
hyperpigmentation Dr. Newbold believes | 
overlooked is, in fact, pointed out on page 1292. 
I should like to note that since the paper’s pub- 
lication a number of practitioners have in- 
formally reported to me that they have found 
hyperpigmentation in up to one-third of their 
patients taking niacin in high doses. 

I do want to apologize to Dr. Hoffer for not 
including his article in the review. Unfortunately, 
as I am sure Dr. Newbold knows, the time lag 
between a manuscript’s preparation and its 
appearance in print is such that Dr. Hoffer's 
article appeared after the submission of my 
manuscript. 

I think it is important to restate my article's 
purpose, since it seems that Dr. Newbold inter- 
preted it differently than I had intended. I was 
not attempting to assess niacin's efficacy in the 
treatment of schizophrenia; rather I was attempt- 
ing to make more widely known the literature 
available on its side effects and toxicity. In so 
doing I had hoped to provide practicing psy- 
chiatrists with information that might be im- 
portant if they prescribed niacin in high doses. 
As I noted, Dr. Newbold's response seems to 
indicate that this compound's side effects, al- 
though present, have largely gone unnoticed or 
unreported. ; 

Clearly, Dr. Newbold feels niacin is an im- 
portant agent in the treatment of schizophrenia, 
and I cannot argue with clinical impressions 
derived from his personal experience. Nonethe- 
less, I think it should be stressed (a point Dr. 
Newbold also makes) that nicotinic acid is not 
good for all schizophrenics. There is a need for 
research designed to delimit and define a sub- 
group of niacin responders. : 

Finally, let me thank Dr. Newbold again for 
doing a service to the readership of the Journa! 
by citing methods of circumventing niacin $ 
adverse side effects. It was not my intention to 
provide such information, and I appreciate his 
filling the gap. 


Loren: R. MOSHER, M 
Chevy Chase, Md- 


The Ethics of Abortion 


Sir: Dr. Harold Rosen (Editor's Notebook: 
March 1970 issue of the Journal) had a Vey 
interesting note about abortion in America 7 
which he discussed medical, legal, and ethica 
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problems of abortion that are quite interesting. 

But unfortunately, he forgets a few basic facts, 
and his article is marked by the fact that we are 
living in a society dominated by men. I quote 
from one of his final paragraphs: “All women. . . 
should be allowed to determine their own repro- 
ductive lives. This is their basic human right.” 

This is not the point. All women should be 
allowed to determine when they want to be made 
pregnant. This is their basic human right: 1) Wom- 
en are made pregnant by men. This is nature. 2) 
A woman should desire to bear a child before 
she is made pregnant. 3) Legal abortions in first- 
class hospitals result in ten percent of medical/ 
surgical complications to the women, (This serious 
fact about medical and surgical complications is 
completely ignored and suppressed in Dr. Rosen’s 
discussion.) 4) If the man took preventive actions, 
there would be no need for abortion. 5) With free 
abortion and third parties to pay the expenses I 
foresee no improvement in a man’s treatment of 
his woman; she will just suffer more. 

The medical complications unnecessarily 
suffered by women because of abortion are a 
disgrace to our “free,” “enlightened,” “humani- 
tarian” society. 

Who talks about ethical behavior? 


C. W. SEM-JACOBSEN, M.D. 
Oslo, Norway 


Dr. Rosen Replies 


MSk: Dr. Sem-Jacobsen’s statistics, as he states, 
igmatize our society. But our contraceptive 
practices, and our attitudes toward abortion, are 

changing. 
po wii, Alaska, and New York have already 
(3) be their state abortion statutes. The APA 
ii d recommended that abortion, like every- 
en else in medical practice, be a matter be- 
en physician and patient—and no one else. 
PN nm Psychoanalytical Association has 
TEM a similar formulation of policy. Cases 
QE appeal to the U.S. Supreme Court claim 
ied other policy is in violation of the Eighth 
and th ment (separation of church from state) 
(UE: Fourteenth (due process of law) of the 

Itution, 

eni the 1970 annual meeting of the APA, 
ing uie the panel on “Abortion in a Chang- 
on d." Participants, each from a different 
Or RD were for the most part presidents of 
a ae e national psychiatric associations, 
their ne of the departments of psychiatry of 
ee medical schools, or the like, and 
Wee the Pacific, the Orient, Europe, and 
One nate of Latin and North America. In 
irths ; ntry the number of abortions and live 
is the same. Most, however, have two to 
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three abortions for every ten deliveries. All par- 
ticipants save one recommended abortion on 
request—without residency requirement, signa- 
ture of parent or husband, or routine psychiatric 
consultation. 

Some opponents of abortion quote high mor- 
bidity and mortality statistics. Patients with se- 
vere cardiac or other debilitating diseases, wheth- 
er pregnant or not, are always high surgical risks. 
If pregnant, their mortality and morbidity rates 
are higher with delivery than with abortion(4). 
Criminal abortions in back alleys, behind garages, 
or over butcher shops can even be lethal. But 
with the last 2,000 abortions performed here at 
the Johns Hopkins Hospital(5) there were no 
deaths, no serious febrile morbidity, and only 
one hysterectomy for bleeding (an amazing sta- 
tistic since we still admit women with infected 
criminal abortions). Over 40 percent were ward 
cases and less than 60 percent were private; 45 
percent were by suction dilation and curettage 
before the tenth week and 45 percent were by 
saline amniocentesis between the 16th and 20th 
weeks. This tells the story. 

Records of 100 girls aborted on my recom- 
mendation that were pulled haphazardly from 
the files show: 61 single, 39 married; 46 under 
and 54 over 20 years of age; one agnostic, two 
atheists, 11 Jews, 35 Protestants, and 51 Catholics 
(although only 20 percent of the Maryland voting 
population is Catholic). 

Articulate opposition to abortion is pronounced, 
Yet 15 Catholic psychiatrists routinely refer ún- 
willingly pregnant patients to non-Catholic col- 
leagues. A few Catholic moral theologians do 
not believe the conceptus acquires a soul the mo- 
ment of conception and some Catholic priests, 
contrary to popular impression, refer patients 
for abortion. Neither they nor the religious su- 
periors who do likewise(6, 7) equate this with 
murder. 

All objections to abortion, including the right 
of the fetus to birth, fall of their own weight. 
Nonpsychiatrists, without considering underlying 
dynamics, allege malignant psychiatric sequelae 
that cannot be substantiated(8). To state that 
medical facilities will be incapable of handling 
the number of abortions requested would have 
more weight if this same objection had not in 
another era been raised against delivery by phy- 
sicians in hospitals. To stigmatize our hospitals 
and offices as potential “abortion mills" is equiv- 
alent to stigmatizing them now as “delivery 
mills.” The reasoning is the same. Women when 
pregnant require medical attention for delivery or 
abortion. There are incredibly large numbers of 
unused OB-GYN beds throughout the country. In 
New York City 6,000 abortions were performed 
in July 1970, the first month its abortion repeal 
statute was effective, without strain on hospital 
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facilities. But if we nevertheless lack adequate 
medical resources, we must develop them, and 
we can consider procedures not requiring formal 
hospital admission, like those used by competent 
nonlegal medical abortionists. 

But unless our repressive state abortion statutes 
are repealed and unless our present APA policy 
on abortion law repeal is translated into legal 
practice, statistics (like those quoted by Dr. Sem- 
Jacobsen) reflecting not only high-risk patients 
but also incompetent and probably extra-legal 
abortion procedures will be collated. This is our 
tragedy—and our shame. 
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HAROLD Rosen, Pu.D., M.D. 
Baltimore, Md. 


Psychiatrists, Criminals, and the Courtroom 


Sir: The lesson to be learned from the 
recent Wayne Young case in Baltimore was 
clearly stated in the turbulent trial of Jack Ruby: 
Psychiatrists do not belong in the courtroom in 
such cases. Four qualified psychiatrists found the 
defendant "insane" and four others, equally 
qualified, declared the same individual “sane,” 
It has long been acknowledged that with a 
“battle of the experts,” the question of “sanity” 
becomes an impossible issue. 

The jury should not be made responsible for 
deciding the defendant’s mental state at the 
time of the criminal act. All that a jury can com- 
petently answer is whether or not the defendant 
has committed the criminal act as charged. 

Whenever the question of mental competence 
to stand trial arises, the court can arrange for a 
panel of experts to determine the defendant’s 
present mental status. Does he understand the 
nature of the charge, and is he mentally com- 
petent to participate in his own defense? If the 
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defendant is found guilty, the same panel can 
advise the judge on an out-of-court basis with 
regard to the effectiveness of treatment. Psy- 
chiatrists should refuse to testify in court con- 
cerning what was in the defendant's mind at 
the time of the offense. Also, “insanity” as a 
defense is too complex and too technical for a 
jury to determine. Only when psychiatrists are 
barred from the courtroom or refuse to testify 
except on an out-of-court basis can the per- 
plexing problems involved in the evaluation of 
the insanity plea be effectively solved. 


Jacos H. Conn, M.D. 
Baltimore, Md. 


A Short History of the Evolution of 
Psychiatry 


Sir: Once upon a time there was a fairly 
well-respected branch of the practice of medi- 
cine known as neuropsychiatry. Its premise was 
simple: Behavior, whether normal or not, was 
determined by a brain housed in the skull and 
its appurtenant parts. Then came a group of 
avant-garde, “metaphisticated” “‘ideo-savants 
who eschewed such a simple and mundane pre 
mise as to establish the tripartite God of Id, 
Ego, and Superego and the lesser deities of 
Repression, Unconscious, Libido, and so on. 
Medical history recapitulated religious history 
and the inevitable schism took place. Neurology 
became the study of the brain and its extensions. 
Psychiatry devoted itself to the new religion, 
which went beyond the simple study of cells, 
their parts, their interrelationships, and their 
physical and chemical orientations, polariza- 
tions, and mass groupings. And for years à few 
of the many /ay doggo, imploring reason here 
and, cringingly, pleading union again there. Not 
was all in vain. As the religion that encompasse 
psychiatry splintered and split, shattered into 
“isms,” and regrouped into neologistically con- 
ceived sects, outré experiments in mind ex 
pansion and psychedelic insights, confrontations, 
and public relations-directed displays of oe 
and exotic things, the fundamentalists keP 
quietly to their simple tenets, experimenting 
Observing, and testing. And lo, a great Ies 
has dawned. Neuropsychiatry, the study of t * 
relationship of the brain and its parts to be 
havior, has again become a wondrous thing. — 

DNA, RNA, neuraminic acid, serotonin 
noradrenalin, catecholamine metabolism, E 
methylation, indole chemistry, psychotroP' 
agents, and many, many more of the chem 
phenomena of life have invested themselves T 
the language of psychiatry. Genetic princip 6» 
early pariahs from the main stream of psychiatry 
have been rechanneled as a prominent curre 
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us some real understanding of what causes many 
mental aberrations and diseases. Or what we 
can really do about curing them. 


ARTHUR O. HECKER, M.D. 
Coatesville, Pa. 


Psychosomatic Ocular Irritation 


Sir: In recent years there has been an in- 
crease in the number of people seeking medical 
attention with the chief complaint of “itchy, 
burning eyes.” Typically the patient complains 
of smarting, burning, itching, excessive tearing, 
and redness of the eyes. On examination the 
physician frequently finds little or no objective 
physical evidence of ocular irritation. 

We reviewed and abstracted 50 cases of pa- 
tients appearing at the Jules Stein Eye Institute 
clinic with these symptoms(1). The following is 
asummary of findings from these patients. 

Of the 50 patients, 49 were women and one 
Was a man. Forty-six had consulted ophthalmol- 
Ogists or optometrists regarding their complaints 
before coming to the eye clinic. Forty-four 
were older than 45 years of age and six were 
younger. (Two were between 35 and 40 and 
four were between 40 and 45.) Thirty-nine 
E. of the Jewish faith, and 11 were non-Jewish. 
Bei wore glasses, four did not. Nine had 
cen problems other than simple. refractive 
Ee Forty-one had no other significant eye 
rne Thirty-eight complained. of nearly 
bu xu symptoms, seven had intermittent 
^ na oms, and five were uncertain. Thirty noticed 
A ou of the symptoms on smoggy days, 
Bu icated that smog was not a factor, and six 

uncertain. 
wie ine noted an increase in symptoms 
E nomi strain, ten did not, and one was 
TM ain. Twenty-one noticed a decrease in 

Ptoms with a lessening of emotional tension, 
aa n not, 14 were uncertain. Because of these 
Baker three patients reported nocturnal 
and eae while 47 did not. Parental concern 
hood g phasis on eye protection during child- 
oe Ms Stated by 38 but not by eight; four 
plaints certain. Forty had other somatic com- 
Palpitat (headache, back pain, hot flashes, 

s tons, etc.), while ten did not. Nine had a 

Ss Of psychiatric consultation, 41 did not. 
Proved ‘ported complete remission, but 48 im- 

after visiting the clinic. Two noted no 
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in the understanding of why some people think 
and behave as they do and why others do not in 
the same or similar life situations. And it is all 
very interesting and new but not nearly so ex- 
citing and "in" as the language of Portnoy's 
Complaint or the neo-Bacchanalia of Oh, 
Calcutta or Hair. On the other hand, it may give 
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improvement. 

This information has not been subjected to 
further investigation or statistical evaluation 
but certain trends are apparent. The patient who 
appears with the complaint of “itchy, burning 
eyes” is most apt to be a woman with an onset 
of symptoms at about age 40. The majority 
noted an increase in the severity of symptoms 
with concomitant emotional strain. A large 
number noted diminishing symptoms with 
lessening emotional strain. Most had other 
somatic complaints, and 76 percent had parents 
who had emphasized protection and care of the 
eyes during childhood. 

Although these figures are not conclusive, they 
raise certain questions. One might speculate 
whether the high incidence of emotional strain 
and the emphasis on protection of eyesight dur- 
ing childhood contributes to the somatization of 
anxiety with referral to the eyes. It should be 
noted that 96 percent of the patients reported 
an improvement of symptoms following con- : 
sultation at the university eye clinic. Patience 
and support by the primary physician can bring 
about a rapid reduction in symptoms. 


The reference is: 


1. Adams GL, Pearlman JT, Sloan SH: Itching, 
burning eyes. JAMA 212:482, 1970 


GEORGE L. ADAMS, M.D. 

JEROME T. PEARLMAN, M.D. 

SHERWIN H. SLOAN, M.D. 
Los Angeles, Calif. 


The Need to Limit Radio and Television 
Dosage 


Sir: The radio and television commercials 
that most people hear in a year must be counted 
in the tens of thousands. Patients frequently 
express concern about the possibility that com- 
mercials may be harmful, especially for growing 
children. Yet this important component of the 
environment has received little scientific at- 
tention. 

The advertiser faces two tasks: he must hold 
the audience’s attention and sell the product. 
The first task is accomplished by varying the 
sensory input in such a way that it is impossible 
to accommodate to it. The volume and quality of 
the sound is usually changed. Most commercials 
contain sound effects, often of a disagreeable 
nature, music, disturbing rhythms, or peculiar 
voices in order to make them more intrusive. 

Various strategies are employed to sell the 
product. Most campaigns are based on frequent 
repetition in order to drum the message into the 
listener’s head. Many feature comparisons 
through which the advertised product is made 
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to appear superior; in some cases a figure with 
whom the audience can identify declares that 
he is convinced of the merits of the advertised 
product. A commonly employed strategy is to 
link the product to some basic biological or 
social need. Many commercials suggest that 
shame and insecurity can be overcome and that 
social and professional success or sexual grati- 
fication can be obtained by using the advertised 
product. Some commercials employ condition- 
ing. A noxious stimulus consisting either of a 
disagreeable sound or visually induced tension 
is removed as the advertised product is utilized. 

The effect of commercials on autonomic 
reactions is the area that can be investigated most 
easily. It is known that stimuli of fluctuating 
intensity employed to hold the listener’s at- 
tention affect autonomic responses. A massive 
exposure may have a deleterious effect on pa- 
tients suffering from hypertension and other 
psychophysiological reactions. The effect of 
commercials on character formation is more 
difficult to investigate but is probably more im- 
portant. The world of commercials is one in 
which problems are solved instantly through the 
consumption of the advertised product. It is 
reasonable to expect that a child who is fre- 
quently exposed to commercials will come to ex- 
pect easy solutions and will not be prepared to 
cope with problems whose solution requires 
patience and effort. 

Resisting commercials requires a great effort. 

If such an effort is made frequently, it must 
promote a general attitude of negativism and 
Suspiciousness that interferes with learning and 
interpersonal relations. Unlike a reader who can 
skip the advertisements, a listener has no way 
of avoiding this psychological arm-twisting 
without giving up the airwaves. Commercials 
are scattered throughout programs. The listener 
does not know when the program will be re- 
sumed and must absorb whatever dose of com- 
mercials the broadcaster chooses to administer, 

To protect the mental health of the public, 
this scattering should be prohibited. The number 
of intervals during which commercials may be 
broadcast should be limited to a small number 
(perhaps two each hour), and their duration 
should be announced in advance. This will 
enable listeners to regulate the dosage of com- 
mercials to one that they consider compatible 
with their well-being. 


ALEXANDER SCHUSDEK, M.D. 
New York, N. Y. 


Semantic Confusion Cleared Up 


Sır: With reference to the correspondence 
by Dr. Trosman and Dr. Illing (Letters to the 
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Editor, May 1970 issue of the Journal), I would 
like to draw attention to The Basic Writings of 
Sigmund Freud(1). In this publication, chapter 
8 of book I carries the heading, ‘‘Erroneously 
Carried-Out Actions.” This is the exact trans- 
lation of the word Fehlleistungen. Parapraxes is 
also correct. The translation "failures in treat- 
ment” is wrong, as every scholar of German 
origin might tell you. 

Freud applies the term to symptomatic acts 
such as slips of the tongue, mislaying of objects, 
etc. 

There is another kind of Fehlleistungen due 
to an inability to perform purposive movements 
properly. This is best translated as "failure of 
purposive action" or in French, acte manqué. 

I hope that this sematic confusion is finally 
cleared up. 


The reference is: 


l. Freud S: Erroneously carried-out actions, in The 
Basic Writings of Sigmund Freud, book I. Edited 
by Brill AA. New York, Modern Library, 1938, 
chap 8 


Jonn LANZKRON, M.D. 
Beacon, N. Y. 


Sir: In reference to Dr. Illing’s review of 
Sigmund Freud’s Gesammelte Werke, vol. 18: 
Gesmatregister (January 1970 issue of the 
Journal) and to Dr. Trosman’s letter to the 
Editor (May 1970 issue of the Journal) and Dr. 
Illing’s reply, the following should be stated: 
Dr. Illing’s reply notwithstanding, Dr. Trosman 
is correct when he asserts that the German 
word Fehlleistungen “designates parapraxes, 
i.e., slips in speech, symptomatic acts, forgetting, 
and so on," and not “failures in treatment.” 

It is easy to check the meaning of the word 
Fehlleistungen by reading, for instance, the first 
couple of pages of chapter 12 of Freud’s P9" 
chopathology of Everyday Life(1). The index 
dealing with Fehlleistungen and symptomatic 
acts (but of course not with failures in treat- 
ment) can be found on pp. 871-880 of this 
volume. 

It is true, as Dr. Illing says in his reply, that 
the absence of an index on failures in treatment 
is not his fault. But if it should prove to be t? 
(which I doubt) that “failures in treatment” ^ 
“the customary translation throughout the eaan 
psychiatric literature” of Fehlleistungen, then ! 
is indeed high time to correct this mistrans- 
lation. 


The reference is: 


l. Freud S: Psychopathology of Everyday Life. 


Amer. J. Psychiat. 127:4, October 1977 


_ LETTERS TO THE EDITOR 


Edited by Strachey J. New York, WW Norton & 
Co, 1966 


Hans W. LOEWALD, M.D. 
New Haven, Conn. 


Sir: You have done a disservice to Dr. Illing 
by printing his reply to Dr. Trosman’s letter, 
“Acute Muse” (Letters to the Editor, May 1970 
issue of the Journal), thus letting him repeat his 
obvious error, this time even defiantly. Dr. Illing’s 
attention could have been directed instead to 
Freud’s “The Psychopathology of Everyday 
Life” (1), which is built around the concept of 
Fehlleistungen (parapraxes) and where a com- 
prehensive definition can be found on pp. 239- 
240 of the English edition and on pp. 267-268 
of the German edition. 

The usage has not changed in the literature 
Since 1901, and the term has never meant 
“failures in treatment." However, there is a 
connection: if a therapist in his work does not 
take his Fehlleistung as warning sign indicating 
that something in his countertransference has 
not been recognized and if he does not analyze 
its revealing and helpful meaning, then the 
therapeutic process might be in danger. 


The reterence is: 


1, Freud S: The psychopathology of everyday life, in 
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The Complete Psychological Works of Sigmund 
Freud. Edited by Strachey J. London, Hogarth 
Press, 1960, pp 239-240 


EnicH Heypt, M.D. 
Washington, D. C. 


Corrections 


There is an error on page 214 of the August 
issue of the Journal in the article, “Amitriptyline 
and Trimipramine in Neurotic Depressed Out- 
patients: A Collaborative Study,” by Karl Rick- 
els, Paul E. Gordon, Charles C. Weise, Stanford 
E. Bazilian, Harold S. Feldman, and Daniel A. 
Wilson. The error appears in figure 2. In this 
graph two of the bars have been incorrectly iden- 
tified. The bar that is now identified as “Placebo 
(N =37)” should be labeled “Trimipramine 
(N 234); the bar labeled “Trimipramine 
(N =34)” should be identified as “Placebo 
(N =37).” 

The staff regrets this error. 


Page 237 in the August 1970 issue of the Journal 
contains an error in the article “Effects of In- 
creased Therapist Commitment on Emergency 
Psychiatric Evaluations.” The third author's 
name should read “Donald C. Staight" instead 
of Donald C. Straight.” 

The staff regrets this error. 
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VIOLENCE AND THE STRUGGLE FoR EXISTENCE. 
Edited by David N. Daniels, M.D., Marshall 
F. Gilula, M.D., and Frank M. Ochberg, M.D. 
Boston: Little, Brown and Co., 1970, 443 pp., 
$12.50. 


The 23 authors who produced this monumental 
work dedicated to Dr. Martin Luther King, Jr., 
and Senator Robert F. Kennedy have been able 
to present a broad interdisciplinary review of the 
subject of violence and indicate steps necessary 
to allow humankind not to destroy itself. This 
volume deserves to be widely read and should 
form a reference base when the subject of psychi- 
atric aspects of violence or aggression is under 
consideration. 

There are three parts to the book. Part 1 sur- 
veys theories of violence and aggression from the 
viewpoints of biology, sociology, history, and 
psychology. In this section too there are pre- 
sented new models that might be used to help 
decrease the violence in our society. 

Part 2 is concerned with an extended analysis 
of the violence in our society. This section is cur- 
rent and clinical as it considers many problems 
in individual and collective violence as they are 

manifested in today's world. As in the rest of the 
book, the articles in this section are scholarly, 
thorough, and objective in their closely reasoned 
positions. The arguments make good use of avail- 
able statistical and experimental knowledge. All 
readers, whether lay or professional, will welcome 
the multitude of action Steps possible for any in- 
dividual or group that wishes to know “what can 
be done?” The reviewer was impressed that the 
authors must have collaborated very closely with 
each other since the practical applications derive 
so logically from the clinical and theoretical dis- 
cussions. 

Part 3 deals with recommendations and con- 
clusions. It was no small task to be able effective- 
ly, yet critically, to synthesize and integrate all the 
voluminous material about violence from ethol- 
ogy to politics on subjects ranging from mass 
media to individual psychosis. However, this in 

fact is what did occur, and the reader, never away 

from clinical psychiatry, is treated to an excellent 
example of the mutual advantages and practical 
results that can come from a hard-working, co- 
operative, informed committee. 


CHESTER M. PIERCE, M.D. 
Cambridge, Mass. 
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Wao Snark Live? Mepicine-Tecunotocy Etuics. 
Edited by Kenneth Vaux. Philadelphia: Fortress 
Press, 1970, 194 pp., $6.95. 


The importance of ethics in the field of medi- 
cine has increased greatly consequent to the 
tremendous technological advances of recent 
years. The prolongation of life, transplantation 
of organs, and advances in population control 
and genetic selection and control are creating 
problems of broad scope and new urgency. These 
problems are certainly not about to go away; they 
need to be studied and faced frankly and coura- 
geously. They are, of course, not exclusively 
medical. 

A conference was held in Houston, Tex., in 
March 1968, co-sponsored by Rice University 
and the Texas Medical Center. The participants 
were from a variety of disciplines and came with 
impressive credentials. Their comments were 
discussed by another group of scholars whose re- 
marks were excerpted and edited by Kenneth 
Vaux, associate professor of ethics at the Insti- 
tute of Religion, and the Baylor University Med- 
ical School in Houston. 

Margaret Mead opened the conference with a 
discussion of the place of our current problems 
in the framework and perspective of anthropol- 
ogy. She was optimistic and hopeful. She has 
faith that we can solve our problems; at least we 
can make it possible for the race to survive. One 
principle she thinks is important is the historical 
Obligation of the physician to always preserve 
life. If he follows this axiom he can approach the 
problems concerned with organ transplantation, 
abortions, and so forth with confidence. 

Emmanuel Mesthene, the noted Harvard social 
scientist, commented on the fallacy of the idea 
that technology and ethics are necessarily in 


"Opposition. He considered it more logical and 


important to distinguish between stability and 
value. He believes that religious concepts will 
help us to see and find meaning in man's experi- 
ence. He also suggests that the pastor will fail if 
he forgets that, in the heat of social action, his 
function is principally religious. 

The Reverend Robert Drinan, dean of the 
Boston College Law School, gave a scholarly 
discussion of the current ferment surrounding 
abortion laws. In his presentation, which reflecte 
the attitude of the Catholic Church principally, 
he argued that it was not possible to eliminate 
laws against abortion. He maintained that at 
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any point in time the interruption of pregnancy 

is still the destruction of life. The discussions of 
his talk from a somewhat different point of view 
concluded, contrarily, that it might be better to 
abolish all laws on the subject and allow indi- 
vidual cases to be worked out on individual con- 
siderations. 


Paul Ramsey, professor of religion at Princeton 
University and professor of genetic ethics at 
Georgetown University School of Medicine 
(Washington, D. C.), gave a thoughtful discussion 
of the philosophical implications of genetic con- 
trol. He feels that there is much more to lose than 
to gain in trying to improve the race in this way. 
He is in favor of genetic counseling for the edu- 
cation of people as to the availability of these 
Services, but he questions our right to try to im- 
prove the breed by artificial means, including 
multiplying a person indefinitely from the cells 
ofa presumably superior individual. 


UD. Dr. Joseph Fletcher of the Episcopal Theolog- 

ical Seminary, Cambridge, Mass., offered a pro- 

Vocative discussion of “Shall We Rebuild a 

_ Man?" In this he took up the problems of select- 

ing. beneficiaries of transplant and life-saving 

devices, the Nuremberg Code, and the right to 

| Save lives and thus aggravate the population ex- 

» plosion. He concluded with the situational con- 

| Cept that one had to judge when such acts were 
right, not whether. 


Professor Helmut Thielicke of the University 
of Hamburg, Germany, was the final essayist. He 
discussed the role of the physician in making 
ethical judgments in these various technological 
fields. He began by stating that “Since these ques- 
tions have really to do with the nature of human 
existence. , they exceed the competence of med- 
ical people alone to decide.” He treated the vari- 
Ous aspects of these difficulties at some length and 
Concluded that while they were extremely per- 
plexing, they must be faced and we must continue 
to search for answers. He felt that answers may 
Come from continued interdisciplinary dialogues 


E theologians as well as scientists partici- 
e. 


Dr. Vaux wrote the introduction and opened 
e various sections with a brief discussion. Dr. 
chael DeBakey wrote the foreword. 


Bu this collection suffers from the general 
E of all such symposia, such as overlapping 
Eu lack of continuity, it is certainly scholarly 
ho. thought provoking. It will be interesting and 
a arding to the medical profession, the allied 
Clentific group, and the clergy. 


GRANVILLE L. Jones, M.D. 
Summit, N. J. 
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Lectures iN Mepicat PsvcHotooy. By Grete L. 
Bibring, M.D., and Ralph J. Kahana, M.D. 
New York: International Universities Press, 
1969, 281 pp., $7. 


Lectures in Medical Psychology is a formal 
presentation of Dr. Grete Bibring’s effective 
teaching exercises with the medical, surgical, and 
paramedical personnel at Beth Israel Hospital in 
Boston. The course, a series of 15 lectures, reflects 
the warm and practical clinical approach that the 
students and associates of Grete Bibring so ad- 
mire. 

As early as page 4 she sets the style for the book 
in the discussion of courage: 


only by judging it, in its proper context, can we 
determine whether this is courage growing out 
of strength and reasoning, or whether it is the 
rigid denial of mounting anxiety, or the result 
of an effort in a patient who is ashamed of ap- 
pearing weak, or a way of shaking off the over- 
protective concern of a passive, controlling 
family, or whether this “courage” stems froma 
limited understanding and thus unawareness of 
the danger. Each of these underlying meanings 
represents a distinct psychological configura- 
tion and requires a different approach by the 
skillful doctor. 


In the first lecture Dr. Bibring discusses adapta- 
tion, adjustment, and personality growth from an 
analytic point of view. For the nonpsychiatrist or 
the nonanalytically trained psychiatrist, she says 
much ina little space. 

The second lecture, “Psychoanalytic Psychol- 
ogy asa Science,” leaves the reviewer with mixed 
feelings. It is the best concise history of the psy- 
choanalytic movement in the literature. The at- 
tempt to describe psychoanalysis as a science, 
according to the requirements of one of the hard 
sciences, seems too defensive and a gesture no 
longer worth making. Dr. Bibring does it ably, 
but I wonder why. Is it now necessary to defend 
the basic postulates of analytic theory? Most of 
them are now part of our culture. 

Beginning with part 2 and starting with the 
earliest development of the child, the lectures 
come into their own. In concise, nontechnical 
terms Dr. Bibring presents the orthodox analyt- 
ic position and presents it in a very readable 
form without use of abstract terms. It is fortunate 
that in editing, Dr. Kahana, her colleague, has 
not reduced her warm, verbal style to the more 
formal written style found in many books. There 
is liberal illustration with case material from her 
own rich experience, as well as from the litera- 


ture. 
Dr. Bibring pursues the development of the 
individual from infancy through old age in the 
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first 12 lectures. The last three discuss psychother- 
apy as it can be applied by the nonpsychiatrist. 

This is a very worthwhile book, and it is hearti- 
ly recommended to those persons working in 
general hospitals or in general health service 
clinics who have not had the advantage of train- 
ing in psychiatry. Even for the resident or pro- 
fessional it makes excellent reading to review 
one’s earlier education. 


Jack R. EwaLT, M.D. 
Boston, Mass. 


Menta RETARDATION: APPROACHES TO [Nsri- 
TUTIONAL CHange. By Charles Carr Cleland, 
Ph.D., and Jon David Swartz, Ph.D. New 
York: Grune & Stratton, 1969, 262 pp., $12.50. 


This book presents an excellent overview of 
the total operation of a mental retardation insti- 
tution. It stresses a common goal: rehabilitation 
of the resident. It should be interesting and val- 
uable to the wide range of professionals and non- 
professionals now employed in institutional 
settings. Case reports, studies, and a good list 
of references present background for new tech- 
niques and methods in working with the retarded. 

Suggestions are given for the total care and 
well-being of the profound retardate. These 
services can be employed in any residential set- 
ting where the staff is willing to give extra time 
and effort. The authors discuss rehabilitation of 
the moderately and mildly retarded. They empha- 
size the importance of allowing and encouraging 
the retarded individual to do for himself, to give 
him more opportunity to learn and grow through 
mistakes. Consideration is given to physical abil- 
ity and emotional adjustment as being equally 
important to mental ability in preparing the re- 
tarded individual for vocational training and 
community living. 

The authors stress the human side of institu- 
tional operations. They present a good picture 
of the functions of the various disciplines and the 
interdependence of services in effective operation 
of an overall program. This may be a rude awak- 
ening for some old-time employees who feel their 
own activity or department is independent or of 
primary importance. It is hoped that new insights 
may help in their re-identification as members of 
the total interdisciplinary team. 

The book can be picked up by any employee, 
who may select his own particular area of inter- 

est and receive helpful suggestions and increased 
understanding of his work. It is refreshing in its 
approach and is capable of motivating people to 
innovations and improvements in effectively 
working with the retarded. 


GERALD R. CLARK, M.D. 
Elwyn, Pa. 
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PsyCHOTHERAPISTS AND CHILDREN: A Pno- 
CEDURAL Guipe. By Florence L. Swanson, 
M.D. New York: Pitman Publishing Corp., 
1970, 138 pp., $6.50. 


Psychotherapists and Children is a little book 
of advice for the beginning therapist in a child 
guidance clinic. It is simple and direct, infused 
with common sense and understanding of chil- 
dren, and obviously based on a great deal of 
clinical experience with the psychiatric problems 
of childhood. Dr. Swanson’s style is chatty and 
informative. Although the subject matter is some- 
what loosely organized, she covers many of the 
questions that psychiatric residents have in mind 
when they are confronted with their first chil- 
dren patients. 

Dr. Swanson has done little to enlarge the 
scope of the book to make it relevant to a larger 
audience. As one reads, one can almost hear her 
talking to supervisees in her office at the Mont- 
clair West Essex Guidance Center in Montclair, 
N. J. She even includes a description of the in- 
take procedures of the clinic and a copy of the 
psychiatric history form used. The discussion 
‘Stays on a very practical level. There is no attempt 
to provide a theoretical basis for the procedures 
of psychotherapy with children. Some of her 
suggestions have their obvious roots in common 
sense and an understanding of children's feelings; 
others are simply presented as “the way we do 
things." 

The strength of the book is in the way +Dr. 
Swanson carries out the role of every supervisor 
with a beginning child therapist—that of inter- 
preting and explaining children to the over- 
educated professional physician who has for- 
gotten his own childhood. She especially em- 
phasizes the point that can never be repeated too 
many times: that children are different from one 
another, and each one has to be understood in 
terms of his own assets and handicaps, his loca- 
tion in a particular family with attitudes about 
him, and his own feelings about himself. She 
also adds the supervisor’s second role, that of 
supportively encouraging the beginning ther- 
apist to understand some of his own anxieties 
and to see how an understanding of his own feel- 
ings will help him understand the child. 

It is a little more difficult to determine the 
relevance of this book to readers who are not 
beginning therapists in a child guidance setting. 
To be sure, the more experienced worker may 
profit from looking through a book like this. 
While most of the ideas will be familiar to him. 
sometimes Dr. Swanson has an especially apt 
way of expressing a concept. In general, tht 
book is not complete enough or systematic 
enough to be used for reference on psychotherapy 
with children, and it is very much oriented to the 
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beginner. On the other hand, readers without an 
extensive background may enjoy, as it were, 
looking over the shoulder of the beginning 
therapist to see what goes on in a child guidance 
clinic. But they may find much of this confusing. 

The book as a whole does embody a philoso- 
phy of approach to children's difficulties, but 
there is so little explanation, so little setting in 
context, and so much that is arbitrary that it 
requires a considerable understanding on the part 
of the reader of the general principles of psy- 
chotherapy, of the nature of emotional difficulties, 
and of the value system of the child guidance 
approach. Thus the troubling thing about this 
book is how little effort has been made to visual- 
ize its readership and to orient the material so 
that it will be comprehensible to those who may 
read it. This fuzziness is, of course, characteristic 
of many books in the mental health field. With 
this reservation, Psychotherapists and Children 
can be recommended to those interested in 
psychotherapy with children. 


RicHARD S. WARD, M.D. 
Atlanta, Ga. 


Erisopic BenavioraL Disorpers: A PsvcHo- 
DYNAMIC AND NEUROPHYSIOLOGIC ANALYSIS. 
By Russell R. Monroe, M.D. Cambridge, 
Mass.: Harvard University Press, 1970, 499 

| Pp., $11. 


. With the present enlightened climate of opin- 
lon about psychiatry's contribution to the indi- 
vidual and society, it can be the psychiatrist 
himself who is the doubter, and there must be 
More than one practitioner who has wondered 
low he would testify in the trial of an apparently 
Impulsive wrongdoer who has made the morning 
headlines, From the social and legal as well as 
Strictly medical point of view, Dr. Monroe’s time- 
y book on episodic behavioral disorders is a 
Rust. Although this book is not easy reading, it 
!5 one that medicine as a whole—not just psy- 
chiatry—should become familiar with, and in 
addition it deserves the attention of the social 
Sciences and the legal profession. 
as Monroe deals directly with the socially 
most difficult psychiatric problem of the patient 
1 9 acts impulsively and uncharacteristically 
© produce isolated, often apparently incompre- 
Reole behavior. Methodically, he classifies 
E behavioral disorders and proceeds to 
k mine in detail the group of disturbances that 
Bus as disinhibitory. His analysis includes a 
VE eration of subcortical electrical studies as 
<<" as clinical experience with epileptic condi- 


: ti 
ane and behavior disorders. He further attempts 
Synthesis of dynamic and neurophysiologic con- 


SS —— 


Siderati 4 
"rations, The book ends with a section on 
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therapy. 

The real value of this book lies in its thorough 
consideration of both the mechanisms and char- 
acteristics of maladaptive impulsive behavior 
as distinguished from normal or even creative 
spontaneous behavior. Perhaps the most inter- 
esting point is the distinction between primary 
“dyscontrol,” which involves impaired capa- 
city to reflect and an exaggerated tendency to 
act, and secondary dyscontrol, which Dr. Mon- 
roe feels is really the product of over-reflection 
and unconscious motivation. 

Various clinical pearls too numerous to men- 
tion as well as a succinct summary and inclusive 
bibliography are other rewards that recommend 
this book, which is marred only by a tendency 
toward over-complexity. 


CHARLES S. MIRABILE, JR., M.D. 
Sharon, Conn. 


Tue WnrrNGS oF ANNA FREUD, VOLUME v, 1956- 
1965: RESEARCH AT THE HaMPsrEAD CHILD- 
Tuerapy Cuinic AND OTHER Papers. New York: 
International Universities Press, 1969, 541 pp., 
$12. 


The wide scope of Anna Freud's clinical and 
theoretical concerns is reflected in this fifth vol- 
ume of her collected writings. Covering the period 
from 1956 to 1965, the 38 papers range from re- 
search grant applications in behalf of the Hamp- 
stead Child-Therapy Clinic to discussions“ of 
family law contributed to a seminar at the Yale 
Law School. The volume includes clinical presen- 
tations, critiques of the writings of other theorists 
in the field of child analysis, and an exposition of 
the stages of normal development. Dr. Freud's 
lifelong interest in problems of education is also 
well represented. 

In her pioneering contributions to child psy- 
chiatry, Anna Freud has always tackled difficult 
problems with both forthrightness and flexibility. 
Though steadfast in her allegiance to the basic 
tradition of psychoanalysis, she has been ready 
to reexamine propositions that seemed self- 
evident and unassailable to more rigid minds. In 
a typical passage she writes, “Current analytic 
opinion ascribes almost every abnormality of a 
child to a latent or manifest abnormality of the 
mother, an assumption which needs further ex- 
amination and validation." 

Another paper observes that “Investigations 
into the first year of life and the consequences of 
the earliest mother-child relationship had re- 
vealed that much may be acquired by the infant 
that had previously been considered as innate, 
thus putting out of action some more of our basic 
diagnostic categories.” Nor does she sidestep 
acknowledgment of error when this seems perti- 
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nent: “Here, I would say from personal experi- 
ence that the relations between the clinics and the 
psychoanalysts have not been happy ones; and if 
you ask me who is to blame for it, I would accept 
the blame for my side, the psychoanalysts.”” 


But she is also generous in her praise of co- 
workers, as is evident in a number of prefaces 
contributed to various books. Of special interest 
is her tribute to her "fellow rebel" Heinz Hart- 
mann on his 70th birthday in 1964. There is 
indeed a close link between her own thinking and 
Hartmann's emphasis that “though the ego grows 
on conflicts, these are not the only roots of ego 
development." At the Hampstead Clinic, the 
diagnostic profile carried out suggestions intro- 
duced by Hartmann many years earlier. The two 
analysts also developed a similar approach to the 
concept of health **which, like the study of nor- 
mality, is a neglected area in the analytic litera- 
ture." 


When she disagrees with a colleague, Dr. Freud 
can be quite firm, though respectful. Among the 
critiques here reprinted is her discussion of Bowl- 
by’s article on “Grief and Mourning in Infancy 
and Early Childhood," which in Anna Freud's 
view was based on certain misconceptions about 
the pleasure principle and the problem of infantile 
narcissism, 


Noteworthy too are a group of papers ad- 
dressed primarily to nonanalytic audiences. In 
tracing the uncritical applications of psychoanal- 
ysis to child rearing, Dr. Freud says that “I refuse 
to believe that mothers need to change their per- 
sonalities before they can change the handling of 
their children,” This is in keeping with the em- 
phasis in another paper that parent guidance is 
“an essential part of clinic work." 

While this volume does not include any of her 
major works, it affords a most interesting view of 
Anna Freud’s style of exposition as she addresses 
herself to a variety of audiences in a diversity of 
situations. Inevitably there is repetition. But what 
stands out is her unfailing clarity, clinical acumen, 
and catholicity of interest. Whether or not one 
agrees with all of her theoretical formulations, 
there is never any doubt that one is in the pres- 
ence of a truly creative mind. 


STELLA CHEss, M.D. 
New York, N. Y. 


Mnp, BRAIN AND ADAPTATION IN THE NINETEENTH 
Century. By Robert M. Young. New York: 
Oxford University Press, 1970, 271 pp., $9. 


Dr. Young presents the reader with a scholarly 
and comprehensive study of the intellectual fer- 
ment from which the studies of the functions of 
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the brain, as well as mental processes, evolved 
during the course of the 19th century. At the be- 
ginning of that century the ascendant philosophi- 
cal tradition had its genesis in the monumental 
writings of Descartes and John Locke. Explicit 
in Cartesian philosophy was the idea of meta- 
physical dualism in which mind and body existed 
as separate entities. 

The tradition of metaphysical dualism and 
the idea of interactionism between mind and 
body (a process that in Descartes’ view occurred 
in the pineal gland) was, in the words of Alfred 
North Whitehead, a “fundamental assumption 
which adherents of all the variant systems within 
the epoch unconsciously presuppose. Such as- 
sumptions appear so obvious that people do not 
know what they are assuming because no other 
way of putting things has ever occurred to them.” 
It was this assumption rooted in the Cartesian 
tradition that deeply influenced scientific research 
in the area of brain function as well as the brain- 
mind controversy. 

In careful detail Dr. Young traces the gradual 
modification of this assumption beginning with 
the writings of Franz Joseph Gall and ending in 
the research of David Ferrier. In the almost four 
decades between the publication of On the Func- 
tions of the Cerebellum by Gall and associates(1) 
and Ferrier’s work of a similar name(2), the study 
of the brain and of brain function had passed 
from the era of philosophical speculation based 
upon sensationalism and interactionism to an 
experimental science rooted in the theory of or- 
ganic evolution, The author carefully outlines the _ 
works of Herbert Spencer, Broca, and Bain, as 
well as Flourens and Rolando, that contributed 
to the development of this experimental science 
and to the biological psychology that arose from 
the ashes of metaphysical dualism. 

I concur with the author’s suggestion that 
“modern studies of the function of the brain... 
are less free from the constraints of philosophic 
assumptions than their positivistic advocates 
have tended to assume." The impact of the meta- 
physical dualism of Descartes has profoundly 
influenced the evolution of psychological cand 
psychiatric investigation up to the present time 
It is still argued that methodological dualism 1$ 
a necessary fiction that must be maintained in 
the teaching of the behavioral sciences. Ind 
it is true, as Dr. Young asserts, that “Descartes 
and Locke cast longer shadows than twentieth 
century scientists often suppose.” 


The references are: 


1. Gall FJ, Vimont J, Broussais FJV: On the Fune 
tions of the Cerebellum. Edinburgh, Macla 
& Stewart, 1838 
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2, Ferrier D: The Functions of the Brain. London, 
Smith, Elder, & Co, 1876 


WALLACE K. TOMLINSON, M.D. 
New Orleans, La. 


OUTPATIENT PsyCHIATRY IN THE 1970's. Edited 
by Alan B. Tulipan, M.D., and Dietrich W. 
Heyder, M.D. New York: Brunner/Mazel, 
1970, 202 pp., $6.95. 


Outpatient Psychiatry in the 1970's derives 
from the proceedings of the 1969 seventh annual 
meeting of the Psychiatric Outpatient Centers 
of America. As stimulating as its predecessor, 
Psychiatric Clinics in Transition(1), this volume 
immediately evokes awareness of the moderni- 
zation in methodology and concepts now occur- 
ring in each field under discussion. It addresses 
itself to three areas in the psychiatric outpatient 
setting: manpower, medicine, and automation 
(computers). 

The first section, “Manpower,” is opened by 
a description of staff development in a commu- 
nity mental health center, adapting the ther- 
apeutic community concept to the evolution of 
the treatment team. In this context, the ther- 
apeutic community concept is defined as commit- 
Ment to the idea that change is possible and that 
the group can help realize the potential of the 
individual. The growth experience, as well as the 
Pitfalls, are courageously described by the au- 
thor, the director of a metropolitan community 
mental health center. 

à Chapter 2, a collection of papers from a sympo- 
Slum on training lay manpower, deals with issues 
Tather than simply describing the training pro- 
grams for nonprofessional workers. With the 
overwhelming manpower shortage, the lay work- 
er has been increasingly utilized and is one of the 
More controversial issues in psychiatric treatment 
the Setting the pace for the papers to follow, 
a rst one describes the lay worker as a “men- 
a health specialist in a selected area of clinical 
practice” whose “main role is to foster healthy 
growth in disturbed individuals.” He is seen as a 
nu expression of modern man's realization 
un inner capacity to help his fellow man.” 
nee Certain of these ideas are somewhat nebu- 
qe the philosophical roots and controversies 
Te readily perceived. 

i Subdivisions of this chapter are addressed to 
Socio-political Aspects of Nonprofessional 
em in Mental Health," and they also raise 

"i cative philosophical questions. Among 
will H the prediction that the nonprofessional 
m ^ ler a short period of practice, want to 
tunities à professional and will seek out oppor- 
ES to move along the professional scale, 

epleting the ranks and perpetuating the 
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cycle. Another area of controversy, the use of 
group psychotherapy for staff development. is 
dealt with in a succeeding chapter. Such a pro- 
gram, in which clerical and psychiatric staff were 
excluded, is described. 

Vividly portrayed in chapter 3 are the socio- 
economic changes taking place in the rural 
United States and their impact on the mental 
health of the populace. One section reports a 
provocative study from Minnesota paralleling 
the Midtown Manhattan Study and is depressing 
enough to warrant serious consideration. In con- 
trast, the paper on rural family dynamics is en- 
couraging and refreshing. 

Section 2, “Medicine,” provides a straightfor- 
ward overview of psychotropic drugs in children 
and adolescents, followed by a review of the 
clinical use of the recently marketed medication, 
lithium. The third chapter is perhaps most en- 
gaging. Portrayed is a private clinic staffed by 
five psychiatrists, one psychologist, one full-time 
social worker, and six registered nurses, who see 
over 700 new patients yearly and have an active 
list of over 2,000 patients on medication! Ap- 
pended is a reproduction of this clinic's “instruc- 
tions to patients on antidepressant drugs,” which 
is not only enlightening to patients but to non- 
medical staff as well. 

Section 3, on "Automation and Computer 
Services” in psychiatry, includes a rather con- 
densed, but comprehensive, historical survey. 
The reader gains an extensive view of the current 
status, potentials, and limitations of automation 
and computers. In addition, there are two useful 
bibliographies for those who wish to pursue the 
subject in greater detail. 

Two chapters in this section raise some com- 
monly shared concerns, such as the threat to 
privacy, the dehumanization of mental health 
services, and the emphasis upon diagnosis and 
standardization, as opposed to uniqueness and 
flexibility. One of these chapters presents a 
thoughtful critique, beginning with the observa- 
tion that “most hospitals don’t seem to be using 
computers according to the description in pub- 
lished papers,” followed by the author’s chal- 
lenging “why?” and concluding with a number 
of pertinent observations. 

While this volume understandably does not 
deal with the private sector of outpatient psy- 
chiatry in the ’70s, it does achieve its stated goal 
of bringing to those in the clinical field—both 
lay and professional—a significant sampling of 
current thinking in clinic care. The editors de- 
serve congratulations for once again bringing 
together a well-balanced, provocative volume 
that bears out the promise of the preface: “In 
delving into the material, it will be seen that men 
of good will and erudition offer checks and bal- 
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ances to one another in a day when the clinical 
scene is changing rapidly.” 


The reference is: 


1. Tulipan AB, Feldman S (eds): Psychiatric Clinics 
in Transition. New York, Brunner/Mazel, 1969 


Rosert S. MCKNIGHT, M.D. 
Hartford, Conn. 


Tue Dyinc Patient. Edited by Orville G. Brim, 
Jr., Howard E. Freeman, Sol Levine, and 
Norman A. Scotch. New York: Russell Sage 
Foundation (Basic Books, distributor), 1970, 
380 pp., $10. 


Recently there has been an increasing number 
of articles and books dealing with the problems 
of the dying patient. This is good insofar as it 
reflects a loosening of our cultural taboos con- 
cerning death and dying and an awareness of the 
need for investigation in this area. This book is 
a welcome effort in this direction. However, it is 
descriptive rather than dynamic, It plumbs no 
depths but is a statistical demonstration of what 
is common knowledge. 

The majority of the contributors have as their 
primary orientation the social sciences. This is 
fine as far as they go, but the promise implied in 
the chapter titles is not fulfilled (e.g., “Physicians” 
Behavior Toward the Dying Patient,” “What 
People Think About Death,” and “Consequences 
of Death for Physicians, Nurses, and Hospitals"). 
The book's stated purpose of dealing with “the 
intensely personal feelings" in death and dying 
and “what actually goes on" in the dying process 
—all to help make the patient and his attendants 
more accepting and knowledgeable—is not met. 

Harris Chaiklin(1) has written about the inter- 
dependence of social and personality systems. 
He has pointed out that any “social problem" 
has its personality as well as its social System 
components, The book's neglect of this point of 
view is disappointing. 

As an example, Dr. Lasagna takes the med- 
ical profession to task for its attitude toward 
the dying patient and his prognosis, but there is 

no explanation of why or how it got this attitude. 
The Rabins in their chapter, like Lasagna, point 
to the physician’s neglect of the patient—and 
again in the context of value systems, rather than 

in depth. It is true that doctors stand off from 
the aged, the non-VIP, the unattractive, and the 
nonappealing diagnosis, but there is more to the 
subject than that. To consider only the social Sys- 
tem and omit the personality system lacks per- 
ception. This is bones and no flesh. 

Not a few physicians find treating the terminal- 
ly ill patient difficult, if not impossible. This 
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phenomenon is attested to in the book, but with- 
out the underlying dynamics. This reviewer sug- 
gests that physicians’ avoidance of the patient 
has much to do with the threat they experience 
to their feelings of omnipotence. These feelings 
of omnipotence (as with all humans) have roots 
in the physician’s past and ramifications in the 
present. The infant has the view that “the world 
is my apple.” As he develops through a normal 
phase of ambivalence toward objects in his en- 
vironment, his feelings of power can also give 
him feelings of pain. He has the conviction that 
every wish is equated with the deed. Should he 
wish for someone to die (i.e., go away), he fully 
expects this to happen. At the same time he is 
frightened that if his wish comes true, retaliation 
according to the lex talionis is imminent. 

The residue of this conflict persists in the doc- 
tor’s unconscious, With awareness that his pa- 
tient will die, he is compelled by unrealistic guilt 
and accountability to turn away before the pa- 
tient dies, thus avoiding retribution. 

There are some commendable chapters, such 
as Dr. Ross’s “The Dying Patient’s Point of 
View,” which emphasizes the art of listening. (In 
this reviewer’s opinion, listening is a potent ther- 
apeutic tool. In this way, despite the absence of 
a cure, the patient’s suffering is ameliorated. This 
is the “art” of medicine in its ultimate sense.) 
Strauss and Glaser’s chapter on “Patterns of 
Dying” is useful in its recommendations for fur- 
ther training of physicians and nurses in their 
appropriate schools. The chapter containirfg 
Kalish's briefly annotated bibliography is also 
very useful despite its omission of Pattison* 
article, which discusses the aspects of dying and 
the patient's progressive fears(2). (This is sim- 
ilarly omitted by Knutson in his discussion 0 
the fear of dying in his chapter on “Cultural Be- 
liefs on Life and Death.") 

This book comes across much like an intellec- 
tual exercise, almost a denial and avoidance 9 
the emotional “nitty gritty” of death and the 
dying process—a defense practiced by the dying 
patient and his attending physician. If the reader 
is seeking help in the management of the dying 
patient, he will have to look elsewhere (with me 
possible exception of Dr. Ross’s chapter). Wha 
the book does not seem to grasp is that the dying 
patient brings to the experience specific fears d | 
defenses against these fears. The treating phys — 
cian (and others in the patient's environment’ 
as a human being, also has fears and defenses d 
this encounter that he must understand in ord? 
to facilitate management of the patient. "7 
management assumes an acceptance by the poA 
cian of the reality of hope through the acquisiti? 
and development of the art of listening. ‘cally 

Having said all of this, this reviewer iron 
feels that this book might be most useful to 
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psychiatrist. The latter could learn that there is a 
counterpoint to the personality system—the so- 
cial system. 


The references are: 


1. Chaiklin H: Social system, personality system, and 
practice theory, in Social Work Practice, 1969: 
Selected Papers, By the National Conference on 
Social Welfare. New York, Columbia University 
Press, 1970 

2. Pattison EM: The experience of dying. Amer J 
Psychother 21:32-43, 1967 


NATHAN SCHNAPER, M.D. 
Baltimore, Md. 


Tur PHARMACOLOGY OF PsvcHorHERAPEUTIC DRUGS. 
By F. T. v. Brücke, O. Hornykiewicz, and 
E. B. Sigg. New York: Springer-Verlag, 1969, 
157 pp., $3.80 (paper). 


This is E. B. Sigg's English translation, with 
updating revisions, of the original 1966 work by 
Brücke and Hornykiewicz. 


It is a concise, well-written, clear, and excellent 
short book that can be highly recommended as a 
teasonably up-to-date summary. to all who are 
Seriously interested in the field of psychopharma- 
cology. The present reviewer prefers the term 

Neuropharmacological agents" to “psychother- 
àpeutic agents,” since it is, in his opinion, inac- 
Curate to describe these drugs as **psychother- 
aie This is a minor carp, however, to an 
See excellent book that is of interest not 
i y to experts in the field of pharmacology, but 
P who are interested in some of the basic 
n armacological actions of these agents. All clini- 
ans should be interested in this aspect of things, 
Partenlarly if they have any pretensions to psy- 

Opharmacological expertise. 


ees monograph deals well with structural- 

nidi y relationships and then goes on to sum- 

the E. the various pharmacological effects of 

ii Phenothiazines, the reserpine group, the 

more Phenones, the minor tranquilizers, the 

Feet] oxidase inhibitors, and the tricyclic 
oleptics. 


aU is a summary of useful information in 

Ew uman dose ranges and a good bibliog- 

an ne So that this short monograph can serve as 

fice introduction to pharmacology of the 

ip p PSychopharmacological agents. It can be 

Oak mendel for readability and brevity 
O are interested in this field. 


GERALD J. SARWER-FONER, M.D. 
Westmount, Quebec, Canada 
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Symptoms or PSYCHOPATHOLOGY: A HANDBOOK. 
Edited by Charles G. Costello. New York: 
John Wiley & Sons, 1970, 639 pp., $16.95. 


This book was designed to provide consider- 
able in-depth discussion of the symptoms of psy- 
chopathology without making an attempt to 
classify them. “‘It is," the editor says, “important 
that the symptoms be defined and measured as 
precisely as possible before attempts are made 
to classify them.” This praiseworthy attempt 
is sufficiently successful to justify inclusion of the 
book in any reference library. 

There is a wide search of the literature, with 
more than 3,000 writers quoted, some of them 
several times; and in some chapters, notably 
chapters 7 on psychopathology of sleep and 9 on 
anxiety, the coverage of the subject is impressive. 
The 34 contributors have done creditable jobs 
on the other chapters as well, but to a somewhat 
lesser degree. 

The entire section on cognitive and perceptual 
disorders deserves careful attention. The sections 
on disorders of behavior and psychosomatic 
disorders are less satisfactory. No book of this 
size could be truly encyclopedic, and the editor 
apologizes in the preface for omitting chapters 
on such subjects as suicide, frigidity and impo- 
tence, eating problems, hypertension, skin dis- 
orders, and ulcers. But it is difficult to understand 
why these matters were excluded and whole 
chapters were devoted to academic underachieve- 
ment, thumbsucking, and enuresis. 

With the exception of homosexuality, the only 
disorder of sexual behavior noted is exhibitionism, 
surely not of sufficient importance to justify a 
whole chapter to itself. In the section on “Psy- 
chosomatic Disorders,” asthma and headache 
are surely significant problems but no more so 
than a host of others not discussed. 

The therapeutic orientation is, in some areas, 
almost entirely mechanistic. The reader may be 
astonished to see thumbsucking treated by “the 
insertion in the child's mouth of a properly con- 
structed palatal crib." Enuresis is treated largely 
by the time-honored device of a pad that rings 
a bell when the child urinates; there is lengthy 
discussion of the gadgetry involved. Even more 
dramatic is the suggestion that aversion condi- 
tioning of alcoholism be accomplished by the use 
of intravenous succinylcholine chloride dehydrate 
without warning the patient that he will become 
“totally paralyzed, unable to move or even to 
breathe.” 

With these objections—and they are not in- 
significant—the volume still contains a wealth of 
information and can be recommended as a refer- 


ence source. 


C. H. HARDIN BRANCH, M.D. 
Santa Barbara, Calif. 
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Derru PsvcHoLocv anp 4 New Eric. By Erich 
Neumann, trans. by Eugene Rolfe. New York: 
G. P. Putnam’s Sons, 1970, 147 pp., $7. 


In a time of revolution, Erich Neumann’s 
Depth Psychology and a New Ethic is a revolu- 
tionary book, although it was written 21 years 
ago and appears now for the first time in English. 
Neumann analyzes the structure of what he calls 
the “old ethic” and its psychological effects and 
argues for a “new ethic.” He suggests not only 
new ways to handle what he calls the problem 
of modern man—evil in oneself and in society— 
but also suggests an entirely new conception of 
evil. For anyone concerned with mental health 
and the effects of destructive or “evil” impulses, 
this book is, I think, of profound interest. 

Under the “old ethic" man strives for moral 
perfection by removing from his personality all 
those elements that conflict with the image of 
"the good man." He eradicates these negative 
elements either through repression or suppression. 
In either case the ego fails to work through and 
integrate these negative elements with the rest 
of the human personality or in relationship to 
society as a whole. Instead, these elements come 
to comprise what Neumann, following Jung, calls 
"the shadow personality"—that is, all those 
unacceptable and little developed contents that 
are felt to be evil because they are destructive 
to the standards of conventional ethics. 

The “shadow” conflicts with “conscience,” 
which, Neumann says, represents the conven- 
tional, collective ethical standards that reside 
within each personality. The shadow, however, 
is relatively unconscious, not subject to ego con- 
trol, and remains infectious and dangerous. Like 
any repressed content, shadow elements gather 
force in the unconscious, infect other unconscious 
contents, and exert increased pressure on the ego. 
To relieve the pressure of these dissociated shad- 
ow contents, the ego projects them onto a Scape- 
goat. When whole societies develop collective 
Scapegoats, war and oppression of minorities 
become not only possible but necessary in order 
to reduce the psychic pressures of the uncon- 
scious. 

Under the new ethic, man strives not for per- 

fection but for psychic wholeness. Instead of 
projecting evil shadow contents onto a scapegoat, 
each person must work through and integrate 
these elements. Conventional conscience is no 
longer the sole ethical authority. An inner voice, 
“which is the individual expression of psychic 
truth” (page 35), addresses itself to individual 
decisions and responsibility. “Evil” is no longer 
defined as what conflicts with conventional 
standards; it is rather what obstructs growth 
of the wholeness of personality. 

Neumann’s argument suffers here from insuf- 
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ficient illustration of how this integration of evil 
is accomplished. It is clear, however, that he is 
not advocating an individualistic ethic in which 
any kind of acting out is condoned. In the new 
ethic, the self replaces the ego as the guiding cen- 
ter of the personality. (For Neumann, who fol- 
lows Jung, the ego is the center only of conscious- 
ness; the self is the center of the total psyche.) 
The self is an exacting ethical guide because it 
“demands” that all aspects of the psyche—con- 
scious, unconscious, individual, collective—be 
considered in any ethical decision. We must 
think of the effects of our ethical choices on 
others who may be at different stages of ethical 
development, as well as the effects on our own 
shadow side. To overcome evil in society, we must 
transform it in ourselves. Neumann suggests à 
good beginning. 

Neumann’s weakest point is his unexamined 
concept of God as a projection of psychic func- 
tioning into theological doctrine. In fact, it is 
Neumann who projects man’s moral problem 
with evil onto God, leaving God struggling with 
an evil side. It is clear that Neumann’s skill in 
psychological matters does not extend to reli- 
gion. 


ANN BELFORD ULANovy, TH.D, 
New York, N. Y. 


Tue Dynamics or Personatity. By Lewis R. Wol- 
berg, M.D., and John P. Kildahl, Ph.D. New 
York: Grune & Stratton, 1970, 316 pp., $9.75. 


This is a good, interesting, and clearly written 
book; however, it is quite difficult to describe oF 
to categorize. This reviewer approached the book 
under the impression that it was intended to be 
a textbook on personality development and struc- 
ture. From some viewpoints this is what it appears 
to be; it lucidly covers personality development 
as exemplified by psychoanalysis, learning theory, 
and motivational models. Its main approach to 
the subject is eclectic after the previously de 
scribed survey of schools. The discussions of con 
flict are up-to-date and are liberal in philosophy: 
As such, the book could well be used as a text for 
freshmen medical students, nursing students, 0T 
other beginners in the study of personality. Ius 
recommended in this use for its clarity, common- 
sense approach, and frequent use of examples 
taken from classical, psychiatric, and nonmedica 
literature as well as clinical examples deriv? 
from the authors' experience. is 

Apart from its possible intent as a text, n, 
a direct and subjective approach to the reader. 
In this, the book is apparently intended to appe 
to the intelligent lay reader interested in xP" 
cating his role in the interpersonal and intr? 
personal conflicts of modern society. 
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The second part of this book concerns itself 
with “The Neurosis of Main Street U.S.A.” and 
“The Social Problems of Main Street U.S.A.” 
It terminates with “Exercises in Maturity: Twelve 
Healthy Values One May Profitably Pursue” and 
“An Organized Outline for Self-Observation.” 
The last chapter, “Guideline for Parents,” makes 
an intelligent and amusing analogy to the develop- 
ment of children in the development of parents— 
a sort of grown-up Gesell. The second part of 
the book is a mild sort of self-help for the con- 
cerned but unsophisticated reader. The authors 
recommend Spock’s Baby and Child Care(l), 
as if this universally known, phenomenal best 
seller needed further recommendation. 

In short, this is a good book for the lay reader 
or for the beginning student in the field of per- 
sonality. It might well be recommended to par- 
ents who need reassurance, support, and some 
education in their evaluation of the interplay be- 
tween themselves, their children, and society. In 
the introduction the authors wish for their “ob- 
jective of providing an understanding of the 
troubled world within man, in order that he may 
fashion a better world without.” On a rather 
popularized level they have been successful. 


The reference is: 


1. Spock B: Baby and Child Care. New York, Pocket 
Books, 1968 


Maurice J. BARRY, JR., M.D. 
Rochester, Minn. 


Tur SrancH ror Hire: A Srupy or THE RE- 
TARDED CuiLp iN. THE Community. By Jerry 
Jacobs, Ph.D. New York: Brunner/Mazel, 
1969, 135 pp., $5.95. 


i Physicians will find little in this book to please 
em. The author castigates the medical profes- 
Sion so frequently that one begins to wonder if 
i Physician is capable of dealing with prob- 
ta of mental retardation, The author concludes 
àt all physician contacts with his 14 cases of 
ianied children were “disruptive to disas- 
TOUS" (page 132). 
des addition to the insufficient number of chil- 
M n studied, most were of the Catholic faith, 
post all had Down's syndrome, and all were 
we San Francisco. This hardly reflects a valid 
ur Section of the problems about which the 
or pontificates. 
fe alleges but three “equally” horrible 
the SHE to the mother of a retarded child: take 
"x ild home, put him in an institution, or kill 
C Alternatives such as foster homes, private 
penal Care programs, day care centers, and 
Opment centers are not mentioned. He 
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spends much effort damning state hospitals in 
California, citing so-called experts from foreign 
countries and from a variety of fields other than 
medicine; these “experts” have not spent ade- 
quate (or in some cases any) time in these state 
hospitals, and some do not have the expertise to 
evaluate them. 

This reviewer found abhorrent the author's 
equation of institutional care with infanticide 
(page 92). Jacobs has not even visited some of 
the state hospitals in California and yet poses 
opinions on hearsay, which is hardly appropri- 
ate for a person allegedly trained in research 
technique. 

It is unbelievable to this reviewer that what 
some of the mothers alleged their physicians 
stated was fact. Did the author bother to verify 
the allegation with the physician? Or were these 
projections of hostility and guilt that the mother 
evinced and that the author accepted at face 
value and incorporated into his own value sys- 
tem? How sad that such is now reduced to the 
printed page and some distraught parent of a 
retarded child may pick up this outlandish book 
and accept these allegations as fact! 

Although there are many examples of the 
author's lack of experience and knowledge in 
the fields of retardation, psychology, medicine, 
and counseling, perhaps a classical sample is on 
page 23, where he relates the case of a mother 
who “snuck a look at the X-ray report...” and 
then concluded that her physician did not share 
information accurately; “the seeds of doubt were 
now sown and the credibility gap opened” (au- 
thor’s conclusion). Why does the author assume 
the mother’s interpretation was correct and the 
physician’s false? j 

The author assumes that counseling is “non- 
medical” (page 25) and patronizingly and 
erroneously concludes that since physicians do 
not receive training in counseling they should not 
be blamed for not knowing what to say. 

The author makes a medical judgment when 
he states, "there occurred a series of diagnoses 
and prognoses from doctors, some or all of 
which proved false...” (page 30). He does not 
cite any proof other than his own opinion. 

The author makes irrelevant references to 
psychologist Albee about research funds ex- 
pended in the field of mental retardation and 
to the viewpoints of Doll and Perry, both of 
whom in the quotations cited relate to a different 
group of the mentally retarded, with different 
etiologies and therefore different treatment mo- 
dalities indicated. 

One constructive portion of the book is the 
author’s description of preschool programs in 
San Francisco (pages 48-62). If he had cited only 
such simple descriptions, rather than presenting 
a series of hostile and biased opinions, this book 
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might have had a useful place in one’s library. 
Such, however, is not the case! 


James T. SHELTON, M.D. 
Porterville, Calif. 


Tue Psycnoses. By Elton B. McNeil, Ph.D. 
Englewood Cliffs, N. J.: Prentice-Hall, 1970, 
187 pp., $6.95, 


This book is one of four in the Lives in Dis- 
order series edited by Elton B, McNeil. The series 
was designed to offer the instructor of abnormal 
psychology a brief but comprehensive text that 
would broaden students’ perspective about the 
range and quality of human disorder. 

The Psychoses contains a broad range of inter- 
esting material and is worthwhile reading. 

The first several chapters, on “Aspects of Psy- 
chosis” and "The Dimensions of Disorder," are 
rather sketchy in presenting an interpretation 
of abnormality through the ages and the fre- 
quency of psychosis in our culture. The problem 
of classification and discussions of modern ob- 
jections to current concepts of mental illness 
are presented: Is mental illness an illness or a 
social phenomenon? These and the chapter on 
"Theories of Psychosis" are loosely presented, 
and at times it is difficult to follow the author's 
trend of thought. 

When the author gets to the main portion of 
the book—the chapters on “The Forms of Psy- 
chosis" and “Order from Disorder: The Thera- 
pies"—he becomes involved in his topic and so 
does the reader. The style is clear and concise. 
In the chapter on “The Child and Psychosis” 
Dr. McNeil presents an orderly and logical pro- 
gression and development of the topic. Begin- 
ning with the schism in family life, he describes 
in a lucid and sensitive manner the child's in- 
ability to cope with changing demands, Autism 
is discussed and well illustrated, 

The schizophrenic reactions are described and 
the dynamics explained; case reports are well 
chosen, The chapter on “Disorders of Mood and 
Emotion" is a delightful presentation. The lan- 
guage flows and there is life and animation. The 
chapter on "Organic Disorder" is equally well 
done. There is understanding of the old and 

brain-damaged, whose fate will be shared by all 
of us in some measure someday. 

There is thoughtful and conservative assess- 
ment of somatic therapies. The chapter on “Psy- 
chotherapies" is extremely well done, with a 
short survey of various forms of psychotherapies, 
The author speculates little about the latter and 

instead presents a factual evaluation of various 
methods and an expression of hope to which is 
added a healthy skepticism, based on his experi- 
ence. 
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This volume fuifills its mission. It is particular- 
ly well done in its description and treatment of 
the psychoses, In these chapters an experienced 
and compassionate clinician comes through 
clearly and the teacher speaks with competence. 


S. T. GINSBERG, M.D. 
Lyons, N.J. 


Tur HeartHy Personatity. RrADiNGS. Edited 
by Hung-Min Chiang, Ph.D., and Abraham 
Maslow, Ph.D. New York: Van Nostrand 
Reinhold Co., 1969, 216 pp., $2.75 (paper). 


This book is exactly what it purports to be— 
readings related to the study of the healthy per- 
sonality. The 20 papers presented were written 
over the 18-year period from 1951 through 
1968, with the exception of a selection from 
Albert Schweitzer’s  autobiography(1) The 
editors state,“...we have selected significant 
papers by a number of well-known workers in 
psychology and related fields, who are known 
to be deeply concerned with the problem of 
psychological health." 

The readings are relevant to the philosophy 
of the editors: “. . . the courageous acceptance 
of humanness both in its height and depth, is 
perhaps best represented by (but not necessarily 
limited to) a movement known as humanistic 
psychology." The editors state in the preface that 
this book is meant to show the scope and the 
range of the problem. It must be emphasized 
that the papers collected here are quite divergent 
in their nature and basic orientation. 

The editors have attempted to avoid the fre- 
quent tendency in discussions of human person- 
ality to look only at psychopathology or at 
mechanistic, measurable behavior. Rather, 
they have included a wide variety of observations 
and philosophies, all of which look at “man a 
man.” The end result is that the reader is fd 
to think, instead of being led along an easy pal! 
to the editors' conclusions. In most chapters n 
bibliography or a reference to the book in whic! 
the paper was first published will allow further 
exploration of an approach that intrigues °F 
disturbs the reader. (The lack of references for 
selections from Erik H. Erikson, Rollo d 
Lawrence S. Kubie, and Aldous Huxley shoul 
present no problems.) 

The writing is as varied as the conten! í 
approach—another factor that keeps the rea! a 
alert. Even if one questions the necessity or €" 
desirability of creating a special language, 45 lar 
H. Maslow does in order to present his partic" ot 
philosophy of a healthy personality, one EET 
deny the value of the ideas—when one fin? v 
comprehends them. In “A Theory of Metam 
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tivation: The Biological Rooting of the Value- 
Life,” constant translation is required as the 
author equates “‘meta-" with “higher” or “spiri- 
tual” in  "metamotivation," ‘metaneeds,” 
“metahedonism” and ‘“metapathology” and 
speaks of “B-values,” '*'B-needs," internal and 
external "requiredness," “‘instinctoid” spiritual 
life, and so forth, using a language that only his 
students readily understand. However, his ideas 
are thought provoking and worth the effort of 
translation. 

This book is highly recommended to the per- 
son who is developing his own working hypoth- 
esis of the healthy personality or who is willing 
to have his ideas challenged by other viewpoints. 
It is definitely not advised for the person seeking 
an easy answer to the age-old question, “What 
is man?" 


The reference is: 


1, Schweitzer A: Out of My Life and Thought: An 
Autobiography. Translated by Campion CT. New 
York, Henry Holt & Co, 1933 


MAaBEL Ross, M. D. 
Boston, Mass. 


PROCEEDINGS OF THE 28TH INTERNATIONAL CONGRESS 
ON ALCOHOL AND ALCOHOLISM, VOL. 2: LECTURES 
IN Ptenary Sessions. Edited by Mark Keller 
and Timothy G. Coffey. Highland Park, 
N. J.: Hillhouse Press, 1969, 248 pp., $7.50. 


The International Council on Alcohol and 
Addictions, with headquarters in Lausanne, 
Switzerland, is a nongovernmental body in of- 
ficial relationship with WHO and the United 
"een (UN) Economic and Social Council. 
» 28th congress took place in Washington, 
- C., September 15-20, 1968. Volume 1 of the 
Proceedings provided abstracts of the papers 
prseter at the section meetings. Volume 2 
Tings together the plenary session papers. 

Anyone interested in updating his knowledge 
4 alcohol and alcoholism would do well to 
Ook over this slim volume. Although it was 
Published in 1969, and the papers were delivered 
'n 1968 (and were probably written in 1967 on 
faa No fresher than 1966), the reader need 
T despair for modernity. This field moves 
RA with elephantine ponderousness. Any- 
1976 of any importance that is known today in 
1860 was also known in 1960, and most of it in 

More important people, however, are getting 
th cially alarmed about the medical aspects of 

€ subject. When he was Secretary of the De- 
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partment of Health, Education, and Welfare, 
John Gardner said, *No other national health 
problem has been so seriously neglected as 
alcoholism." The APA, AMA, WHO, and the 
UN are all on the record now as stating that 
alcoholism is a disease. The federal government 
through NIMH has established the National 
Center for the Prevention and Control of Alco- 
holism and has made a psychiatrist its chief. 
Courts and law enforcement agencies every- 
where (but not yet the Supreme Court) have be- 
gun to steer alcoholics to hospitals and doctors" 
offices and away from the revolving door of 
the jails. The change would be fine if only we 
doctors knew what to do about the problem. 

The congress reported no major breakthroughs 
and no "magic bullets." Dr. Selden D. Bacon, 
director of the Rutgers Center of Alcohol Studies 
(New Brunswick, N. J.) and program chairman 
of the congress, stated in the preface that there 
were no “shocking discoveries” or "bright new 
answers.” The major thrust of the meeting was: 


to promote a sense of the interrelatedness of 
all the many alcohol problems, to provoke 
more broadly oriented questions and more 
discriminating and effective methods for mea- 
surement of hypothesis and service, to give 
voice to coherent relevance and direction to 
the many individuals and disciplines and pro- 
grams which are involved 


—in other words, to do a good deal of talking. 

Some of the talking was decidedly good. Grif- 
fith Edwards, from Maudsley (London), presented 
the most closely reasoned and sophisticated dis- 
cussion of the role of personal versus social 
factors in alcoholism that we have seen anywhere. 
He deplored “conceiving of alcoholism too much 
in terms of the medical model of an illness” and 
correctly stressed “highly complex interreacting 
systems." Judge Bazelon, of the U.S. Court of 
Appeals, Washington, D.C. handed down the 
latest word on legal aspects and added interesting 
commentary derived from his observations in 
the Soviet Union. 

Several distinguished people in the field of 
alcoholism spoke on whether the problems of 
alcohol and drugs should be handled together. 
Their answer—“yes” and "no," and “it all de- 
pends." Articles of special informational value 
were O'Connell's “Government Control of Alco- 
holic Beverages in the USA," Goldberg's “Phys- 
iological Research on Alcohol, 1960-1970,” and 
Macy’s “Management of Problem Drinkers 
Employed by the Federal Government.” 


PuiuP SoLomon, M.D. 
Susan T. KLEEMAN, M.D. 
La Jolla, Calif. 
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INTERVENTION IN PsvcuraTRIC NunsiNG: PROCESS IN 
THE One-To-One Reationsuir. By Joyce 
Travelbee, B.S.N.Ed., M.S.N., R.N. Philadel- 
phia: F. A. Davis Co., 1969, 269 pp., $7.50. 


Miss Travelbee has put together a useful book 
on the one-to-one relationship in psychiatric nurs- 
ing. The concepts and constructs she uses are clear 
and relevantly presented. At times, however, it 
is not clear whether the primary audience is the 
student or the teacher. There are messages for 
both. 

If one believes that process is the most impor- 
tant element in effective working relationships, 
then this book will serve to support such an ap- 
proach. If, however, one favors more the use of 
theories or theoretical frameworks to serve as 
guides to intervention, then one would likely use 
this book as a supplement to other works. 

The author’s biases are labeled as such; hence 
they do not become offensive. The extensive 
bibliographic references are a major strength of 
this book, which should prove useful to beginning 
students in psychiatric-mental health nursing. 


Grayce M. SILLS, R.N., Pu.D. 
Columbus, Ohio 


THE THERAPEUTIC Pray Group. By Mortimer 
Schiffer. New York: Grune & Stratton, 1969, 
209 pp., $8.75. 


Mortimer Schiffer is an enthusiastic advocate 
of play groups for latency age children, and he 
has written a comprehensive treatise on how to 
conduct such groups. He believes that the prob- 
lems of many children can be resolved through a 
sustained rehabilitative experience with leaders 
who function as optimal parent surrogates. The 
book reiterates orthodox psychoanalytic princi- 
ples and follows the trail blazed by S. R. Slavson. 
Although many of these principles have some 
merit, they do not have the absolute validity 
Mr. Schiffer accords them. That play is the “nat- 
ural” language of children; that the paucity of a 
child’s language does not permit successful ther- 
apy through verbal interchange; that interpreta- 
tions should not be made to a patient until the 
patient clearly demonstrates readiness to respond 
to such interpretations; and that awareness of 

countertransference will resolve most conflicts 
are all theses open to question. 

The numerous anecdotes of successful out- 
come for individual children in play groups do 
not prove the virtue of the procedure. To be 
permitted freedom is a paradox. Indulgent watch- 
fulness is not necessarily more freeing than stern 
forbiddingness. Such indulgence is likely to be 
contrary to the life experience of the children in 
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these groups and may be so disconcerting that 
they are readily coerced into more agreeable 
behavior. They may thereby become more con- 
forming but not necessarily better able to opti- 
mally use their resources. 


What passes for freedom is generally dispensed 
by the top of the pecking order rather than de- 
veloped through democratic discourse. Freedom 
is made riskier for most individuals by the cau- 
tion with which their parents allotted them liber- 
ties. Freedom is not necessarily made more 
enticing by the selective liberties carefully granted 
in the security of the playroom. The rigid criteria 
for the selection of group members, the monitor- 
ing of their activity, the indulgent watchfulness 
of the leader, and the ritualistic passing out of 
snacks may be coercive rather than permissive. 
As such, these practices may encourage the child 
to take his proper place, but they do not neces- 
sarily develop the best place for him. All recesses 
from parental interdiction provide some nourish- 
ment for the child to return to his obligations 
somewhat refreshed. They do not necessarily de- 
velop the best in each individual. To be equally 
permissive to all, regardless of their need, and to 
eject those who will not tolerate this kind of im- 
partiality is a way of applying pressure to those 
who may rebel against equality of approach. 
Groups often foster conformity at the price of 
creativity. Unfairness and unwarranted favoritism 
may often be necessary to encourage creativity. 


The author discusses the value of continuing 
case seminars for the education of teachers, uti- 
lizing school play groups as a basis for discussion. 
In accordance with his feelings that interpreta- 
tions should not be made until the individual is 
ready for them, he defers to many prejudices 
until they can be overcome by the supposed facts 
that will be marshaled in the course of discussion. 
To defer to prejudice often sanctifies it. Tact or 
timidity may permit only slight modification of 
the fixed prejudices of many teachers. Most indi- 
viduals spend their lives in a blend of fable and 
science arising out of the deference paid to the 
entrenched mythologies of their upbringing. 

Teachers and clinicians often live in harmony 
through tongue-in-cheek respect for one anoth- 
er's right to hold to the untruth. Such ecumenism 
often disappears when one particular belief be- 
comes more fashionable. Condescension à" 
polarization are not concealed by the somewha 
fragile conventions by which people agree to irs 
together. It is perhaps only through the continue 
search for unattainable truth that true harmony 
can ever be achieved. Acceptance based upon 
deference rather than a search for the optimum 5 
a poor basis for mutual relationship. 

Whatever the reviewer's reservations are abou’ 
the limitations of play group therapy, this book! 
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a useful compendium of information for both the 
novice and experienced practitioner. 


IRVING MARKOWITZ, M.D. 
East Orange, N. J. 


Aspects oF Depression. International Psychiatry 
Clinics, vol. 6, no. 2. Edited by Edwin S. 
Shneidman, Ph.D., and Magno J. Ortega, M.D. 
Boston: Little, Brown and Co., 1969, 250 pp., 
$21.50 (annual subscription). 


This collection of papers began with a sympo- 
sium at Napa State Hospital (Imola, Calif.) in 
April 1967. Five of the ten papers were presented 
on that occasion; they include varied points of 
view on biochemical, physiological, and psycho- 
dynamic parameters of depression. The authors 
offer the book as “a sampling of current discus- 
sion and thought on depression...written by 
active practitioners and research scientists.” 

The volume begins with Dr. Martin Blinder's 
paper on classification and treatment, which 
Separates depression into three basic syndromes 
—the physiological retardation depression, the 
lension depression, and the schizo-affective de- 
pression. In addition, he points out that depres- 
sion may be a symptom secondary to problems 
of living or a part of the prodrome of an organic 
brain disease. A group of Swiss scientists from 
Basel report an attempt to quantify depression 
based on a symptom scale that attempts to pre- 
dict suicide risks. Dr. Alec Coppen of England 
reviews chemical aspects of depression—par- 
ticularly biogenic amines, electrolytes, and endo- 
crine function. In spite of the American interest 
in the amines, he feels that endocrine explana- 
tions have greater promise for understanding 
depression, 

The paper by Schildkraut and associates 
(NIMH) is an excellent summary of the work on 
Norepinephrine studies. This group presents data 
that suggest that antidepressant drugs act by in- 
creasing or potentiating norepinephrine at central 
aes sites. Here one finds strong support for 

> hypothesis that depression is associated with 
s deficiency of norepinephrine at brain receptor 
TA and that elation may be associated with an 
i en of the same substance. With commendable 
ut lon this group suggests that its findings are 
à inconsistent with immediate or remote psy- 

ological factors in precipitating serious de- 
Pression, The group highlights the need for 

Udying the interaction between biological and 
Psychosocial factors. 

Rate discusses the phenomenology of de- 
Rese and the associations among depression, 
of a and unhappiness. Herbert Liederman 
DM discusses loneliness (as differentiated 

pression). He suggests that loneliness re- 
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flects a longing for a relationship that was never 
effectively integrated rather than one that was 
lost. Group therapy would seem to accomplish a 
therapeutic social contact. Other material covered 
includes a chapter by Dizmang (NIMH) on the 
relationship between object loss and depression 
in childhood and on the anniversary studies of 
Josephine Hilgard (Stanford). Finally, the book 
includes a summary of the work of Shneidman 
(NIMH) and of Resnik (Buffalo) on suicide, the 
psychological autopsy, and the reactions of the 
survivers to death by suicide. 

This is a well-balanced summary; the papers, 
though uneven in style and organization, present 
a number of points of view on depression. The 
title, Aspects of Depression, is a well-selected 
indicator of the fact that this is a collection of 
papers that will be appreciated by the clinician 
and the student in the clinical mental health 
profession. 


DoNALD G. LANGSLEY, M.D. 
Davis, Calif. 


EssenTIALs OF PsvcHorocicAL Testinc, 3rd ed. By 
Lee J. Cronbach. New York; Harper & Row, 
1970, 740 pp., $10.50. 


The popularity of this well-known text on psy- 
chological testing is affirmed by its appearance 
in a third edition in 1970. Cronbach first launched 
his volume in the early post-World War II period 
(1949) and then revised and expanded his cover- 
age in 1960 to include the vast amount of infor- 
mation that became available as a result of the 
experimental and applied advances made during 
that vigorous decade. The present volume ex- 
pands that coverage once again, although not so 
dramatically, and brings it up-to-date by the addi- 
tion of discussion pointed toward the important 
issues for testing in our day: questions about the 
rights of privacy for the individual tested and 
the distribution of test records; debate on 
whether the use of tests serves to compromise or 
to champion the civil rights of the test taker, 
and so on. 

Although the title is general and the subject is 
unquestionably broad, the intended audience for 
the book appears mainly to be the graduate 
student in educational psychology and the user 
of large-sample selection programs. Testing 
methods and measurement theory appropriate 
for the selection of promising candidates for 
school, for industry, or for the military services 
thus are weighted much more heavily than is the 
development of technique directed toward indi- 
vidual measurement of the kind most often found 
in educational counseling or in the clinical ap- 
praisal of people with a behavior disorder. 
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The problems of “‘ideographic” or individual 
measurement are not neglected in this volume, 
but the author’s heart and expertise obviously 
lie more in the direction of the measurement of 
and prediction for large-scale sample groups of 
normal subjects. For this reason, and probably 
only for this reason, the book will probably fall 
outside the center of interest for the psychiatrist 
reader. Certainly many of the things the latter 
may want to know about psychological testing 
are to be found here, but they are distributed 
throughout 700 pages of text with a primary focus 
on the large-scale sample in a way that may well 
evoke impatience or cause him to abandon the 
search altogether. 

In fairness to the author, it must be said that he 
has tried to come to grips with the problems of 
the “self-report,” with the “projective tests of 
personality,” and with the proper structure 
for “situation-tests.” He has done this more so 
than many who use these techniques daily, but 
with their attention fixed more on decisions to be 
made about individual clients than on the design 
of optimal test instruments. Neither the clinical 
reader nor the personnel-centered author is at 
his strongest on these important but pesky issues, 
it would seem. 

This is clearly a book to be recommended to 
the specialist in education and to the psycho- 
metrician and for the shelves of every psycholog- 
ical or psychiatric reference library. This reviewer 
would judge it to fall outside the mainstream of 
interest, however, for the student of medicine or 
the typical practitioner of psychiatry. 


H. E. Kina, Pu.D. 
Pittsburgh, Pa. 


AUTHORITY AND ADDICTION. By Leon Brill, M.S.S., 
and Louis Lieberman, Ph.D. Boston: Little, 
Brown and Co., 1969, 304 pp., $13.50. 


The problems of drug usage and addiction have 
emerged as significant and complex phenomena 
of our society, with many physiological, psycho- 
logical, and social effects. Such varied phenom- 
ena defy simplistic approaches, accounting for 
the lack of success of our many attempts at inter- 
vention. This may be one of the reasons for the 
seeming failure of the efforts at rehabilitation of 
the drug users described in Authority and Addic- 
tion, Neither the poor results nor the short-lived 
existence of this special program of the Wash- 
ington Heights (New York) Rehabilitation Cen- 
ter, the subject of this book, appear to bear out 
the authors’ assumptions of the special impor- 
tance of “rational authority” and “reaching out” 
as effective interventions. 
The acceptance of the popular concept of drug 
addiction as a clinical entity appears to be one of 
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the significant weaknesses of this project. This is 
akin to the physician viewing a febrile episode as 
a disease process rather than a symptom of many 
possible diseases. This kind of approach intro- 
duces elements of vagueness and confusion as to 
the objectives so that its final outcome becomes 
the product of the initial assumptions. 

The book appears to live on as a statement 
of the original objectives while the project, its 
personnel—patient and  professional—and its 
techniques have disappeared as an identifiable 
program. Recent inquiries about its existence 
directed to the New York Community Mental 
Health Board, the New York Addiction Service, 
the Washington Heights Health Center, the New 
York Narcotic Bureau Regional Office, the 
Washington Heights Addictive Service, the 
Narcotic Addiction Control Center, and the 
New York State Department of Social Service 
could not unearth a single individual who had 
contact with or knew of the Washington Heights 
Rehabilitation Center project. À 

This dissociation of the objectives at the begin- 
ning and the results at the end may be the product 
of many factors. Some are unrelated to drug ad- 
diction and may be correlated to problems of 
research, professionalism, and systems of com- 
munication, However, the authors contribule 
to this dissociation by achieving only a partial 
synthesis of observations with assumptions. They 
do not provide any clear-cut evidence of the 
special effectiveness of rational authority and 
aggressive casework techniques for the manage 
ment of the drug addict. s 

They propose, also, to demonstrate how SOCIO” 
logical theories may mesh with those of clinical 
psychology. In fact, they demonstrate the parallel 
existence of these two disciplines. There are Wo 
distinct attitudes and styles within the writing 0 
this book. The sociological format of some of the 
chapters is in sharp contrast to the psychodynam- 
ic formulation of others. This may be in part the 
by-product of the book's co-authorship. How- 
ever, it may be also that we have not achieve a 
real meshing of these disciplines at this time. je 

The duality of approach has led to some of $ 
best aspects of this book. It includes a wide bun 
of useful information from the authors' ps 
Observations as well as reports from many pud 
points of view. This eclecticism helps mak 
book a useful document for all those intereste ^" 
the subject of drug addiction. Its complete IM 
ing of results accompanied by demonstrations i 
the methods of inquiry and a detailed appen in 
of forms will be most useful to those interest? 
further investigations of this important aspe 
human behavior. 

SoL NICHTERN, MD, 
New York, Noe 
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EXPERIMENTAL APPROACHES TO THE STUDY or Dnuc 
Derenvence. Edited by Harold Kalant, 
M.D., Ph.D., and Rosemary D. Hawkins, Ph.D. 
Toronto: University of Toronto Press, 1969, 
237 pp., $6.50. 


A book entitled Experimental Approaches to 
the Study of Drug Dependence should include an 
extensive review of the pharmacology of the 
drugs of abuse, a description of the phenomena 
and theories relating to the etiology of physical 
dependence and tolerance, an analysis of existing 
animal models of addiction and their relation to 
drug dependence in man, and proposals for future 
work based upon an existing foundation of 
knowledge. There should be some multidisciplin- 
ary approach considering sociological and psy- 
chological issues and proposals for research in 
these areas, 

Alas, there is a book with this title that man- 
ages to avoid most of these areas or to cover 
them so cursorily as to be of no value to the nov- 
ice (or experienced person) who wishes some (or 
additional) exposure to this sort of research. More 
than half of this book employs a conference 
format of free discussion that unfortunately does 
Not do most of the distinguished conference 
Participants justice in this area of knowledge. 
Itis also nearly impossible to read. 

The three prepared papers are general reviews 
of biochemical and behavioral psychopharma- 
cology and neurophysiology but without specific 
reference (except tangentially) to the field of drug 
dependence, Because the specific pharmacology 
of the amphetamines, hallucinogens, marijuana, 
and the opiates is inadequately covered (or 
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ignored!) throughout the book, the review of the 
pharmacology of the phenothiazines and butyro- 
phenones that is provided is inappropriate in a 
book with this title. 

Suffice it to say, there is an extensive pharma- 
cological literature dealing with the problems 
of physical dependence and tolerance. Eddy, 
Martin, Cochin and Kornetsky, Way, Jaffe and 
Sharpless, Axelrod, Goldstein, and many others 
have made major contributions to this area. 
Weeks, Schuster, Seevers and Deneau, Nichols, 
Wikler, and others have developed researchable 
animal models. Significant sociological research 
has been carried out by Chein and associates, 
Robins and Murphy, and O’Donnell. A clinical 
literature dealing with pharmacologically dis- 
tinct drug abuse syndromes (as well as cases of 
polypharmacy) has been accumulating over the 
years and serves to add a meaningful perspective 
to the basic and behavioral science literature. 

Why then this book under this title? I must 
confess that I am perplexed. The Addiction Re- 
search Foundation of Ontario is a distinguished 
group and the participants are distinguished in 
their fields (outside of the addictions), but this 
book misses its mark. The conference was held 
in 1965 and the book was not published until 
four years later. The ambivalence that is reflected 
in the text and in the four-year publication lag 
would have been better resolved by developing a 
general work in psychopharmacology (with 
invited papers) or by scrapping the project with- 
out publication. 


RoGER E. Meyer, M.D. 
Boston, Mass. 
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This Month’s Reviewers 


CuesTeR M. Pierce, M.D., is professor of education and psychiatry, Harvard University, 
Cambridge, Mass. 


GRANVILLE L. Jones, M.D., is clinical director, Fair Oaks Hospital, Summit, N. J. 


Jack R. Ewa tt, M.D., is Bullard Professor of Psychiatry, Harvard Medical School, 
Cambridge, Mass., and superintendent, Massachusetts Mental Health Center, Boston, Mass. 


GERALD R. CLARK, M.D., is president, Elwyn Institute, Elwyn, Pa. 
RICHARD S. WARD, M.D., is professor of psychiatry, Emory University, Atlanta, Ga. 


CHARLES S. MIRABILE, JR, M.D., is research psychiatrist, Institute of Living, Hartford, 
Conn., and is in private practice in Sharon, Conn. 


SreLLA Cuess, M.D., is associate professor of psychiatry, New York University Medical 
Center, New York, N. Y. 


WALLACE K. TOMLINSON, M.D., is instructor in psychiatry, Tulane Medical School, New 
Orleans, La. 


Rosert S. McKNiGHT, M.D., is director, Adult Outpatient Clinic, Institute of Living, 
Hartford, Conn. 


NATHAN SCHNAPER, M.D., is associate clinical professor of psychiatry, University of 
Maryland School of Medicine, Baltimore, Md. 


GERALD J. SARWER-FONER, M.D., is director, department of psychiatry, Queen Elizabeth 


Hospital of Montreal, and associate professor of psychiatry, McGi iversity, Montreal, 
Quebec, Canada. P psychiatry, McGill University, 


C. H. HaRDIN BRANCH, M.D., is consultant, Mental Health Services, Santa Barbara 
County, Calif. 


ANN BELFORD Uranov, TH.D., is assistant professor, program of psychiatry and religion, 
Union Theological Seminary, New York, N. Y. zy P i 


Maurice J. Barry, JR., M.D., is consultant in psychiatry, Mayo Clinic, Rochester, Minn. 
JAMES T. SHELTON, M.D., is medical director, Porterville State Hospital, Porterville, Calif. 
S. T. GINSBERG, M.D., is director, Veterans Administration Hospital, Lyons, N. J. 

Mase Ross, M.D., is regional health director, U. S. Public Health Service, Boston, Mass. 


Usha cee M.D., and SUSAN T. KLEEMAN, M.D., are with the school of medicine, 
i ty Mornia at San Diego, where Dr. Solomon is clinical professor of psychiatry 
a r. Kleeman is assistant clinical professor of psychiatry. 

Grayce M. Sits, R.N., PH.D 


ahi ^, is associ i am in 
psychiatric-mental health nursing, 2 ociate professor and director, graduate program. 


School of nursing, Ohio State University, Columbus, Ohio. 
IRVING MARKOWITZ, M.D., is medical direct 
of the Oranges, Maplewood, and Millburn, N. j ] i 


DONALD G. LANGSLEY, M.D., is pri fe i i ol 
of medicine, University of Californ a Dina BEL poer oF prychiatry. eto 


1S. 
H. E. Kina, Pu.D., i am 
Pittsburgh, Pittsburgh, Pa. Professor of psychology, school of medicine, University of 


Family Service and Child Guidance Center 


SoL NICHTERN, M.D., is di quod a e 
New York, N. Y. M.D., is director of psychiatric services, Jewish Child Care Association, 


RocER E. MEYER, M.D. 


Cambridge, Mass. » is assistant professor of psychiatry, Harvard Medical School 
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BOOK REVIEWS 
Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


Family Tuerapy IN. Transition. International 
Psychiatry Clinics, vol. 7, no. 4. Edited by 
Nathan W. Ackerman, M.D. Boston: Little, 
Brown and Co., 1970, 341 pp., $10. 


Tue ProeLes HEALTH: MEDICINE AND ANTHRO- 
roLoGY IN A Navaso Community. By John 
Adair, Ph.D., and Kurt W. Deuschle, M.D. 
New York: Appleton-Century-Crofts (Mere- 
dith Corp.), 1970, 188 pp., $6.95. 


Tue Hearta or Americans. By the American 
Assembly, Columbia University, edited by 
Boisfeuillet Jones. Englewood Cliffs, N. Ju: 
Prentice-Hall, 1970, 203 pp., $5.95. 


HaNpBook ror Scorincs or RomscHacH Re- 
sponses (1966). By Cécile Beizmann, trans- 
lated by Samuel J. Beck. New York: Grune 
& Stratton, 1970, 244 pp., $9.50. 


Unperstanpinc Human SEXUAL INADEQUACY. 
By Fred Belliveau and Lin Richter. New 
York: Bantam Books, 1970, 242 pp., $1.25 
(paper). 


Money anp Emotionat Conruicts (1950). By 
Edmund Bergler, M.D. New York: Inter- 
pogona Universities Press, 1970, 269 pp., 


Tur Psycnorocy or Gamaxine (1958). By 
Edmund Bergler, M.D. New York: Inter- 
RR Universities Press, 1970, 244 pp. 


Interviewine AND THE HeatH Proressions. By 
Lewis Bernstein, Ph.D., and Richard H. 
Dana, Ph.D. New York: Appleton-Century- 
Crofts (Meredith Corp.), 1970, 163 pp., 
$8.50 (paper). 


Autistic Unpiscirtinep THinkinG IN MEDICINE 
Bie How ro Overcome Ir (1919). By Eugen 
Neuen translated by Dr. Ernest Harms. 
Ton Conn.: Hafner Publishing Co., 

0, 218 pp., no price listed. 


P Now 10s Lancuace Dictionary. By 

Ohio D. Cohen, M.D. Memphis, Tenn.: 

ief Publishing Co., 1970, 30 pp. $2.50 
(paper). 


p oF Viotence pv Patients iN Mentat Hospi- 
ALs. By Bengt Ekblom. Uppsala. Sweden: 


Svenska Bokfo 30 pp., no 
Price listed (paper) ^^" ER P 
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COUNSELING AND THE CoLLEcE Stupent. Inter- 
national Psychiatry Clinics, vol. 7, no. 3. 
Edited by Dana L. Farnsworth, M.D., and 
Graham B. Blaine, Jr., M.D. Boston: Little, 
Brown and Co., 1970, 314 pp., $21.50 (an- 
nual subscription). 


Trattato Di PsicuiaTRIA. Cuica £ Forense, 2nd 
ed., 2 vols. By Carlo Ferrio. Torino, Italy: 
Unione Tipografico-Editrice Torinese, 1970, 
2554 pp., 35,000 L. 


Curpnoop anp Destiny: THe Triapic PRINCIPLE 
In Genetic Epucation. By Joachim Flescher, 
M.D. New York: International Universities 
Press, 1970, 345 pp., $10. 


Soctat Research AND Socia Poucy. By Howard 
E. Freeman and Clarence C. Sherwood. 
Englewood Cliffs, N. J.: Prentice-Hall, 1970, 
156 pp., $5.95. 

PSYCHOANALYTIC ÜNTERPRETATIONS: THE SELECTED 
Papers or Tuomas M. French, M.D. Chi- 
cago: Quadrangle Books, 1970, 548 pp., 
$20. 


Tue Bisecrep Brain. By Michael S. Gazzaniga. 
New York: Appleton-Century-Crofts (Mere- 
dith Corp.), 1970, 168 pp., $10. 

Tur Primary Visuat Motor Test. By Mary R. 
Haworth, Ph.D. New York: Grune & Strat- 
ton, 1970, 169 pp., $10.75. 


Four PsvCHOTHERAPIES. Edited by Leonard 
Hersher, Ph.D. New York: Appleton-Cen- 
tury-Crofts (Meredith Corp.), 1970, 147 
pp., $5.75 (paper). 

Communrry PsycHoLocy: Perspectives IN TRAIN- 
iG AND Research, Edited by Ira Iscoe and 
Charles D. Spielberger. New York: Apple- 
ton-Century-Crofts (Meredith Corp.), 1970, 
275 pp., $7.50. 

Empiaicat Stupies iN Heart Economics. Edited 
by Herbert E. Klarman. Baltimore: Johns 
Hopkins Press, 1970, 425 pp., $10. 


On Deam anp Dyinc. By Elisabeth Kübler-Ross, 
M.D. New York: Macmillan Co., 1970, 260 
pp., $1.95 (paper). 

LEARNING APPROACHES TO THERAPEUTIC Benavior 
Cnawcr. Edited by Donald J. Levis, Chi- 
cago: Aldine Publishing Co., 1970, 256 pp- 
$8.95. 

Brier Encounters: Brier PSYCHOTHERAPY. By 
Karl Kay Lewin, M.D. St. Louis, Mo.: 
Warren H. Green, 1970, 261 pp., $14. 


MorivATION AND PERSONALITY, 2nd ed. By 
Abraham H. Maslow. New York: Harper & 
Row, 1970, 353 pp., $5.95 (paper). 
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PSYCHOANALYSIS AND INTERPERSONAL PSYCHIATRY: 
Tue Contriputions or Harry Stack SULLIVAN. 
By Patrick Mullahy. New York: Science 
House, 1970, 740 pp., $15. 


PsvcurrRic Cunics: A TypoLocy or SERVICE 
Parrerns. By Bernard Neugeboren. Metuchen, 
N. J.: Scarecrow Press, 1970, 180 pp., $5. 


Tue PsvcuoLocv or Metancuoty. By Mortimer 
Ostow, M.D. New York: Harper & Row, 
1970, 140 pp., $5.95. ee 


NEUROPSYCHOPHARMACOLOGY AND THE AFFECTIVE 
Disorpers. By Joseph J. Schildkraut, M.D. 
Boston: Little, Brown and Co., 1970, 99 pp., 
$10.50. 


RESIDENTIAL CARE FOR THE MENTALLY RETARDED. 
Edited by Elspeth Stephen, M.A., Dip. Ed. 
Elmsford, N. Y.: Pergamon Press, 1970, 
45 pp., $2 (vinyl). 
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ManRIAGE AND FERTILITY OF WOMEN SUFFERING FROM 
SCHIZOPHRENIA OR AFFECTIVE DISORDERS. 
By Barbara C. Stevens, Ph.D. New York: 
Oxford University Press, 1969, 177 pp., 
$8.50. 


PurNoMENOLOGY or Memory. The Third Lex- 
inBton Conference on Pure and Applied 
Phenomenology' (1965). Edited by Erwin W. 
Straus, M.D., and Richard M. Griffith, Ph.D. 
Pittsburgh, Pa.” Duquesne University Press, 
1970, 205 pp« $6.95. 


Tur Rance or Human CAPACITIES, 2nd ed., 

- revised (1952). By David Wechsler, Ph.D. 
Darien, Conn.: Hafner Publishing Co., 
1969, 185 pp., $9.50. 


New Unperstanpincs of HUMAN BEHAVIOR. 
Edited by Harold D. Werner. New York: 
Association Press, 1970, 286 pp., $7.95. 


Tue PsvcHoPATHOLOGY or Apotescence. Edited 
by Joseph Zubin, Ph.D., and Alfred M. 
Freedman, M.D. New York: Grune & 
Stratton, 1970, 318 pp., $15.75. 
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DE Once.again it i$ my privilege to report for your 
information and approval the actions of the 
Board of Trustees since the last annual meeting. 
Matters referred to committees or individuals 
Arte not included in this report since they are be- 
Ing investigated or studied for recommendation 
^to the Board at a later date. Most Board actions 
‘Tesult from recommendations from these sources 
and from the Assembly of District Branches. 
While the Board is our governing body it derives 
all its powers from the membership; member- 
ship ratification is necessary for its decisions. 

‘The various presidential appointments that 
Were reported to the Executive Committee and 
the Board throughout the year have been omitted. 

"May I call your attention to the fact that for 
Several years the minutes of each Board of 
Trustees and Executive Committee meeting have 
E circulated to the president, secretary, and 
CRM of each of the district branches im- 

o Mediately following these meetings in order to 

Bu the membership informed of developments 

ited policies. In addition, the branches are 
LAN to send representatives to each meeting of 

dis Board and they are always welcome. 

1 Bur. divided my report into several categories. 

iW egin with 

Fiscal Matters 

Si : 
| E Bremen Psychiatric Association— 

PI Sad the proposal of the Program 

ie E : roup for a revision in dues and re- 

Ea ‘© the Assembly of District Branches 

ey and report to the Board of Trustees at 
i ER mber meeting (Ex. C., June '69). 

ET na the rate for dues for the cate- 
T mbers-in-Training" at $20 a year, 

i Vive July 1, 1969 (Ex. C., June '69). 


NS is an abridged version of the report presented 
Frango Aty at the annual business meeting in 
3 cisco, Calif., May 12, 1970. 
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i Report of the Secretary: : «nr i 
T Summary of Meetings of Council, Executive Committee, 


and Board of Trustees: 
May 1969-May 1970 


3. Abolished the student rate of $5 a year for 
The American Journal of Psychiatry (Ex. C., 
June '69). 

4. Authorized the amount of $3,500 from the 
Publication Revolving Fund for the purpose of 
publishing 5,000 copies of Standards for Psy- 
chiatric Facilities in paperbound form (Ex. C., 
June '69). 

5. Authorized the expenditure of $9,675 to 
pay for the data processing necessary to validate 
the self-assessment exam and the cost of 1,000 
copies of the exam to be given to residents 
participating in the special resident study (Ex. 
C., June '69). 

6. Authorized an amount of $6,000 to be used 
for 2,000 additional test packages of the sélf- 
assessment exam (Ex. C., June '69). 

7. Authorized payment of $38.58 from the 
self-assessment subsidy for the meeting of seven 
consultants to the self-assessment program in 
Miami, Fla. (Ex. C., June '69). 

8. Authorized the expenditure of up to 
$11,200 from the profits of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM- 
II) through Jan. 1, 1970, representing . Dr. 
Paul Wilson's salary for up to five months (Ex. 
C., June '69). 

9. Authorized the Medical Director to send a 
$10 contribution to the National Council on 
Alcoholism (Ex. C., June '69). 

10. Approved a loan in the amount of $1,000 
to the American Psychiatric Museum Association, 
Inc., for remodeling the sump pump basin in the 
subbasement of the Museum building (Ex. C., 
Sept. '69). ) 

11. Authorized payment of the difference be- 
tween tourist rates and first-class, rates for the 
travel of three directors of projects (Ex. C., Sept. 
'69). 

12. Authorized the Medical Director, with the 
approval of the Chairman of the Budget Com- 
mittee, to make unbudgeted. expenditures (en- 
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tailing relatively small amounts) necessary to the 
administration of APA headquarters. The total 
amount of these expenditures will be found in 
the Medical Director’s report to the Board of 
Trustees, which appears below (Ex. C., Sept. 
69). 

13. Approved a resolution authorizing Cudd 
and Company to be the agents for the transfer of 
three shares of IBM stock to the APA portfolio 
at the Chase Manhattan Bank (Ex. C., Sept. 
*69). "t 

14, Authorized an amount not to exceed $1,000 
for distributing a questionnaire on the 1968 
Council Planning Conference to a randomly 
selected group of APA members (Ex. C., Sept. 
*69). 

15. Authorized an increase of $25,000 in the 
Trustees’ Contingency Fund to temporarily 
finance the Commission on the Delivery of 
Mental Health Services until funding is available 
(Bd., Dec. '69). 

16, Authorized an increase of $15,000 in the 
salary fund to cover a six-percent increase in 
staff salaries (Bd., Dec, '69). 

17. Authorized an increase in the budget in 
the amount of $15,164 to cover the additional 
cost of a new employees' pension plan (Bd., 
Dec. '69). 

18. Authorized an increase of $2,000 in the 
budget of the Assembly of District Branches 
(Bd., Dec. '69). 

19. Authorized an additional amount of 
$16,500 to the Manpower Project (Bd., Dec. '69). 

20. Designated an amount of $15,000 in the 
1970-1971 budget of the Museum for the purpose 
of financing the salary of a part-time curator and 
D expenses for exhibit construction (Bd., Dec. 

21. Approved an amount of $38,204 to be 
Low B t ar of pe Public Information 

al a section o Š 
lations (HA De) n government re: 

22. Approved the increased dues rate recom- 
mended by the Budget Committee and expressed 
appreciation to the officers of the Assembly for 
bringing the need for an increase in dues to the 
attention of the membership (Bd., Dec, '69). 

23. Approved a request in the amount of 
$2,675 to make up the balance needed for pub- 
lication of volume 2 of Teaching Psychiatry in 
Medical School (Bd., Dec, 69). 

24. Authorized a contribution of $100 to the 
Council of National Organizations for Children 
and Youth (Bd., Dec.'69). f 

25. Approved payment of $100 out of the 
Trustees’ Contingency Fund to the Student 
American Medical Association for continuing 
APA’s sustaining membership dues (Bd., Dec, 
69). 

26. Authorized a contribution of $500 to the 
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National Society for Medical Research (Bd, 
Dec, *69). 

27. Approved a request of the World Psy. 
chiatric Association for a grant of $9,000 for the 
next two years (Bd., Dec. '69). 

28. Authorized the expenditure of up to $4,200 
from APA reserve funds for additional meetings 

. of area councils in the early part of 1970 (Bd, 
Dec. '69). 

29. Authorized the expenditure of $90 repre- 
senting APA's affiliate membership dues in the 
American Council on Education (Ex. C., March 


30; Authorized continuation of the insurance 
consultant’s services during fiscal year 1970-1971, 
with payment of his fees from the Trustees’ 
Contingency Fund (Ex. C., March '70). 

31. Authorized the Medical Director to charge 
the Joint Commission on Mental Health of 
Children the amount of $10,000 to cover the cost 
of rent, salaries for staff, direct costs, indirect 
costs, and fringe benefits through June 30, 
1970 (Ex. C., March '70). ; 

32. Transferred $150,000 from the unrestricted 


surplus fund and from the Depreciation and | 


Value Reserve to the Reserve for Future Ex- 
pansion and Development (Bd., May '70). 

33. Authorized a meeting of the-Board of 
Trustees with the Assembly (at their invitation) 
to be held at the 1971 annual meeting and 
directed that the agenda for the meeting be 
improved (Bd., May 70). 

34. Approved . the (Bd. 
May 70). 


1970-71 budget 


Membership Matters 


1. Rescinded the action taken by the Board of 
Trustees on May 3, 1969, and restored. Wo 
members to membership (Ex. C., June '69). 

2. Dropped from membership those 52 mem. 
bers three years in arrears in payment of dues s 
directed by the Board of Trustees in May 196 
(Ex. C., Sept. '69). 

3. Reinstated 12 members dropped from mem- 
bership in September 1969 (Bd., Dec. '69) T? 
stored two additional members to membership 
(Ex. C., March '70). d 

4. Approved the following statement prepare 
by the Membership Committee: regarding tho $ 
members or fellows who return to resident statt i. 

It is the responsibility of the Member or a 

low who has been accepted to a resideno 

training program to notify the APA that "i 

wishes to change his status to "Member 

Training." Upon approval of this eques. he 

dues would automaticaly be lowered. I cd 

does not notify the APA it will be assum 
that he wants his status to remain unchang^" 

(Bd., Dec. '69.) 
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secondary specialty is psychiatry inviting them 
to join as members-in-training and associate 
members, respectively (Bd., Dec. '69). 

6. Approved five nominations for distin- 
guished fellowship of the American Psychiatric 
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5. Directed that a letter signed by the Presi- 
dent be sent to residents and physicians whose 

, Association (Bd., Dec. '69). 

7. Approved two nominations to correspond- 
ing fellowship (Bd., Dec. '69).. 

8. Elected to membership 286 members-in- 
training, 35 associate members, 416 general 
members, eight corresponding members, five 
corresponding fellows, and five distinguished 
fellows, Transferred 187 associate members to 
general members, one corresponding member 
to general member, 19 associate or general 
members to corresponding members, one cor- 

responding fellow to distinguished fellow, and 
DA corresponding fellow to fellow (Bd., May 

9. Elevated 221 general members to fellow- 
ship (Bd., May '70). 

10. Received a list of 13 “50-year” life fellows 
and life members (Bd., May '70). 

b. Received a list of 92 life fellows (Bd., May 

12. Received a list of 33 life members (Bd., 
May '70), 

13. Transferred 59 members to inactive mem- 
bership with waiver of dues and directed that 
future requests for inactive membership be re- 
ferred to the appropriate district branches (Bd., 
May '70). 

14. Decided to permit first-year residents en- 
tolled in psychiatric residency training programs 
lo apply for membership after six months. Upon 
Approval by his district branch the individual can 
in enrolled on completion of his first year of train- 

sas APA member-in-training (Bd., May '70). 
Au ae that when an applicant has inter- 
obligar is residency training to fulfill his military 
eee and indicates that he will return to 
E ete his training, he will be permitted to 
hited ¢ às a member-in-training rather than be 
i to associate membership and then back 
E member-in-training when he returns to his 

m arney (Bd., May '70). 
in Migecided that osteopaths who hold a degree 

ivid cine will be considered in every respect as 
Eu holding the degree of medicine for 

ership matters (Bd., May '70). 

We Decided that members who currently re- 

ap Outside the geographic jurisdiction of APA 

CH dam in their particular membership 

EAR If a delinquency in dues occurs, the 

Tespond: Should be invited to transfer to cor- 
ing membership (Bd., May '70). 

A RUE SEA that following the deferral of a 
1p nomination there must be a waiting 
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period of at least two years before that nomina- 
tion may again be made by a district branch 
(Bd., May *70). 

19. Ruled that all corresponding members will 
remain in that classification for five years before 
becoming eligible for transfer to corresponding 
fellowship (Bd., May '70). 

20. Approved that applications for honorary, 
distinguished, and corresponding fellows be 
processed only at the yearly meeting of the 
membership committee unless a more expedi- 
tious manner is necessary (Bd., May 70). 

21. Recommended that the committee on 
membership study the lack of applications from 
residents (Bd., May '70). 


Publications Matters 


1. Approved publication of Standards for 
Psychiatric Facilities as revised by the Task 
Force to Revise the Standards for Psychiatric 
Hospitals and Clinics (Ex. C., June '69). 

2. Referred four selected papers presented at 
the joint meeting of the American Psychiatric 
Association and the Caribbean Psychiatric 
Association to the Editor of The American 
Journal of Psychiatry with the request that they 
be considered for publication (Ex. C., June 
*69). 

3. Authorized the publication of information 
about the Eighth International Congress of 
Gerontology in Psychiatric News (Ex. C., June 
*69). 

4, Approved the principles developed by 
Frances J, Braceland, M.D., as a basis for APA 
policy on which to judge psychotropic drug 
advertising as well as other forms of advertising. 
Other APA publications will be guided by the 
same principles (Ex. C., Sept. '69). 

5. Established the following mechanisms for 
review of the revision of the Operations Manual: 
Each council will critically review and revise as 
necessary the section describing its functions and 
the functions of its committees and task forces. 
The Chairman of the Reference Committee will 
appoint a subcommittee to review the manu- 
script and recommendations for revision will be 
submitted to the Reference Committee at its 
meeting on Nov. 20, 1970 (Ex. C., Sept. *69). 

6. Approved the nomination of Drs. Nemiah, 
Lipton, and Sabshin to the Editorial Board of 
The American Journal of Psychiatry for a three- 
year period (Bd., Dec. '69). 

7. Directed the Commission on Recognition 
of Psychiatric Service Personnel to present alter- 
nate plans for communication with psychiatric 
personnel at the March 6, 1970, Executive Com- 
mittee meeting, and approved the phasing out of 
Staff magazine (Bd., Dec. 769). Subsequently, the 
Commission presented a recommendation for a 
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four-page monthly news release as an alternate 
to Staff. The Executive Committee authorized 
attempts to sell this service for a fee to state 
mental health authorities. It discontinued the 
honorarium for articles submitted. No funding 
from APA sources was authorized if there is no 
interest on the part of the mental health author- 
ities (Ex. C., March 70). 

8. Approved the Assembly resolution on com- 
munications, with special reference to inclusion 
in Psychiatric News of a separate column de- 
voted to a brief review of important articles on 
that issue (Bd., Dec. '69). 

9. Approved the Operations Manual with the 
addition of the “Guidelines for Processing 
Membership Applications," a section on the 
appointment and tenure of chairmen and mem- 
bers of the six councils; editorial and structural 
revisions as recommended by the Reference 
Committee’s Ad Hoc Committee on Revision of 
the Operations Manual; and a statement regard- 
ing attendance of council chairmen at meetings 
of the Executive Committee and Reference Com- 
mittee (Bd., Dec. '69). : 

10. Directed that a monograph entitled “Com- 
munity Functioning, Manpower Utilization and 
Impact Evaluation” be reviewed by a psychiatrist 
selected by the Commission on Manpower. If 
approved, the manuscript will be circulated to 
the Board of Trustees prior to their May meeting 
(Bd., Dec. '69). t 

11. Approved the establishment of a mono- 
graph series as a successor to the regional re- 
Search reports to serve as a forum for selected 
monographs prepared by the various task forces. 
Since not all reports can be published in this 
way, a mechanism will be established to allow 
publication of other reports in The American 
Journal of Psychiatry or similar publications as 
hr eaten in order that the timeliness 
and impact of these reports 
hen 60), ports not be lost (Bd., 

12. Approved the Procedure and Poli 
Manual for Annual Meetings subject to de 
revision by the Council on Internal Organization 
in conjunction with the Committee on Con- 
ventions (Bd., Dec, '69), - d 

13. Approved a proposed package insert for 
lithium carbonate that was prepared at the re- 
quest of the FDA (Bd., Dec. '69). 

14. Approved publication of Psychiatric 
News twice monthly beginning July 1, 1970 

(Bd., Dec. :69). 5 

15. Authorized 


publication of ^ Lithium 


Carbonate in Psychiatry in pamphlet form for- 


sale at the 1970 annual meeting and stipulated 
that the cost of publication be charged to the 
budget of the Council on Research and Devel- 
opment (Bd., Dec. '69). 

16. Approved distribution of Relations with 
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Psychology: A Report and Historical Reference 
to each district branch (Ex. C., March 70). 

17. Approved publication of the following re- 
ports of the Task Force in Liaison with the 
American Institute of Architects and announce- 
ment of their availability from APA upon re- 
quest in Psychiatric News: “Planning Guide for 
a Comprehensive Community Mental Health 
Center Unit," **Planning Guide for Unit for the 
Care of Geriatric Patients," and “Planning 
Guide for a Psychiatric Children's Unit" (Ex. 
C., March 70). 

18. Approved publication, in a new mono- 
graph series, of Encounter Groups in Psy 
chiatry, prepared by the Task Force on the 
Use of Small Groups (Ex. C., March '70). 

19. Approved publication in the Official Ac- 
tions section of The American Journal of 
Psychiatry of “Research Aspects of Community 
Mental Health Centers” (Ex. C., March 70). 

20. Authorized Psychiatric News to include 
*Equal Opportunity Employer" on its mast- 
head. 


Annual Meetings 


l. Approved the recommendation made by 
the Committee on Conventions that there be no 
closed circuit television at the 1970 annual 
meeting in San Francisco; subsequently dis- 
charged the APA Ad Hoc Committee on Closed 
Circuit Television (Ex. C., June '69). 

2. Approved a new format for the Assembly 
Meeting and the Meeting of the Board 0 
Trustees in May 1970 (Ex. C., Sept. '69). " 

3. Authorized the Convention Office to assign 
the available complimentary rooms at the 1 
annual meeting to staff as outlined by the 
Medical Director (Bd., Dec. '69). : 

4. Assigned to the Program Committee the 
responsibility for preparation of APA’s portion 
Of the American Association for the Advance” 
ment of Science (AAAS) annual meeting 
program (Bd., May '70). dà 

5. Granted permission to the Task Force i 
Plan a Postmeeting in Hawaii to seek 4 i 
lisher and if necessary the funding to produce 
book consisting of the transcultural psychiaty 
papers of this meeting with editorial commen 
at no cost to the Association (Bd., May '70)- 

6. Requested the President to appoint in 
force to arrange a joint meeting in P 
1971 with the Netherlands Society of Psy- 
chiatry and Neurology, the Scandinavian di 
chiatric Society, and such other Europi 
Organizations as might wish to participate. i on 
Counc! 
Internal Organization (Ex. C., Sept. '69). 

7. Chose Thomas Cook & Co. as t 
agent to make the arrangements for the 
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meeting in Europe in 1971 following the APA 
annual meeting in Washington, D.C. (Bd., May 
*70). 

8. Authorized the Program Committee to 
explore the possibility of holding a “Brookings- 
type workshop” at the 1971 annual meeting in 
Washington, D.C. (Bd., May *70). 

9, Decided that no international meeting will 
be held following the APA annual meeting in 
1972in Dallas, Tex. (Bd., May '70). 

10. Rescinded the previous action of the Board 
approving Denver, Colo., as the annual meeting 
site for 1974 and designated Detroit, Mich., as 
the site for that meeting (Bd., May 70). 

11. Designated Anaheim, Calif., as the site for 
the 1975 APA annual meeting (Bd., Dec. '69). 

12. Requested the Medical Director to ex- 
plore locations other than Philadelphia, Pa., for 
the site of the 1976 annual meeting (Bd., May 70). 


Position Statements 
Approved the following: f 
_ 1. Assembly Resolution Regarding Organiza- 
tion of Mental Health Services Under a Single 
State Agency (Ex. C., June *69). Subsequently 
withdrew the resolution temporarily to clarify 
the wording and referred it to the appropriate 
council in consultation with the Assembly to 
accomplish this objective (Ex. C., March '70). 
2. Assembly Resolution on the Misuse of 
Scientific Exhibits for the Promotion of Drugs 
(Bd., Dec. '69). 
3. Assembly Resolution on Marijuana Laws 
(Bd., Dec. '69).' 
: 4. Resolution on the Milton Miller proposal 
pened by the Assembly in principle, and 
irected President Waggoner to appoint a com- 
Pace to develop. an APA resolution on the 
fe enaton of a year for international coopera- 
lon of psychiatric societies in furthering 
Tational behavior, peace, and fellowship. Sub- 
Sloane approved the resolution prepared by 
ees committee entitled “APA Res- 
: ion on International Cooperation to Ex- 
tue Alternatives to Violence" and directed 
at it be published as soon as possible in The 
merican Journal of Psychiatry and in Psy- 
chiatric News (Bd., Dec, *69).! 3 
cm Position Statement on. Partnership for 
lealth (P.L. 89-749) prepared by the Task 


cem on Implementation of. Public Law 
Dec; ver approved by the Assembly (Bd., 


is Position Statement on the Use of Drugs in 
als ols, submitted by the Committee on Aca- 
mic Education (Bd., Dec. '69).' 


Sar 
Api 5 was published as a position statement in the 


ril 1970 issue of The American Journal of Psychiatry. 
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7. Position Statement Regarding Family Life 
Education in Schools, formulated by the Com- 
Án on Academic Education (Bd, Dec. 

8. Recommendation regarding osteopathic 
physicians, proposed by the Committee on 
Medical Education (Bd., Dec. '69). 

9. Statement on Abortion, prepared by the 
Committee on Psychiatry and the Law (Bd., 
Dec. '69).' 

10. Statement on Privilege, proposed by the 
Committee on Psychiatry and the Law (Bd, 
Dec. '69). ^ 

11. Statement on the Patient's Right to Treat- 
ment, as proposed by the Committee on Psy- 
chiatry and the Law. This statement is an inter- 
im position until a task force is appointed to 
study the matter further (Bd., Dec. '69). 

12. In principle, tlie APA Position Statement 
on the Final Report of the Joint Commission on 
Mental Health of Children (Bd., Dec. *69). Sub- 
sequently authorized additional circulation of 
the position statement to designated government 
officials (Ex. C., March 70). 

13. With reference to a resolution of the Cali- 
fornia State Psychological Association concern- 
ing hospital staff appointments for psycholo- 
gists, restated APA's policy that the diagnosis 
and treatment of mental disorders are the ulti- 
mate responsibility of physicians; the latter are 
trained to assume this responsibility. In a medi- 
cal setting, the admission of patients and their 
care and treatment are the responsibility "of 
physicians. Authorized Dr. Rome, chairman of 
the AMA Council on Mental Health, to present 
this issue to the AMA board of trustees, and 
referred it to the APA Committee in Liaison 
with the American Hospital Association, Marked 
copies of APA’s Standards for Psychiatric 
Facilities and APA Guidelines for Psychiatric 
Services Covered Under Health Insurance Plans 
will be furnished to Dr. Rome when he makes his 
presentation and to the APA Committee in 
Liaison with the American Hospital Association 
(Ex. C., March 70). 

14. Supported the “Statement of Policy on 
Chiropractic" adopted by the AMA house of 
delegates (Bd., May '70). 

15. Approved "Guidelines for Psychiatrists: 
Problems in Confidentiality.” This document 
was approved by the Ethics Committee (Bd., 


Dec. '69).' 
District Branch Matters 


1. Authorized the Assembly Task Force to 
Study Advisability of Compensating the President 
to continue its study (Ex. C., June 69). 

2. Directed that the Assembly of District 
Branches solicit funds for a contribution to the 
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AMA-Education Research Foundation (ERF) 
fund (Ex. C., June '69). 

3. Authorized that appendix 1 of the pro- 
cedural code of the Assembly be amended to de- 
fine areas in terms of constituent district branches 
rather than in terms of states (Bd., May '70). 


Coordinating Councils, Committees, 
Task Forces, Commissions, and Boards 


1. Received the Statement on Abortion as 
presented by the Speaker and referred it to the 
Council on Professions and Associations and to 
the Committee on Psychiatry and the Law for 
consideration (Ex. C., June '69). 

2. Received the Statement on Family. Life 
Education and referred it to the Reference Com- 
mittee for consideration as a position statement 
(Ex. C., June '69). 

3. Received the Resolution on Psychiatrist- 
Osteopaths and referred it to the Reference 
Committee for reconsideration, to be returned 
later to the Board of Trustees (Ex. C., June '69). 

4. Confirmed the concept that only the au- 
thority that creates committees can disband 
them (Ex. C., June '69). 

5. Directed the Reference Committee to estab- 
lish a procedure for termination of committees 
and creation of task forces for consideration by 
the Board of Trustees (Ex. C., June '69). 

6. Authorized the President to appoint con- 
sultants outside the Association to serve on the 
Commission on the Delivery of Mental Health 
Services (Ex. C., June '69). 

7. Authorized the establishment of a new 
Committee on Nomenclature and Statistics as- 
signed to the Council on Research and Develop- 
ment to study the International Classification of 
Diseases (ICD-9) (Ex. C., June '69) Sub- 
Sequently reconstituted the committee as the Task 
Force on Nomenclature and Statistics with a 
twofold mission: preparation of recommenda- 
tions for revision of the psychiatric section of 
ICD-9 and preparation of DSM-III (Ex. C. 
Sept. ’69). k 

8. Authorized the President to announce at 
the plenary session of the fall committee meet- 
ings the abolition of all committees in May 
1970 except constitutional committees and those 
that have special purpose and continuity of 
function. The council chairmen will inform the 
President which committees should either be 
abolished or converted to task forces. The 
councils will then have the responsibility of as- 
signing to task forces topics in their areas of 

activity to be studied. This was done in an 
effort to implement the Airlie House Proposi- 
tions and with the intention of restructuring 
APA as a task force-oriented organization (Ex. 
C., Sept. '69). 
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9. Authorized the establishment of a Com- 
mittee on Financing of Mental Health Care under 
the Council on Mental Health Services with con- 
tinuing responsibility for attention to Medicare, 
Medicaid, and prepaid health insurance plans 
(Ex. C., Sept. '69). 

10. Approved a meeting of the Task Force on 
the U.S. Poverty Program on Sept. 7, 1969. En- 
couraged a smaller task group of the task force 
to meet at the same time 3s the fall committee 
meetings. Expenses for this fiscal year are not to 
exceed $4,000 (Ex. C., Sept. '69). 

11. Changed the Committee on Occupational 
Psychiatry to a task force with the request that 
it submit a statement of its functions following 
the fall committee meetings (Ex. C., Sept. '69). 

12. Received a report from the Council on 
Mental Health Services announcing the dis- 
continuation of the following task forces during 
this Presidential year (Ex. C., Sept. '69): Task 
Force on Medicare and Medicaid; Task Force 
on the Report of the Cooperative Commission 
on Alcohol; Task Force on Private Enterprise 
Models; Task Force to Revise the Standards for 
Psychiatric Facilities; Task Force to Review the 
Report of the Joint Commission on Mental 
Health of Children after its report is completed. 

13. Received the report of the Nominating 
Committee on the slate of candidates for the 1970 
ballot and approved the nomination of Lauren 
H. Smith, M.D., as the recipient of the Dis- 
tinguished Service Award. Subsequently ap- 
proved the request of the Nominating Committee 
that they be allowed to nominate more than one 
candidate for the Distinguished Service Award 
if they so desire (Bd., Dec. '69). 

14. Approved the recommendation of the 
Commission on Future Planning of the Assembly 
that the Assembly have direct access to the 
councils and committees of the Association 
through the Reference Committee (Bd., Dec. 
69) 


15. Adopted a revised plan for meetings of the 
councils with their committees for 1970-197! 
(Bd., Dec, '69). 

16. Approved a meeting of the Task Force on 
Poverty in March 1970 in Chicago with funds 
already appropriated, and urged the task force 
to seek a grant from some other source tO 
underwrite expenses of future meetings (Bd. 
Dec. *69). 

17, Authorized the President to appoint 4 
special task force to develop a plan for imple 
mentation of the recommendations of the Joint 
Commission on Mental Health of Children as 
modified by the task force over the next ensuing 
years in the area of child mental health (Bd. 
Dec. °69). i 

18. Discontinued the following committees: 
Ad Hoc Steering Committee for Planning the 
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"Brookings Institution Project; Committee on 
Preventive Psychiatry; Remotivation Advisory 
"Committee (Bd., Dec. 69). 

_ 19. Reconstituted the Committee on History 
of Psychiatry as a five-year commission beginning 
‘in May 1970 (Bd., Dec. '69). 

_ 20, Terminated the Committee on Public 
Health and reconstituted it as the Task Force 
on Regional Medical Planning (Bd., Dec. '69). 
21. Terminated the Committee on Arrange- 
‘ments and established a Task Force on Arrange- 
-ments with limited functions as outlined in the 
"Operations Manual (Bd., Dec. '69). 

- 22. Referred a position statement regarding 
the professions of psychology and. psychiatry 
back to the Committee on Psychiatry and Psy- 
chology for further consideration (Bd., Dec. '69). 
23. Granted permission to the Task Force on 
Psychiatry and Foreign Affairs to hold a con- 
ference conjointly with the Brookings Institu- 
tion from funds available to the task force (at 
10 expense to the Association) (Ex. C., March 


24. Reconstituted the Task Force in Liaison 
With the American College of Physicians as a 
Committee and transferred it from the Council 
9n Medical Education and Career Development 
to the Council on Professions and Associa- 
tions (Bd., May '70). 

-25. Discontinued the Committee on Trans- 
Cultural Psychiatry and authorized its re- 
Eo as a task force in May 1970 (Ex. Cy 
ch 70), 

; , 26. Adopted as policy that if a member of an 
APA Component misses two consecutive meet- 
ings serious consideration be given to his being 
ed to resign from the council, committee, or 
Sk force unless there are extenuating circum- 
à ces that prevent his attendance, and au- 
-Porized the inclusion of this policy in the 
0 gos Manual (Bd., May '70). 


Authorized the President to dissolve the 
Council 


3 


coun 


on National.and International Affairs 
Teconstitute it as two separate councils: a 
cil on national affairs and social issues and 
CMM on international affairs (Bd., May '70). 
“8. Authorized APA to participate in the plan- 
© Process of the Accreditation Council on 
18-Term Care Facilities and authorized the 
sident to make the necessary appointments. 

E for participation will be charged to the 
29 ees Contingency Fund (Bd., May '70): 

be approved a request that a divisional meet- 
3€ held in New York City in 1971; the Board 
€ ' aD exception in policy for this request 
May 70). 


€r Matters 


Approved. the memorandum of agreement 
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for the operation of the Joint Commission on 
Mental Health of Children until its termination 
on Jan. 31, 1970 (Ex. C., June 69). 

2. Decided that the self-assessment exam will 
be made available to nonmember physicians in 
Other organizations at a suitable cost (Ex. C., 
June '69). 

3. Adopted an assembly resolution on psy- 
chotropic drug advertising and referred it to the 
staffs of the various APA publications for study 
(Ex. C., June '69). 

4. Authorized APA to present One Hundred 
Years in American Psychiatry, New Directions 
in American Psychiatry, and an etching of a 
1637 view of New Amsterdam as gifts to the 
Netherlands Society of Psychiatry and Neu- 
rology (Ex. C., June '69). 

5. Terminated the APA-Office of Economic 
Opportunity project for the best interests of the 
government (Ex. C., June '69). 

6. Disapproved APA's becoming a member 
of the National Health Council (Ex. C., June 
*69). 

7. Authorized a six-percent salary increase 
for APA employees beginning July 1, 1970 (Bd., 
May 70). 

8. Authorized Dr. Carmichael to make 
additional self-assessment examination kits avail- 
able to residents not participating in the random 
sample at a cost of $15 per kit (Ex. C., con- 
ference call, July '69). 

9. Asked Dr. Waggoner to acknowledge a 
letter received from the president of the Japanese 
Society of Psychiatry and Neurology requesting 
APA action in determining why a member of 
the Japanese Society was refused entry papers 
to attend a mental health meeting in Okinawa 
and authorized Dr. Hogan to explore this 
matter with the State Department before any 
APA action is taken (Ex. C., conference call, 
July '69). 

10. Received the report of the Falk Resident 
Program as presented by Dr. Hogan and ex- 
pressed appreciation to the Falk Resident 
Selection Board for efficient operation of the 
program. Subsequently directed that a letter be 
written to Philip Hallen, president of the 
Maurice Falk Medical Fund, after the fall com- 
mittee meetings, expressing APA’s appreciation 
(Ex. C., Sept. 69). 

11. Authorized the Treasurer and the Medical 
Director to explore the advisability of changing 
the investment consultant for the American Psy- 
chiatric Association (Ex. C., Sept. '69) Sub- 
sequently designated Merrill Lynch, Pierce, 
Fenner & Smith as APA’s investment counselor 
(Bd., Dec. '69). 

12. Adopted the recommendation of the 
Council on Internal Organization that compli- 
mentary copies of Psychiatric News be distributed 
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to spouses of deceased life fellows, life members, 
and officers. A letter will be sent over the 
signature of the President or the Medical Di- 
rector informing spouses of the availability of 
these complimentary copies (Ex. C., Sept. 69). 

13. Received. the portrait of Dr. Samuel 
White, first APA Vice President, and expressed 
appreciation to Dr. Herman Snow and the Mid- 
Hudson District Branch (Ex. C., Sept. '69). 

14. Authorized the President, after consulta- 
tion with the Speaker of the Assembly, to 
nominate APA members to the council of the 
AMA section on psychiatry and neurology, and 
instructed the Medical Director to communicate 
with the American Neurological Association to 
take similar action (Ex. C., Sept. '69). 

15. Expressed its opinion in favor of separation 
of the AMA joint section into a section on psy- 
chiatry and a section on neurology (Ex. C., 
Sept. '69). 

16. Endorsed the request that APA host a 
reception for participants of the World Health 
Organization-National Institute of Child Health 
and Human Development Seminar on Psy- 
chiatric Diagnosis, Classification, and Statistics, 
to be funded by HEW (Ex. C., Sept. '69). 

17. Approved the following procedure for the 
selection of a director of the American Board of 
Psychiatry and Neurology to replace Dr. Barton, 
whose term expires in December 1970 (Ex: €, 
Sept. '69): 

The Board of Trustees and the Psychiatric 

Directors of the American Board are asked to 

nominate individuals for the position as 

Director. The list of nominations will then be 

distributed to the same groups with the re- 

quest that they indicate priority of choice, 
following which a subcommittee will be ap- 

pointed to study the findings and select a 

nominee, à 

18. Established a "Joseph Turgeon Memorial 
Fund" and authorized solicitation of donations 
through | Psychiatric News, Authorized ‘the 
Grants and Awards Committee to develop prin- 
ciples for the use of the fund depending upon the 
repent from the membership. (Ex. C., Sept. 

19. Approved a proposal that the Vice Presi- 
dents be presented with silver medals at the 
annual banquet. and subsequently authorized the 
issuance of silver medals to all living past Vice 
Presidents (Ex. C., Sept. '69), : 


20. Directed that a letter of commendation be 


sent to Dr. Francis O'Neill over the signature of. 


the, President for his outstanding contribution 
to the Association as chairman of the Committee 
on. Certification in Administrative Psychiatry 
(Ex. C., Sept. '69). 

21. Approved in principle a promotional cam- 
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paign to develop “Friends of the Museum" 
allowing the Museum Advisory Committee to 
work out the details ( Ex. C., Sept. '69). 

22. Approved the use of office space in the 
APA. building as temporary headquarters of the 
American Academy of Child Psychiatry at a 
reasonable cost to be negotiated (Ex. C., Sept. 
*69). 

23. Directed that one-fourth of the agenda for 
the December Board of Trustees meeting (no 
less than three hours) be devoted to discussion 
and consideration of the propositions from the 
1968 Council Planning Conference (Ex. C; 
Sept. '69). 

24. Authorized the Medical Director to ap- 
prove requests for staff personnel to take special 
courses to improve their skills provided funds 
are available (Bd., Dec. '69). e 

25. Declined the request for APA’s participa- 
tion in the field experience program of the James 
Madison College of Michigan State University 
(Bd., Dec. '69). 

26. Did not approve a request from the Ad 
Hoc Committee of Black Psychiatrists that a 
half-time black psychiatrist be employed at the 
APA headquarters, since most of the functions 
contained in the proposed job description are al- 
ready being performed by the APA manpower 
department. The Board was aware of the 
desirable features of such a recommendation and 
Suggested that alternate functions be proposed 
(Bd., Dec. '69). 

27. Disapproved the APA endorsement of a 
new computerized testing service developed by 
the Finney Institute for the Study of Human 
Behavior, Inc; a nonprofit corporation, in 
collaboration with the University of Kentucky 
Research Foundation (Bd., Dec. '69). 

28. Approved the expansion of the Public In- 
formation Office to include a section on govern: 
ment relations (Bd., Dec. '69). z 

29. Approved the following two resolutions 
atte the Retirement Plan Trust (Bd., Dec. 


RESOLVED: That the American. Psychiatric 
Association Board of Trustees authorize the 
Trustees of the American Psychiatric. Associa- 
tion’s Retirement Plan Trust to amend sal 
plan and trust to allow participation. by 
eligible members who practice as members E 
professional associations and.. profession? 
corporations; and be.it ¢ 
RESOLVED: This amendment to the existing 
‘plan and trust should enable the profession’ 
association member to procure all the et 
fits allowed to professional associations um 3 
current tax law including but not limited t0 
pension, profit sharing insurance, majo 
medical and hospitalization programs. 
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30. Directed the Medical Director to survey 
the membership with regard to their malpractice 
problems (Bd., Dec. '69). 

31. Approved a proposed letter to the Secre- 
tary of Health, Education, and Welfare express- 
ing concern about existing HEW security clear- 
ance procedures and policies governing the 
appointment of scientists to the various advisory, 
study, and review committees of the department 
(Bd., Dec. '69). 

32. Approved the recommendation from the 
Committee on Medical Education for review and 
evaluation of postgraduate training programs 
(Bd., Dec. '69). 

33. Authorized the translation of the psychiatric 
self-assessment program into French, Spanish, 
and German at no cost to APA (Bd., Dec. '69). 

34. Authorized the filing of a leave to file a 
brief as amicus curiae in the case of Maxwell v. 
Bishop in the U.S. Supreme Court. Sub- 
sequently adopted a resolution on the death 
penalty to be included in the amicus curiae brief 
(Bd., Dec. '69). 

35. Approved the request that the APA co- 
sponsor a leisure and quality of life conference 
TN expense to the Association (Bd., Dec. 

36. Authorized. the chairman of the Ethics 
Committee to apply for funding outside APA 
to develop the APA code of ethics (Ex. C., 
March '70). 

37. Directed that if the NIMH funding for the 
Continuing education program is reduced or 
Cancelled, the Treasurer, the Chairman of the 
Budget Committee, and the Medical Director be 
authorized to make the necessary arrangements 
lo apply for funding from private foundations. 

f no funding is available the Association will 
use every possible means to insure that the proj- 
&t will continue (Ex. C., March '70). 

38. Did not authorize the signing of a five- 
Year contract with TNT Communications for 


s Qeneral Fund. Actual expenditures and in- 
Ds for the fiscal year ending March 31, 1970, 
© $2,195,937 and $2,093,881, respectively. 


: oe expenditures and income were budgeted at 
131,600 (table 1). 
deem 
annual Teport was presented by the Treasurer at the 
May 12 puniness meeting in San Francisco, Calif., 
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televising scientific sessions at future APA annual 
meetings (Ex. C., March '70). 

39. Approved a symposium of the AAAS 
program on separation and depression; this was 
endorsed by the Council on Research and 
Development (Ex. C., March ’70). 

40. Approved adoption of a modification in 
the members’ insurance program (Mutual of 
Omaha) that would raise the maximum coverage 
to $15,000, the hospital benefits to $100, and 
extended care to a maximum of $50 per day 
(Ex. C., March 70). 

41. Authorized the sale of medallions to fel- 
lows and life fellows who did not receive them 
free in 1969 and approved the sale of tie tacks, 
cuff links, pins, etc., with the APA insignia. 
(Ex. C., March '70). 

42. Disapproved APA's co-sponsorship of the 
National Conference on Citizens' Rights in 
Broadcasting (Ex. C., March '70). 

43. Authorized APA to act as the fiscal agent 
to administer grant funds received from Smith, 
Kline, and French for expenses incurred by 
Miss Betty Plummer for her research on 
Benjamin Rush and her travel expenses to the 
1970 annual meeting (Ex. C., March '70). 

44. Authorized the Medical Director to com- 
municate with Dr. John Porterfield, director of 
the Joint Commission on Accreditation of 
Hospitals, expressing APA’s interest in partici- 
pation in the planning process of establishing 
an accreditation council on long-term care (Ex. 
C., March 70). 

45. Authorized that a letter be sent to the 
judicial conference and to Mr. Segal, president 
of the American Bar Association, urging that 
the right to confidentiality be maintained in the 
“Rules of Evidence for the United States 
District Courts and Magistrates” (Ex. om 
March '70). 


GEORGE TARJAN, M.D. 


Report of the Treasurer 


While the Association dipped into its surplus 
this year, it just managed to operate in the black; 
it was the first time in some years that ex- 
penditures were greater than income. For ex- 
ample, in our publications, although its income 
exceeded expenses, The American Journal of 
Psychiatry “produced $47,000 less income than 
had been projected; and Hospital and Commun- 
ity Psychiatry and the Hospital and Community 
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TABLE 1 
à General Fund Operations, Fiscal Year Ended March 31, 1970 
EXPENSES INCOME 

DIVISION ACTUAL BUDGETED VARIANCE _ ACTUAL BUDGETED VAI 

Boird ofitrustepete) $20,000 .. (99.038) 

Board Contingency . 74,113 32,100 (42,013) 

Constitutional Committees ..... 15.854 15,300 (554) 

Coordinating Councils (total)... M o dy 99.604 106.700 7,096 12.700 3,000 
Medical Education and Career Development... ^ 20,291 13,000 (7,291) 5,200 3,000 
Mental Health Services. . . . bot ANALE see 20,052 15,500 (4,552) 

Research and Development... ii... 6905 — 12,000 5.095 
National and International Affairs,............ 12,997 11,000 (1,997) 4,500 
Professions and Associations .... 12,870 16,400 3.530 
"Internal Organization... 19198800 192311. - 3000 _ 1 
American Journal of Psychiatry . (5.402) 569,858 616,500. 
Psychiatric News. . . 184060 171314 (12,746) 248,091 227,500 
Hospital and Community | Psycl atry Service 248,994 268,255 19,261 195911 217,700 
Hospital and Community Psychiatry Institute . . 33,246 : 41,200 7,954 35,796 50,000. 
Staff Magazine; A 25,828 50,409 24,581 1,553 33,000 
Medical Director's s. Office hors Mem RH a .142,362 139,002 (3,360) 
Public Information Office......... CIE ELIT 36,206 35.923 (283) 
uar pig Service .......... A oid hl (57.360 ^ 59,534 2.174 36,200 40.800 
42.716 46,029 3,3313 555,117 502,500 
Administ Services 49,890 48,486 (1,404) 
Accounting and Fiscal .. 60908 63318 ^ 2409 : 
Professional Services . . 24,689 24,152 (537) 1,000 
Publications Services . ...... 48255  133.098'* (48.255) 162,771 165,600 
Manpower and Statistics... Eis ir ARN See 58,739 57.764 (975) 5,231 5,000 
Meetings Management Office 33,384 34,656 1272 

Annual Mestings sss 137.611 107250 (30361) 128499 93.500 

Assembly of District Branches 29,775 26,907 (2.868) 

Operation and maintenance of central office. 47779 45,825 (1,954) 

el taxes and insurance . 93,722 89,878 (3.844) rd 

Miscellaneous expenses/income,................. 172,601 —203.798* 31.197 142,154 175,500 E 

OTRO eran 5 à :2195937 2.191000 . 84337 2,093,881 2131600 377 

k gd bid mena in future expansion and berm tie Wes of $50,000. 

TET 
i 
: : x 
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TABLE 2 
Comparison of General Fund Assets at Year End, 1969 and 1970 


YEAR ENDING MARCH 31, 1969 


ACCOUNT YEAR ENDING MARCH 31, 1970 
Cash 
Checking account 2,643 3,942 
Custodial account 6,312 4,823 
Certificate of deposit 2,000 2,000 
Petty cash 427 546 . 
11,382 11311 
Accounts receivable 100,595 180,544 
Deferred charges and prepaid expenses 33213 17,517 
Accrued interest receivable 11.160 8,791 
Marketable securities 
Long-term 572,178)* 592,453 (566,716)* 681,548 
Short-term—U.S. government 532.367)! _ 532,327 1,124,780 (680.738)' _ 680,738 1,362,286 
Central office (at cost) 297.786 297,786 
Less—accrued depreciation 
and valuation reserve 297.784 2 297.784 2 
Total assets 1,281,132 1,580,451 
Deduct ? 
marketable securities allocated to 
Special Purpose and Restricted Funds 202.814* * 233,571 
Total General Fund 1,078,318 1,346,880 


Figures so marked are "cost" or price at which purchased, 
"Includes $167,497 of contracts billed and payable. 


Note— The above assets are net of $90.000 cash advanced to the American Psychiatric Museum Association, Inc., during the year ended March 31. 1970. 


Psychiatry service produced $21,000 less income 
than projected. Miscellaneous financial income 
was: $33,000 less than projected. Psychiatric 
News produced $21,000. more income than 
estimated. 

. Expenses also increased this year. Staff maga- 
uine’s expenses exceeded its income by over 
$24,000, 

New activities were established, such as the 
Commission on Delivery of Mental. Health 
Services, Area Councils, and an Ad Hoc Com- 
mittee of Black Psychiatrists. The Task Force 
On Poverty is an example’ of an expanded ac- 
tivity. Trustees and Trustees’ Contingency Funds 
tng the budget by over $51,000. The 
Ga keeping committees and the -Reference 
ae also exceeded their budgets, as did 
à ee of the six councils and most of the 
lvisions and departments of the headquarters. 
iim dues Increase was necessary to cover falling 
i nues and increased expenditures and to meet 
© expanding activities of the Association. 
ape from the American Psychiatric Associa- 
ia Or operating costs of the American Psy- 
m E Museum Association were $90,000 dur- 
DX year. Continued. efforts brought no 
Hee tion or outside financial support to the 

"m Operations. The Museum Advisory 
mmittee has recommended the establishment 


Of *Fri : 
Friends of the Museum" to invite donations 
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to support program development that will 
contribute to the teaching of psychiatry in 
universities, colleges, and medical schools. 

The 1969 annual meeting in Miami, Fla., was 
the third largest in the history of APA. Its ex- 
penses were $137,611 and its income, $128,499. 
The deficit was $9,112; however, the budget had 
anticipated a subsidy of $13,750. 

Publication sales accounted for nearly nine 
percent of income from all sources, or $185,488. 
This is the total before expenses are deducted. 
Best sellers among the publications were the 
Diagnostic and Statistical Manual of Mental 
Disorders, Appointments 1970, the Psychiatric 
Glossary, and the publications of the Joint In- 
formation Service. 

Special Purpose and Restricted Funds. Table 
2 shows a total of $202,814 in marketable 
securities allocated to these accounts as of 
March 31, 1970, This is a decrease in the 
amount of $30,757 from last year. 

The investment portfolio was increased by 
$150,000 during the year. Investments were 
divided between short-term government securities 
or commercial paper and stocks and bonds. 
During the year, APA changed its investment 
broker to Merrill Lynch, Pierce, Fenner, & 
Smith. 


HAYDEN H. DONAHUE, M.D. 
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Report of the Medical Director 


Each year brings unique problems, with a con- 
sequent realignment of resources and a shift in 
the direction of staff effort. The increased number 
of applicants seeking certification from the 
American Board of Psychiatry and Neurology 
increased the number of examinations required 
until the Board began to be called “The Ex- 
amination-of-the-Month Club.” Since I am one 
of the four APA directors on the Board, an 
enormous amount of my time and energy was 
diverted to this. 

More time was consumed in legislative affairs 
than ever before. The number of requests for 
attendance at meetings increased. It would be 
possible to agree to attend a meeting every day 
of the year. 

The 1968 Council Planning Conference identi- 
fied four areas for concentrated study: commu- 
nications, financing, delivery, and legislation. 
They were priority topics and I shall single them 
out for brief comment. 

District branches were encouraged during the 
year to use reprints of the 1968 Council Planning 
Conference Report as it appeared in The Ameri- 
can Journal of Psychiatry (November 1969) for 
small group discussions and debate. In addition, 
APA sent questionnaires to a selected sample of 
APA members in order to stimulate expression 
of member opinion on crucial social issues. 


National Health Insurance 


While no action is expected in Congress this 
year on the four bills that have been filed thus 
far for a national health insurance system, some 
clues suggest what sentiments may be expressed 
in the first legislation extending Medicare and 
Medicaid. 

The American Psychiatric Association has had 
a long interest in health care financing. The 

joint research study of APA, Group Health 
Insurance, Inc, New York, N. Y., and the 
National Association for = Mental Health 
(NAMH), which resulted in the publication of the 
book entitled Psychiatric Insurance by Helen 
Avnet, was one of the landmarks; other notable 
achievements were the development of the APA 
Guidelines for Psychiatric Services Covered 
Under Health Insurance Plans, the Joint In- 


This is an abridged version of the report presented by 
the Medical Director at the annual business meeting in 
San Francisco, Calif., May 12, 1970. 
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formation Service studies reporting the status of 


psychiatric coverage in 1962 and 1968, and - 


APA's involvement with the United Auto 
Workers in a long-range research project om 
insurance benefits for psychiatric disorders, 
which began in 1966 and is reaching its final. 
phase in 1970-1971. 

A crucial question is: Should psychiatry 
support the extension of voluntary health in- 
surance plans? 

Two proposals in Congress have different ap- 
proaches to determining the income limit, but. 
both would present the individual who could. 
not afford to buy health insurance with a certi- 
ficate that would enable him to buy voluntary. 
health insurance for himself and his family. 

Or should APA favor a national health in- 
surance system open to all citizens of the United 
States, regardless of their financial capabilities, 1 
that would be financed through the mechanisms 
of payroll deductions, employer contributions, 
and a federal tax from general revenue? Should 
there be in such a national insurance system 
incentives for reduction of costs of hospital carey 
for preventive health maintenance, and favoring 
group practice? Shall psychiatry support present 
health care plans that give the physician the right 


to determine his own fees? Is it likely that à | 


fee-for-service system can continue long under a 
national health insurance plan without stan- 
dardization of fee schedules or other conti 

mechanisms? Should APA favor financing €x- 
tensive outpatient benefits instead of inpatient. 
benefits for psychiatric disorders? Should the 
patient's treatment needs be covered in whatever 
facility he may reside? What evidence is there 
that psychiatric benefits are used when offered, 
and, as presently designed, significantly meet 
the public need? 


Delivery Systems 


Psychiatry took the lead in planning state- 
wide comprehensive delivery of health services to 
the public. The establishment of the commu 
mental health center program was the direc 
result of such advance planning. Publications of 
APA and NAMH through the Joint Information 


Service describe some of the problems eM - 


countered, the services rendered, and the grow! 
of the system toward its objective: a community 


mental health center for every 200,000 peopie 
in the United States. 
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Recently APA was a partner in a project de- 
voted to planning and discussing the type of 
delivery system required for children, The pub- 
lication on May 6 of Crisis in Child Mental 
Health, the report of the Joint Commission on 
Mental Health of Children, gave supporting 
evidence for sweeping recommendations that 
would change the delivery of health services to 
children, 

President Waggoner gave the highest priority 
to the formation of a Commission on the 
Delivery of Mental Health Services within APA. 
The Commission is supported by staff, and 
financial support is being sought to provide the 
considerable resources required to do the job 
adequately, 

The Council Planning Conference report 
asked if there should be a single system of 
health care instead of separate community 
mental health care and health care systems. 
Why have some countries that have had a 
national health system for many years kept it 
apart from the community mental health sys- 
tem? Should the federal government be involved 
in delivering health services? Should the present 
methods of delivery be improved and modified 
or scrapped for an entirely new system? Should 
there be concentration of resources in and re- 
wards for development of inner city health 
Services as well as those in rural poverty areas? 
What evidence is there that better, more 
effective psychiatric treatment has emerged to 
Teplace the traditional patient-physician  re- 
lationship in psychotherapy? 


Government Relations 


dum Cooperation among concerned organiza- 
i ns that characterized the drive for workable 
ion to control drug abuse is typical of 
aa complicated and prolonged negotiations 
^ essary today in health legislation. Two years 
e When the government proposed to move 
a matters, education, and research from 
ds W, the Treasury, and other governmental 
Mui nente to the Justice Department, APA 
Prop. its objection to certain aspects of the 
DEM reorganization. The Association con- 
the "i to protest some provisions in the draft of 
Um. mbibus Drug Law; many of our sugges- 
influe were incorporated. We were also able to 
and bes AMA and its committee on alcoholism 
talnable sy, Pn they proved a most 
coi consequence of the 1968 Council Planning 
erence and the study that followed, 
Section Staff is to be expanded to provide a 
Selecteg 2? government relations. Also, a 
t group of APA leaders spent a week at 
Omestead in Hot Springs, Va., to discuss 
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public policy as it affects psychiatry, a con- 
ference co-sponsored by the Brookings 
Institution. 


Communications 


As our organization becomes more complex 
and our membership continues to expand each 
year, it becomes increasingly difficult to tell 
the members what APA is doing. The Council 
Planning Conference Report suggested that the 
APA headquarters inform members about the 
resources for disseminating mental health in- 
formation. It suggested that everywhere greater 
stress should be placed upon information re- 
sources and on communication with the public. 

District branches were encouraged to be 
responsible for this aspect of the total plan. The 
staff has used Psychiatric News to reach APA 
members to implement this recommendation. 
Beginning July 1, 1970, it will publish this news- 
paper every two weeks. 

Liaison has been maintained with other 
medical specialty organizations so that the voice 
of psychiatry might be heard and understood by 
our colleagues. 

The importance of access to and information 
about information remains. APA continues to 
offer its members a logical place to start with a 
difficult question. 


Board of Trustees 


Highly significant position statements were 
drafted by many APA task forces and com- 
mittees, endorsed by the Trustees, and pub- 
lished in The American Journal of Psychiatry 
during the past year. These covered such im- 
portant issues as family life planning, con- 
fidentiality and privilege, abortion, and aboli- 
tion of capital punishment. 

Amicus curiae briefs were prepared for the 
Maxwell v. Bishop case (capital punishment, in 
the Supreme Court) and the Lifschutz v. Arabian 
case (confidentiality, in the California supreme 
court). 

The Trustees financed APA’s participation in 
the newly established Accreditation Councils 
for Mental Retardation Facilities and Psy- 
chiatric Facilities within the Joint Commission 
on Accreditation of Hospitals. 

The Trustees produced an operations manual 
as required by the new Constitution. This 
source document is invaluable to councilors, 
trustees, assemblymen, and chairmen of com- 
missions, committees, boards, and task forces. 


Constitutional Committees 


The Committee on Constitution and By- 
Laws made major revisions to clarify the new 
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constitution and to extend some of its pro- 
visions. 

The Committee of Tellers undertook the 
election of trustees by area, using color-coded 
envelopes to assist in visual sorting for counting 
by area. 

The Reference Committee met regularly 
throughout the year and included in its meetings 
a full session devoted to policy matters. 


Councils 


The APA staff found it necessary to give in- 
creased support to the councils. In order to in- 
sure required staff input, a new schedule will be 
put into action this fall to replace the old fall 
committee meeting schedule. The new system 
calls for two councils with their components 
to meet on one weekend. This will enable the 
staff to give the more intensive support required. 

A distinguished new task force monograph 
series has been inaugurated for publication of 
outstanding reports by APA units. 


Office of the Assembly of District 
Branches 


Sixty-three district branches are now in op- 
eration, including two in Canada. All except 
the one in North Dakota are able to process new 
members. 

Extra staff work has been required to imple- 
ment the Speaker's program and give service 
to the executive committee of the Assembly, the 
newly formed Assembly committees, and the 
area members and area councils. Twenty-five 
district branches now have their own executive 
secretaries. 


APA Headquarters Operation 
Deputy Medical Director 


The Deputy Medical Director, Dr. Hogan, is re- 
sponsible for administration and personnel, rela- 
tions with the South American countries and the 
Inter-American Council of Psychiatric Associa- 
tions, the minutes of the Board of Trustees and its 
Executive Committee, and for watching over ap- 
pointments of councils, committees, and task 
forces, and receiving their reports. He also han- 
dles all the insurance matters of the Association. 
In addition, he serves as a member of the exec- 


utive committee of the Assembl istri 
Branches. ^ 4 ian 


Public Information Office 


Beginning this year this department will be 


designated the Division of Public Affairs; it will 
have a permanent sectio; n 
tions. 

Psychiatric News continues to enjoy great pop- 
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ularity and very wide readership among n 
bers. 5 

The APA Appointment Book for 1970: 
successful, as usual. We printed some 
copies; all but 50 were sold. x. 


Membership Department 


The recruitment activities of this depa 


idency training program a packet of infoi vt 
with applications for his residents in order to ree | 
cruit them as members-in-training. In additi 3 | 
an individual mailing was made later in the year 
to each potential member-in-training with a 3 
ering letter signed by the President. Some 6j 
APA brochures were distributed in these ma 

One thousand applications for new memi 
in various classes were reviewed by the sta 
insure their constitutional conformity. 

The 1970 Membership Directory appeare 
March 1970. A new automated printed fo 
increased its readability. > 


The American Journal of Psychiatry 


The Journal has continued its efforts to upgrade 
the caliber of its scientific and scholarly papi 
and the membership response has been very favi i 
able. Its main problem continues to be the large — 
backlog of accepted manuscripts—a probl 
faced by many high-quality journals these days. 


Hospital and Community Psychiatry Ser 


Mrs. Pat Vosburgh, the editor of Hospital 
Community Psychiatry, who has worked for 
since 1951, announced that she would retire fro! 
full-time employment on September 30, 1 ( 
and discussed with the Editorial Board its wishes 
regarding her successor. Dr. Donald W. Wo | 
mersley, now APA Chief of Professional Servi | 
was named editor. 


P 
Professional Services Division EU 


Beginning in March 1969, fees charged Hospi 
tal and Community Psychiatry Service membe 
were based on personnel count rather than teni P 
dential population (beds). Since the revised fi 
mula represented a large increase for some set bd | 
members, they were given the option of bsc 
ing their fees by only 25 percent the first year. 1 " 
full increase, which will be charged next year, 
produce about ten percent additional income 
from service fees. j 

More than 1,000 people attended the 21 
pital and Community Psychiatry Institute 
allied meetings in Houston, Tex. The theme 
"Manpower and Money." The next Institut ; 
return to Philadelphia, the site of the first; !* 
scheduled for Sept, 21-24, 1970. The theme 
“Partnership Models,” will provide a foct " 
consideration of various kinds of collaboratie 
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arrangements in the delivery of mental health 
services. 


Administrative Services 


Contracts for services were renegotiated. These 
saved the Association approximately $1,450. Re- 
negotiated heat and air conditioning contracts 
saved $1,020; renegotiated trash service contracts 
saved $430. Boiler room controls have been re- 
modeled; a new sump pump basin has been in- 
stalled in the subbasement of the Museum build- 
ing, General repairs have been made. 

In the APA headquarters 63 meetings have 
been serviced, representing a 31 percent increase 
over the previous year, 

The print shop volume. has increased ten per- 
cent. The use of the Xerox machine has greatly 
increased, and methods for improvement are still 
under study. 

Some 175,549 pieces of mail were handled. This 
department is also responsible for personnel man- 
agement and has improved that operation enor- 
mously. 


Publications Services Division 


This department's principal task is the support 
of publications, the promotion of subscriptions, 
and the business management of all publication 
endeavors. For example, subscriptions to The 
American Journal of Psychiatry increased by 13 
Percent. A new fee structure was established for. 
Hospital and Community Psychiatry, making it 
financially solvent. 

_ A new advertising commission rate was nego- 
tiated with Steven K, Herlitz Co., and subscrip- 
tion lists were computerized. 

DSM-II, a best seller last year, continues to top 
the sales of APA publications with an income of 


Convention and Meeting Management 
Mrs. Phyllis Woodward left her post as con- 
vention manager; as a temporary measure a spe- 
cial assistant to the Medical Director, Mr. Dom- 
inic Deriso, was designated to continue essential 
meeting arrangements. ‘ 
ü The number of individual meetings has con- 
"ld to increase. Because of this additional 
Work load Mrs, Francis Cady served as a full- 
me temporary employee for six months. 
th € annual meeting at Bal Harbour, Fla., was 
€ third largest in APA's history. Planning for 
a San Francisco annual meeting anticipated an 
me of 10,000. Because the Civic Auditor- 
d was not large enough to handle all the APA 
one it was necessary to devise a compli- 
ane Plan for meetings using several other fa- 
ities, 
es Medical Director’s staff notes that the 
nual meeting policy should be changed to use 
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only those cities with adequate convention facili- 
ties. 
Manpower Division 

Between July 1969 and June 1970 the focus of 
the APA-NIMH Manpower Contract was the 
1970 Census of Psychiatric Manpower Utiliza- 
tion, which comprises a full-scale updating of the 
computer-based information carried regarding 
approximately 25,000 members of the National 
Psychiatric Manpower Pool (the population qual- 
ified by education and experience to deliyer psy- 
chiatric services to the nation). 


Physician Education Project 


This project sponsors an annual colloquium and 
consults with regional, state, and local continuing 
education programs for the primary physician in 
the field of psychiatry. A special publication, Psy- 
chiatry for the Primary Physician, has been pre- 
pared by Dr. Robert Campbell. It covers princi- 
ples, guidelines, methods, and procedures derived 
from the past publications of colloquia into a 
guidebook in the form of a digest for continuing 
education program directors. A grant of $2,500 
has been awarded by Smith Kline & French to aid 
in the cost of publication. 


Information Processing Project 

The completion date of the project, originally 
set for May 31, 1969, was extended to December 
31, 1969, without additional funds by NIMH. 
The final report of this project and that of the 
Herner Company, the contractor for data process- 
ing, is available at APA headquarters. 


Continuing Education for Psychiatrists 

The self-assessment program reached 5,100 
APA members; 1,515 did not return their answer 
sheets. The reaction to the test was largely favor- 
able. Most people who wrote expressed a desire 
to compare their performances with those of the 
rest of the group. Patient-management problems 
aroused more interest than other sections of the 
examination. 

Some 1,336 residents also took the test. In 
general it may be said that residents scored high- 
est in tests of personnel management problems 
and lowest in social and administrative questions. 
They performed well on the basic sciences. Per- 
haps the most valuable returns from this study 
were the calculation of an approximate baseline 
against which individual group scores might be 
compared and more importantly, the validation 
of individual questions in the test. 

The Illinois District Branch sent out 655 ques- 
tionnaires asking what kinds of continuing educa- 
tions courses were needed. Two hundred ninety- 
five responses were received. The APA staff will 
process the results as a guide to further develop- 
ment of demonstration courses and evaluation 
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techniques. Plans are being made to repeat the 
self-assessment exam in 1972. Collection of ques- 
tions will begin in the fall of 1970. 


Joint Information Service 


During the past year the Joint Information 
Service (JIS) published three works and com- 
pleted most of the work on three others. One of 
the published works, The Staff of the Mental 
Health Center, is by far the most ambitious proj- 
ect that JIS has undertaken in its 12 years. It 
represents a field study of about 600 people work- 
ing in eight federally funded community mental 
health centers. Another publication we consider 
truly groundbreaking is called The Mentally Ill 
Offender, a national survey of treatment programs 
for this neglected category of the mentally ill. 

Studies of rehabilitation centers and halfway 
houses are nearing completion, as is a national 
survey of salary schedules in state facilities and 
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community mental health centers. 
Library and Museum 


The American Psychiatric Museum Associa- 
tion operates a library and a museum; this year 
the library added 1,130 volumes, received 225 
journals, and added three taped memoirs to its 
distinguished historical series. The APA li- 
brarian, Mrs. Jean Jones, continues to give lead- 
ership to the mental health librarians of this coun- 
try and to encourage the development of resources 
in psychiatric libraries. 

The Museum has been closed for most of the 
year. Efforts to raise funds from outside APA 
have been unsuccessful. In spite of this handi- 
cap, plans have moved forward for an active 
audiovisual program of teaching materials as the 
Museum's primary responsibility. 


WALTER E. BARTON, M.D. 
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"For 45 years, successive Presidents, Councils, 
and Boards of Trustees have felt that the struc- 
“ture and organization of the American Psy- 
iatric Association were neither adequate nor 
E to meet current and future needs. 
- During this time there has been a strong feeling 
- among leaders and members that ways must be 
- folind to make the Association more effective 
nd representative as a policy-making body. 
"The 1925 Presidential Address of Dr. William 
A. White stimulated the first official attempt to 
"find faster ways to learn the thinking of the total 
“membership about the formulation of APA 
- policy. From that point presidential addresses 
“and council minutes reflect a growing concern 
“about how to insure grassroots participation in 
APA affairs. This concern led to the Airlie 
House Conference in 1964, which resulted in the 
omplete reorganization of the internal structure 
Of the Association. It led to the second APA 
À Council Planning Conference in December 1968, 
Which has the potential of restructuring our 
external relationships. 
The Assembly of District Branches as we 
Ow it today was the product of that same 
cern and of a series of concerted actions on 
‘the part of officers, councils, and an interested 
and cooperative membership. 
In 1927 the formation of “District Societies” 
IS authorized. Such societies were formed and 
1 Served a useful but local function; they quickly 
_ became affiliate societies. Therefore in 1936 a 
Constitutional amendment provided for the 
Ormation of “District Branch Societies” 
limited to APA members. For 13 years none 
E is formed. 

By 1944 the need for the Association to 

€ngthen and expand its local activities and 
representation had become more clearly defined. 
lere was a widespread feeling among the mem- 
Bers that they were closed off from active partici- 
Pation in the policy-making process and that 
-Ouncil was functioning in an ivory tower, ruled 
ova Small autocratic group of the old guard. At 
time President Karl M. Bowman appointed 
pecial committee to study the reorganization 
APA and invited representatives from the 
liliate societies to observe Council in action. 


E. Teport was presented by the Speaker of the 
mbly of District Branches at the annual business 
"eng in San Francisco, Calif., May 12, 1970. 
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Report of the Speaker 


In 1952, under the presidency of Dr. Leo H, 
Bartemeier, Dr. D. Ewen Cameron, then Presi- 
dent-Elect, crystallized the plan that led to the 
establishment of an Assembly of District 
Branches. His determined efforts and parlia- 
mentary skill resulted in an amendment to the 
By-Laws authorizing its formation as an official 
body of APA. This action gave real purpose and 
meaning to the district branch movement. Dr. 
Cameron believed that through a district branch 
system a reservoir of immense but hitherto latent 
power could be set into action, that the district 
branches would prepare the younger members 
for involvement in the national affairs of the 
Association, and that initiative would flow up- 
ward to APA from the members. 

Thus through the years the concerted efforts 
of successive Presidents, Councils, and Boards 
of Trustees, and an increasingly informed mem- 
bership have created in the Assembly and its 
district branches a mechanism for identifying, 
facing, and attempting to solve existing and 
emerging problems and issues; developed a vast 
network for the gathering and dissemination of 
information and opinion; and placed the 
initiation of national policy within the province 
of the Assembly and district branch member- 
ship. They have created in the Assembly an 
arena for informed discussion on matters of 
collective concern and a towering source of 
strength for the Board of Trustees. 

Today the Assembly of District Branches is 
the major arm of the Association. It is a highly 
responsive mechanism, able to work through 
sophisticated ^ substantive issues rapidly, 
thoroughly, and with informed judgment. 
Through its resolutions and recommendations, 
the Board of Trustees can in fact speak for the 
general membership in matters of policy. 

Members of the District Branch system are 
aware of the responsibilities imposed by the 
Association. Therefore, in planning its 1969- 
1970 activities the Assembly looked at the cul- 
tural dislocations with which we live and the 
changing intellectual styles and concerns. It 
attempted to reevaluate its role in the Association 
in light of the turmoil of our times. It searched 
for a redefinition of goals consistent with the 
increasing democratization of APA. It reviewed 
objectively the values and goals that brought it 
into being. It asked whether we are facing the 
reformation of traditional attitudes by a new 
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generation or a more fundamental revolt whose 
long-range effects cannot yet be divined. 

This year the Assembly has illustrated all the 
complexities possible within the confines of a 
fairly rigid organizational framework, which 
must have some rigidities in order to stand. It 
revised its own meeting format, strengthened 
district branch meetings, encouraged active 
leadership at the local level, and recognized the 
vital importance of area council meetings in 
distilling and refining the ferment of ideas and 
concepts arising from the district branches. _ 

It focused its attention on the role of the 
Assembly in the formulation of APA policy; its 
place in the development of position statements 
on social issues; the question of the delivery and 
financing of mental health services; its role in 
supporting and influencing local, state, and 
federal legislation; and the proper relationship 
of the Association and its branches with rapidly 
decentralizing governmental functions. It estab- 
lished and developed a mechanism for the up- 
ward flow of information and began an attempt 
to provide vertical and horizontal links among 
groups with similar problems, It studied the 
alleged increase in psychiatrists’ fees and the 

question of the relationships between psychia- 
trists and psychologists, It learned that state and 
county medical societies on the whole are more 
interested in involving psychiatrists in medical 
affairs than psychiatrists are interested in being 
involved. It is undertaking the development of 
cee a Courtroom testimony by psychia- 
trists and a signed the whole issue of privileged 
communication to the same task force. —— 

„The Assembly considered methods by which, 
with its district branches, it can best give guid 
ance and support to the Association in finding 
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the role the psychiatric profession should play 

these rapidly changing times. At this annual 
meeting the Assembly devoted most of thre 

days in its area council meetings and on the floor 
of the Assembly itself to the burning issues of the 
day. E 
The reports of the area members, the minute 
of area councils, the reports and recommenda- 
tions of Assembly committees and task forces; 
and the positive actions taken by the Assembly 
and its executive committee document the 
sembly's growing sense of responsibility in helps 
ing APA plan and shape the future course o 
American psychiatry. MN 

Today, with 63 District Branches encom 
passing the nation and 84.8 percent of th 
membership of the Association, the. evidence 
indicates that mutual responsiveness betwe 
the Assembly and the Board of Trustees hi 
reached its highest peak to date. Almost never) 
has there been heard an echo of the old “we the 
membership" and "they the APA” polarizatio 
of former years. The dreams, aspirations, à 
objectives of the originators of the district 
branch concept are indeed in the process of bes 
ing achieved. 

As to the office of Assembly Speaker: This 
office would be untenable without the strong. 
support provided by a wisely functioning Asi 
sembly executive committee, a strong committee 
structure, the continuing. support of the officers, 
delegates, and members of the 63 disti 
branches, and the dedicated staff at APA. Theil 
combined strengths, council, guidance, advice, 
criticisms, and demands have given me a rich 
rewarding, and memorable year. 


PERRY C. TALKINGTON, M.D. 
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Program for the Assembly of District Branches 


It has become the custom for the Speaker- 
Elect to present his program to the Assembly of 
District Branches and to the membership of the 
Association on the occasion of his assumption 
of the responsibilities of Speaker. 

The Assembly, like many other social institu- 
tions of our time, is continuing to undergo rapid 
change and development. In the past year there 
have been important modifications in its methods 
of functioning and further development of the 
area council system, Many substantive issues 
have been considered and there has been a con- 
tinuing growth in the ability of the individual 
delegates and officers of district branches to deal 
with the mass of data and the numerous demands 
for Opinions regarding policy positions needed 
onissues of great national consequence. 

Under the skilled guidance of my predecessor, 
Dr. Perry C. Talkington, a new model for the 
Assembly appeared and began to function ap- 
propriately. It is my belief that a period of time 
will be required to consolidate the many changes 
that have been made and to assess their impact 
on our total program and function. It is my 
intention, therefore, to continue the organiza- 
tional and procedural policies initiated by Dr. 
Talkington. There are, however, several special 
areas that I believe the Assembly should empha- 
size during the coming year; I propose to discuss 
these areas briefly. 


District Branch Development 


3 One priority will be continuing district branch 
evelopment. While some of our district branches 
are sophisticated and responsible, there are 
others that require considerable. support and 
assistance to become mature and responsible 
psychiatric organizations. The area members 
ua alternate area members will need to devote 
eol to these supportive activities. I have 
ne Particularly impressed with the helpfulness 
n visits to the district branches concerned, and 
personal relationships with their officers and 
members, 
d ake important means of assisting the 
Tict branches is to involve them as much as 
Possible in relationships with each other through 


—— el 


the s report was presented by the Speaker-Elect of 
Dess m embly of District Branches at the annual busi- 
ceting in San Francisco, Calif., May 12, 1970. 
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participation in area council meetings. These 
meetings offer an excellent opportunity to share 
problems and difficulties, and to seek solutions 
from members with similar experiences. 

In addition, I plan to continue to encourage 
officers of district branches to participate in 
Assembly activities. I also hope to improve their 
awareness of the resources available to them 
when questions arise. Our membership is still 
insufficiently aware of the complexity and 
importance of the operations of APA, and they 
need to know how to get help when they are in 
trouble. Communication, as always, is vitally 
important. 


Area Council Structure 


A second area of development is that of the 
new area council structure, Here again, some 
areas have been meeting together for several 
years and have developed working friendships 
and associations. Others require additional con- 
tacts and assistance. It is my hope that Dr. 
Harry H. Brunt, the Speaker-Elect, or I will be 
able to participate in most of the area council 
meetings: My experience has shown that tltis 
mode of involvement has frequently proven 
helpful. With experience, the areas will become 
more sophisticated in their concerns and more 
effective screening mechanisms for ideas from 
the district branches. They will also provide 
channels of communication to the district 
branches from the Board of Trustees. Area 
councils need to develop expertise in carefully 
considering a wide variety of issues to be brought 
to the Assembly, in refining and polishing 
resolutions, and in furnishing adequate backup 
material for discussion at the district branch 
level before final action. 


Important New Issues 


The Assembly is moving this year toward a 
more mature consideration of issues confronting 
psychiatry that will become increasingly impor- 
tant during the 1970s. I refer particularly to the 
subject of national health insurance, which is 
currently under active consideration by the 
Congress and the administration, There are many 
such vital matters that concern us all. We must 
perfect the means and the knowledge to form 
our opinions, to encourage psychiatrists to be- 
come involved and aware of the issues, and to 
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express our positions effectively where it counts: 
to our legislators at the state level, to our 
representatives in Congress, and to the many 
relevant government organizations and bureaus. 
If our opinions are to have effect they must be 
well thought out, thoroughly discussed, repre- 
sentative of the majority of our membership, 
and presented effectively in time for considera- 
tion in final planning and decisions. This in- 
fluencing process will be a continuing challenge 
to psychiatrists and their organizations. The 
Assembly of District Branches will play a key 
role, í 


We are in the midst of an exciting period of 


“sy 
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accelerating change in our social structures . 
in our roles in medicine and as citizens. 
adequate preparation and development of 
_ district branch system and the Assembly we 
be able to exert influence at all levels, 
we can formulate positions that are firmly 
on an adequate consideration of issues. I 
to do everything in my power to help p 
and guide the Assembly of District Branches : 
it assumes an even more significant leadersh 
role in the search for solutions to the problem 
confronting us all. à 


Jonn S. VisHER, N 
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1970 Annual Report - 
of the American Board of Psychiatry and Neurology 


The Directors of the American Board of Psy- 
chiatry and Neurology for 1970 are i 

Appointed by the American Medical Associa- 
tiom; Dr. Clark H. Millikan (until December 
1970), Dr. Robert L. Stubblefield (until Decem- 
ber 1971), Dr. Arnold P. Friedman (until De- 
ember 1972), and Dr. Shervert H. Frazier 
(until December 1973).' 

Appointed by the American Neurological 
Association: Dr. Samuel A. Trufant (until De- 
cember 1970), Dr. William M. Landau (until 
December 1971), Dr. David B. Clark (until 
December 1972), and Dr. Thomas A. Farmer 
(interim appointment). 

Appointed by the American Psychiatric 
Association. Dr. Walter E. Barton (until De- 
cember 1970), Dr. Harvey J. Tompkins (until 
December 1971), Dr. Milton Greenblatt (until 
December 1972), and Dr. Lester H. Rudy (until 
December 1973). 

At the annual meeting in December 1969 Dr. 
Walter E. Barton was elected President, Dr. 
Arnold P. Friedman, Vice-President, and Dr. 
Shervert H. Frazier, Jr., Secretary-Treasurer. 
Information about specific committee assign- 
ments may be obtained by writing the Secretary 
of the Board. 


Examinations 


Part I 


3 Because of the difficult and time-consuming 
ask of composing and editing questions for the 
Written examination, the Examinations Com- 
WE. requested that it be enlarged to include 
in Né three Diplomates in Psychiatry and three 
In Oey who are not Directors of the Board. 
in ctober 1969 the Board appointed the follow- 
a Diplomates to serve on the Examinations 

Ommittee: Dr. S. Mouchly Small, Buffalo, 
Va Y. Dr. W, W. Spradlin, Morgantown, W. 
i and Dr. Harvey D. Strassman, Chicago, 
Balti in Psychiatry; and Dr. Erland Nelson, 
ciaoe, Md, -Dr. Sidney _ Schulman, 
e cago, Ill, and Dr. Stanley van den Noort, 

eveland, Ohio, in Neurology. t 

At its meeting in Philadelphia in December 
committee devoted two full days to 


aR 
term arse, Directors are serving their second four-year 


nd are not eligible for reappointment. 
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examination content and procedures, They will 
meet in early Fall 1970 to compose the 1971 
written examination. 

The pool of questions for neurology is large, 
but it was necessary in late 1969 to ask the 
assistance of over 200 psychiatrists in the 
formulation of questions to be used for psychiatry. 
While the response has been good, additional 
requests will go out so that all areas of psy- 
chiatry will be included in the questions. 


Part II 


In 1969 Part II (oral) examinations were given 
in New Orleans, La. (Feb), Detroit, Mich. 
(April), Chicago, Ill. (Oct), Memphis, Tenn. 
(Nov), and New York, N. Y. (Dec.). For the 
first time, small (*mini") examinations were 
given. These were identical in format to the 
regular examinations, but only 50 instead of 100 
to 135 candidates were accommodated each 
day. These “mini” examinations were highly 
successful but expensive in time and money. 

Table 1 indicates the increase in number of 
candidates for the examinations; table 2 shows 
the resultant large number of candidates eligible 
for the Part I examination on April 6, 1970. 


Child Psychiatry 


Members of the current Committee on Certi- 
fication in Child Psychiatry are Dr. J. Cotter 
Hirschberg, Chairman, Dr. H. Donald Dunton, 
Vice-Chairman, Dr. Stuart M. Finch, Secretary, 
Dr. C. W. Daeschner, American Board of 
Pediatrics representative, Dr. Barbara Fish, Dr. 
John F. McDermott, and Dr. Robert L. Stubble- 
field. Dr. McDermott, chairman of the depart- 
ment of ‘psychiatry, University of Hawaii 
Medical School, succeeded Dr. James S. Sussex, 
whose term expired. 

In September 1969 the committee conducted 
its annual examination for 75 candidates’ at 
Children's Psychiatric Hospital, Ann Arbor, 
Mich. The next examination will be held in 
September 1970 in Indianapolis, Ind. 


Internship Requirement 


Unless program directors in medical schools 
and in residency training centers are given the 
freedom to experiment with changes in the 
curriculum, innovation will be stifled. Already 
concern has been expressed whether the product 
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TABLE 1 
Comparison of Examination Candidates, 1968-1970 


Total eligible 1467 1,460 
Total who ‘examination 1,355 1,301 1,262 
Total who actually appeared 1,166 1,006 1,262 


——————— 
——————— 


of new programs will be accepted by Boards and 
state licensing bodies, 

Presently residencies are experimenting with 
the development of tracks such as increased 
elective time, earlier specialization, inclusion of 
the internship year in the fourth year of medical 
school (with such rotation 
medicine, pediatrics and/or elective), and the 
absorption of the internship into the first year 
of residency, 


1968 1969 1970 


1.682 


Effective July 1, 1970, the American Board of 
Nesrolony, Inc., will not ice 


rology, Inc., for a doctor of osteopathy 

he is duly licensed to practice the healing arte i 
: States; 2) he is of high 

moral, ethical, and professional Standing: 3) he 

is a graduate of an osteopathic school im the 

United States; 4) he has 

a year's internship in pais gn ae 

Surgery, pediatrics, or a 

proved by the Council of Medical 


the American Medical Association; and 5) he 


has satisfactorily completed the Board's special- 
ized training and experience requirements in psy- 
chiatry and neurology. 

The Board will not accept any substitute (pre- 
vious osteopathic internship, military Service, a 
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TABLE 2 


Summary of Candidates Declared Eligible for 
April 6, 1970, Part | Examination 


NUMBER 


NUMBER DECLINED OR NUMBER 


- CATEGORY ELIGIBLE WITHDREW — REMAINING* 
Neurology 222 21 201 
Psychiatry 1,460 399 1.061 
Total 1,682 420 1,262 


“For written examination, March 1, 1970. 


number of years of practice, etc.) for the AMA 
internship requirement for doctors of osteop- 
athy. w 

The training director of an approved training 
program in psychiatry or neurology may accept 
into his program, without jeopardy to its ap- 
proval, a duly licensed osteopath who has not 
completed an AMA-approved internship. This 
individual, however, will not be. eligible for 
examination until he has satisfactorily com- 
pleted such an internship. 

On December 23, 1970, a letter calling at- 
tention to new policies of the Board on intern- 
ships, osteopathy, licensure, and examinations, 
Was sent to all directors of approved training 
Programs. Early in 1970 these same training 
directors received information on the Program 
for Special Training and Qualifications (PSTQ) 
and the 1970 pamphlet, Information for AP 
plicants, 


Examination Statistics 


The number of diplomates certified increased 
by 495 between 1968 and 1969. The percentages 
in the various areas of certification (Psychiatry, 
Neurology, or Psychiatry and Neurology) 
showed differences of less than one percent, be- 
tween the two years (table 3). 

Pass-fail rates for the year ending Decem- 
ber 31, 1969 (tables 4 and 5) as compared to 
t for the preceding year showed an increase 
in the pass percentage (3.8 percent). This is only 
a matter of information; no interpretation has 


, TABLE 3 f 
Diplomates Certified as of December 31, 1969 


NUMBER PERCENT 


(N= 10462) * 
oe ee dona 
Psychiatry 8,446 808 
Neurology 1.009 96 
Psychiatry and Neurology 997 95 


J Thete figures da not include the 31 candidates issed the examnination 
Ert erece Cone i Prat ara a T d no Dad t 
Cortncater oe Special Caricato in Neurology The holders of SPa 
Amd cannot oe Col Pontes cerae to practice inthe United States or CH 
pend Nerio e ta Dblomates of tho American Board of 

2^0f this total. 1149 are known PERE hiatry, 44 ^ 
neurology. and 348 im payehitny and roaraa i5 tons 
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TABLE 4 
Test Results, 1969 
pau 
CATEGORY TOTAL 
CHILD SUPPLEMENTARY SUPPLEMENTARY ^ 
RESULT PSYCHIATRY NEUROLOGY NEUROLOGY PSYCHIATRY NEUROLOGY NUMBER PERCENT 
I MMM———————————————————————————————————————— 
Passed 522 95 7 9 1 = 627 614 
Failed j 17.3 
First failure 82 22 1 — — 105 
Two-year rule" 60 12 — — — 72 
Conditioned 216 212 
(breakdown in 
table 5) 
Total 1,020°* 


“An applicant who fails Part Il twice may reapply to take both Part | and Part I at any time following a two-year period after such second failure if the 
application is accompanied by satisfactory evidence of additional training. 
**In 1969, 1.094 candidates were scheduled for Part II examination but 74 withdrew at the last minute or failed to appear. 


TABLE 5 
Breakdown of Conditioned Candidates 


CATEGORY BP BN cP BP,CP BP.CN BNCP BN.CN CPCN TOTAL 
Psychiatry 23 10 35 16 7 22 8 14 260 20 181 
Neurology 2 qo mL 4 3 = 2" — "0 - 32 
Child neurology "s E 1 — 1 = af — — 1 3 
"BP basic psychiatry, BN = basic neurology, CP= clinical psychiatry, CN = clinical neurology. 
" 
LÀ 
E 
- 
[225] 


Amer. J. Psychiat. 127:4, October 1970 


585 


THE AMERICAN JOURNAL OF PSYCHIATRY 


Current Trends in Psychiatric Education 


BY BERNARD BANDLER, M.D. 


The author describes some of the new di- 
rections now being taken in the training of 
psychiatrists and points out the problems 
they present to thorough education. He is 
particularly concerned with training ` in 
community psychiatry; he discusses four 
models of mental health care and their re- 
lation to residency programs. The author 
also stresses the need for psychiatrists to 
continue their own learning in order to 
enhance the effectiveness of training pro- 
grams. t 


E DUCATION, by which I mean the contin- 
uum from medical school through resi- 
dency that prepares young men for the prac- 
tice of their profession as psychiatrists, is 
Central to the academic perspective and to 
academic responsibility. The educational 
goal of residency training requires every 
Program to evaluate and make a statement 
9n current trends in psychiatry. Here we are 
forced to decide on goals and philosophy, 
and on criteria, relevance, and priorities. 

€ are confronted immediately by three 
Problems. The first is the explosion of knowl- 
edge and the many fields of knowledge that 
have relevance to psychiatry, from biology 
to sociology and anthropology. There is 


= 


praed on a paper read at the Third Annual Seminar 
à pe uing Education for Psychiatrists, Atlanta, 
apart eb. 1215, 1970. Copies of the original (longer) 
emic purent, Trends in Psychiatry from an Aca- 
pan of View," may by obtained from the author. 
Psychiat der was professor and chairman, division of 
and ps 24 Boston University School of Medicine, 
ass: he iatrist-in-chief, University Hospital, Boston, 
9f Man € is currently acting associate director, Division 
Tratnine won and Training, and acting chief, Psychiatry 
Branch, National Institute of Mental Health, 

print M isconsin Ave. Chevy Chase, Md. 20015, Re- 
Quests should be directed to the latter address. 
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more to know than can be learned in schol- 


arly depth. The second is the difficulty of 
predicting the future, of seeing with much 
reasonableness what the functions and activ- 
ities of the psychiatrist will be in ten years. 
The third is that few programs have all the 
specialized resources in personnel and facil- 
ities to undertake comprehensive training. 
This limitation has its advantages. "The 
master," said Goethe, in Conversations 
with Eckermann, “is first revealed when he 
works within limits." If we can agree upon 
a common core, then each program can 
develop its special character based on its 
traditions, its personnel, and the community 
in which it is located. There is great strength 
in pragmatism and pluralism when there 


- isa common language of shared values. 


What then is the core of our identity as 
physicians and psychiatrists? If we could 
agree upon it, we would have stated a basic, 
essential goal of our educational programs. 
The sine qua non, I believe, is the capacity 
to understand one's self and to understand 
other people. Without this capacity, in the 
human encounter of doctor and patient, 
doctor and family, doctor and group, doctor 
and community, the resident lacks the essen- 
tial tool for becoming a psychiatrist. He 
needs to know much more, of course, and 
to develop many skills. But they are all in- 
tegrated into this central identity. Self- 
knowledge and knowledge of others, 
naturally, go hand in hand. The encounter 
with patient and with other people is always 
also an encounter with one's self. Under- 
standing of one's self and understanding of 
others are lifelong processes; they are con- 
stantly subject to advances, retreats, con- 
solidations, regressions, and renewals. 


Our task as educators is to facilitate the 
[45] 


586 


resident’s growth and learning and to make 
available to him the variety, range, and 
depth of experiences, particularly experi- 
ences with patients, that will enhance that 
learning. The crucial teacher is the patient. 
Our task as teachers and supervisors is to 
reinforce, to elaborate, and to conceptualize 
what the patient has taught. There are three 
current tendencies that may make that task 
more difficult. 


Current Tendencies 


The first tendency is a serious increase 
in the number of courses, so that the time 
devoted to seminars and other exercises de- 
creases the time available for patients, for 
thinking about them, and for reading re- 
lated to them. The greatest change in train- 
ing in the last 30 years has been the reduction 
of patient time and the increase in formal 
teaching time. I question this shift in em- 
phasis from the resident’s learning to our 
teaching and this reduction in time spent by 
the resident with the supreme teacher, the 
patient. 

The second tendency is the de-emphasis 
of the importance and contribution of psy- 
choanalytic understanding. There are many 
reasons for the downgrading of psycho- 
analysis. As a therapeutic method it cannot 
hope to reach the millions who require 
help even if analysis were indicated for all, 
which it obviously is not. Its effectiveness 
has not been evaluated; no psychothera- 
peutic method has ever been adequately eval- 
uated, since the problems of criteria, con- 
trols, and variables have not been solved. 
Then too, the yield of new analytic discover- 
ies is becoming thin. After 75 years of explo- 
ration the human psyche is no longer terra 
incognita. In addition, the psychoanalytic 
method as a research instrument poses 
problems of reliability and validity, and of 
sampling, retrieval, and reduction of data 
that are very difficult to solve. 

; What then is the role of psychoanalysis 
in psychiatric education? “American phi- 
losophers do not refute their predecessors," 
wrote Santayana in Character and Opinion 
in the United States, "they forget about 
them." So with psychoanalytic understand- 
Ing: at times it seems to be neglected, if not 
forgotten. The reason psychiatrists first 
turned to analysis, from Freud’s earliest 


[46] 


TRENDS IN PSYCHIATRIC EDUCATION 


days, was that the method opened the way 
to human understanding. 


The emphasis, I suggest, should be simply 
on the facts, the insights, the understanding, 
and the method, and not on the elabora- 
tions of theory. I believe that psychoanalysis 
is still the method par excellence for gaining 
understanding of one's self. Without contin- 
ued self-understanding there are inevitably 
blind spots and gaps in one's understanding 
of other people. The patient is the one who 
pays the penalty for our blind spots; our de- 
fensive maneuvers are at his expense. The 
achievement of psychoanalytic and psycho- 
dynamic understanding in a clinical context 
takes substantial time and a wide range of 
experience in depth with patients. 


The third current trend is the increasing 
specialization of psychiatry. This is an out- 
growth of our increase of knowledge, the 
increased number of techniques, and the 
public demand for services. The man who 
aspires to competence in all these fields of 
knowledge and skills in the course of his 
training will be condemned to both super- 
ficiality and severe indigestion. The day of 
the Renaissance man is over; the day of 
the Renaissance psychiatrist is drawing to 
a close. There is the pressure of early speci- 
alization, perhaps at the expense of clinical 
competence. “Before you can be a man of 
letters, you must first be a man," wrote 
Pascal in Pensées. Before you can be à 
teacher of psychiatry or an administrative 
psychiatrist or a community psychiatrist, 
you must first be a clinical psychiatrist. 

It is not possible in the period of training 
to study all the subspecialties of psychiatry 
in depth. I think it would be wiser for each 
program to offer courses on an elective 
basis in those areas for which it has ade- 
quate facilities and personnel. The programs 
would share in having a range of patients 
from childhood to old age. Since psychia- 
trists are physicians, the range would in- 
clude medical and surgical patients. The 
Shared techniques would be psychopharma- 
cology, electric shock, and individua" 
group, and family therapy. Families 47 
groups are more difficult to understan 
than individuals, are more taxing, and require 
more skills. As a result, I believe, the hs 
would require more preparation for a 
conduct of family and group therapy. mor 
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supervision, and more critical evaluation. 
Community Psychiatry 


Community psychiatry represents the 
most spectacular current trend in psychiatry. 
Asa result, it arouses the strongest emotions. 
The resident is often trapped in the no- 
man’s-land between warring adversaries. 
The resident is often invited to take sides 
between admired career models. His growth 
and development suffer, since genuine learn- 
ing is incompatible with discipleship. You 
are all familiar with the fiercely held battle 
lines: the analytic emphasis on the individual 
and group dynamics and psychodynamics 
in the therapeutic relationship; the com- 
munity psychiatrist’s emphasis on numbers, 
prevention, and social change, and his scorn 
of the familiar, traditional, outmoded di- 
adic relationship; the analyst’s retort that 
Social engineering goes beyond the compe- 
tence, knowledge, and skills of the psychi- 
atrist. 

Before discussing training, I must state 

_ what I mean by community psychiatry and 
talk about models, By community psychi- 
atry I mean in part the planning, organiza- 
; tion, and delivery of comprehensive mental 
| health services to a discrete population, 
often referred to as the catchment area. The 
Novelty in community psychiatry is that the 
health of the total population is its goal 
and that services should be continuous, com- 
prehensive, and coordinated, with communi- 
Es among those delivering the services. 
k ental health care, as a result, is neither 

Pisodic nor focused exclusively on the indi- 
vidual patient. 

m model, then, is the public health 
Bloc of primary, secondary, and tertiary 
Benton. In the past, and at times in the 
Bison the tendency has been to concen- 
Tesources on secondary and tertiary 

| Prevention. This tendency is due in part to 
OBS that, of four models of mental 
ieee we have in the past attempted to 
Bent More on the medical-diagnostic-treat- 

model. 


Models of Mental Health 

E think of the four models in terms of 

iene widening circles each related to 

ass Thus, rather than being in op- 
lon or incompatible with each other, 


An 
ter. J. Psychiat. 127:5, November 1970 


587 


they can be viewed as harmonious spheres. 
Since they are all familiar to you, I shall 
describe them only briefly. 


The inner circle is the medical-diagnostic- 
treatment model. It is a good model when 
disease is viewed dynamically with full 
awareness of the importance of the life his- 
tory, current precipitants, familial and so- 
cial settings, and state of the soma. 


The second model and wider circle is 
the developmental perspective. Although 
the medical-diagnostic model takes full 
cognizance of developmental psychology, 
the  biological-developmental perspective 
goes further. It goes beyond symptoms and 
beyond individuals. It can consider indi- 
vidual children in relationship to arrests 
of development, the hypertrophy, atrophy, 
and imbalance of development. But it can 
also consider whole groups of children, for 
example, in helping to plan for a day-care 
center. If the medical-diagnostic-treatment 
model is related to secondary and tertiary 
prevention, the developmental model is re- 
lated more closely to primary and secondary 
prevention. 

The third model and the third circle is 
the organizational model. The great advances 
in milieu therapy in our hospitals illustrate 
the significance and contribution of the or- 
ganizational model. This model states that 
the nature of the organization and the par- 
ticipation of all members of it in the decision- 
making process play a major therapeutic 
role in the community. The model is demo- 
cratic rather than authoritarian, egalitarian 
rather than aristocratic, while allowing for 
leadership. It involves a redefinition of lead- 
ership rather than a leveling and repudiation 
of it. Thus we have learned that the fate of 
individual patients is dependent not only 
on their relationship to doctors, nurses, 
social workers, psychologists, aides, and 
receptionists, but to their interrelationship, 
and to the atmosphere, climate, and morale 
of the total community. The milieu is the 
community, and the well-being of each in- 
dividual depends on the health of the com- 
munity. Thus the resident on an inpatient 
service can learn a great deal about com- 
munity organization and, as a result, a great 
deal about community psychiatry. He can 
learn even more if he meets with all the 
community organizations that intersect in 
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the patient’s life, visits the patient at home, 
and continues in his relationship with the 
patient after discharge. 


There is, however, a crucial difference 
between organization and community as 
experienced in the hospital and as it exists 
in reality. The members of the organization 
within the hospital have major power and 
control even when the hospital organization 
shares power and control with the com- 
munity. Our patients’ lives are inextricably 
involved with education, housing, jobs, wel- 
fare, church, and police; city, county, state, 
and federal bureaucracies; and the complex, 
shifting structures and substructures of 
their communities. Here neither we nor our 
patients, nor the communities themselves, 
have control and power. Here the citizens 
and neighbors of the communities, particu- 
larly such minority communities as inner 
city ghettos, are incredibly helpless and 
powerless to effect any control over the 
organizations that determine their desti- 
nies. And among these agencies of the es- 
tablishment I include hospitals, departments 
of psychiatry in medical schools, and county, 
city, and state departments of mental health. 
We as members of the establishment are 
often unwilling to extend the organizational 
model to include the wider community be- 


yond our doors and to share our power and 
control, 


The fourth model and widest circle is 
the ecological one. This model states that 
the health of the total system depends on 
the appropriate interactions and balance of 
all elements of that System. Mental health 
1$ one system among many larger and more 
significant Systems. Mental health has a 
significant role to play. The black Citizens 
in our communities, however, may be much 
more concerned with such issues as garbage 
collection, rat control, street lighting, and 
police protection than" with mental health. 
They can see us, in the light of the police 
model, as agents for the preservation of 
law and order who use mental health as a 
method to persuade them to adjust to white 
racism. They can see us as offenders against 
their dignity as human beings and as con- 
querors imposing middle-class white values 
on the rich creative values of the com- 
munity. They can see us as exploiters who do 
research on them in order to write our pa- 
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pers and gain national reputations. They 
can see us as members of the establishment 
who obtain funding in their name that we 
use for white professional salaries while we 
offer them inferior jobs as indigenous work- 
ers in satellite clinics. They see us with our 
catchment areas on the model of colonial 
powers, staking out their claims while co- 
opting the elite among the natives, or on 
the model of plantation owners, co-opting 
the brightest and most able slaves. s 

From the point of view of the community, 
we are in their catchment area, and the com- 
munity mental health center is the com- 
munity’s mental health center. The com- 
munity has been incredulous at seeing 
generations of professionals descend on it 
to give them the benefit of their expertise 
when these professionals seem so incapable 
of respecting the community, of learning 
from it, and even of understanding them- 
selves. 

The community has responded with the 
development of a new educational device, 
confrontation. Confrontation over time, 
I believe, is the extraordinary educational 
method by which the minority community 
tries to educate the establishment. 


Residency Training 


There are two implications of these mod- 
els in respect to residency training that I 
should like to discuss. The first is the en- 
largement of our concept of the psychiatrist, 
a shift in the nature of the model that we 
as models and as teachers place before our 
residents. It is necessary, I believe, to achieve 
a change and a new synthesis in ourselves. 
The second is the nature of consultation and 
the training of residents in community 
consultation. Pe Ben 

The psychiatrist as an ideal, individua 
model, and academic leader should, I be- 
lieve, be able to integrate these four models 
comfortably into his professional self-iden- 
tity. They should be considered complemen- 
tary rather than antithetical, mutually i 
riching rather than diametrically opposec- 
They should be synthesized into a compe 
hensive perspective rather than thought © 
as individual lenses of different orders 9 
magnification, to be put on or taken 9 
depending on occasion and circumstance 
They are not to be thought of as micro- 
Scopes and telescopes that cannot be usé 
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simultaneously by the same individual. To- 
gether they constitute a comprehensive 
perspective that simultaneously embraces 
the individual and the community. If the 
psychiatrist has not made this an actuality 
in himself, how can he be an adequate model 
for the residents? How can they grow as 
individuals or learn as professionals to as- 
sume the responsibilities for innovation and 
creativity that will shortly be theirs? 

We have inherited and are part of educa- 
tional and service delivery systems that 
are outmoded and inadequate. We are 
striving to change these systems. One cru- 
cial way of helping our residents to over- 
come the limitations of these systems is to 
continue the process of learning, growth, 
and change in ourselves. I am talking about 
an actualization of perspectives in ourselves 
So that we may be adequate models for our 
residents and facilitate their growth. I do 
not mean that each of us and each resident 
should have all the knowledge and skills-to 
be a practitioner of each of these perspec- 
tives, But it is important, I believe, that we 
share a common perspective whatever our 
individual emphases in practice. 


The Mental Health Facilitator 


The training in consultation in commu- 
nity psychiatry that I believe should be part 
of the core of all residency programs re- 
quires a conceptual model, a curriculum, 
and a carefully supervised practice. We have 
developed from our experience the following 
model of the consultant, whom we call the 
ps health facilitator. We began by think- 
E two systems: the mental health system 
i the community system. The community 
cn consists of all the organizations that 

itally affect the lives of the residents of the 
community, 

E ‘Problem, then, is to establish links 
a uild bridges between the mental health 
d ES and the community system in respect 
fon Ormation, development and coordina- 
Rut of services, and facilitation of their 
fin adaptation, We assume also that the 
Fart ary focus of citizen interest is on some 
E the community system, such as the 
Eee centers of Model City pro- 

ES It is people in these agencies who will 
E the residents of their areas. Repre- 

lves from them will have been to 
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people’s homes and will be cognizant of 
their needs. Our goal is to see that the indi- 
vidual who enters the structure of the com- 
munity system as a person and who becomes 
abstracted into a patient when he enters 
the mental health system is eventually re- 
turned to his roots in the community system 
as a person. 


We think of the consultant or the mental 
health facilitator as a member of both 
systems, equally responsive to their respec- 
tive needs and priorities. Usually the con- 
sultant is thought of as moving unidirection- 
ally, as does an ambassador who represents 
only his native country. We think of the men- 
tal health facilitator as moving in both 
directions, an ambassador from each sys- 
tem to the other. One of his most valuable 
activities is to be an agent of flexibility 
and innovation in the mental health system, 
illuminating its rigidities, inadequacies, and 
deficiencies as seen by the community sys- 
tem. We consider his activities as consultant 
to include home visits with neighborhood 
workers, diagnostic evaluation, prescription 
of drugs, demonstration of brief therapy, 
and participation in staff conferences. We 
think of him as available to the personnel 
of the agency and as an advisor (when in- 
vited) to the director, ambassador of the 
agency to other agencies, and interpreter 
(when invited) to the board of the agency. 
He defines his role through his ability to 
learn, through his responsiveness to the 
needs and priorities of the agency, through 
his demonstration of professional skills, and 
through his willingness to provide service. 
He brings the agency into relationship with 
the mental health system, developing the 
mechanism for referral of patients and 
for continuity of care. 


An experience essential to training in 
community psychiatry is working as a 
resident in the setting of a community 
agency. Merely being placed in such an 
agency does not lead automatically to train- 
ing in community psychiatry. Such place- 
ment, in fact, without preparation, without 
a program, and without expert supervision, 
may be a disastrous experience. The resident 
requires orientation to the nature and func- 
tions of the agency, its relationship to the 
mental health system, and the values and 
needs of the community. He needs an at- 
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titude of humility and an awareness that he 
has at first much more to learn from the 
community and from nonprofessionals than 
he has to give. He needs, above all, basic 
clinical competence, an ability to diagnose 
and to treat, a capacity to understand indi- 
viduals, families, and groups, and a capacity 
to understand his own reactions in an open, 
complex, confusing, and at times overwhelm- 
ing emotional experience. 

I would argue that especially in the field 
of community psychiatry, it is necessary 
to be an excellent clinical psychiatrist and to 
possess the maximum of psychoanalytic 
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understanding. I would even argue further 
the seeming paradox that the practitioner of 
community psychiatry is the one most in 
need of clinical and psychoanalytic under- 
standing in depth. The psychiatrist’s pass- 
port to the community is his core identity, 
his professional competence and under- 
standing. If he fails to demonstrate his pro- 
fessional role, if he has not the competence 
required by the two inner circles of models, 
he will have forfeited his credibility in the 
community and his capacity to serve. If he 
is anchored in his professional clinical com- 
petence, he is unlikely to find himself adrift 
on the sea of militant social action. 


I could never divide myself from any man upon the difference of an opinion, or be 
angry with his judgment for not agreeing with me in that from which perhaps within 


a few days I should dissent myself. 
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Prefrontal Lobotomy: Stepping-Stone or Pitfall? 


BY J.M.C. HOLDEN, M.D., D.P.M., T.M. ITIL, M.D., AND 
L. HOFSTATTER, M.D. 


The standard prefrontal lobotomy operation 
was introduced as a treatment for mental 


illness in 1935. Although many patients 
benefited from it, the neurological and psy- 
chiatric side effects often proved more dis- 
abling than the psychiatric illness itself. 
However, the introduction of the operation 
encouraged scientists to investigate the func- 
lions of the various areas of man's frontal 
lobes in greater detail and stimulated other 
workers to develop modified operative pro- 
cedures. The authors discuss some of the ad- 
vances made in both these areas in recent 
years and emphasize the continuing impor- 
tance of the inferomedial lobotomy opera- 
lion in psychiatric treatment. 


T HE PREFRONTAL LOBOTOMY operation for 
„A patients with psychiatric illness was 
Introduced by Moniz in 1935 (1, 2) and was 
based in part on studies in primates by Jacob- 
sen (3) and Fulton and others (4, 5), although 
there had been previous reports of the be- 
havioral effects of frontal lobe damage in 
animals and man. These studies prompted 
Manis and Lima to use a leucotome to cut 
NA cores at a depth of 3 to 7 cm. in the 
‘ ontal lobes of a group of patients with agi- 
‘ated depression; there was recovery in some. 
Fr hese crude methods were replaced by 

feman and Watts in 1936 with a more 
Sophisticated but extensive technique of 
cutting the entire fiber mass of the prefrontal 
area (6). This “standard” technique was 
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widely used for the relief of long-standing 
intractable and unmanageable mental illness, 
but the immediate surgical risks of hemor- 
rhage and infection, the neurosurgical ob- 
jection to a blind procedure, and the neuro- 
logical and psychiatric sequelae made it the 
target of criticism. After the advent of psy- 
chotropic drugs in 1952 there was no evi- 
dence to suggest that the lobotomy operation 
offered any advantages over the new drug 
therapies. Interest in the standard and other 
lobotomy operations therefore diminished, 
and these treatment procedures almost dis- 
appeared from the American therapeutic 
armamentarium. Interest in the therapeutic 
applications of lobotomy continued in other 
countries, particularly in Great Britain, and 
various modified surgical techniques have 
been employed there in different types of 
psychiatric patients (7-11). Over the past 
30 years, we have had considerable experi- 
ence with these procedures and their effects 
and feel that an appraisal of these treatment 
procedures is long overdue (7, 8, 12, 13). A 
survey of our own work and many hundreds 
of references to studies involving the op- 
eration was therefore implemented. Some 
of our impressions are outlined in this 


paper. 
The Impact on Psychiatric Treatment 
and Research: Stepping-Stones 


Clinical Studies 

Many favorable reports were published 
on the clinical results of the standard lobot- 
omy operation, but there were many others 
to dispute these, particularly when the pa- 
tients involved were chronic therapy-resis- 
tant patients on whom lobotomy was per- 
formed as a last resort. It was found to be 
primarily useful in cases of agitated depres- 
sion, in schizophrenia with prominent ten- 
sion, and in other psychiatric states in which 
symptoms had a strong affective loading. 
Freeman and Watts (6) reported good re- 
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sults in 40 percent of schizophrenic patients 
operated on, most of whom had been diag- 
nosed as hebephrenic. In a group of 144 
cases of affective psychosis, improvement 
was rated as good in 60 percent; 69 percent 
of patients with involutional psychosis made 
a good recovery. Partridge (14) reported 
on a postoperative follow-up study of 300 
patients over a period of one and a half to 
three years. He found that 30 of 74 schizo- 
phrenics made a substantial improvement 
following the operation. Six of eight patients 
with obsessional illness gained complete 
symptomatic relief. The British Board of 
Control report (15) analyzed the results of 
prefrontal lobotomy in 1,000 patients and 
recorded an overall improvement rate of 
over 35 percent; 60 percent of this popula- 
tion were schizophrenic. A larger survey 
by Tooth and Newton(16) covered over 
10,000 patients, 84 percent of whom had 
undergone the standard operation; 64 per- 
cent of this population were schizophrenic. 
Of the total group, 36 percent of the men 
and 44 percent of the women were greatly 
improved after the operation. Patients with 
predominant affective symptomatology did 
particularly well. 


Concern about the complications and 
side effects of the extensive standard opera- 
tion led one of the authors (L.H.) to initiate 
the St. Louis State Hospital lobotomy re- 
search project, designed to reduce surgical 
injury while maintaining undiminished 
effectiveness. These studies started in Sep- 
tember 1942 and resulted in the establish- 
ment of the first limited surgical procedure, 
the translateral section of the inferior halves 
of the frontal lobes, aimed at transection of 
the orbitomedial quadrants in particular 
(17, 18); see figure 1. Freeman credited 
Hofstatter with being the first to demon- 
strate the significance of the orbitomedial 
quadrants in the success of prefrontal lo- 
botomy (19). The specific objectives of this 
de-afferentiating operation were to. remove 
the excessive emotional or affective compul- 
sive overlay to symptomatology and to re- 
lieve tension and agitation when these symp- 
toms were disabling and unresponsive to 
other therapies. At the same time, damage 
induced by the operation was minimal, 
higher mental functions were preserved, 
and undesirable side effects of the standard 
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FIGURE 1 


Translateral Orbitomedial Lobotomy: 
Arc of Section” 


*Burr hole is made in the skull 3 cm. posterior to the lateral rim of the orbit 
and 5 cm. above the zygomatic process. Ventricle needle is inserted to 
determine the tip of the anterior horn of the lateral ventricle. Once located, 
a leucotome is inserted rostral to the lateral ventricle and white matter is 
transected as shown above 


operation were avoided. A similar operation 
was later developed by Jackson in England. 
By directing a curved leucotome (10, 11, 20) 
toward the inferomedial quadrant in a 
series of stabbing cuts, Jackson's operation 
ensured that as much of the tissue of the 
inferolateral quadrant as possible was pre- 
served. 

In the St. Louis State Hospital project, 
this inferomedial operation proved superior 
to the standard lobotomy and to the trans- 
orbital lobotomy introduced by Freeman. 
It is now one of the most commonly used 
procedures for operation on the frontal 
lobes to relieve psychiatric symptomatology 
(10, 11, 21). 

Sixty-six percent of the 400 patients at 
St. Louis State Hospital on whom the mod- 
ified technique was used were schizophrenic. 
It was not only shown that chronic schizo- 
phrenic patients benefited from psycho- 
surgery, but also that the rate of success de- 
pended greatly on the particular subtype of 
schizophrenia. The poorest prognosis was 
in hebephrenic schizophrenics (15 percent 
recovery rate); the best was in paranol 
States (50 percent recovery rate). 

Attempts have been made to assess the 
advantages of the lobotomy operation mn 
comparison with other psychiatric treat 
ment procedures. Friedman and others ( 
reported on a controlled study of me 
matched groups of chronic schizophrenics: 
one group received a lobotomy operation 
and the other did not. Two years after the 
operation, 37 percent of the lobotomizrr 
group had been discharged from the hospita 
only two percent of the control group hae 
been discharged. McKenzie and Kaczanow 
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ski (23) and Robin (24) found no substan- 
tial differences in long-term results for drug- 
resistant lobotomized patients and a similar 
group of drug-responsive nonlobotomized 
patients. However, McKenzie and Kacza- 
nowski’s subjects had all had the standard 
operation and were mostly chronic schizo- 
phrenics. Robin’s study did not take into ac- 
count the type of lobotomy done, nor were 
psychopathological profiles considered in 
selecting matched groups; over half of the 
patients surveyed had been diagnosed as 
"schizophrenia" or *''paraphrenia," which 
would bias the findings. 

Clinical observations in the St. Louis 
State Hospital study also suggested that even 
if symptomatology was only partially re- 
lieved by the operation, psychotropic drugs 
given postoperatively were more effective 
than they had been before the operation (25). 
Patients with less than favorable results 
responded postoperatively to psychotropic 
drugs that had not been available prior to 
the study; other patients who had been oper- 
ated on at a later period, after failing to re- 
spond to psychotropic drugs, showed addi- 


lional improvement when the newer 
Psychotropic drugs were administered 
Postoperatively (26). Other studies have 


confirmed these findings (10, 11, 27). 


N europhysiological and Neuropharmacolog- 
ical Studies 


The mechanisms of the effects of frontal 
lobe surgery have eluded precise explanation. 
Since histological studies showed Wallerian 
degeneration of fibers after psychosurgery, 
Freeman and Watts attributed the effects 
of the operation to the transection of efferent 
and afferent fibers, particularly those of the 
thalamofrontal radiation, which at the 
Plane of transection lies mainly in the lower 
Parts of the frontal lobes (6). Retrograde 

€generation of the thalamus may be associ- 
ated with the section (28). The modified tech- 
nique of Hofstatter and others (18) was based 
On the location of the anterior thalamic 
Peduncle in the medial quadrant of the lower 

alf of the frontal lobes and on the numer- 
Sus reports of emotional changes associated 
With brain lesions in the orbital quadrants. 
hit afferent and efferent fibers between 
a orbital cortex and thalamus and other 

cortical centers are severed. It has since 
en shown that the mechanisms are more 
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complex. The autonomic effector areas of the 
medial and orbital frontal lobes, which are 
primary components of the limbic system, 
are known to influence both sympathetic and 
parasympathetic activity, and a variety of 
autonomic responses can be produced exper- 
imentally in animals and man by stimula- 
tion of various areas of the orbital plate 
(29-33). In the course of our own studies, pa- 
tients who underwent a unilateral standard 
lobotomy were studied using psychophysio- 
methods(17). Psychogalvanic re- 
sponses were decreased contralaterally to 
the site of the unilateral operation, but no 
change in the emotional state of the patient 
was observed. The diversity of the influence 
of frontal lobe lesions on autonomic func- 
tion and other neuroregulatory mechanisms 
in man were described at a symposium on 
the frontal lobes in 1947 (29). 


The various areas of the frontal lobe have 
rich connections to many subcortical centers. 
Apart from the anterior and dorsomedial 
nucleus of the thalamus, both efferent and 
afferent pathways to the hypothalamus, 
temporal cortex, hippocampus, amygdala, 
and mamillary bodies with projections to 
the tegmentum through the mamillo-teg- 
mental tract have been described. A recipro- 
cal dependence between the orbital plate 
and reticular formation was recently demon- 
strated by Aghajanian and others (34) in 
the rat. These and other neuroanatomical 
and physiological studies (13, 35-37) indi- 
cate that the orbital cortex is but part of a 
neurological complex of centers subserving 
emotional response that is closely associated 
with the circuits described by Papez (38). 
Effects on neuroendocrine function also 
occur, presumably through the hypo- 
thalamic pituitary axis (39). There are, 
therefore, a number of central and peripheral 
circuits that regulate emotional experience 
and behavior and bring them to the level 
of cortical awareness. The final effect of 
these interactions is normally to mobilize 
the total body resources in stressful situa- 
tions. Interference with any part of these 
circuits is reflected by changes in homeo- 
stasis in others, but the nature of this inter- 
dependence and its precise relationship to 
behavior remains speculative (40). Some 
of the answers will undoubtedly be provided 
by the many stereotactic and focal anatom- 
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ical electrophysiological studies now in 
progress. 


Resting and active electroencephalo- 
graphic studies on patients with a bilateral 
standard lobotomy who were given barbi- 
turates, phenothiazines, and psychotomi- 
metic drugs have demonstrated that central 
nervous system regulatory mechanisms are 
certainly disturbed by this operation (12, 
41-44). The resting EEG shows high- 
voltage slow waves over the frontal area, 
sometimes with phase reversal, for some 
months after the operation; such activity 
may be significantly increased by hyper- 
ventilation. These changes seem to depend 
on the operative trauma and healing since 
the EEG later tends to normalize in patients 
without residual neurological symptoms or 
postoperative seizures. Response to bar- 
biturates, however, is significantly altered. 
Heath and Galbraith(45) proposed that 
barbiturates have an uncoupling effect on 
the thalamus and frontal cortex and that 
the lobotomy operation itself had a similar 
effect, thus explaining some of the effects 
common to both lobotomy and barbiturate 
intoxication. 


We have compared the EEG changes dur- 
ing thiopental activation (4 mg./kg. in two 
minutes) in lobotomized and nonloboto- 
mized schizophrenic patients during both 
placebo and phenothiazine treatment (43). 
The data derived from an analog frequency 
analyzer during placebo treatment showed 
less increase of power in slow frequency 
bands following thiopental in the loboto- 
mized group than in the nonlobotomized 
group. The initial fast beta stage was longer 
in the lobotomized patients, but the anes- 
thetic stage with slow delta activity was 
longer in the nonlobotomized group. A 
particularly significant difference was found 
in the amount of slow spindle activity (eight 
to 12 cycles per second). The lobotomized 
group demonstrated less slow spindle 
activity than the nonlobotomized group. 
Slow spindle activity in the EEG is de- 
pendent on thalamic integrity, and since it 
has been shown that thalamic degeneration 
or dysfunction follows the lobotomy opera- 
tion (28, 46, 47), a decrease would be ex- 
pected. The thiopental-induced EEG changes 
during phenothiazine (Butaperazine) therapy 
also showed differences between the two 
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groups (43). Delta activity and fast beta ac- 
tivity were markedly potentiated by pheno- 
thiazine treatment in the lobotomized group 
as compared with the nonlobotomized group. 
In both groups the postnarcotic sleep stage 
was shorter during drug treatment. Spindle 
activity was less in both groups than with 
placebo, especially in the lobotomized sub- 
jects. 

Studies of the effects of psychotomimetic 
drugs on lobotomized and nonlobotomized 
schizophrenics also showed different re- 
sponse patterns. The intravenous injection 
of LSD (1 ug./kg. in women and 2 ug./ 
kg. in men in five minutes) produced greater 
behavioral and EEG changes in the lobot- 
omized group(12, 41). In a study using 
phencyclidine (Sernylan) (.05 mg./kg. intra- 
venously in five minutes), lobotomized pa- 
tients exhibited fewer behavioral and EEG 
responses than nonlobotomized patients, 
suggesting that phencyclidine affects thala- 
mocortical integration (44). The adminis- 
tration of JB-329 (Ditran)' (.05 mg./kg. in 
5 minutes) to a group of nine lobotomized 
patients produced a dreamy state, speech 
disturbance, disorientation, consciousness 
changes, and disturbance of all higher men- 
tal functions (12, 41). Deep tendon reflexes 
were increased and coordination was im- 
paired. When the clinical changes were com- 
pared with those of a group of patients with 
frank organic brain disease, clinically 
significant differences were found in change 
Scores for autism, tension, anxiety, con- 
sciousness, and higher mental functions, 
all of which were more marked in the 
patients with organic brain disease. There 
were no differences in hallucinatory changes, 
however. Blood pressure and pulse rate 
also showed much greater increases in this 
group. These findings suggest a predomi- 
nance of excitation of the medial thalamic 
diffuse projection systems in patients 
with severe organic brain damage as com- 
pared with lobotomized patients. Since 
the standard lobotomy operation is as- 
sociated with thalamic degeneration OT 
dysfunction, the neurophysiological bas!s 
for these differences may lie in thalamic 
integrity. The significance of these differences 
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will be fully discussed elsewhere (12). 

The neural complex of the orbitofrontal 
cortex, hypothalamus, thalamus, and retic- 
ular activating system are important for the 
waking state, and one would expect distur- 
bances in sleep rhythm following the lobot- 
omy operation. Using digital computer 
“sleep print" methods, analysis of the all- 
night sleep process of lobotomized schizo- 
phrenics, nonlobotomized schizophrenics, 
and normal controls showed that the lobot- 
omized patients have significantly different 
patterns than nonlobotomized patients (48). 
The sleep prints of the lobotomized schizo- 
phrenic patients showed earlier onset of 
sleep with fewer awakening periods and 
greater cyclical variation than the prints 
of the nonlobotomized patients. No differ- 
ences in rapid eye movement activity were 
seen. The significance of these findings in 
the neurophysiology of the schizophrenic 
process and drug responsivity was discussed 
atthe 1969 meeting of the Society of Biologi- 
cal Psychiatry. 

The tremendous amount of work on the 
neurophysiology and neuropsychopharma- 
cology of surgical lesions of the various 
areas of the frontal lobe has provided a 
firm basis for further detailed investigations 
of the effects on the central nervous system 
of drugs used in mental illness and of the 
mechanisms of drug-induced and normal 
sleep patterns. 


Complications and Side Effects: 
The Pitfalls 


After its introduction, the morality of the 
Standard lobotomy operation became a 
Prominent issue (11, 49). The highly devel- 
Oped frontal lobes were believed by some to 
be the seat of man’s highest functions. Judg- 
Ment, memory, intelligence, the ability to 
differentiate right and wrong, and apprecia- 
tion of moral and social values and codes 
Were thought to be dependent on frontal 
lobe integrity. It was argued that if this 
level were cut off by extensive operative in- 
terference, then regression, with impair- 
Ment of judgment and control, would result. 

However, many studies showed that im- 
Provement in appearance, social attitudes, 
and conduct often occurred (6, 17, 18, 30. 
a 50). Some clinicians took the view that 
ven if permanent personality changes and 
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intellectual deterioration did occur, this 
would be a reasonable price to pay for re- 
lief from continuing torment from obses- 
sional or delusional ideation associated with 
tension and agitation that were resistant to 
other therapeutic procedures. No increase 
in the incidence of sociopathy or criminal 
or sexual deviation in patients who had been 
lobotomized was found by other workers 
(6,17, 18), but there have been no controlled 
studies to substantiate either viewpoint. 
Broad section of thalamocortical pathways. 
however, interfered with neuroregulatory 
mechanisms from the convexity of each 
lobe and led to an organic brain syndrome 
with specific clinical manifestations, readily 
recognized in some patients as the post- 
lobotomy syndrome. 


The frequent effect of such over-operation 
was irreversible change in mood, emotion, 
temperament, and all higher mental func- 
tions. The more extensive the section, the 
greater the likelihood that such symptoms 
would develop. Postoperative mortality 
and morbidity, incidence and duration of 
confusion, urinary incontinence, unequal 
pupils, facial asymmetry, convulsions, 
and other neurological sequelae were 
greater when the section had been more 
extensive. Excessive weight gain and tempo- 
rary or permanent changes in performance 
on the rational learning test and conven- 
tional intelligence and personality tests after 
operation were also reported (17, 30, 31, 50, 
51). Some patients showed frank clinical 
deterioration that persisted after the oper- 
ation. The immediate and remote neuro- 
logical complications of the lobotomy op- 
eration were described by Brain and Strauss 
(49). Our own studies of the remote clinical 
effects of the standard lobotomy operation 
confirm that these patients do have some 
interference with higher mental functions 
and that the symptoms that characterize 
the postlobotomy syndrome are often pres- 
ent. These symptoms are, however, re- 
sponsive to psychotropic drug therapy (26). 


Complications in patients who have had 
the modified operation are infrequent and 
much less severe. Because of relief of tension 
and anxiety, these patients are in fact better 
adjusted socially (9-11, 18, 19, 21). Nor- 
mal personality integration is retained. A 
procaine lobotomy test procedure for pa- 
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tients for whom lobotomy was contemplated 
was used in earlier studies to predict out- 
come more reliably (52, 53). The possible 
complications of such techniques and more 
careful clinical selection later led to dis- 
continuing the use of procaine block as a 
predictive procedure. 

Other complications resulting from the 
standard lobotomy operation have been 
reported over the past few years. Loboto- 
mized patients have markedly increased 
sensitivity to psychotropic drugs. Hunter 
and others (54) reported on irreversible 
dyskinesias in lobotomized patients that 
were apparently associated with prolonged 
psychotropic drug therapy. We described 
a case of drug-related episodic akinetic 
mutism induced by butaperazine and fluphen- 
azine in a lobotomized patient (55) and, in 
another of our studies using butaperazine, 
extrapyramidal side effects were shown to 
be more frequent and severe in lobotomized 
patients (26). 

This and our other studies demonstrate 
that the standard prefrontal lobotomy 
operation induces a neurological hyper- 
sensitivity to psychotropic drugs, particu- 
larly those with a piperazinyl side chain. 
Because of the removal of the influence of 
the orbitofrontal cortex on subcortical 
centers, one may expect an impaired toler- 
ance to drugs, particularly if thalamic de- 
generation or dysfunction has developed. 
There are no reports as yet of this hyper- 
sensitivity occurring in patients who have 
had a modified operation. 


Conclusions 


There is little doubt that the standard 
prefrontal lobotomy benefited a consider- 
able number of psychiatric patients. How- 
ever, our experience and a survey of the vast 
literature lead us to conclude that there is 
now little place for the standard bilateral 
prefrontal lobotomy as a psychiatric treat- 
ment procedure. Complications are not 
uncommon and may be manifest as serious 
deviations in basic personality structure, 
the development of an organic brain syn- 
drome, a variety of neurological abnor- 
malities, and hypersensitivity to centrally 
affective drugs. This operation, however, 
stimulated such extensive research into the 
neurophysiology and psychophysiology of 
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the frontal lobes in man that our present 
knowledge of the function of the various 
areas of the frontal lobe is considerable. 

There are many hundreds of patients who 
received the standard operation and still 
require permanent hospitalization. But 
pessimism about their rehabilitation and 
discharge is unwarranted, for our own 
studies show that many patients may respond 
to intensive treatment with the newer psycho- 
tropic drugs and may be discharged, pro- 
vided their hypersensitivity to drugs is 
taken into consideration. j 

The development of the modified opera- 
tions, initiated at the St. Louis State Hos- 
pital in September 1942, led to a consider- 
able reduction of operative-induced side 
effects and to increased clinical effectiveness. 
There is abundant clinical evidence that 
modified operations on various areas in the 
frontal lobe are of value in the management 
of certain neurotic and psychotic states, and 
it is generally accepted that symptoma- 
tology of a compulsive nature, with a high 
emotional or affective loading, will show 
remission with one of the modified lobot- 
omy operations. 

It may well be that in the next few years 
stereotactic operative procedures for de- 
fined brain areas will be established to re- 
lieve specific types of psychiatric symptoma- 
tology, as neurosurgery is now accepted for 
treatment of Parkinson's disease and tem- 
poral lobe epilepsy (7). In the meantime, 
the modified lobotomy operation is a SIE 
nificant psychiatric therapy, and should be 
recommended for patients with the above- 
mentioned symptoms. However, many fac- 
tors should be taken into account in the 
selection of patients, including basic person- 
ality, intelligence, and capacity for adap- 
tation. There is currently a great need for 
detailed, controlled studies of the modifie 
lobotomy operation in various psychiatric 
subgroups in order to more clearly define 
such selection criteria. 
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Faculty Response to Student Confrontation 


BY THEODORE SHAPIRO, M.D., AND WILLIAM A. FROSCH, M.D. 


A psychiatric faculty was confronted with 
the need for change by discontented first- 
year medical students. A description of the 
events and some of the factors involved in 
the faculty response to the student demands 
is presented. There werea number of irration- 
al and emotional factors influencing faculty 
attitudes; these variously reinforced prior 
tendencies in favor of or against change. Rec- 
ognition of these irrational tendencies is es- 
sential if we are to prevent polarization and 
promote cooperation and problem solving. 


Since the 1940's, educators have questioned the 
human and social values of medical education . . . 


- sadly, little has actually happened in either medi- 


cal education or patient care. ... Nothing is more 
demoralizing to the young, and nothing more 
quickly discerned, than the appearance of hypoc- 
tisy induced by failure to meet expectations (1). 


Grepent DISCONTENT and the resulting 
confrontations between students, admin- 
istration, and faculty have become common- 
place. Although this has been true in both 
undergraduate and graduate schools, pro- 
fessional schools and especially medical 
Schools in this country have been relatively 
spared. This may in part derive from the 
sena tradition: the need to maintain 
ae trol to gain guild acceptance. Re- 
De y, however, medical schools have also 
Un involved in the reshaping of curricu- 
ds ot student pressure, and word-of- 
thi u reports suggest that there is increas- 

& evidence that medical students are 
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attempting to achieve participant status in 
planning. 

It is clear from published reports of diffi- 
culties at many undergraduate colleges that 
the faculty was often taken by surprise and 
responded with what sometimes proved to 
be inappropriate emergency responses. We 
wish to record our own recent experience ina 
medical school setting to share with others 
our errors as well as our successes in dealing 
with these increasingly common problems. 
We hope our narrative will convince readers 
that student demands should be heard, guide- 
lines established, and mechanisms set up be- 
forehand to deal with the substantive issues. 
Whatever the irrational forces at work in 
group planning, they are increased when 
pressures are brought to bear and polari- 
zation of goals is maximized. 

We would like to indicate that the prob- 
lems we experienced were not restricted to 
our department or to the medical school. In 
response to recent pressure, student repre- 
sentatives had been included in the univer- 
sity-wide senate and on numerous commit- 
tees of the various segments of the university 
concerned with such substantive matters as 
curriculum revision, examination policy, etc. 
In the medical school itself, student wishes 
had already resulted in the reactivation of 
long-dormant student-faculty committees 
involved with curriculum and examinations, 
as well as with the more usual concerns of 
“student affairs." Nevertheless, students 
continued to pressure individual departments 
to promote changes they thought desirable. 

During the academic year 1968-1969, the 
first-year students at the New York Univer- 
sity School of Medicine actively communi- 
cated their complaints about the first-year 
courses of many departments including the 
department of psychiatry. Our responses to 
the problems raised by these confrontations 
were arrived at empirically. These solu- 
tions were not necessarily the correct ones. 
Unfortunately, they were based not only 
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upon the basic educational issues but also 
upon complex emotional and perhaps irra- 
tional factors and complicated group dynam- 
ics. 

We will describe the structure of the course 
originally offered, the confrontation, and the 
steps in arriving at a solution. We will also 
attempt to catalogue faculty responses in or- 
der to clarify both the conservative and lib- 
eral forces that were at work in solving the 
problem.' Such a focus is not meant to sug- 
gest that administration and student atti- 
tudes are less important. As participant ob- 
servers, however, the faculty responses were 
most available to us in depth. 


The Course and the Situation 


In keeping with general trends in medical 
education, the faculty of the department of 
psychiatry of the New York University 
School of Medicine designed a first-year cur- 
riculum based upon a program of modified 
behavioral science and clinical studies. There 
were approximately three one-and-a-half 
hour lectures to the entire class of 130 stu- 
dents, followed by a one-and-a-half hour 
conference for which the class was divided 
into groups of 20 students. The lectures in- 
cluded such basic topics as anxiety, memory, 
perception, symbol formation, psychiatric 
nosology, and interviewing, The material 
presented covered the range of contributing 
disciplines from biochemistry through psy- 
chodynamics and social theory. Great em- 
phasis was placed upon the conceptual back- 
ground of basic psychiatry, 

The structure and content of the course 
were devised and adapted to recently ex- 
pressed wishes of previous first-year medical 
school classes in conjunction with faculty 
ideas of relevance. The course instructors 
were with one exception faculty below the 
level of associate professor. Thus the junior 
faculty ran the course with the guidance 
of senior faculty. The participating faculty 
members held weekly meetings to review the 
effect of the lectures and confe 
ations were planned as the course was in 


![t is difficult to escape the Pejorative connotations 
of "conservative" and "liberal" due to their long usage 
in political contexts. However, in this instance we hope 
that the reader will understand these terms with regard 
to their denotative meanings, i.e., conservative referring 
to tendencies toward the status quo, liberalizing re- 
ferring to tendencies toward change. b 
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progress. Thus the mechanics for constant 
revision and reevaluation were already pres- 
ent. 


Student attendance at both lectures and 
conferences was excellent ( >92 percent). 
However, following the first six sessions, 
members of the first-year class tentatively. 
approached the faculty suggesting changes 
and a wish to meet with the faculty with re- 
gard to achieving aims that they felt were 
important. These quiet feelers soon led to 
more intense and urgent requests for a for- 
mal meeting of students and faculty. The 
forcefulness and pressure of the request sug- 
gested that the students viewed the contact 
as a confrontation. 


Both the junior and senior faculty in- 
volved in the course met and agreed to meet 
with the interested students. The confronta- 
tion was attended by approximately 20 stu- 
dents and ten faculty members. The 20 
students who participated admitted that they 
were not sure that they represented a major- 
ity of their class; they estimated that about 
one-half of the class felt as they did about the 
course. 

During this meeting, both opinions and 
feelings were expressed. In general, the stuz 
dents seemed eager to be sensitized to pa- 
tient needs and to be better educated in s0- 
cial aspects of psychiatry. Some members 
of the group suggested greater emphasis upon 
development and normal personality. The 
opinions ranged from an openly ‘expressed 
wish for group psychotherapy or T-group 
training to imposing upon the psychiatric 
faculty the responsibility to teach them to be 
"better people" and therefore better doc- 
tors. Others expressed the wish for mo 
specific information: What did we really 
mean when we used the term “affect P 
"anxiety" or "depression"? Students hope 
that this could best be learned by more im- 
mediate contact with patients accompanie 
by an exploration of their own feelings: 
There was, then, an oscillation between ue 
manistic goals and the aim of learning tec 
nical information. However, it sometimes 
Scemed as if the students hoped that the t 
ter could be passively absorbed without t 
usual academic effort. 


The meeting closed with a request from 
the chairman of the department that thes e 
dents appoint a committee to meet with 
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involved faculty to explore the curriculum 
and to develop appropriate changes in the 
program. The formation of the committee 
represented an attempt on the part of the 
faculty to accommodate to the expressed 


-student needs. The hope was that in working 


together the groups might pool their ideas 
so that future plans would reflect the require- 
ments of an educational program. 


A student proposal was formulated in a 
letter to the faculty members of the com- 
mittee. The students complained of the “tech- 
nological arrogance" of the medical pro- 
fession that they felt had been exposed in the 
care of patients and in the handling of case 
presentations by other departments. There 
were some students who felt the case-presen- 
tation method was demeaning to the patient. 
They noted the necessity to learn about their 
new medical milieu and the milieu of the pa- 
tient. They polarized their feelings by indicat- 
ing that their alliance to patients was at that 
Point stronger than their sense of identity as 
physicians. In fact, they complained about 
the tacit separation in role of doctor and 
patient and felt that physicians were insensi- 
tive and removed from the problem that the 
patient presented, They therefore hoped that 
the psychiatric staff would not only prevent 
the mechanization of their feelings but would 
om provide them with training in sensitivity. 
n many ways, they thrust upon the depart- 
ment of psychiatry the role of helping them 
Cope with anxiety aroused by too intimate 
dent contact. The degree of intimacy they 
Miei was often neither useful nor proper 
ae Optimal professional work. While they 
A quoe psychiatry a legitimate field, with 
felt TN of knowledge to be learned, they 
is at psychiatrists could best teach them 
^in about the doctor-patient relation- 
oer to bring about these ends, they 
i at the following curriculum changes 
necessary: 
E The lecture system should be dropped. 
i "iain being talked at rather than 
usp dee They requested small seminars 
ing E e Socratic method as the main teach- 
nstrument. 
DA felt that they would like to under- 
the c the state of “patienthood” and that 
ie ont of the course was irrelevant un- 
aught in a more strictly patient-centered 
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context. 

At the end of the second joint student- 
faculty committee meeting, the senior faculty 
member chairing the session suggested that 
the next meeting be delayed until the faculty 
had studied the student recommendations. 
It was implied that the hiatus until the next 
meeting of the committee might last several 
weeks. The students obviously emerged from 
that meeting with a sense of disappointment. 
It must have seemed to them as though they 
were being abandoned in the midst of their 
work and that the faculty had used the com- 
mittee meetings as a simple deflationary 
process. In retrospect, this was a turning 
point: Disappointment led to action on the 
part of the student body. During a meeting 
in the cafeteria, the student group decided to 
plan mass action equivalent to: “We want 
it now. It’s well and good to plan for the 
future, but we can do something about our 
own course.” They decided that they would 
walk out of the next lecture and convene in 
the student lounge. They would then invite 
the faculty to meet them on their own 
grounds. 

When this plan became known to the 
faculty, an emergency meeting was called on 
a Saturday morning because the next lecture 
had been planned for early Monday. There 
was some sense of coercion at this meeting, 
but most of the members were in agreement 
that change was necessary and that lectures 
would be dropped. This format had been 
suggested earlier but the student activism 
forced its precipitous realization. Small 
conference groups were to be substituted and 
these would focus on patient examination. 

At the next scheduled class the chairman 
of the department announced this plan to 
the students, thereby thwarting the impend- 
ing boycott action. The announcement was 
met with applause, and each of the smaller 
groups convened separately. Despite their 
favorable response, many students were 
somewhat embarrassed by the fact that the 
faculty had seemed to yield, This response 
suggested that the request itself had many 
other roots, that for many social action was 
complemented by complex personal aims. 

The sections met for several weeks in rel- 
ative quiet and apparent contentment. Class 
attendance remained excellent. The student- 
faculty committee convened regularly. Even 
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the most critical and vocal students seemed 
to feel that the course was both improved 
and relevant. The quiet did not last for long, 
however. When the faculty announced that 
they would give the scheduled examination 
in psychiatry, the students again balked. 
During a committee meeting the student 
representatives suggested that some students 
would refuse to take the examination. 


Although it was clear in the ensuing nego- 
tiations that at least some of the student 
representatives felt that an examination of 
some sort was appropriate, they felt power- 
less. Despite their having negotiated on be- 
half of the students, they felt unable to carry 
back a negotiated agreement on this point to 
the rest of the students and obtain their com- 
pliance. They felt themselves to be represen- 
tatives without a constituency, and therefore 
they could not speak on behalf of the joint 
committee. In response to continuing coer- 
cion from the students, the faculty agreed to 
distribute a take-home examination that had 
been prepared in collaboration with a small 
student group. Students were free to com- 
plete it or not as they wished. At this point 
students appeared to lose interest in the 
course, perhaps in part as a result of the 
pressure of completing their other course 
work. Attendance dropped precipitously at 
the last class meeting; the student members 
of the joint committee failed to appear for 
the last scheduled meeting. Fewer than one- 
third of the students completed and handed 
in the examination. 


The Faculty Response 


Although there was much individual vari- 
ation, it is felt that the feelings and ideas 
expressed by the faculty can be consolidated 
along two dimensions: 1) those factors tend- 
ing to maintain the status quo and 2) those 
tending to alter the status quo. Thus, the 
responses may be seen as a microcosm of any 
social process. The adaptive responses were 
compromises that varied with the pressure 
brought to bear by the groups involved. 
While the faculty reacted and changed in 
response to student requests, the conservative 
tendencies may be more clearly delineated in 
this presentation. Perhaps the polarized 
structure of confrontation pushed the faculty 
to articulate this side of their response. 
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Conservative Tendencies 


1. Narcissism. The factor most supporting 
the conservative tendency within the group 
was the narcissism of the individual faculty 
members. The students' intrusions were seen 
as criticism of the planning and work already 
done to make the course structure what it 
was. Joking comments such as "They're 
going to wreck a good course,” “All they 
want to do is to destroy—they have no plan," 
were frequently heard within the group. The 
tendency to hold on to what had taken so 
long to build gave way in the course of the 
confrontation to other manifestations of 
narcissism. Each lecturer became more 
anxious before his lecture. There was a ten- 
dency to alter the lectures in order to pander 
to the opinions and wishes of the students. 
There was increasing doubt about the goals 
of each lecture as one tried to pay more and 
more attention to problems of how to get the 
content across. Lecturers worried that they 
were sacrificing content and only attempting 
to capture interest. 

The response of senior faculty increased 
the narcissistic tendencies of the teaching 
group. At one point in the course of the con- 
frontation the lecturers were asked to reca- 
pitulate their presentations for the senior 
staff. Thus the performances had to please 
not only the student body but also those 
higher in the faculty hierarchy. 

The faculty shared their individual rational- 
izations: They had had longer experience In 
teaching; who were the students to tell them 
what to do; they saw no special value in any 
specific model for teaching, whether small 
group or lecture; no one had demonstrated 
that any of these particular methods was any 
better for relaying information; each member 
of the group had a specific special interest 
that he could best convey to the students. 
This led to mutual enhancement of each 
other's pride, with a consequent rejection 9 
the idea that change for its own sake was 
either indicated or useful. j 

2. Power. The junior faculty saw itself 
between two power pushes. Although they 
felt answerable to the senior faculty, ee 
was, of course, a possibility for identificatio 
with the students as well. As has happen? 
80 often in campus revolts, some members in 
the junior faculty at times felt themselves 10 
agreement with the student wishes an 
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mands. It was clear that the students did not 
want to say exactly what should be taught 
and were willing to leave that in the hands of 
the junior faculty primarily responsible for 
the course. To some degree, of course, this 
fitted the junior faculty’s wish to maintain 
control of course content. 

On the other hand, there were clear evi- 
dences that the younger faculty distrusted the 
motives of the students. The faculty identified 


in the student demands the notion of change- 


for its own sake and other destructive aims 
rather than idealism that could be harnessed 
in the service of reconstruction. This often 
pushed the faculty toward the expression of 
more authoritative hard stands. 

J. Identity as a psychiatrist. It became 
possible to identify the student action as a 
deprecation of content. Because psychia- 
trists had only recently won the respect of 
other physicians by demonstrating a scien- 
tific content, this seemed to threaten a return 
lo the time when no psychiatry was taught in 
medical school. The faculty was firmly con- 
vinced that there was a body of information 
to be taught that was as important as the in- 
formation to be imparted by other disci- 
lines. They saw the student activity as a sign 
of tacit anti-intellectualism. These views, of 
course, also contributed to the tendency to- 
ward inactivity and hard line against change. 
The factor of identity as a psychiatrist also 
contributed to liberalizing tendencies (see 
section 3 under Liberalizing Tendencies). 


4. Viewing revolt as symptom. The psychi- 
us dictum that one should understand and 
the about one’s problems rather than act on 
wa too easily transposed to this larger 
he, situation. In such a displacement of an 
Geo’ model and psychological con- 
D toa social setting there is a tacit dis- 
à al of social activity of any sort. If one 

Pends most of one’s time understanding 

Prior to acting, much of the thought behind 

š i action is deflated and the desired social 

i ee may also disappear. In its extreme 
comes obsessional doubting. 

we quite clear that for many of the 

ES nts the medical school experience had 
ed a disappointment. They had come to 
qM School with a strong social ego ideal 
cian,” led in the idea of the “good physi- 
mea; But up to then they had been given 

ager clinical experience and much labora- 
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tory science. The clinical work they did have 
was disappointing compared to their prior 
expectations. The disappointment led to one 
of two adaptations: 1) disavowal of the aims 
of the discipline, or 2) activity to replace 
helpless passivity in the hope of changing 
programs. 

Many of the faculty tended to view either 
response as a symptom. In the context of 
social action this appeared to be an inap- 
propriate extension of individual dynamics to 
group action. In the therapeutic situation or 
in working with a single student, this may be 
a useful approach. However, it was less than 
useless in this situation because the students 
had not agreed to a therapeutic relationship 
where a common goal has been agreed upon. 
The principle of working together for a com- 
mon goal had not yet been established. 


Liberalizing Tendencies 


1. The general social climate of decrease 
in authoritarian restraint. Most medical 
students come from universities where the 
traditional authoritarian lines are being con- 
tinuously contested. A recent article by Bru- 
stein (2) comments on the lack of revolt in 
the medical and law schools because of the 
tacit assumption of the need to learn impor- 
tant technical skills and that these are not 
negotiable or discussable items. Our recent 
experience, however, suggests that instruc- 
tion from on high is no longer possible with- 
in the medical school setting. At the least, 
the students believe that they can be taught 
in a more participant manner. Thus, although 
there is a relatively ensconced hierarchy 
within a medical school structure, the stu- 
dents have suggested that even this can and 
perhaps should be revised. A longer histor- 
ical view indicates a prior structure for stu- 
dent involvement in substantive decision. 
During the 1950s a student-faculty committee 
had been set up for mutual expression of 
ideas for change but early in the 1960s it 
had lapsed, partly because of student dis- 
interest. 

2. Identification of the faculty with the 
students’ enthusiasm. It would be difficult 
for any but the most authoritarian to sit back 
without admiring the enthusiasm the stu- 
dents have brought to the task of revising the 
traditional structure of the medical school. 
The faculty could see sense in their insistence 
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on changes now, in their lifetime. The older 
faculty, with their long experience of change, 
saw little narcissistic blow in the current de- 
mands for change. In this setting they acted 
as benevolent grandparents. The junior fac- 
ulty were close enough in age to the students 
to identify with the liberalizing demands. The 
faculty all felt that if one could only harness 
the enthusiasm toward the betterment of the 
program, the demand for change might not 
be destructive. 

3. Identification of the faculty with the 
criticisms of medical school education. It 
was, to be sure, the aim not only of the stu- 
dents but of the faculty to have sensitivity 
and compassion as major goals of medical 
education. To be able to identify with and 
yet have sufficient distance from patients has 
long been at the center of medical practice. 
Among the psychiatric faculty this has been 
particularly important: these faculty mem- 
bers could easily identify with the criticism 
offered by the students. What the students 
seemed to want was what the psychiatric 
faculty had for so long been trying to Suggest 
as imperative for all of medical education 
and medical care. 

The students had unfortunately been ex- 
posed to the occasional brusque attitudes and 
practices of busy house staff, although they 
had not yet been “hardened” and made cyn- 
ical by a program of work demands that 
tends to exclude human values. Even these 
few exposures, however, had been testimony 
that understaffing sometimes leads to cal- 
lousness and that the latter provides a poor 
model with which to identify. The students 
looked to the department of psychiatry for 
verification of their perceptions and for aid 
in warding off the unpleasant prospect of 
believing that what they sometimes saw was 
the best that medicine had to offer, 

4. The "march of generations" and oedi- 
pal strivings. Although intrapsychic models 
and the contract not to act out served as a 
generally conservative force with regard to 
social action, it was also clear that the notion 
of succession of generations could also be 
applied both within the faculty and between 
the faculty and the students. If there was any 
question as to who was being ousted, one 

could always point to the fellow above him. 
Whoever had no chance as yet to try out his 
method was certainly eager to show that he 
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could do better than his **father" before him, 
This theme may also be seen as a thread run- 
ning through all of the previously mentioned 
factors—both those tending toward conser- 
vatism and liberalizing factors. 


Adaptational Inferences 


The necessity for continuing change in 
curriculum is a tacit assumption of any facul- 
ty. The direction of the change is dependent, 
however, upon a number of factors. Medical 
School curricula have responded in the past 
to the demands of basic science. But while 
medicine has become more "scientific," 
there has also been a cry that it become more 
“humanistic.” In the current social climate 
the factor of student unrest has provided a 
major stimulus for change. The recent in- 
volvement of first-year medical school stu- 
dents in this process is noteworthy. The 
particular solutions that we arrived at as a 
faculty were the result of a number of forces, 
many of which were derived from emotional 
and nonrational sources. £ 

The single lesson that we learned might 
perhaps be stated in the following terms: 
Any process by which polarization is intensi- 
fied tends to make a struggle instead of a 
cooperative effort. Any process by which 
the members of the community are asked to 
come and talk together enhances the possi- 
bility of resolution of conflict. Recognition 
of the emotional aspects of the response to 
confrontation is essential in promoting prob- 
lem solving. One need not relinquish author- 
ity as a member of a faculty or curriculum 
committee by talking to students, listening to 
their opinions, and integrating their views 
(where appropriate) in new programs. In- 
deed, sometimes such interchanges provide 
the most effective solutions. f 

Our experience suggests the importance i 
creating from the beginning—or if possible 
before the beginning—a structure that per 
mits faculty and students to communica! 
with each other without distortions in wort” 
ing together for a mutual goal. “A balance x 
faculty and student power must be oid 
which drastically alters the present author 
tarian academic structure without relieta 
the faculty of its responsibility to determ! ji 
academic questions.... The student uU 
share responsibility in curricular design E e 
evaluation. The community must particiP? 
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in defining the purpose to which the curric- 
ulum is put, but neither group should usurp 
the faculty’s responsibility to develop a cur- 
riculum relevant to those needs” (1). 
Although the best way to create a good 
physician may be debated, it is clear that a 
static curriculum is stifling to both students 
and faculty. A medical faculty remains vital 
by responding to students’ expressed needs 
for change. Educational techniques effective 


each case. 


Question 2 


for schizophrenia, 


(E) none of the above is true 


| Question 28 


If, having examined a defendant, a psychiatrist is called upon to testify, 
| (A) must impartially give an account of all inform: 
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at one time may not work at another. Stu- 
dents must participate in the planning if we 
are to educate them rather than teach at 
them. 
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QUESTIONS OF THE MONTH 


Each of the questions or incomplete statements below is followed by four 
or five suggested answers or completions. Select the one that is BEST in 


In a recent study comparing phenothiazines, psychotherapy, electroshock, 
and milieu in the treatment of schizophrenia, it is reported that the group 
treated with phenothiazines had a shorter mean period of hospitalization 
than that of the other three groups. From these data it can be concluded that, 


(A) the phenothiazines form the treatment of choice 

(B) electroshock, milieu, and psychotherapy, while requiring longer periods 
of hospitalization, have an effect equal to that of the phenothiazines 

(C) there is no preference among electroshock, milieu, and psychotherapy, 
but all are less effective than phenothiazines 

(D) phenothiazines are the most economical treatment 


he 
ation he has gathered 


and his opinion pertaining to such information 


(B) is required to answer questions regar 
fendant and his professional opinion wi 
(C) may use his discretion in giving in 


pertinent to the crime 


ding his examination of the de- 
ith respect to his examination 
formation that in his opinion is 


(D) must find the defendant sane or insane with respect to the crime with 


which the defendant is charged 


(E) may claim privilege if this is in the best interest of his patient 


(The Questions of the Month are from the Self-Assessment Program of the 
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Psychotic Episodes and Postpsychotic Depression 
in Young Adults 


BY FREDERICK S. HOEDEMAKER, M.D. 


While the depression that follows a psy- 
chotic episode in a late adolescent may be 
very painful to the patient, the therapist 
should view it as a good prognostic sign: 
the patient recognizes his psychic " bankrupt- 
cy" and is willing to do some needed thera- 
peutic work. An intensive psychotherapeutic 
involvement at this crucial time may prevent 
a later intractable psychosis. 


HE STUDY OF adolescence and its particu- 
T lar behavioral vicissitudes and complex 
intrapsychic alterations has been relatively 
neglected until the past two decades. Since 
that time psychoanalysts in particular have 
turned their attention more and more to the 
study of this period of life, which is so trou- 
blesome and confusing to adults and so 
filled with conflicting ideas and emotions for 
the adolescent. 

Freud, in his “Three Essays on the Theory 
of Sexuality" (1), first attempted to define 
the intrapsychic transformations of puber- 
ly and saw a final resolution of the Oedipus 
complex as its major goal. This idea has not 
been changed by subsequent contributors, 
but important new dimensions have been 
added. One of these dimensions concerns the 
concept of early mother-child symbiosis and 
the failure of the child to differentiate him- 
self fully from the mother. The other is the 
concept of identity formation, or the ability 
of the late adolescent to find for himself a 
niche in society that society will recognize 
(2). In addition, adolescence has been sub- 
divided into preadolescence, early, middle, 


Read at the ninth Western Divisional Meeting of 
the American Psychiatric Association, Seattle, Wash., 
Aug. 24-26, 1969. Y 
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and late or postadolescence, with certain 
intrapsychic and worldly problems to be 
solved at each stage. 


We are concerned here primarily with 
late adolescence, because if the necessary 
changes cannot be made—if the ego is un- 
able to satisfy the enormously increased in- 
stinctual demands of puberty, redirect its 
libidinal attachment away from parental 
figures, and find for itself a separate and 
independent existence—then psychosis may 
follow. The focus of these observations 1S 
therefore on the attempts of the young adult 


` to terminate his adolescence, and on his at 


least temporary failure to do so. Psychosis 
is thus seen not primarily as a biologic Or 
genetically determined illness, but as a de 
railment of the maturing ego, which has got- 
ten through early childhood but is not strong. 
enough to survive without casualty the next 
highly stressful period of life. 

In my work on the inpatient service of à 
university hospital I became increasingly 
aware of similarities in the development, 
clinical manifestations, and resolution 
phases of first acute psychotic episodes t 
this patient group. There is a remarkable | 
regularity in the way such patients presem 
themselves for treatment, either at the psy- 
chiatrist's office or, more frequently, at the 
hospital. They are usually in a state Me 
whelming anxiety, hallucinating, delusa 
and eager to escape their terrors even at t d 
risk of confinement and interpersonal rela 
edness— conditions that they both need an 
fear greatly. The clinical course of the 2 
psychotic manifestations is also remarkably 
regular, responding within hours or weeks 5 | 
hospitalization with its attendant protection: 
concern, isolation from family and peers, | 
and perhaps phenothiazine medication. 

But I wish to emphasize particularly 4 
final phase of the psychotic episode. SU is 
dence of the acute psychotic manifestations 
nearly always followed by a more or less Pf” 
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longed period of depression, often with 
enormous feelings of despair, futility, and 
helplessness. This depressive aftermath of the 
acute psychotic episode has received little 
attention in the literature, and one would 
gather that follow-up treatment is often 
viewed as a routine *mopping-up" proce- 
dure, met with relief in comparison to the 
previous craziness. The patient's pain, how- 
ever, continues to be great, and his need for 
help most desperate. 


Case Reports 


Case |. The first patient was 22 when first seen 
in the office at the end of the summer following 
his graduation from college. He had been a scho- 
lastically capable but socially isolated student in 
both high school and college. During the five 
months before his college graduation he had at- 
tempted to expand his social horizons by smoking 
marijuana and on one occasion had taken LSD. 
He had apparently experienced little effect aside 
from some transient feelings of depersonalization 
but had enjoyed a few weeks of mood elevation 
and heightened self-confidence, especially in a 
pleasant but superficial relationship with one girl. 
The patient had reluctantly entered treatment 
with me after seeing another psychiatrist, and we 
began on a twice-weekly basis. Because of his 
apathy and inability to concentrate he was ad- 
vised to drop out of business school, which he had 
just begun and about which he was most ambiv- 
alent, During the ensuing two months he became 
increasingly depressed, his associations loosened, 
and his mother became concerned about his with- 
drawal to his room and his regressive interactions 
with the family. 

He was hospitalized three months after treat- 
ment began. Two days following his admission 
to the hospital he became increasingly anxious, 
angry, and confused, and he was transferred to 
4 locked ward where he spent five of his seven 
Weeks in the hospital. His behavior was only 
mildly psychotic; it was characterized by consid- 
erable anxiety, insomnia, much pacing, frequent 
angry verbal outbursts, and one physical assault 
9n a male technician. He spoke of his mother as 
4 “goddess” but denounced other women for 
their fickleness and scheming. He expressed occa- 
Sonal paranoid ideas, and he was preoccupied 
im what he felt was a crippling genital deformity 
eg by an operation for hydrocele when he 
we did not see his family during the first five 
ae s of hospitalization; following discharge he 
mud reluctantly but directly into a university 
» idence, where he was expected to do some 

ork toward his room and board. With some 
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help from his family he soon obtained a job but 
had great difficulty relating to people. This diffi- 
culty was primarily a perceptual disturbance in 
that he could neither adequately evaluate his own 
effect upon other people or understand their be- 
havior toward him, a distortion that gave rise to 
so much misunderstanding and withdrawal that 
he was asked to leave after about eight months. 

A month or so later he started graduate school 
and his mood began to improve. He continued to 
live away from home, did very well academically, 
and was shifted from psychotherapy on a two or 
three times per week basis into conventional psy- 
choanalysis four times a week using the couch. 

After three years of treatment the patient is 
doing reasonably well. He received the highest 
possible academic marks and has been awarded 
a sizeable fellowship for continuation of his doc- 
toral studies at a distant university, thus permit- 
ting a continuation of his independence from an 
infantilizing home situation. His difficulty in re- 
lating comfortably and appropriately with others 
continues. 

Retrospectively, the most painful and difficult 
part of this illness for the patient was not the 
flight into psychosis but the subsequent period of 
enormous despair and futility, which lasted for 
nearly a year. It was only later in analysis that 
the patient revealed the extent of his despair dur- 
ing the months following hospitalization and said 
that he had seriously considered throwing himself 
into the path of an oncoming car. 

Case 2. Another patient was 20 years old when 
first seen in the emergency room of the hospital 
following an overdose of various pills from the 
family medicine chest. His hair was long, his 
beard was shaggy and ill-kempt, and he had lice. 
He was physically debilitated, having lost about 
20 pounds over the preceding few months, and 
he had been semicomatose for several hours prior 
to admission. This patient, like the first, was of 
superior intelligence. He had dropped out of 
college but, instead of leaving, had continued to 
live on campus and work part-time. He had en- 
tered college with his own and his parents' expec- 
tations that he would be successful in his academic 
pursuits, but he had only vague goals in mind and 
even these were rapidly changed. He gradually 
withdrew from his friends, was abandoned by 
his girl friend because of his unusual thinking and 
behavior, took up the study of mystical religious 
ideas, and smoked marijuana daily. 

The hospital course for this patient was ex- 
tremely stormy. For the first few weeks he with- 
drew to his room at every opportunity. His 
internal world was filled with voices, and he 
found additional voices from other patients only 
more confusing. His rational ego had largely ab- 
dicated from this battle between superego and 
id (3), and he found himself a terrified but inno- 
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cent bystander, observing a fight to the death 
between God and the devil. When the devil ap- 
peared to have the upper hand the patient would 
intensify his rituals: heavy smoking, use of a spe- 
cific musical note or spoken word, urinating 
through his underwear, and eating small amounts 
of feces were all designed to purge the devil from 
his body for a while longer. The sin that had 
brought all of this upon him was, by his own 
account, years of excessive masturbation. 

After a month of hospitalization his psychotic 
symptoms began to subside, he requested that 
his medication be decreased, and he began to 
spend more time among other patients and staff. 
Coincident with his remitting psychosis was an 
almost paralyzing depression, and I made note 
of two statements he made at that time. One was, 
“I feel a nervous breakdown coming on.” The 
other, “This seems to be the devil's final effort to 
get me." 

His depression lessened during the third month 
of hospitalization and he was discharged to begin 
a job he had found for himself. His great anxiety 
about beginning even a very menial job indicated 
a more realistic appraisal of what he felt his capa- 
bilities were, not only at that time, but prior to 
his psychosis. And we can see in retrospect that 
he felt himself totally unprepared to embark upon 
a course headed so directly for independence and 
leadership or separation and oedipal confronta- 
tion with his father. 

The patient terminated treatment after a few 
months of outpatient therapy, disturbingly satis- 
fied with his newly acquired stability, and deter- 
mined to live an independent existence. This 
patient's withdrawal from treatment and dispro- 
portionately elevated mood were causes for con- 
cern, considering his life situation, and he was 
indeed readmitted in a psychotic state a few 
months later. 


Discussion 


First a comment about the similarity in the 
cases of these two men. They were unmarried 
college men, from an upper-middle socio- 
economic group; both were from well-edu- 
cated families whose expectations for their 
children were high. However, psychosis re- 
sulting from an inability to conclude one's 
dependence upon parental figures and find a 
separate and acceptable niche in society oc- 
curs among all socioeconomic groups and 
among individuals of lower intelligence. The 
patients described here offered an advantage 
for study in that not only were they bright 
and verbal, but also their high expectations 
for themselves made understanding and 

solving their own problems a goal in itself. 
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It can also be said that not all patients expe 
rience depression as a sequel to psychosis z 
these did, but I would now agree with those 
who feel that the'absence of depression isa 
poor prognostic sign (4,5). 5i 

As we attempt to reconstruct the impend- 
ing psychosis we discover that the mainte- 
nance of infantile relationships had been 
chronic and unnoticed, and that peer and 
romantic relatedness was impaired at atime — 
when transition away from primary objects 
became necessary. In the first case presented, 
the boy had allied himself with his parents? 
high scholastic expectations for him, which 
he had served by means of a preoccupation 
with study and by a close alliance with his 
family instead of with his peers. But he had 
also identified with his mother’s unconscious 
expectation that he would remain emotion 
ally crippled and bound to her. She had ex- 
pected him to perform adequately in society, 
yet had called him “‘a little boy," producing 
the characteristic “double-bind.” n 

A similar kind of parental intrusiveness 
had apparently existed in the family of the 
second patient as well and had been most 
evident with the mother. Although I had 
much less early information about this 
patient, one example is probably illustrative 
of his more chronic situation. An agreement. 
had been made between this boy and his 
parents regarding the purchase of an auto- 
mobile. He was to earn half the money and 
his father would then pay the other half. One 
day shortly after this agreement the father 
returned home to find that the mother had 
bought the automobile. 


That such intrusive attitudes may smother 
rather than nurture the autonomous develop- 
ment of the ego (6) had become evident I 
both of these individuals when they found 
themselves unable to move into an existence 
separate from that of their parents. They hi 
proceeded into late adolescence with an fas 
if’ capability; that is, as if they were capable 
of relinquishing parental support and func- 
tioning independently. For example, neither 
of these young men had been able to make 
satisfactory and lasting peer relationships, 
neither had earned money or purche 
things entirely on his own, and neither had 
even the most fundamental knowledge of 
automobiles or other masculine pursulie: 
One patient complained that he had never 
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changed a tire or mowed a lawn, and later 
recalled that a maid had tied his shoes until 
he was 11. In short, these patients had been 
gradually driven by their age and external 
circumstances toward a perception of their 
own internal emptiness, a perception that 
had then been warded off by a desperate 
continuance of activity as if the necessary 
internal cathectic changes could yet be made. 


At this juncture the defenses characteris- 
tically take on a frantic and exaggerated ap- 
pearance. A narcissistic overvaluation of 
the self is a defense frequently used; it repre- 
sents this kind of frantic denial but it also 
increases even more the gap between real 
capability and the “as if" capability, thus 
interfering with an adequate assessment of 
reality. Further attempts to avoid aware- 
ness of the reality situation can be seen in 
the efforts of adolescents to attach them- 
selves to intermediate objects, which are 
usually in the form of causes and groups 
antithetical to those of their parents. Ex- 
amples are the use of marijuana, LSD, and 
other drugs, food faddism, religious mys- 
ticism, and extremist political causes. Such 
alliances not only represent attempts to break 
out of the bondage of childhood, but are 
also efforts to deny instinctual need, to com- 
Municate their condition to others who 
understand, and by these means to prevent 
a break with reality. 


Such “rescue fantasies” are really re- 
gressive expectations that the environment 
Will be able to alter internal reality as the 
mother once did (7). But the effects of mak- 
ing reality tolerable by distorting it severely 
Compromise a fragile ego, in a way perhaps 
Not unlike the effects of social isolation or 
Sensory deprivation. The only outcome of 
Such perceptual fraudulence, aside from a 
return to the hopelessness of reality, is a 
Tagmentation or splitting apart of the ego. 

Tuly in such psychotic disorder the right 
and does not know what the left hand is 
doing, and in psychosis such a splitting off 
Jte perceptual apparatus serves to protect 
2 late adolescent from awareness of his 
Wn psychic bankruptcy (8). Breakdown of 
m dercissistic defenses is accompanied by 
iim regression and exposure of the increas- 
nay helpless ego to punitive action by an 
: pe and punitive superego. Mounting 

‘lings of shame and inferiority are the re- 
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sult, along with further disintegration (6). 
The second patient’s battle between God 
and the devil over the sin of masturbation 
was an example of the release of such an 
immature and punitive superego. 


Such an acute psychotic state is self- 
limited, for whatever reasons, and as the 
personality restructures itself either reality 
must be acknowledged or the psychosis 
maintained. Assuming that reality is ac- 
knowledged, as in the cases cited, then pro- 
found feelings of hopelessness and despair 
are the affective accompaniments to a con- 
scious recognition of this real state of affairs 
in the patient’s life. It was the unconscious 
recognition of this hopeless state that drove 
the young adults into psychosis; they had to 
face reality more directly on a conscious 
level. What the patient sees is a picture of 
desolation and emotional impoverishment, 
the end of artificial parental support and 
pseudo-peer relatedness. It is reality for 
the patient, seen for the first time without 
parents, mysticism, LSD, or rose-colored 
glasses. According to some investigators, 
it is the time of highest suicidal risk among 
hospitalized schizophrenic patients (9) It 
is the time when the individual must survey 
the desolation and decide whether or not he 
has assets that will render him capable of 
repairing the damage to his internal and ex- 
ternal world. Doubt about one’s own repar- 
ative capacity is a necessary part of this 
agonizing balancing of accounts, and it is 
my opinion that one of the patient’s most 
important assets during this time is a ther- 
apist who is knowledgeable and empathic 
but emotionally objective and solid in his 
own footing. 


The patients I have described developed 
a relationship with the therapist cautiously 
during their acutely psychotic periods, but 
this relationship evolved into one of des- 
perate need during the postpsychotic period. 
Here a therapist must function at least tem- 
porarily as a reliable, tolerant, and sturdy 
transitional object, much as Linus’ blanket 
or the faithful teddy bear helped to bridge 
the gap between connection with one’s 
mother and separation from her at an ear- 
lier age. Such a therapeutic posture rep- 
resents a halfway step toward adult sep- 
arateness and is healthier at this time than 
the earlier alliance with unstable and less 
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personal groups. 


The usual and necessary physical separa- 
tion of patients from families during hos- 
pitalization also demands the interposition 
of a reliable therapist as a transitional object. 
It is in this alliance with the therapist that 
recovery begins, first by appraising the 
damage through a critical reexamination of 
object relationships within the family and 
then by working through the unresolved in- 
trapsychic conflicts (ie., active-passive, 
masculine-feminine, dependent-independent, 
love-hate, etc.) created by these relation- 
ships. The amount of psychotherapeutic 
work that can be done, of course, varies with 
the treatment setting, the patient, and the 
knowledge, experience, and empathic abil- 
ity of the therapist. The optimal (but too 
often impractical) working through of intra- 
psychic conflicts involves a prolonged and 
intense contact with a therapist in which 
much of the conflictual problem can be 
recognized and interpreted within the trans- 
ference relationship. Such treatment could 
begin immediately, or possibly be delayed 
for months or years if a supportive relation- 


ship were maintained in the interim. And ` 


while we recognize a wide spectrum of sever- 
ity in psychotic episodes and know that some 
patients with dramatic precipitating factors 
or other good prognostic indications (4, 5) 
may not suffer further psychosis, anyone re- 
verting to a psychotic defense will probably 
suffer considerable functional impairment in 
the future. 


Regarding the role of medication in the 
treatment of the acutely Psychotic patient 
the phenothiazine derivatives and similar 
agents are useful and important for quickly 
resolving the acute psychotic state, and in 
my experience those that are least sedating 
are to be preferred except where chemical 
restraint is required. Prolonged use of medi- 
cation may at times serve as a substitute 
for an involved therapist (although it is a 
poor one), but patients often object to con- 
tinued use of medication once the acute 
confusion remits. They are anxious to return 
to reality—to find themselves as they “really 
are"—and medication may impair their 
ability to experience this reality fully. One 

is also very tempted to utilize the antidepres- 
sants during the postpsychotic period. How- 
ever, it has been reported that depression 
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following psychosis is not relieved by anti- 
depressant medication (10). 

In summary then, while depression com- 
ing as a sequel to an acute psychotic episode 
may feel, as one patient painfully declared, 
“like a nervous breakdown coming on,” it 
may be greeted with some relief and opti- 
mism by the therapist. The patient is suffer- 
ing because he has recognized and accepted 
for the time being the reality of his own psy- 
chic bankruptcy, and he needs and is willing 
to do some therapeutic work and, to carry 
the metaphor one step further, make some 
deposits in his own account. He has chosen 
a path midway between suicide and con- 
tinued psychosis, and in doing so has made 
himself accessible to a therapeutic relation- 
ship that may help to immunize him against 
recurrent hospitalization or chronic psy- 
chotic adjustment. We are too often forced 
by practical circumstances or therapeutic in- 
experience to abandon such patients once 
the acute psychosis remits, but it might well 
be that intensive psychotherapeutic involve- 
ment for a period of months or years at this 
time would effectively prevent the rag 
waste and pain of a more intractable an 
chronic psychosis. 
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The “Pink Spot,” 3,4-Dimethoxyphenylethylamine, 
Common Tea, and Schizophrenia 


BY JAMES R. STABENAU, M.D., CYRUS R. CREVELING, PH.D., 
AND JOHN DALY, PH.D. 


Several studies of schizophrenic and normal 
patients suggested a plant food dietary 
source for urinary 3, 4-DMPEA. The au- 
thors’ study of three nonschizophrenics 
found this urinary amine (positively identi- 
fied by mass spectrometry) present during 
free diet plus tea ingestion and not present 
during controlled diet except when tea was 
being ingested. They conclude that urinary 3, 
4-DMPEA has an exogenous plant source 
and that its presence is not primarily related 
to schizophrenia. 


HE POSSIBLE occurrence and significance 

of the “pink spot” or 3,4-dimethoxy- 
phenylethylamine (DMPEA) in the urine of 
schizophrenics has stimulated considerable 
interest and a number of investigations (1— 
15). The results reported by various investi- 
gators are not uniform. Some factors thought 
to account for this variability include dif- 
ferences in diagnosis and clinical conditions 
(1,10,16), methodology (including techniques 
employed for the isolation and detection of 
34-DMPEA as well as criteria for defining 
the DMPEA-like substance [2,3,11-13]), 
effects of the presence or absence of pheno- 
thiazine drug intake (10,13,16-20), and pos- 
sible dietary artifacts (5,6,12,21). This re- 
Port considers these and other issues; it 
Includes a review of pertinent investigations 
9f this urinary amine and reports the results 
9f a controlled dietary study of the effects 
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of drinking common tea on the appearance 
of DMPEA in the urine. 

A review of the published reports describ- 
ing the characterization of the “pink spot" 
as 34-DMPEA in the urine of schizophrenic 
and nonschizophrenic subjects is summar- 
ized in table 1. In order to have some basis 
for comparison of the large and varied body 
of published data, only those studies have 
been listed in which the investigative group 
has: 1) used authentic 3,4-DMPEA to as- 
certain the character of the pink spot, and 
2) reported that phenothiazine drug intake 
was controlled prior to the urine study (1- 
4, 6-9, 11-15). 

In only three of 13 studies was investigator 
bias controlled by having urine specimens 
analyzed without the investigators’ knowing 
the diagnoses for the subjects who produced 
them (1,8,11). It has been considered im- 
portant to control for dietary differences 
between schizophrenic and nonschizophre- 
nic populations because many urinary amines 
are of exogenous dietary nature. Data from 
the four studies with diet control in addition 
to phenothiazine drug control, and descrip- 
tions of the diets, are listed in table 1 (6-8, 


14). 
In the 13 studies whose subjects were not 
currently receiving phenothiazine, 3,4- 


DMPEA was found in the urine of 141 of 
295 schizophrenics (47.8 percent) and in 
the urine of 36 of 475 nonschizophrenics 
(7.6 percent). In the three studies where 
urine samples were analyzed without knowl- 
edge of psychiatric diagnosis and with 
control for recent phenothiazine drug in- 
take, 3.4-DMPEA was reported in the urine 
of 11 of 56 schizophrenics (19.6 percent) 
and four of 20 controls (20.0 percent). 

In the four studies in which both diet and 
phenothiazine drug intake were controlled, 
none of 29 schizophrenics and none of ten 
nonschizophrenic controls had urine posi- 
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TABLE 1 


Controlled Studies of the Characterization of “Pink Spot" as 3-4 
Dimethoxyphenylethylamine in Urine 


SCHIZOPHRENIC NONSCHIZOPHRENIC TYPE OF OF PHENO- 
NUMBER NUMBER NUMBER NUMBER SCHIZO- 


DURATION 
DIET 
CON- 


THIAZINE BLIND 


INVESTIGATOR* COUNTRY YEAR METHOD** POSITIVE STUDIED 1 POSITIVE STUDIED? PHRENIA THERAPY TROL ttt ANALYSIS 
Friedhoff USA 1962 1 15 19 0 14 A 2 wks N No 
Takesada Japan 1963 2 57 62 21 46 A+C 3 wks N No. 
Faurbye Denmark 1964 3 (8) o 15 0 10 Tes 7 days N No. 
Perry Canada 1964 2 (a) [7 10 — — A 7 days D1 No. 
Nishimura Norway 1965 2 (a) o 1 IE EGG t D2 No 
Von Studnitz Sweden 1965 2 4 6 2 3 A+C t N No 
(o 6) (0 3) A+C t D3 No 
Faurbye Denmark 1965 4 (a) o 12 o SiiC, 15 days N No 
Williams Ireland 1966 4 (8) o 5 — c 3 yrs N No. 
o 17 Ti ELGA tt N No 
Perry Canada 1966 4 (8) (0) 12 0 MILI 6 wks D4 Yes 
Vogel USA 1967 4 (y) 7 9 8 8 C 2 yrs N No 
Bourdillon UK I 1967 1a 1 369 nue N No 
LU 1a 24 35 o 7 A+C 1 wk N Partial 
LU 1a 7] 33 ES gat aree t N Yes 
Predescu Hungary 1968 1 23 48 i S AMA 3 wks N No 
Stabenau USA 1968 5 4 11 4 6 A+C 4 N Yes 


days 


* By senior author. 


* The method used by each investigator was considered to identify 3-4 DMPEA in the spot; 1 = one-dimensional paper chromatography; 1a = 1+ di- 


chlore 
two-dimensional thin layer paper chromate 
a = 1-2ug. 3-4 DMPEA per 24-hour uri 
urine sample. 

* * *No data provided 

1 Off drugs, but the exact duration was not reported. 
+t No phenothiazine prior to study, 
id 


hy; 5 = one-dim 
sample; 8 -10-154g.3-. 


action; 2 = column and two-dimensional paper chromatography: 3 = column and thin layer paper chromatography; 4 = column and 
i nal and two-dimensional paper and gas chromatography. Limits of determination: 
DMPEA per 24-hour urine sample; y = 0.5-1.0 ug. 3-4 DMPEA per eight-hour 


V N = unrestricted diet; D1 = plant free, no fruit, vegetables and flavoring agents, five days: D2 = milk, cream, sugar. eggs. vitamins, minerals and water, 


duration of die! 


$ Samples reported as impossible to assess not included. 
TENot clear from report. 


tive for 3,4-DMPEA (6-8, 14). Data from 
a very careful study by Von Studnitz using 
Friedhoff's original method and Takesada's 
improved method demonstrated the appear- 
ance of 3,4-DMPEA in the urine of schizo- 
phrenic and normal subjects when they 
were on unrestricted diets. The compound 
was not detected when the subjects’ diets 
were restricted to glucose, citric acid, and 
water, but it reappeared in the urine of 
both schizophrenics and normal subjects 
when both groups were again on unrestricted 
diets (14). Although specific identification 
of the urinary compound was not made, 
these data are suggestive evidence of the 
dietary role in the appearance of pink spot 
as 3,4-DMPEA in urine measured by the 
Takesada method. 

Creveling and Daly(22) isolated and 
identified 3,4-DMPEA in the pooled urine 
of schizophrenic subjects. The substance 
was measured by isotope dilution and 
fluorometry, and identified by thin-layer 
chromatography and mass spectrometry of 
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reported: D3 = 150 gm. glucose, citric acid, and water, three days; D4 = plant- and cheese-free, two weeks 


the "dansyl" (5-dimethylaminonapthalene- 
sulfonyl chloride) derivative. Recently 
they isolated and similarly identified quan- 
tities of 3,4-DMPEA from several brands of 
common tea (23). 

Friedhoff and others questioned several 
studies of 3,4-DMPEA or pink spot, Im 
cluding the Von Studnitz experiment, be- 
cause there was lack of positive identifica- 
tion (21), The above review of the literature 
strongly suggested a plant-food dietary 
source for 3,4-DMPEA. Urinary 3 
DMPEA has been thought to be foun 
primarily in the urine of schizophrenic 
subjects but not in the urine of nonschizo- 
Phrenic subjects (1,4,10,16). To study some 
Of these contradictory observations. .? 
controlled study of urinary 3,4-DMPEA 1n 
three “normal” volunteers was undertaken: 
The hypothesis to be tested was that the 
presence of 3,4-DMPEA in the urine A 
related to an exogenous dietary source Sue a 
as tea, and not primarily to the presene 
or history of schizophrenic symptoms. 
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normal male subjects (T, R, and 
ed 18, 19, and 21 were studied. They 
participating in the National Institutes 
lealth (NIH) volunteer program. Before 
tudy all three had a complete physical 
ination, laboratory work-up, and two 
rate psychiatric evaluations. There 
no evidence of physical or psychologic 
rmality even remotely related to schizo- 
ja. The three were receiving no medi- 
ms or study drugs and had adapted to 
routine and diet of the NIH Clinical 
er during the preceding several months. 
24-hour urine samples collected under 
ndard toluene hydrochloric acid con- 
ons were stored and refrigerated. An 
Ot was used for determination of uri- 

creatinine, normetanephrine, and 
nephrine (24). The remainder of the 
was analyzed for 3,4-DMPEA by the 
od of Creveling and associates (23,25). 
The study consisted of an initial 24-hour 
tine collection representing free diet plus 
ingestion. After midnight nothing but 
r was allowed until 7:30 a.m., when 
"three subjects began a 1,000-calorie diet 
dextrose (ACS) and free water intake. 
Other foods, liquids, and drugs, as well 
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as smoking, were excluded until the free 
diet. period was again resumed. After 48 to 
72 hours of this diet, a standard brew of tea 
(one bag of Canterbury [registered] orange 
pekoe and cut black per 250 cc. water, 
steeped for four minutes in boiling water) 
was ingested at the rate of at least 1,000 cc. 
but not more than 2,000 cc. within a four- 
hour period during the glucose diet phase. 
The experimental diet was terminated after 
82 hours and free diet was resumed. Urine 
from a second free diet and tea study period 
was obtained within 20 days. 


Results 


The urinary amine 3,4-DMPEA (posi- 
tively identified by mass spectrometry for 
subjects G and T) was present in the urine 
of three nonschizophrenic NIH volunteer 
subjects while they were on a free diet and 
drinking common tea. Values ranged from 
15.0 to 23.9 ug./gm. creatinine (table 2). 
The 24-hour excretion levels were: T, 51.7 
ug; R, 74.8 ug; and G, 64.7 ug. After 
24 to 48 hours of a control glucose, citric 
acid, and water diet 3,4-DMPEA values 
declined to undetectable levels (i.e., «0.2 
ug. 34-DMPEA/gm. creatinine). Figure 
l graphically demonstrates the change in 


TABLE 2 
Dietary Influence on Urinary 
Amines* 
TIME 3, 4-DMPEA NORMETANEPHRINE 
(HR) (ug./gm. CREATININE) FUA ME RRATININE) 
T R G R 
1} 2205 15.0 23.9'* 300 325 344 
12 103 220 5.1 281 
24 o 21.0 2.0 294 388 337 
36 o 16.0 2.3 300 
48 0 o 0 281 275 325 
60 o $ 
70 o 280 
Citric acid 
iA 2 50'* 375 
4 23.0 
6 124 131.0 
10 50.6 
12 948 142 
20 220 95 
27 41 
170'* 365 213 
120.0'* 273 494 


urin ction periods varied in volume and time duration. 
as 3, 4-DMPEA by mass spectrometry with quantification. 
853. 4-DMPEA by mass spectrometry qualitatively only- 
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FIGURE 1 
Urinary 3, 4-DMPEA and Tea Ingestion 
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‘Mass Spectrometric identincation 


urinary DMPEA due to dietary intake for 
subject T, Urinary 3,4-DMPEA (identified 
by mass spectrometry) was 22.0 ug./gm. 
creatinine during the free diet period. 
Twelve hours after beginning the glucose, 
citric acid, and water diet 3,4-DMPEA 
dropped to 10.3 yg./gm. creatinine, and 
after 24 hours on the diet urinary 3,4- 
DMPEA could not be detected. During 
the next 48 hours no urinary 3,4-DMPEA 
could be detected. After 70 hours of the 
glucose, citric acid, and water diet the sub- 
ject drank 330 ml. of the standard brew of 
common tea. Two hours later urinary 3,4- 
DMPEA again was present at a level of 5.0 
ug./gm. creatinine (identified by mass spec- 
trometry). An additional 330 ml. of tea was 
drunk. Two hours later urinary 3,4-DMPEA 
had risen to 23.0 ug./gm. creatinine. A 
final 340 ml. of tea was drunk and six hours 
later urinary 3,4-DMPEA rose to 50.6 ug./ 
gm. creatinine. During a retest phase two 
separate examinations of urine during a free 
diet and tea period produced values of 17.0 
and 120.0 ug./gm. creatinine. 

Subjects G and R had similar high levels 
of 3,4-DMPEA during the initial free diet 
and tea period (table 2). Their urine cleared 
of detectable 3,4-DMPEA by 48 hours. 
Both had rapid significant reappearance of 
3,4-DMPEA in their urine after drinking 
tea during the control glucose, citric acid, 
and water diet. Urinary 3,4- DMPEA values 
quickly fell following the short duration of 
tea ingestion. The highest 3,4- DMPEA value 
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during the tea and control diet period was 
131.0 ug./gm. creatinine for subject G, who 
drank 2,000 cc. of tea over a two-hour period, 
while subjects T and R drank 1,000 cc. of 
tea over a four-hour period. 

There were no abnormal cognitive or 
affective experiences reported in the obser- 
vations by the trained staff personnel or by 
questioning the subjects regarding their 
subjective experiences during the free diet 
and tea and the tea and glucose diet periods 
when 3,4-DMPEA appeared in their urine. 

The values for urinary 3,4-DMPEA ( ug./ 
24 hours) are comparable to the levels of 
3, -DMPEA reported by  Friedhoff and 
others as appearing in the urine of schizo- 
phrenic subjects (1,4,10,16,21). ; 

Measurement of urinary normetanephrine 
(NM) and metanephrine (M) (4g./gm. 
creatinine) were made to assess the effects 
of diet on the metabolites of the known 
active endogenous neurogenic amines, nor- 
epinephrine and epinephrine. As shown in 
figure 1 and table 2 for subject T the values 
for NM plus M ranged from 213 to 494 
with little variation during periods of dietary 
change. 


Discussion 


A number of investigators have felt that 
urinary 3,4-DMPEA may have an artifac- 
tual origin (table 1). Jones and associates 
were unable to detect evidence of DMPEA 
or MPEA in potatoes, orange juice, coffee, 
peas, cheese, and pepper (5). This experi- 
ment was designed to test the hypothesis 
that the presence of 3,4-DMPEA in the 
urine of schizophrenic and nonschizophreni¢ 
individuals is related directly to an eroe 
nous dietary source such as tea, and not pri- 
marily to the presence or history of senior 
phrenic symptoms. The results demone x 
that a plant-free diet clears the urine of 3, 3 
DMPEA and that tea alone will prius 
34-DMPEA in the urine. Although thes 
data are from nonschizophrenic subj 
they are similar to the results of Von [d 
nitz and Nyman's study of four sc 
phrenic patients and two control e 
whose urine was cleared of DMPEA-pos! 
material within 48 hours of beginning | 
plant-free diet (14). There is some qe 
whether Takesada’s method, which ter- 
used by Von Studnitz and Nyman for dete 


70 
Amer. J. Psychiat. 127:5, November Í 9 


STABENAU, CREVELING, AND DALY 


mination of the pink spot or DMPEA, was 
specific. This criticism is eliminated as the 
data in this experiment indicate the speci- 
ficity, by mass spectrometry, of urinary 
34-DMPEA appearing during the free 
diet period and the tea-plus-glucose diet 
period. The use of restrictive dietary mea- 
sures has been recognized as a powerful tool 
in determining the exogenous nature of 
other urinary metabolites, e.g., the phenolic 
acids (19). 

The lack of substantial variation in the 
urinary levels of the metabolic products of 
known neurogenic amines during the same 
experimental period strongly underlines 
the endogenous nature of those amines and 
the exogenous dietary nature of 3,4- 
DMPEA. 


Summary 


The following observations were made: 
from a review of 13 studies of the "pink 
spot” or urinary 3,4-DMPEA in which 
subjects were not receiving phenothiazine 
at the time of the study: 1) 3,4-DMPEA was 
found. in the urine of 141 of 295 schizo- 
phrenics (47.8 percent) and in the urine of 
36 of 475 nonschizophrenics (7.6 percent); 
2) in the three studies in which urine samples 
were analyzed without knowledge of psy- 
chiatric diagnosis, ‘and with control for 
recent phenothiazine intake, 3,4-DMPEA 
Was reported in the urine of 11 of 56 schizo- 
Phrenics (19.6 percent) and in four of 20 
Controls (20.0 percent); and 3) when diet 
Was plant free and phenothiazine drug in- 
take was controlled, mone of 29 schizo- 
Phrenics and none of ten nonschizophrenic 
Controls had urine positive for 3,4-DMPEA. 
Common tea has been documented as a 
pu source for large quantities of 3,4- 
dés Three normal volunteer subjects 
Udied had substantial quantities of 3,4- 
MPEA in their urine during free diet 
- tea ingestion. Specific identification 
» ‘4-DMPEA was made by mass spec- 
Eus. During a diet of glucose, citric 
ES and water, urinary 3,4-DMPEA be- 
Me undetectable for all three subjects. 
iin two hours after ingestion of tea dur- 
"A the glucose diet period 3,4-DMPEA 
Bo by mass spectrometry) was de- 
i able in urine. Four hours after tea 
gestion 3,4-DMPEA urinary levels equal 
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to those of the free diet period were reached. 

Urinary 3,4-DMPEA has an exogenous 
plant source and does not appear to be 
primarily related to the presence or absence 
of schizophrenia or history of schizophrenia. 
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have their uses; they produce as much good as hurt. Their 
the mind soon grows throügh them and acquires a firmer 

peculiar advantage is, that they are the touchstone of sin- 
ring things and men to light, which might otherwise have 
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The curse, or sinister prophecy, is discussed 
from the viewpoint of its role in family com- 
munications. Illustrations are presented 
from four families. The creation and main- 
tenance of a curse as part of a larger family 
mythology involves individual problems in 
identification and magical thinking, as well 
as family problems of homeostasis and the 
transmission of irrationality. Therapy of 
individuals and families caught up in a 
mythological system is an arduous task, 
as there is much resistance to change what 
is often seen as one's inevitable fate. 


HE PURPOSE of this paper is to discuss 
A a particular type of family communica- 
tion, the curse, utilizing appropriate clinical 
vignettes to illustrate the concept. The curse 
is usually an expression of a wish that some 
harm will befall another, often with the con- 
Notation that the one who curses has the 
Magical power to cause the harm to occur. 
The curse is not restricted to family inter- 
action, although in such a setting one can 
most easily examine the concept. Positive 
prophecies—as in a prediction for good 
health, wealth, or happiness—rarely come 
to the attention of psychiatrists and will 
not be discussed, although they are of great 
significance in normal psychosexual devel- 
opment. 

. In a given family the curse or prophecy 
is often embedded in a more elaborate family 
mythology where various family members 
accept a series of well-integrated beliefs that 
often contain elements of magical thinking 
(1, 2, pp. 33-53, 3, 4) and psychotic distor- 
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The Curse: A Study in Family Communication 


BY JAMES B. RAYBIN, M.D. 


tion (5-11). In a sense the “curse” is a spe- 
cies within the genus, family mythology. In 
many families the curses or prophecies span 
several generations, and this "transmission 
of irrationality" (7) has its own complicated 
dynamics. 


Ferreira and associates(6, 12, 13) state 
that one can understand the significance of 
myths and curses in the life of a family when 
one takes notice of the amount of time and 
energy every family member exerts to main- 
tain the myth. Family members often have 
such a stake in preserving the status quo that 
they not only accept the myth and its sup- 
positions uncritically, but also join forces to 
protect and assure its continuance (14, 15). 
Once a family's myth is challenged by ther- 
apy or other events, the precariously bal- 
anced family equilibrium is threatened. 

As Jackson (16, 17), Berne (14), Jungreis 
(18), and others (12, 19, 20) have pointed out, 
only one member in a disturbed family group 
may appear for help at a psychiatric facility. 
This designated person receives the label 


‘of patient, although in reality he is often 


nothing more than the scapegoat or "'sacri- 
ficial lamb" for the entire family. When 
questioned, each family member may re- 
spond that the designated patient has been 
known for years as the “crazy one" or the 
“bad one.” When these statements are 
examined in detail, they frequently reveal 
complicated irrational beliefs and myths as 
exemplified by the curse or prophecy. 

The role of curses and myths has long 
been recognized, although not necessarily 
analyzed, in the literature of the civilized 
world. When Uzzah (21) died immediately 
after accidentally touching the Holy Ark of 
God, a forbidden transgression among the 
Hebrews, David was convinced that they 
had felt the wrath of God's angry curse. My- 
thology for a culture (22-24) can perhaps 
be viewed in part as a collective superego 
where the myths deal with ancestral figures 
who lived before incest, cannibalism, matri- 
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cide, and patricide were taboo (24). It dem- 
onstrates for untold generations of a culture 
the results of such behavior and therefore 
the rationale for their prohibition. There is 
a certain message value in the myth of Oedi- 
pus, who blinds himself and is hounded to 
death by the Erinnyes after committing pat- 
ricide and incest (23, pp. 9-15), and in the 
myth of Tantalus’ grandchildren, Atreus 
and Thyestes, in which Atreus is killed after 
serving his brother, Thyestes, a stew of his 
three sons after Thyestes had committed 
adultery with Aerope (23, pp. 43-50). 


In the psychiatric literature Rollo May 
(25), Erikson (26), Jung (27), Rank (28), and 
others (7, 22, 29) have commented at length 
on the role of these myths and curses for the 
culture and the anxiety that develops when 
these belief systems begin to crumble (25). 
In a sense, a culture's existence is threatened, 
just as a family's intactness is threatened, 
when its myths and belief systems are criti- 
cally appraised, The nonpsychiatric litera- 
ture is replete with illustrations of family 
myths and curses (6, 30-33). In Edward 
Albee's Who's Afraid of Virginia Woolf (30), 
one sees a family that first maintains a myth 
of a fictitious son who then dies a mythical 
death, yet the couple maintains the irrational 
belief that they now have a dead son, who in 
reality never existed (6). 

Verdi’s operas (32) and the fairy tales of 
Andersen and the Brothers Grimm (31) are 
full of dramatic examples of specific curses. 
Other variations on the theme of the curse 
can be found in the faith healing of primitive 
people as described in a volume edited by Ari 
Kiev (34); in the concept of voodoo death, 
which Arieti and Meth have reviewed (35); 
in the idea of “root work” among poorly 
educated superstitious Americans, as de- 
scribed by Torrey (36); in Berne's concept 
of the everyday "games people play" (14); 
in the fabric of family life in the black ghetto, 
as described by Grier and Cobbs (37); and 
in the family life of the Jewish ghetto as 
exemplified by  Roth's hero, Alexander 
Portnoy (38). 

In the following clinical vignettes there 
is an abundance of family myths and curses. 
With some justification one can criticize such 
a study as being anecdotal and retrospective. 
One might guess that in a given group of 
families, whether or not they come to the 
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attention of psychiatrists, many curses have 
been prophesied but few have come to frui- 
tion. However, the difficulty in doing a truly 
Prospective study would be enormous. The 
review of even a few clinical examples can 
shed some light on this fascinating means 
of family communication that often serves 
as a major resistance in individual or family 
therapy. 


Case Reports 


Case l|. The A.s are a middle-income, con- 
servative Catholic family, well respected in their 
community. Alice A., who became the designated 
patient in the family, is a pretty 20-year-old gitl 
who was known as a brilliant, well-liked, respon- 
sible student until her senior year of high school. 
At that time she slowly evolved into a wild, drug- 
taking and drug-selling promiscuous hippie who 
roamed the country looking for both excitement 
and trouble. The parents were initially aghast. 
They said that since they had always been hard- 
working people and good parents, it didn’t seem 
Possible that their eldest daughter could turn 
out so badly. They claimed that they, relatives, 
teachers, and peers had not had any hint of Alice’s 
future difficulties until she was 18. They also 
pointed out that their other two children, daugh- 
ters 18 and 12, were perfectly wonderful, respon- 
sible kids. ith 

It was only after many months of work kn 
Alice and her family, separately and together, t " 
some important background information pE 
to light. Since the age of 12, Alice had been over i 
designated by her mother as the "bad seed ii 
the family, although the difficulty had p 
Started much earlier in more subtle forms. na 
maternal curse or prophecy was quis P 
and was apparently stimulated by Alice 5 
ing puberty. Mrs. A. repeatedly told Alice tht 
she was a bad child who would soon pep 
Smoke and drink and then become promiscue 
a drug addict, a criminal, and finally M n 
either killing herself or as a chronic patien 
State psychiatric hospital. pe 

Between ages 12 and 18 Alice appare T 
nored the often repeated curse, although E. i 
known reasons she started to fulfill the d 
ecy after her 18th birthday. Perhaps the d 
sion she faced about post-high school with 5 
contributed to the timing of her difficulty. ed all 
two years Alice had done or accomplish KS 
the "bad things" that her mother had PO in 
except for the suicide and the hospitalize Pr 
a state facility. It is hoped that psycholl from 
has enabled Alice not only to break pev. 
her family but also to realize that it is her 
whether or not she lives out the prophecy. 
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The origins of Alice's designation as the bad 
seed could be traced back to Alice's maternal 
grandmother, who gave Mrs. A., her only child, 
the continuous message that she (Mrs. A.) was 
bad and would someday get into trouble with a 
man. Mrs. A., in fact, did become pregnant out 
of wedlock with Alice, and this pregnancy forced 
the A.s to marry. Before Alice's birth the grand- 
mother predicted that the child would be a girl 
and that her granddaughter, like her daughter, 
would turn out “rotten.” Mr. and Mrs. A. kept 
the fact that Alice was conceived out of wedlock 
as a carefully guarded secret that only came to 
light after months of family therapy. Anniversary 
dates and birth dates had been left purposely 
vague, and all three of the A. children alluded to 
some mysterious unknown that they did not 
understand in the family background. 

The A. family demonstrates many aspects of 
family mythology. The mother's prophecy could 
represent an identification with her own mother, 
who had previously put a curse on her. Alice's 
curse also could represent a projection of either 
Mrs. A.s own feelings of guilt or the latter’s wish 
to be much wilder than the one out-of-wedlock 
pregnancy. In this sense, Alice lives out some of 
the mother’s fantasies, 

I The participation of the other family members 
in the mythology was remarkable. Each seemed 
unable or unwilling to challenge the curse. Alice's 
two sisters took an "Isn't it awful” stance, while 
Mr. A., an aggressive man in business, stood by 
Passively and watched the scene unfold. His 
stance was that a man has no power in a family, 
an attitude similar to his own father's attitude 
about family life, Alice’s mother and maternal 
grandmother predictably took a stance that said 

I told you so” and “I knew she would turn out 
o) Although Alice initially did not believe 
Ee mother's prophecy, in the end she felt that 
er mother had been right. She said that she was 
Not only bad and dirty, but also that she had no 
Control over her own destiny. In therapy this 
attitude gradually softened. 


; Case 2. The B.s are a Jewish family involved 
 multigenerational homosexual incest. Most 
ead of this extended family are well edu- 
fail and have professional careers. In the B. 
the ily there was an accepted family myth that 
nu inheritance of the generations" was always 
qm * male line and that homosexual incest was 
(ia ymbolic passing of strength from generation 
faa The women in the B. family were 
TB | but colluding witnesses to the family in- 
m € and incest by denying its existence despite 
P Confronted with overwhelming evidence 
0. S presence. Bruce B., a brilliant but aloof 
a Ed Scholar, became delusionally psy- 

ic shortly after submitting to his father's 
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first overt homosexual proposition. Bruce, who 

had made some attempt to separate himself 

from his family, felt that it was inevitable that 

he would someday have to submit to his father 

pore “The curse had been prophesied in the 
ible.” 

Mr. B., Bruce’s 50-year-old father, was a 
teacher and theater director. Mr. B. stated that 
homosexuality as well as heterosexuality had 
been a natural way of life for him for as long as 
he could remember. Since adolescence he had 
engaged in active and passive homosexual ex- 
periences involving anal and ọral intercourse 
with a frequency of several times a month. Until 
age 38 he had intercourse with his wife, but since 
then he reported that their sexual relationship 
had been limited to his passively submitting to 
fellatio with her. Currently, his only homosexual 
contacts are with casual partners at various 
Young Men’s Christian Associations., 

Mr. B. fondly remembered having submitted 
in adolescence to genital manipulation by his own 
father, in addition to being- homosexually in- 
volved with a brother and a male first cousin. 
As the years went by, Mr. B. became more and 
more interested in his son. Father and son would 
have long intellectual discussions together, with 
Bruce sitting on Mr, B.s lap. Although father and 
son seemed to accept their homosexual contact 
as inescapable, their reactions to the situation 
were quite different. The father, who was a dra- 
matic and manipulative person, became mildly 
anxious whereas Bruce became grossly psychotic. 
Mr. B. seemed to profit little from outpatient 
therapy, and it was discontinued. Bruce, in treat- 
ment with a separate therapist, has had multiple 
psychiatric hospitalizations as well as several 
courses of ECT for regressive psychotic behavior. 

The grandfather, who possibly initiated much 
of the family mythology, was a somewhat obses- 
sive 70-year-old businessman who was quite com- 
petent and aggressive. Unfortunately, this family 
never agreed to ongoing family therapy, although 
some of the interesting facts of the case were 
brought to light during a series of evaluation in- 
terviews in which we elicited the joint participa- 
tion of several members of the family. 

Mrs. B., a successful woman in her own profes- 
sional career, was typical of the silent collusion of 
passive members in a family mythology. She said 
that her husband’s homosexuality had occurred 
years ago and certainly did not involve the family. 
Her denial remained in spite of the fact that she 
had witnessed prolonged embraces and hand 
holding between the father and the son. A similar 
pattern of denial had existed in the previous gen- 
eration. Although Mr. B.'s mother (Bruce’s pater- 
nal grandmother) knew that two of her teen-age 
sons were sleeping in the same bed, she thought it 
was simply boyhood companionship and not ho- 
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mosexuality. 

The B. family, in which the men seemed all 
powerful, was in contrast to the A. family, where 
women possessed the power. In both families the 
mythology involved at least three generations, 
with the effects being most devastating to the third 
generation. In both families the mythology could 
not have been maintained without the expenditure 
of considerable energy by all members of the fam- 
ily group. This pathological involvement included 
not only the “prophet” and the “sacrificial lamb," 
but also the silent collusion of the passive mem- 
bers of the opposite sex in each family. The B.s’ 
repeated refusal to be involved in ongoing family 
therapy can be viewed as resistance to change in 
which all members feel threatened by any pro- 
posed fundamental alteration in the family dy- 
namics. 

Case 3. Carol C. is a 25-year-old single woman 
who maintained a status of graduate student as 
well as that of unmarried mother in a university 
community setting. When first seen at a psychiat- 
ric clinic, she seemed both bizarre and depressed. 
She said she was worried about hurting herself 
and her four-year-old daughter. Her position was 
that such destructive action seemed inevitable and 
that she seemed to be drawn to such action by an 
irresistible force. Carol stated that she had been 
depressed since she was a little girl. Since puberty 
She had made repeated suicide attempts, several 
of which were serious, including pill taking, wrist 
slashing, and burning herself. 

Carol talked about her mother, who had been 
in and out of psychiatric hospitals and had made 
à number of suicide attempts by asphyxiation and 
large overdoses of sedatives. Carol's mother had 
warned her years ago that a similar fate was in 
store for her. Carol also talked of her maternal 
grandparents, both of whom killed themselves 
after repeated suicide gestures with guns, pills, and 
knives over a period of many years. Although 
Carol was eventually hospitalized with a diagno- 
sis of schizophrenia, it was unclear whether the 
family history involved manic-depressive disease 
or schizophrenia or both. 

Most remarkable was the sense of doom or fate 
that Carol C. felt about suicide as life’s basic out- 
come. It was as though suicide or suicide attempts 
were an inherited family curse. She saw no way of 
avoiding the inescapable. Carol’s feeling of want- 
ing to kill her daughter involved not only angry 
feelings about being burdened by the daughter in 
her academic career, but also altruistic feelings 
that killing her daughter would be a kindness that 
would save the latter from leading a life that would 
ultimately end in suicide. 

It is unfortunate that little is known about other 
members of the C. family. Nevertheless, it seems 
as though the C. family was destined for self-de- 
struction in a psychotic fashion, in the way mul- 
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tiple generations of other families are “fated” for 
alcoholism, bad luck, and so forth. 

Case 4. David D. is a 20-year-old single veteran 
who sought psychiatric help for feelings of de- 
pression, worthlessness, and loneliness, In the 
past he had struggled with a recurrent impulse 
to kill himself, an action that seemed foreign 
yet predetermined. The significant dyad in this 
family was between David and his mother. Mrs, 
D. was an aggressive, overbearing English pro- 
fessor who suffered from recurrent depressions. 
Mr. D. and three other children, several years 
younger than David, appeared as shadowy, al- 
most nonexistent figures in the family constella- 
tion. Mrs. D. apparently took an all-consuming 
interest in David. He, in return, felt that he had 
his mother’s qualities of shyness and sensitivity, 
However, David also worried about whether he 
could live up to his mother’s high academic ex- 
pectations of him. 

The curse in this family involved the mother's 
choice of a name for her son. David D. (pseudo- 
nym) was given the same name as a figure in a nov- 
el who commits suicide. In this literate family the 
meaning of David’s name was not openly dis- 
cussed, yet both mother and son were quite aware 
of the poem and the significance of the name. . 

Although there were many other pathological 
communications in this family, the mother's 
choice of a name for her son was an example of a 
silent unspoken curse that seemed to be ever-pres- 
ent for the son. In terms of his life style, David 
identified not only with his mother, but also with 
his namesake, the tragic hero of the novel. Rb 

The cases of David D. and Carol C. are similar 
in that the curse was the direct or implied mater- 
nal prediction of a future suicide by the child. For 
David the curse was embedded in his name, while 
for Carol the curse was cemented in a history of 
family examples. 


Discussion 


The four clinical vignettes have illustrated 
family mythology in general and curses an 
prophecies in particular, whether they be di- 
rect or implied. These communications Ot 
effectively disrupt or devastate a family (f. 
8, 10, 11), or they can serve to maintain 2 
Precariously balanced equilibrium e 
the family. Although the clinical materia! 
emphasizes parent-child interactions, Spous 
es and other combinations of relatives 2 
frequently involved in such patterns of EUM 
munication. The dynamic issues involved ! 
myths and curses vary with the individus. 
family, although some general comiti 
can be made that apply to a wide spectru 
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of families. 


Fate 


Freud (39-41), Menninger (4), and Bossel- 
man (42) have discussed the concept of fate 


and fate neurosis with clinical examples not 


too dissimilar from the case material pre- 
viously described. They emphasize that the 


| term "fate neurosis” is applicable to certain 


personalities who act in recurrent self-de- 
structive or self-defeating ways. It is as 
though these people are shadowed by a small 
dark cloud that seems to rain on them but not 
on others. Statements made by these people 
reflect qualities of inevitability and lack of 
personal control over their own destiny. 
Similar feelings were expressed by the 
Victims in the four families under discussion. 
Alice A., as the “bad seed,” and Bruce B., 
as the end product of three generations of 
homosexual incest, felt that their lives had 
been predetermined by fate and that there 
Was no escape from their destiny. It was as 
if they were determined to turn the curses 
into self-fulfilling prophecies. Carol C. and 
David D., to date, have managed to avoid 
fulfilling their parents’ prophecies of suicide, 
yet that threat seems to be ever-present and 
Serves as a major theme in their lives. Freud 
(41) noted that people often sacrifice some- 
thing to fate in order to ward off some other 
dreaded loss. In a family mythology the 
cursed victim often gives up autonomy and 
occasionally much more, including happi- 
Ness and life itself, in order to retain the fan- 
lasied attachment to the prophet, whether 
y be parent, spouse, or other relative. 
Ries role as the young homosexual and 
Bus s role as the “bad seed” at least gave 
Some sense of belonging to the family. 


Identification 


The problem of identification is especial- 
th pou to the problem of family my- 
FenoBy. Freud(43, 44), Anna Freud (45), 
manchel(2, pp. 141-167, 216-236), Hart- 

ann (46), Rapaport(47), and others (48, 
ee commented on the process of iden- 
age and the related processes of intro- 
indivi internalization, and imitation for the 
Bo ual in the family setting. Freud has 
roi commented on these processes in other 
Bui, settings (43, 44, 50) and in the larger 
in Fi Or societal setting (22, 44, 51). Reich, 

IS study of character analysis (49), and 
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Erikson, in his studies of developmental 
tasks (52-54), have related the processes 
of identification to various stages of psycho- 
sexual development. Freud (40) stated, ‘‘The 
character of the ego is a precipitate of aban- 
doned object cathexes and it contains a his- 
tory of those object choices.” Reich (49) 
indicated, “An individual's identification 
with frustrating reality and persons repre- 
senting that reality gives character armoring 
its meaningful content.” 


The four case vignettes contain numerous 
examples of identifications, although such 
identifications often served to strip rather 
than to reinforce the character armoring 
described by Reich (49). In the A. family 
Alice identified strongly with her mother 
who was, in turn, the “bad seed" in the 
grandmother's eyes. In the B. family there 
seemed to be three generations of sequential 
identification in terms of choice of a homo- 
sexual love object. Although Alice A. often 
used oral aggressive imagery (52), such as 
a desire to eat or be eaten, when discussing 
her mother, Bruce B. talked of smells and 
of inhaling his father's presence, which was 
perhaps related to a more primitive mode of 
identification through respiratory incorpo- 
ration, as described by Greenacre(55) and 
Fenichel (2, pp. 236-267). 

The curse of suicide and self-destructive- 
ness raises a special problem of identifica- 
tion in the A., C., and D. families (4, 51, 56, 
57). Freud noted (51) “That analysis has ex- 
plained the enigma of suicide in the follow- 
ing way: No one finds the mental energy 
required to kill himself unless, first of all, 
in doing so he at the same time kills an ob- 
ject with whom he has identified himself 
and, in the second place, in turning against 
himself a death wish which has been directed 
against someone else.” 

Carol C. not only identified closely with 
her suicidal schizophrenic mother but also 
expressed death wishes against her. Similar- 
ly, Alice A. would alternate between identi- 
fying closely with her mother (to the point 
of unconsciously talking like her and con- 
sciously thinking about the mother's pro- 
fession as a career choice) and considering 
angry, vengeful plans to kill her. The chil- 
dren in these families also occasionally illus- 
trated mechanisms of introjection as they 
internalized a parental attribute, posture, 
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or philosophy in a manner that was less 
complete and less integrated than total iden- 
tification. 


Magical Thinking 


Magical thinking seems to be a necessary 
ingredient for the creation and maintenance 
of family myths and curses. Selma Fraiberg 
(3) has beautifully described this type of 
thought in young children. Rado (58) indi- 
cates that magic’s deepest root is the infant’s 
belief in his own omnipotence and in ‘magic 
as a universal phenomenon, Piaget (59) em- 
phasizes the origin of magical thinking in 
the young child’s inability to use an adult’s 
sense of causality, Magical thinking is seen 
in superstitions (60), dreams (58), creative 
and performing arts(58), and the behavior 
of primitive groups (22, 26, 61), as well as 
in the play and verbalizations of young chil- 
dren (3, 62). Among adult psychiatric syn- 
dromes, magical thinking has long been de- 
scribed for the obsessive-compulsive, where 
it often takes on a coercive aspect (22, 58, 
63); the hysteric, where there is performance 
magic of illusory fulfillment (58, 60); and the 
schizophrenic, who uses ritualistic and mys- 
terious gestures and symbols to attempt to 
exert control over a hostile universe (64). 

Magical thinking was found in abundance 
in all four of the families. Bruce B. and 
Carol C. exemplify magical thinking of psy- 
chotic proportions. Carol was convinced 
that her thoughts about herself and her 
daughter would come true. Bruce, too, was 
convinced of his omnipotent powers to 
control the world through bizarre ritualistic 
gestures. Perhaps some of these magical 
fantasies of omnipotence were a reaction to 
the concomitant feelings of impotency and 
coercion that were fostered by the family 
mythology. Although most of the recipients 
of the prophecies sensed that there was 
magic in the family, they felt that it was the 
prophetic parent who possessed it. Alice 
and David behaved as though their parents? 
words and actions were powerful and com- 
pelling forces. 


Transmission of Irrationality 

Transmission of irrationality is a con- 
cept used by Lidz and associates (7, 8) to de- 
scribe some of the communication patterns 
in families of schizophrenics. The passage 
of irrational myths and curses from genera- 
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tion to generation is most evident in the ho- 
mosexual incest of the B. family (65-67), 


The other families had similar but more 
subtle distorted communications. 


Helene Deutsch (68) discusses the ultimate 
in the transmission of irrationality, the folie 
à deux. She describes it as “the transfer 
ence of delusional ideas from a person 
psychically ill to another person psychically 
healthy, who then accepts the delusional 
system of the ill person and assimilates it 
into the content of his own consciousness,” 
She notes (68), “There are usually deeper 
psychological mechanisms which result in 
the psychic dependence on and identification 
with the primarily diseased person,” In 
these families, especially in the ones with an 
overt psychotic level of adaptation, one 
sees this extreme psychic dependency and 
identification in situations that could only 
be labeled as folie à deux or folie en famille 
(53). : 

Lidz and associates (7) describe parental 
“imperviousness” and family "masking" as 
key factors in the transmission of irrational- 
ity. Imperviousness refers to parents’ ina- 
bility to feel or hear their child’s emotional 
needs; masking refers to a conscious nega- 
tion as well as unconscious denial of dis 
turbing family events or situations (7). Im- 
perviousness was in evidence in Carol Cis | 
situation, in which her mother had to te- | 
main out of touch with her daughter's needs - 
in order to retain her own shaky, psychotic 
equilibrium. Masking was found in the ^: 
and B. families" denial of the significance 
of either “all men" or “all women.” 
denial was part of a husband-wife mythology | 
that existed independent of the parent-child: 
distortions. In addition, there were many 
specific issues, such as the A.s’ out-of-wed- 
lock pregnancy and the B.s' incest, that were 
kept carefully guarded secrets. 

In his general discussion of distorted fam- 
ily communications, Lidz (69) notes the 10 es 
played by violations of sex-linked and gen- 
eration-linked boundaries. Communication 
patterns are in trouble when someone, US 
ally a parent, either tries to take on the eek 
butes of the other sex or tries to be a mem ith 
of another generation. The B. family, 
their multigenerational homosexual in sf 
broke both generation and sexual bount 
ies. Mrs. D., in her overbearing and S 
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tive closeness to her son, broke generation 
boundaries but not sexual boundaries. 

Although Deutsch (68), Lidz(69), and 
others (3, 7, 8, 26, 58, 60, 61, 70) emphasize 
the magical, irrational, and psychotic ele- 
ments in family mythology, Spiegel (64) 
points out that mythology can be an impor- 
tant part of rational communication and 
communication theory. She views the myth 
as being paralogical and not prelogical, the 
implication being that mythology and logi- 
cal reasoning are not necessarily incampat- 
ible. She states (64), “Myths have a dream- 
like quality because the symbolism of myth 
is metaphor which deals with connotations, 
with analogies seen in the phenomena oc- 
curring about us, and with imagery arising 
from fantasy and the unconscious.” This 
argument, | believe, is one of degree. The 
myths in the four families under discussion 
seem closer to the side of irrationality on a 
rational-irrational continuum. This is per- 
haps reflected in the fact that these families 
came to psychiatric attention, whereas most 
families with individual mythology (70) nev- 
er come to the attention of psychiatry. 


Homeostasis and Therapy 


To this point, we have examined only the 
destructive nature of curses and prophecies. 
Positive and creative prophecies of future 
800d, wealth, success, or happiness are cru- 
cial for normal development, but their dis- 
cussion is beyond the scope of this paper. 
However, it must be noted that sometimes 
even a positive prophecy of success can be- 
Come, for the recipient, an anxiety-provok- 
Ing, unrealistic demand. 

The most devastating of curses may have 
Some positive value in maintaining a certain 
aiy homeostasis or equilibrium (12, 17). 
SDN distorted and irrational communi- 
‘ideo may be better than no communica- 
a at all. Although | myths may have de- 
— and sadistic implications, they 
a Constitute a relatively safe area of dis- 
ILE where the family can share a bit of 
EN albeit „pathological, togetherness. A 
ad. itio adjustment, although terribly mal- 
in ne. (46), may be more acceptable to the 
Site ual and the family than death or a 

5 unued high level of anxiety. In one sense, 
the PLE or scapegoated person may be 
E acrificial price the family pays for the 

€ction of other members. If Alice A. had 
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not been designated the “bad seed,” her 
mother’s emotional stability and the welfare 
of the other children might have been in se- 
rious jeopardy. 

It is hoped that individual and family 
therapy and, where appropriate, the use of 
drugs and/or environmental manipulation 
will make it possible for a family to relin- 
quish its tenacious hold on its magical and 
mystical beliefs in favor of a more rational, 
adaptive adjustment without sacrificing the 
cursed family member (20, 71). A family or 
one of its members will occasionally seek 
help at a point in the family’s history where 
resolution of the mythology seems impos- 
sible. The goal of therapy, then, becomes a 
separation of family members. When the 
therapist begins to hear about a family 
mythology, it is important that he be alert 
for and, when appropriate, explore the com- 
plicated dynamics of such irrational beliefs. 

Since some family myths and curses in- 
volve not only neurotic conflict and gross 
or subtle psychotic distortions but also as- 
pects of character structure, a resolution or 
partial resolution of a family mythology 
takes much time and energy on the part of 
therapist and patient (12, 17). The resistance 
to giving up a myth can be enormous, for 
that would mean a threatening move for the 
individual and the family from the status quo 
into the unknown. The curse as a specific 
type of family mythology is particularly dif- 
ficult to modify. The presence of magical 
thinking, primitive impulses, and early 
modes of identification all point to the fact 
that the antecedents of the curse must orig- 
inate at a time early in ego development. 
Such early wounds seem to leave deep and 
lasting scars not easily erased by psycho- 
therapy. 
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This Month’s Special Section 


Childhood Disorders 


Psychotherapy for Latency-Age Children in an Inner 
City Therapeutic School 


BY PAUL N. GRAFFAGNINO, M.D., FRANK G. BUCKNAM, M.D., 
IBRAHIM N. ORGUN, M.D., AND ROBERT M. LEVE, PH.D. 


The authors examine the role of a traditional 
treatment approach—psychoanalytically ori- 
ented child psychotherapy—in an innova- 
tive special school program designed to help 
hitherto unreachable early latency children 
from core city problem families. The findings 
suggest the possibility that it might indeed 
be a disservice to these children not to offer 
them a chance at the psychotherapeutic ap- 
proach at the same time that they receive 
special schooling and environmental inter- 
vention. 


L ATENCY-AGE CHILDREN with emotional 
problems whose families are at the 
lower end of the socioeconomic scale have 
been difficult to reach in inner city mental 
health programs. New approaches are 
being tried, ranging from intensified men- 
tal health services in the schools (1) to day 
care or residential treatment programs (2). 
The present study focuses on the use of a 
tried and tested treatment modality, in- 
tensive individual psychotherapy, in an 
innovative special program designed to 
serve such children. The program is a ther- 
apeutic school created as a joint endeavor 
by a child psychiatric clinic and a core city 
school board for first through third graders 
who were unable to remain in regular 
classes. The program has been described in 


The authors are with the Children’s Clinic of the 
Institute of Living, 17 Essex St, Hartford, Conn. 
06102, where Dr. Graffagnino is director, Dr. Bucknam 
is training director, Dr. Orgun is assistant director, and 
Dr. Leve is chief psychologist. 
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detail elsewhere (3). 

A larger study is in the process of com- 
paring this program, which provides psy- 
chotherapy plus special schooling, with 
three other groups: a group of similar chil- 
dren receiving only special schooling, 
another group with only psychotherapy. 
and a group with neither therapy nor Spe 
cial schooling. Early results from this study 
indicated that psychotherapy might be à 
significant variable in bringing about m: 
provement in these children, whereas specia 
schooling was less important (4). These 
children represented a population that has 
rarely been treated in this way by a child ae 
chiatric facility. The children came, 1n m 
all cases, from multi-problem families E 
crisis-prone parents who generally won 
not be willing or able to bring their iud 
dren to any kind of community institut! 
for prolonged psychotherapeutic help. A 

The special laboratory school was hous 
in a child psychiatric clinic building by 
school serves 14 to 20 children taug A 
three special education teachers fromai 
public school system. In addition to m a 
individual psychoanalytically ane iat 
chotherapy for each child, the clint 
and trainees of the clinic provided E 
strative, consultative, and casework he p T6 

Some of the children had been E ‘ats 
school social workers and psy 
for one or two years before referra vert 
special program. They were all a had 
because such help in regular schoo re ot 
failed. They were not learning and E ot 
able to adjust to a regular class. They 
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sented a broad range of symptoms, usually 


- disruptive in nature, such as lack of control, 


stealing, distractibility, fighting, violent 
temper tantrums, poor judgment, and hy- 
peractivity. Children accepted were neither 
mentally retarded nor psychotic. They 


| could all communicate verbally. 


The special program was a blending of 
three approaches: 1) individual psycho- 


‘therapy, 2) special class, and 3) environ- 


mental intervention. It was decided in ad- 
vance not to use medication, such as 
tranquilizers or amphetamines, in order to 
avoid yet another variable. -In no case 
was it necessary to deviate from this reso- 
lution not to medicate. None of the chil- 
dren had significantly high scores on a 


| clinical rating scale for cerebral brain dys- 


- 


function in use at the clinic (5). 

The children were bussed to school five 
days a week from several sections of the 
city, They were each seen weekly for an 
hour in a play therapy room by a child ther- 
apist. Because of compulsory school atten- 
dance, missed therapy appointments were 
tare. One of the first goals of the therapists 
was to determine if indeed the children were 
amenable to any form of individual psycho- 
therapy. The therapist’s only direct contact 
with the child took place in the therapy hour 
cach week. He maintained his neutrality and 
his identity as therapist. There was suffi- 
Cent opportunity for the therapist to com- 
municate with the teachers or others on the 
School staff and, if indicated, with the 
Parents, guardians, welfare workers, or 
Other interested adults. Traditional inten- 
Sive collateral therapy with the parents was 
M Possible. However, it was felt that the 
ded milieu of the school would help 
BiPronae enough stability so that psycho- 
E could proceed. In addition, at- 
OMS were to be made to influence for the 
: er the unstable homes and difficult- 
9-reach parents, 
The group of psychotherapists during 
Bs two academic years included 15 first- 
Er Tesidents in general psychiatry, four 
Ds mU Psychiatric social workers, one child 
P ology intern, and two staff psychiatric 
Eon Workers. The total number of inter- 
b Per child during the period of this 
4 ila ranged from 50 to 55, except for four 

"dren who left the program before the 
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study ended; the latter had each had be- 
tween 20 and 45 interviews. 

This study is an in-depth clinical evalua- 
tion of the course of psychotherapy of the 
first 14 children admitted to the special 
program. This clinical analysis was de- 
signed to complement the other more objec- 
tively designed investigations of the program. 


Method 


The 14 children were enrolled in the pro- 
gram in September 1968. This study covers 
the 18 calendar months ending March 1, 
1970. Ten of the children were still in psy- 
chotherapy at that time. 

The four supervisors of psychotherapy 
formed a study group to make the evalua- 
tion. They had available to them all pre- 
vious clinical and educational studies of 
each child. In addition, the study group 
reviewed the clinical and supervisory notes 
as well as the summaries of numerous staff 
conferences conducted about the children. 
The investigators also consulted directly 
with the psychotherapists, social workers, 
and teachers in the special school. 

In addition to their regular supervision 
of the therapists (each therapy interview 
was reviewed each week) the four investi- 
gators met regularly to discuss their find- 
ings. Finally, in the last two months of the 
study each supervisor made a formal pre- 
sentation of the three or four cases under 
his responsibility to the group so that a group 
consensus could be arrived at concerning 
the issues to be examined. Consensual val- 
idation of each other's observations helped 
to compensate, in part, for the investigator 
bias inherent in this type of reporting. The 
fact that the supervisors and not the thera- 
pists comprised the study group perhaps 
added another degree of objectivity. 

The authors attempted to describe the 
patients, their families, and their homes as 
well as the information available to them 
would allow. Next, the therapeutic process 
itself was evaluated in several specific areas 
that will be outlined below. We felt it was 
important not only to examine the relative 
value of psychotherapy to the total special 
program but also to report on the course 
and progress of psychotherapy in some 
detail. 
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Findings 
Description of Patients and Families 


There were 12 boys and two girls in the 
study. At the start of the program their ages 
ranged from seven and one-half to nine 
years, eight months. The median age was 
eight and one-half. There were seven lower 
class families, six working class families, 
and one lower middle class family repre- 
sented (6). Six of the children were black 
and eight were white. The black families 
and the white families were equally dis- 
tributed in the lower two socioeconomic 
groups. In all, there were eight children 
whose parents or foster parents were reim- 
bursed by the state welfare department for 
their care. 

In only four homes were both natural 
parents present at the start of the study. In 
one of these a very unstable father separated 
from and divorced his wife under court 
pressure during the course of therapy. Elev- 
en homes were estimated to provide mod- 
erately to extremely unstable surroundings 
in which to rear children. 

The authors came to know something 
about most of the parents, although not 
always in great depth. We tried to describe 
their emotional maturity and stability. 
Among the mothers we found ten to be 
unstable or immature and one to be neu- 
rotically overprotective and dominant. 
Three seemed to be relatively stable and 
healthy emotionally. We knew the fathers 
generally less well. Of the five fathers with 
whom the staff had had some contact, four 
could be called stable and relatively mature 
and one unstable. There is no reason to be- 
lieve that any of the remaining nine fathers 
were very stable or mature. Six of these 
were no longer in the homes but visited the 
children occasionally. Two more had not 
seen their children since infancy. Another 
had died when his son was six years old. 

The authors judged that in 13 of the 14 
cases it would not have been possible for 
the child to be engaged in a regular course 
of psychotherapy at a child psychiatric out- 
patient clinic had the child not been obliged 
to attend such a special school. In only one 
case would the family have been even re- 
motely considered a potential candidate 
for the usual outpatient approach. In fact, 
in four of the cases actual attempts to get 
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the children involved at child psychiatric 
clinics had failed. 

By the end of the 18 months enough 
children were nearing completion of the 
program so that a global estimate of their 
progress toward improvement could be 
made. Six had completed the program or 
were very close to successful completion, 
Of these, two were already back in regular 
school full-time; two were attending regu- 
lar school part-time; and two were in the 
planning stage for such a move. In these 
six, therapy had terminated or was ina 
termination phase. Good overall progress 
was being achieved by five others who were 
not yet ready for termination of therapy ot 
for reentry into a regular class. One child 
had made little or no progress. The remain- 
ing two cases were rated as incomplete be 
cause the children had been withdrawn from 
the program somewhat prematurely, 


Progress in Psychotherapeutic Work 


At the end of the study period it was 
judged that good to very good progress had 
been achieved in psychotherapeutic work in 
ten cases. In three cases progress could be 
called fair to good. In one case there was 
no change. In the latter, however, a um 
peutic relationship had been establishe 
that had helped hold together a borderline 
child while preparing him for placement In 
a residential treatment center. 


Diagnosis and Its Relation to Outcome 


A surprising number of the children— 


eight—were found to have internalized p 
choneurotic conflicts. Two more had. d 
lar conflicts that were not quite so TIE 


internalized; these children were classifi 
in the category of overanxious reaction ‘ 
childhood. In many of the ten children a 
presence of internalized conflicts Mer 
disguised by antisocial symptomato Ks 
that the conflicts might not have bere 4 
covered had not the child been in PSY 
therapy. 
In xd of the ten children there vt un 
other signs of developmental strain 
described by Anna Freud (7), 
their earlier upbringing. These ear 
opmental problems were _overs a 
clinically by the neurotic conflicts. d 
Of the remaining four children v 
not have recognizable inner conflicts: 
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were diagnosed as having problems of lag 
in personality development—one at the 
oedipal phase of development and two at 
the pre-oedipal level. The other child was 
the most seriously disturbed of all. He was 


| considered a passive-aggressive personality 


with borderline features. 

Not so surprising was the fact that seven 
of the eight children with psychoneurotic 
conflicts and both the children with over- 
anxious reactions showed a good to very 
good response to psychotherapy. The 
remaining child with a very good response 
to psychotherapy was one of the two with 
developmental problems at the pre-oedipal 
level. He began to move through the oedipal- 
phallic phase with the aid first of the thera- 
pist and teachers and later of his parents. 
His case will be described because it illus- 
trates how important was the mutual inter- 
action of psychotherapy, special school, and 


- changes in parental attitudes: 


Case 1. Glenn was eight years, 11 months of 
age when he entered the program. He had been 
belligerent and violent in regular class. He always 


| wanted to be first, was jealous, and had tantrums. 


Glenn was the third of four children. His mother 
had had many illnesses, had had to neglect her 
children, and as a result was very guilty and over- 
protective. The father and mother had been in 
Strong disagreement about Glenn’s upbringing. 
The father had disapproved of the mother’s 
Protectiveness and consequently had rejected 
and punished Glenn. The father had also re- 
treated to such a suspicious and negative attitude 


‘that when a local psychiatric clinic had recom- 


mended psychotherapy for Glenn, he refused 
permission for his family to cooperate. He ac- 
AS the mother of creating a *momma's boy." 
twas felt that Glenn's development was arrested 
fa pre-oedipal level, and specifically that he 
a aed a strong early hostile dependency 
fea is mother. He had had a long history of 
he ts. Glenn resisted growing up to the extent that 
zi reacted with violence when his father, teachers, 
b ug Seemed to ask or demand more mature 

enavior of him. 

Pd entering the special school he lived up to 
CORE non For more than 14 months he was 
DES ered one of the two or three most “hope- 
sith ‘Sue of the original 14. In psychotherapy 
ae P first therapist, Glenn, who was black, 
shi ually formed a warm dependent relation- 
ag with his white male therapist. In all his play 
of adijo win at games and maintained an aura 

grandiosity about all his wishes and actions. 
e therapist allowed the regression. However, 


4 
mer. J. Psychiat. 127:5, November 1970 


629 


when Glenn became aware that the therapist 
would be leaving at the end of the academic year, 
he showed his resentment, the other side of his 
dependency feelings. During many sessions there 
was undisguised aggression and provocativeness 
toward his therapist. He seemed bent upon having 
his therapist hate, reject, and punish him as had 
his father in real life. 

It remained for Glenn’s second white male 
therapist to conclude the work. After being trans- 
ferred in September 1969, Glenn continued to 
provoke and test his new therapist, using a wide 
variety of verbal weapons, including racial accu- 
sations. He showed rage and guilt over the loss 
of the first therapist, but gradually as these feel- 
ings were discussed in therapy he no longer 
needed to maintain the regressed pre-oedipal 
position and began to experiment with phallic 
intrusiveness and entered into an oedipal phase 
of interrelatedness. For example, he began to 
ask about the new therapist’s wife and children. 
Later he began to compare his height with that 
of the therapist and of his father; this discussion 
took place while he held a large toy machine 
gun that protruded forward from the pubic 
region. His challenges to his new male teacher 
became more frequent and audacious, like those 
ofa phallic boy confronting his father. 

The parents continued to be resistant to direct 
help for themselves. At P.-T. A. meetings, how- 
ever, first the mother and then the father ex- 
pressed approval of the school program. In the 
second year the couple attended evening parent- 
group meetings and finally the father began to 
say he was becoming extremely pleased with 
Glenn, who in his eyes was "growing up." In- 
deed, in the last two months of the study Glenn 
was a changed boy. He no longer needed to be 
first; his grandiose self-image had disappeared. 
In therapy he could refer regretfully to his lost 
dependency but was proud of his new freedom to 
try out more mature ways. He began to be inter- 
ested in learning. No longer would he avoid 
doing his work in order to avoid failure, At home 
his father was becoming much more interested in 
the boy. 

At the end of the period of the study the teach- 
ers were beginning to plan to allow Glenn to re- 
turn to regular school on a part-time basis. His 
peer relationships had improved remarkably. In 
therapy there was still some work to be done. 


Glenn's case also demonstrates. many 
facets of the specific findings of the study con- 
cerning the content and course of psycho- 
therapy. These will now be summarized. 


Nature of the Relationship 


In 11 cases the child formed a warm, de- 
pendent relationship with the therapist. In 
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two cases there was early hostility on the 
part of the child, and in one case an en- 
trenched ambivalence was present for the 
entire 18 months. In seven cases hostility 
or aggression to the therapist emerged in 
later stages, coming almost always as a 
sign of progress. 

Symbolic Content 


In the early stages of therapy, as might 
be expected, these seven- to nine-year-olds 
chose a variety of ways of expressing them- 
selves, such as the use of doll families, pup- 
pets, toy cars, toy soldiers, toy guns, games, 
crayons, paints, as well as words and ges- 
tures. The themes and defenses expressed 
hinted at future therapeutic developments 
in most cases and included scenes of muti- 
lation, play about death and killing, grandi- 
osity, perfectionism, compulsive avoidance 
of competition, feelings of inferiority and 
self-depreciation, as well as manifestations 
of aggression related to all stages of psycho- 
sexual development. In two cases thinly 
disguised sexual instinctual themes were 
played out with dolls. In others, oedipal tri- 
angles were created in doll and puppet play. 

Toward the middle of therapy in most 
cases the central conflicts and problems 
came to the fore, often quite vividly. Each 


child in his own way revealed his problems ` 


to his therapist by repetition and increas- 
ingly open communication. Several brief 
examples may illustrate this: 

Henry, age 8-4, whose domineering 
mother was guilt ridden after the accidental 
death of his older brother when the patient 
was one year old, symbolically recreated 
car crashes including one where a baby doll 
was crushed in much the same way as the 
real incident had been described to him by 
his mother. 

Tracy, also age 8-4, a black boy, in vivid 
doll play recreated the traumatic scene in 
which at age five he had seen a white female 
probation officer, along with two policemen, 
come to his fatherless home and forcibly 
take his mother off to prison. (His case is 
described further below.) 

Harold, age 9-6, blocked at a pre-oedipal 
level of development, tried in a babyish and 
somewhat feminine way to express love for 
his male therapist. 

Muriel, age 7-4, an abused child, revealed 
in her doll play that she herself often in- 
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stigated the abuse and was not the innocent 
victim she was at first believed to be. 

Finally, in the late stages of therapy the 
content became less symbolic. In at least 
eight cases it centered around the child's 
expressing and working out feelings of anger 
and aggression toward the therapist. As 
often occurs in therapy with latency-age 
children, a very personal and intense "crisis" 
was faced by many of these children with 
their therapists. This critical stage of therapy 
seemed to lead to significant reorganization 
of the psychic equilibrium. In these cases 
the children were then able to go on toa 
more normal latency stage of instinctual 
development. Ten children experienced 
"crises," eight of them of major proportions. 
Some examples may clarify the nature of 
these crises: 

Case 2. Tracy, mentioned above, who at age 
five had been dramatically separated from his 
inadequate mother on whom he had been cling- 
ingly dependent, was led to reveal and examine 
a repetitive pattern that indicated he had sub- 
sequently never given up the wish to return to 
his mother. In order to achieve this deeply re 
pressed wish, he acted out his problems in anti- 
social behavior with foster parents, teachers, 
peers, and others in the community. These acts 
not only turned many helping and potentially 
loving people away from him but also seemed 
unconsciously aimed at getting him returne 
first to a state institution and finally to his moth- 
er, who had long since abandoned him. His 
first therapist, a white male, worked at clarify- 
ing the issues, getting feelings out into the open 
and getting Tracy to accept someone other than 
his lost mother as a helper. His second th al 
a white female, resumed the relationship, dealt 
with his ambivalence about the loss of his por 
mer therapist, and finally established herself as 
a helping person in spite of her sex and ie 
There followed a period of crisis when Jap 
tested out his new relationship vigorously i 
the therapy hours. Then his foster parents he E, 
denly and without notice moved to a neigh i 
ing town, necessitating a change of n 
Tracy's achievements were sorely pressed as i 
loudly proclaimed, “You don’t give 2 Sch- 
about me any more" to the therapist and te dm 
ers. The crisis resolved itself within several we 


their 

as the therapist and teachers demonstrated V | 
continued interest. The therapy COD n 
elings à 


Tracy was helped to integrate his fe! 
to facilitate the gradual shift from Lar" 
process to secondary process thinking- well 
proceeded to achieve and to behave wee the 
after having been considered for most 
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first year one of the children with the most grave 

prognoses. In fact, the staff had not given up 
on Tracy only because the first therapist had 
seen movement in therapy and had held out 
hope to them during the trying first year. 


Case 3. Another dramatic crisis illustrates 
the exposure of primary process fantasy mate- 
rial and its subsequent resolution. Benny, age 
7-11, was a hyperactive, immature boy whose 
- approach to others was warm but who neverthe- 
less demanded the undivided attention of grown- 
Ups and peers. It was not until his second year 
of therapy that the outlines of a significant con- 
flict emerged leading to a major crisis in therapy. 
When Benny was four his beloved older step- 
sister, Mildred, then eight years old, had died of 
a malignancy after a long downhill course. His 
repressed fantasies emerged in an extremely 
painful fashion over a critical four-week period 
-late in therapy. First he began repeatedly to refer 
to his step-sister's death. Then he angrily and in- 
appropriately accused his therapist of trying to 
accuse his mother of giving Mildred cancer, thus 
Be revealing through projection an important 
unconsciously held belief of his own. The ther- 
apist, social worker, and mother dealt with this 
by gently reviewing the real story of Mildred’s 
death, Two weeks later in a very tearful and 
frightened state Benny loudly asserted to his 
therapist his further belief that Mildred could and 
would appear in a reincarnated form any day in 
almost any person around him. He said it had 
to be true because his mother had told him it 
would happen. It was discovered that the mother 
Was indeed clinging because of her own needs 
uj a vague hope of Mildred's reincarnation 
Sometime, someplace.” During these critical 
Interviews Benny was pulled emotionally in two 
ions at once—backward toward the re- 
Bressed pre-oedipal dependency on his mother 
and forward toward phallic strivings and oedipal 
Involvement. The therapist was in the middle 
| 4nd served effectively as a “broker” facilitating 
forward development. The latency age child, 
as Wolfenstein has pointed out(8), cannot be 
Expected to go through the mourning process 
as does the postadolescent. Instead of truly 
Mourning his sister's death, Benny began to 
Put to rest the painfully exposed fantasies. He 
( n to make partial substitutions for her 
- Among contemporaries, including his therapist. 
Tom that time on Benny settled down remark- 
ably in the class. He did not crave attention. He 
to concentrate and was a much sobered 
boy who finally showed a reab interest in putting 
5 very good intellect to work. 


Case 4. A different type of crisis occurred in 
i Case of Sidney, age 8-7, who was abnormally 
Š l of an abusive father. He had been not 
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only extremely fearful but also for many years 
had inhibited any aggression. In retrospect this 
seemed to have led to inhibition of free experi- 
mentation with fantasy when it would have 
been normal for him to engage in it at age three 
or four. Thus in school he could not comprehend 
his reading because he could not allow his imag- 
ination to function. During therapy his father 
was separated from the family. Sidney then be- 
gan to allow himself to test out his anger with 
his therapist. This process was mixed with con- 
siderable guilt based upon his fantasied destruc- 
tiveness. At one critical point he trusted his 
therapist with some family information but 
then could not stand the anxiety this aroused. 
Instead he burst out angrily and quite unreal- 
istically at his therapist, accusing the therapist 
of telling his mother that he had revealed a 
family secret. This breakthrough exposed an 
earlier conflict over secrets and curiosity. In 
subsequent interviews the primary process 
thinking disappeared and the conflicts around 
it were resolved. Subsequently Sidney settled 
down to a more normal postoedipal and age- 
appropriate competitiveness with his male 
therapist. Equally important is the fact that 
Sidney’s teacher reported he could now allow 
himself to comprehend stories. It seemed that 
the free play of imagination in the service of the 
ego was permissible to him, perhaps for the 
first time. He had already returned to regular 
class part-time by the end of the study. 


Transference Phenomena 


A careful examination of the nature of 
the transference in the 14 cases revealed 
some interesting patterns. If, as happened 
in seven of the cases, an early positive trans- 
ference was established, this was followed 
sooner or later by a negative transference 
and finally in most cases by a stage of re- 
lating to the therapist as a real person. 
A reverse process happened in six children, 
who began with a negative transference, 
followed later in therapy by a stage of posi- 
tive transference. Again, if things went well 
this was followed by more realistic mixed 
feelings for the therapist. 


Countertransference Phenomena 


Some interesting findings regarding 
countertransference were noted. This 
might have been expected since there were 
21 different therapists, many of whom had 
little or no previous experience. Most ther- 
apists, including even the most experienced 
ones, were somewhat overwhelmed at 
first by knowledge about the chaotic back- 
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grounds these children came from, a phe- 
nomenon that has been described as "cul- 
ture shock.” Nearly everyone felt that his 
efforts, limited to one hour of psycho- 
therapy a week, seemed grossly inadequate 
to the needs of the children. These feelings 
were worked out in various ways over a 
period of weeks. The therapists became 
assured, for example, that other staff mem- 
bers would work on the environmental prob- 
lems. 

Later other moderate to marked counter- 
transference problems developed in nine 
cases, Generally the problems rendered the 
therapists defensively passive and inactive. 
In three cases the countertransference 
reactions were not resolved and conse- 
quently impeded therapy somewhat. In two 
of these a routine transfer to a new therapist 
for the second year eliminated the problem. 
In the third case the child made good prog- 
ress in therapy because his therapist was 
able to work around, without modifying, 
his own inability to tolerate “messy” play. 


Problem in Changing Therapists 


“Transfer problems," as distinguished 
from problems in the transference, were 
examined. Eight of the children were trans- 
ferred to new therapists; one of them twice. 
In six of these cases there were noticeable 
manifestations related to the transfer. In 
five these were completely worked out and 
in one, partially. All six provided valuable 
material for the new therapists to work on. 
(Examples of transfer problems and their 
resolution were mentioned in the cases of 
Glenn and Tracy, above.) 


Varying Patterns of Collateral Therapy 


Most cases were quite a challenge for total 
management because, as already noted, 
only one family could have been even mini- 
mally considered a candidate for the usual 
child psychiatric clinic approach. All staff 
members tried many different approaches, 
on a trial and error basis at times, to reach 
the parents. By the end of the 18 months 
of the study, only four families were con- 
sidered completely unreachable. On the 
other hand, only two or three parents were 
in regular casework interviews. The vari- 
ous approaches included use of school 
social workers, clinic psychiatric social 
workers, child's therapist, state welfare 


[92] 


| 


PSYCHOTHERAPY FOR LATENCY-AGE CHILDREN | 


worker, parent group therapist, and envi- 
ronmental manipulation through legal 
procedures. 


The Psychotherapist and the Educators 


The interrelationship of the psycho- 
therapeutic process and the special educa- 
tional process was found to be a very com- 
plicated one. There was frequently a very 
valuable and at times critically essential | 
give and take between therapists and school 
staff. In some cases the value of such a dia- 
logue was more appreciated by one side 
than the other. In seven cases, as therapy 
progressed the  conflict-related neurotic 
symptoms disappeared from the class 
room and were confined to the therapy 
room where, as manifestations of earlier 
problems, they could be dealt with more 
appropriately and incisively. In six cases 
a definite acceleration in learning in the 
classroom was preceded by significant 
advances in therapy. 


Importance of Psychotherapy. Special Edu- 
cation, and Environmental Intervention 


As the study progressed, the authors 
came to feel more confident in making cer- 
tain judgments about the relative impor- 
tance of each of the three aspects of the 
program for each child. 

For example, psychotherapy was felt 4 
be extremely important in many cases. M 
particular it was judged that in three a 
psychotherapy could be considered of d 
Cisive importance, a sine qua non, for t! 
good outcome. These were the cases ij 
Benny, Tracy, and Sidney, referred 
above. In another six cases psychotherapy 


à 4 a i- 
was considered very important; its y 
bution, although essential to the B ital 


come, was balanced by the conco the 
effectiveness of the special schooling, exe 
environmental intervention, or both. ay 
ample of these cases is that of Glenn. Ki im- 
cases psychotherapy was of moderate nce. 
portance and in one of minimal impos 
The latter case was that of the era 
line passive-aggressive boy; psychoth to 
served the valuable purpose of et 
support the child in a difficult home iden- 
tion while the staff worked toward res! 
tial placement. deter 
The special school program was eight 
mined to be a very important factor !? 
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cases and of moderate importance in the 
remaining six. 

Environmental intervention was judged 
to be a decisive factor in three cases, very 
important in four, of moderate importance 
in six, and of minimal value in one. 

In the four cases where referral to pro- 
tective services (a legal step) became neces- 
sary, the psychotherapist played a valuable 
role. In two cases the therapist initiated 
the action through his findings in therapy. 
In all four cases the therapist helped the 
children greatly while they were going 
through difficult periods 


Discussion 


Psychoanalytically oriented individual 
psychotherapy for psychoneurotic latency- 
age children has been perfected over the 
past 30 years by child psychiatric facilities. 
Unfortunately it has been a focus for criti- 
cism of the child guidance approach because 
in practice it seemed to be available only to 
those children who came from a relatively 
Stabilized home (9). A rather sophisticated 
level of motivation and cooperation on the 
part of the parents had become a prerequi- 
Site before the child could receive treatment. 
In practice this often meant that children 
from low-income families did not get the 
Opportunity to receive individual psycho- 
therapy (10). 

The findings from the present study seem 
to demonstrate that children from extremely 
Unstable core-city homes can benefit from 
Psychotherapy when the therapy is part 
of a clinical-educational setting such as the 
Special school described. It is probable 
that the five-day-a-week clinic and public 
School program provided enough environ- 
mental stability to allow the psychothera- 
peutic process to unfold. In a sense the day 
Program, with its many interested adults, 
Substituted in part for a stable home. Beyond 
this, varying degrees of cooperation were 
gradually achieved with parents or guard- 
iia Many of these emotionally overbur- 

ened parents moved from their usual 
Position of suspicion of any institutional 
fee to one of relief that others shared 
e burden. In some cases higher levels of 
Eden were achieved. At the other 
Bede some children required protective 

ice action during the study to help sta- 
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bilize their environments. 

Of equal interest to child psychiatrists 
was the finding that these disruptive, ag- 
gressive, and impulsive children had in 
most cases internalized conflicts of a psy- 
choneurotic nature. The antisocial symp- 
toms were repetitive; they symbolically 
represented a plea for help. At a deeper 
level their disruptive and aggressive nature 
probably resulted from the early back- 
grounds, which were full of crises, traumata, 
and confusion. : 

Perhaps these seven- to nine-year-olds 
were especially ready to benefit from their 
psychotherapists’ approaches because the 
distressing memories and experiences, 
which had just become internalized, were 
still fairly accessible to the psychothera- 
peutic technique. At the same time the chil- 
dren were at a phase of cognitive develop- 
ment in which they were ready to substitute 
secondary process for primary process 
thinking when the anxieties associated with 
their conflicts had been exposed and dealt 
with in therapy. 

Early in therapy there had typically been 
a regression. Later ten of the children went 
through emotionally painful and dramatic 
"crises" with the therapist, characterized 
by the expression of strong feelings in the 
transference or the appearance of nearly 
delusional fantasies, misinterpretations, or 
vivid projections of their problems. These 
crises were often a turning point. Toward 
the end of therapy many of the children 
showed oedipal strivings, phallic intrusive- 
ness, and subsequent progress toward re- 
solving the oedipal situation. In certain 
cases there were vivid demonstrations of 
sublimation facilitating improved school 
work. These children seemed to be taking 
their first steps into true latency. 

Thus this group of children turned out to 
be surprisingly amenable to traditional psy- 
chotherapy. The outcome of their cases will 
be followed with interest. It is hoped that 
their character development has been 
strengthened so that they will be better 
able to stand up to, and perhaps even to 
reshape for the better, their future environ- 
ments. 

The authors believe that community men- 
tal health programs that provide psycho- 
therapy for these children deserve further 
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study and comparison with those not pro- 
viding such therapy. We feel that attention 
must be paid simultaneously to the intra- 
psychic problems and the external com- 
munity and home problems in young 
children of the type studied here. 
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Brain Function in Problem Children and Controls: 
Psychometric, Neurological, and Electroencephalographic 
Comparisons 


BY ABRAHAM WIKLER, M.D., JOAN F. DIXON, PH.D., AND 
JOSEPH B. PARKER, JR., M.D. 


Psychometric, neurological, and EEG 
studies were made of 24 children with scho- 
lastic-behavioral problems but no classical 
evidence of neurological disease and of 24 
matched controls. Differences between the 
two groups were significant in all three 
measures, giving evidence of brain dysfunc- 
tion in the groups with scholastic-behavior- 
al problems. Two subgroups—hyperactive 
and nonhyperactive—each with character- 
istics suggesting a different syndrome, are 
described. 


OME 30 YEARS AGO, Strauss and Kephart 
(1) and Strauss and Werner (2) differenti- 


Presented at the 123rd annual meeting of the Amer- 
ican Psychiatric Association, San Francisco, Calif., 
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ated two types of mentally defective children 
residing in a training school. In contrast t0 
an “endogenous” group, an “exogenous 
group manifested “erratic, uncoordina ^ 
uncontrolled and socially unacceptab ii 
behavior (1), and on the Marble Board ies 
showed impairment of ability to repro 
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geometric designs and domination by the 
background, when it was prominent (2). 
Although only three to five percent of the 
exogenous group showed evidence of a gross 
neurological disturbance, this group was 
considered to be “brain injured” on the 
basis of history and (unspecified) neuro- 
logical signs. 

Since then, the concept of “minimal brain 
damage” (or, more guardedly, “minimal 
brain dysfunction”) has been extended to 
children who may have normal or superior 
intelligence but manifest several, if not all, 
of the following: hyperactivity, percep- 
tual-motor impairments, emotional lability, 
general coordination deficits, disorders of 
attention, impulsivity, disorders of memory 
and thinking, specific learning disabilities, 
disorders of speech and hearing, equivocal 
neurological signs, and EEG abnormal- 
ities (3). 

„In the absence of correlative data with 
direct evidence of “brain damage” (e.g., neu- 
roanatomical and neurochemical changes 
at autopsy or biopsy), it is difficult to say 
which, if any, of these signs are primary 
indicators of brain damage and which are 
Secondary consequences. Nevertheless, a 
survey of the more recent literature (4-13) 
reveals that EEG abnormalities of various 
sorts (mainly, slow activity in excess of age- 
expectancy) are very common among chil- 
dren with behavior disorders, particularly 
those designated as “hyperactive” or “hy- 
Perkinetic.” Also, a few studies (14-16) 
indicate that equivocal or “soft” neurologi- 
cal signs are more common among children 
with behavior disorders than in control 
Subjects, even in the absence of classical 
or “hard” signs of neurological disease in 
the former. Likewise, perceptual and other 
Psychological deficits have been found fre- 
quently in children with behavior disorders 
(11, 17-19), 

However, except in the EEG study of 
Laufer and associates (6) and in the neuro- 
logical study of Hertzig and associates (16), 
no attempt has been made to compare 
Children exhibiting hyperactive and non- 
hyperactive behavior disorders with each 
Other, and no reports have come to our 
attention that compare hyperactive and 
Nonhyperactive behavior problem children 
With matched controls in respect to all 
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three presumptive indicators of brain 
damage. 

The purposes of the present investiga- 
tions were to delineate, in quantitative 
terms, the psychometric, neurological, and 
EEG characteristics that differentiate chil- 
dren with scholastic-behavioral disorders 
(so designated because scholastic and be- 
havioral problems were inextricably mixed) 
but without classical signs of neurological 
disease from control children matched for 
sex, race, age, intelligence, and socioeco- 
nomic class, and to determine whether in the 
former, hyperactive and nonhyperactive 
children differ from each other in respect 
to these characteristics. While the results 
of such a study could not be expected to 
furnish unequivocal proof of the existence or 
nonexistence of brain damage in a popula- 
tion of this sort, it was hoped that the 
investigations would help define the kinds 
of brain dysfunction that may be found in 
such patients and the relationships among 


such dysfunctions. 


Methods 
Subjects 

A group of 25 children aged five to 15 
years referred to the outpatient clinic of the 
department of psychiatry, University of 
Kentucky, for scholastic and/or behavior 
problems were selected as subjects for the 
study. 

Twenty-two of the subjects were referred 
by teachers and/or parents and three by 
physicians. Referrals for scholastic prob- 
lems alone (underachievement, with reading 
problems in most cases) and for hyperac- 
tivity or hyperactivity and aggressiveness 
were represented about equally. Only two 
children were described as “withdrawn” and 
"resistant." 

The following children were excluded: 
those who showed evidence of organic 
neurological disease on the initial screening 
examination, those with clinical seizures, 
those with IQs below 86, and those on chemo- 
therapy (except amphetamine drugs). Chil- 
dren receiving amphetamine drugs on admis- 
sion were tested and examined both on the 
drug and later, several weeks after drug 
withdrawal. Included in this report are only 
the test results and examination findings 
under drug-free conditions. One child, later 
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found to have definite signs of cerebral palsy, 
was eliminated from the patient group, 
leaving 24 subjects (23 Caucasian and one 
Negro; 22 boys and two girls). 

A group of matched control subjects was 
obtained through the cooperation of the 
Fayette County schools. Matching was 
on the basis of sex, age, race, intelligence, 
general social class, and the absence of any 
indication from school records and school 
personnel that the child had demonstrated 
scholastic or behavioral problems during 
his school years. The child matched with 
the one showing signs of cerebral palsy was 
also later omitted, leaving 24 control sub- 
jects. 


Procedure 


Children referred to the clinic formed the 
original pool of patients from which the 
final 24 subjects were chosen according to 
the criteria mentioned above. Selection of 
patient subjects as suitable for inclusion was 
made at various points throughout the diag- 
nostic evaluation, which included a detailed 
social service report and preliminary psy- 
chiatric and neurological screening exam- 
inations. When the selection criteria were 
met, parental permission was obtained for 
the child’s inclusion in the study. The selec- 
tion and matching of the control Subjects 
were done initially by consulting the school 
records, with the assistance of the principal 
and teachers; these records contained most 
of the necessary information, including 
results of previous intelligence and achieve. 
ment tests. 

The entire evaluation of the patient sub- 
jects, including special procedures, usually 
extended over a two-to-three-week period. 
However, the various studies done with the 
control subjects were ordinarily completed 
in one day. The principal usually obtained 
the permission of the parents for their 
child’s participation in the study; if the 
parents were agreeable, the child was picked 
up at school in the morning, brought to 
the medical center for the day, and returned 
to his home in the afternoon. 


Psychometric Testing 


A group of tests that could be objectively 
scored was administered to each child. 
These tests included the Wechsler Intelli- 
gence Test for Children, (WISC), the Ben- 


[96] 


BRAIN FUNCTION IN PROBLEM CHILDREN AND CONTROLS 


der Motor Gestalt Test, the Graham-Kendall 
Memory for Designs Test, the Minnesota 
Percepto-Diagnostic Test, the Draw-a-Per- 
son Test, and the Wide Range Achievement 
Test. In the case of the control subjects, the 
results of the previous intelligence tests at 
the school were compared with the results 
obtained in the psychometric evaluation 
before the child was finally included, Occa- 
sionally a child patient did not perform on 
a particular test, for example because of 
refusal, in which case the results for his con- 
trol were also omitted from the statistical 
analysis. 


Neurological Examination 


In addition to a complete classical neuro- 
logical examination, each child was tested 
for the presence of soft signs culled from 
the literature. Other deviations from clas- 
sical standards of neurological normality 
were also recorded. In the case of any indi- 
vidual soft sign, a single notation of 
"present" was made if certain criteria 
(necessarily subjective) were met, as illus- 
trated by the following for those signs that 
differentiated the patient from the control 
group to a statistically significant degree: : 

1. Equivocal Babinski, etc. Positive 
responses to the Babinski test or any of 
its confirmatories in not fewer than two or 
more than three of five trials. 

2. Dysdiadochokinesis. Performance poor- 
er than expected for age on rapid alternation 
and pronation of the hands and/or rapid 
apposition of the thumb to each of the 
other four digits, persisting on repeated 
tests with variations in instructions (to assure 
comprehension). 

3. Lateral nystagmoid jerks. Unsusta 
irregular, oscillatory movements of the eyes 
on lateral or upward gaze in at least three 
of five trials. p. 

4. Unilateral winking defect. mee 
to wink with one eye but not with the othe 
in at least four of five trials. 

5. Overflow movements. 


ined, 


Adventitious 
eiform 


ments of the arms or repeated opening an 
closing of the eyes, standing in the Ro 
position, eyes closed, upper 
extended horizontally and forward, 

separated and extended, counting. 
to 25, on repeated tests with admonitio 
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refrain from such movements. 

6. Disturbances of gait and/or coordina- 
tion and/or muscle tone. On at least two 
tests, loss of associated arm swings (one or 
both sides), awkwardness in running or 
catching a ball, inability to hop on one foot 
repetitively within a circumscribed area, 
swaying in Romberg position (eyes closed), 
generalized hypotonia or hypertonia (slight 
cogwheel rigidity)—singly or combined. 

The neurological examinations were made 
in accordance with a form prepared, and 
instructions and demonstrations given, by 
the senior author (A.W.). Some of the sub- 
jects in both the patient and control groups 
were examined by the senior author, while 
others were examined by various members 
of the department of psychiatry (see Ac- 
knowledgments). In most cases where 
classical or soft signs were observed by ex- 
aminers other than the senior author, they 
were checked by the latter as soon as pos- 
sible after the complete neurological exam- 
ination. Notations of "present" on the 
tabulation sheets were made only if the 
check confirmed the original observation; 
in most instances, this was actually the case. 


Electroencephalograms 


A Grass Model IV eight-channel electro- 
encephalogram was used to obtain bipolar 
and monopolar (ear reference) tracings 
from eight disc electrode placements on 
each side of the head (international system), 
with the child semirecumbent in an adjust- 
àble upholstered chair, eyes closed, awake 
but as relaxed as possible. The first sequence 
of runs were, on each side: bipolar, serially 
linked parasagittal; the same during two 
minutes hyperventilation, continued until 
Complete recovery; and bipolar, serially 
linked | prefrontai-anterior temporal-mid- 
lemporal-posterior temporal-occipital. Sub- 
Sequently other bipolar runs, and finally 
monopolar runs (referred to the homolateral 
and to the contralateral ears), were made. 
No medications were given, but after the 
first (waking) sequence of runs, spontaneous 

TOWSy or sleep records were obtained in 
18 of the patients and 13 of the control 
Subjects, 

Evaluation of the electroencephalograms 
Was made in two ways: 
fi l. The tracing from each channel on the 

rst and third runs (waking) was analyzed 
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TABLE 1 
Profile of the Hyperactive Child 


I. AT HOME 
1. Cannot remain still 
2. Cannot conform to limits or prohibitions 
3. Makes excessive demands 
4. Has sleeping problems 
5. Shows unwarranted aggression 
6. Is general “pest” 
AT SCHOOL 
1. Is talkative 
2. Fidgets continuously 
3. Cannot concentrate 
4. Has short attention span 
. Cannot conform to limits or prohibitions 
. Shows poor school achievement 
Ill. RELATIONSHIPS WITH OTHER CHILDREN 
1. Cannot make friends 
2. Fights without provocation 
3. Has poor manners 
4. Is extremely bossy 
5. Disregards rights of others 
6. Is constantly rejected 


* Reproduced with the permission of Parke, Davis and Company. Detroit, Mich., 
from Therapeutic Notes 68: 176-180 (June) 1961. 


quantitatively by visual-manual measure- 
ment of the percent time of artifact-free 
record (at least two minutes) occupied by 
rhythmic activity (defined as three or more 
successive waves of the same frequency +0.5 
c.p.s.), in the beta (14.0-25.0 c.p.s.), alpha 
(8.0-13.0 c.p.s.), slow alpha (7.0-7.9 c.p.s.), 
theta (4.0-6.9 c.p.s.), and delta (less than 4.0 
c.p.s.) ranges. Tabulation of the data and 
computation of means revealed that the most 
striking difference between the patient and 
control subjects was in the amount of slow 
alpha and theta rhythms (very little delta 
activity was found in the records of either 
the patients or the controls) As these 
rhythms, when present, were quite diffuse, 
a single index of slow activity was obtained 
for each child, namely “mean total slow per- 
cent” (TS%), computed by dividing the sum 
of percent time the tracings from each chan- 
nel were occupied by 4.0-7.9 c.p.s. rhyth- 
mic activity, by the number of channels. 
Generally, the number of channels was 16 
(eight each in the first and third runs); in 
some cases, however, the computations for 
both the numerator and denominator were 
based on fewer channels because 16 artifact- 
free tracings of two-minute duration (each 
run) could not be obtained. 

2. All tracings were inspected for gross 
bilateral asymmetries, paroxysmal dis- 
charges, spikes or spike-wave complexes, 
“14 and 6” rhythms, focal slow activity, 
prolonged slowing after hyperventilation, 
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TABLE 2 
Differences Between Patients and Matched Control Subjects on Psychometric Tests 
(t Test for Correlated Groups) 
MEAN MEAN 
N SCORE SCORE MEAN 
TEST (PAIRS) (PATIENTS) (CONTROLS) DIFFERENCE S.D. t p< 
Wechsler Intelligence 
Test for Children 
(wisc) 
Full scale 10 23 110.13 111.17 -1.04 10.86 0.46 NS 
Verbal IQ (V) 23 112.65 113.22 -0.57 13.35 0.22 NS 
Performance IQ (P) 23 105.57 106.91 -1.34 16.11 0.40 NS 
Difference V-P 
(patients) 112.610) 
23 105.57(p) 7.04 13.61 248 05 
Difference V-P 
(controls) 11322(v) 
23 106.91(p) 6.31 16.53 1.83 NS 
Coding subtest * 23 1022 1178 -1:56 3.45 2.18 05 
Draw-a-Person IQ 22 94.36 9623 -1.87 27.62 0.32 NS 
Bender-Gestalt 
(Koppitz) (errors) 23 2.83 0.39 2.44 3.49 3.35 01 
Graham-Kendall (errors) 23 448 135 3.13 748 2.09 05 
Minnesota Percepto- 
Diagnostic (errors) 21 4948 37.38 12.10 17.92 3.09 01 
Wide Range Achievement 
Reading grade level — 24 5.54 5.30 024 2.52 0.46 NS 
Spelling grade level 24 448 4.56 -0.08 1.98 0.21 NS 
Arithmetic grade level 24 461 417 0.44 ^ 1.58 1.37 NS 


“None of the other WISC subtests showed significant differences between patients and controls. 


and other pathological features. These were 
recorded as present or absent in each case. 
Hyperactivity 
Children in the-patient group (only) were 
classified “hyperactive,” “nonhyperactive,” 
or “uncertain” on the basis of a check list 
(see table 1) completed by the social worker 
in consultation with the parents and nota- 
tions made independently by the participat- 
ing psychiatrists during the intake interview 
with the patient and parent(s). A child was 
classified “hyperactive” if at least 12 of the 
18 items on the check list were affirmed and 
if “hyperactivity” was mentioned in the 
psychiatrist's report. If fewer than 12 of 
18 items were affirmed on the check list and 
the psychiatrist did not mention “hyper- 
activity," the child was classified “nonhyper- 
active.” The classification “uncertain” con- 
sisted of those children for whom the check 
list and psychiatrist’s notation did not agree 
or for whom no check list was completed, 
Using these criteria, 11 of the children were 
classified as hyperactive and nine nonhyper- 
active, 
Statistics 
For analysis of measures on interval 
scales (psychometric scores, ages, TS%), 
the t test, analysis of variance and covari- 
ance, or product-moment correlation co- 
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efficient was employed when appropriate 
(20, 21). For measures on nominal scales 
the sign test or chi square and on ordinal 
scales the Wilcoxon matched-pairs signed- 
ranks test, the Mann-Whitney U test or the 
Spearman rank correlation coefficient were 
used where indicated (22). 


Results 
Psychometric Scores 


The following tests (see table 2) differ- 
entiated the patient children from thei 
matched controls to a statistically significan 
degree: difference between the verbal à i 
performance subtests of the WISC; the o 
ing subtest of the WISC; and the Ben o 
Gestalt, Graham-Kendall, and Minnes 
Percepto-Diagnostic. On all of these up ; 
the patient children's performance } 
poorer than that of their controls. As m 
be expected because of the matching od 
cedure, no significant difference was fou 
on the WISC Full Scale I.Q. Not €x T 
however, was the finding that the Parc 
and controls did not differ on the W 
Range Achievement Test. 

On the other hand, comparison © 
hyperactive with the nonhyperactive P4 vail 
children (see table 3) reveals the : 
cantly poorer performance of the MY 
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active children not only on the Bender- 
Gestalt and Graham-Kendall tests but also 
on the Wide-Range Achievement Test. 
In this connection, it should be noted that 
the mean age of the hyperactive group was 
28 years less than that of the nonhyperac- 
tive group. 

Comparison of the hyperactive and non- 
hyperactive children with their respective 
controls (see table 4) reveals that whereas 
the hyperactive group had significantly 
lower scores than their controls on the 
WISC Full Scale 1.Q., Performance LQ., 
Bender-Gestalt, Graham-Kendall, and 
WRA reading and spelling tests, this was 
mot true of the nonhyperactive group. In- 
deed, comparison of the latter with their 
controls reveals superior scores on the part 
of the nonhyperactive patient group on 
several of the psychometric tests, namely the 
WISC Full Scale 1.Q., Performance LQ., 
and the Draw-A-Person and WRA reading 
and arithmetic tests. 


Neurological Signs 


After exclusion of the patient child with 
Cerebral palsy (and her matched control), 
none of the 24 patient children was found to 
have any positive classical signs; one of the 
matched control subjects showed bilateral 
absence of associated arm swing on walking 
and a unilateral positive Babinski sign 
(etiology not apparent). Twenty-two of 
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the 24 patients and 20 of the 24 matched 
control children were found to have one or 
more soft neurological signs; in all there 
were 92 soft signs in the patient group and 
39 in the control group. This difference is 
significant (see table 5). On the other hand, 
the hyperactive and nonhyperactive patient 
subgroups as well as their respective control 
subgroups did not differ significantly from 
each other in respect to total number of soft 
signs, although the number of such signs was 
significantly greater in each of the patient 
subgroups than in their respective control 
subjects (table 4). 

Of the individual soft signs computed 
separately (all others disregarded), Equi- 
vocal Babinski, etc, and Dysdiadocho- 
kinesis were significantly more common in 
the patient group by a two-tailed test, and 
two additional ones (Lateral Nystagmoid 
Jerks and Unilateral Winking Defect) by a 
one-tailed test. Curiously, Overflow Move- 
ments were more common in the matched 
control group; the difference was significant 
by a one-tailed test, Combining one or more 
soft signs under the heading Disturbance of 
Gait and/or Coordination and/or Muscle 
Tone, a significantly larger number of pa- 
tient children displayed what might be called 
global clumsiness than did controls (see 
table 6). Other less common soft signs that 
did not differentiate the patient from the 
control children significantly were: asym- 
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TABLE 3 
Differences Between Hyperactive and Nonhyperactive Patients in Psychometrie Tests 
= (t Test for Independent Groups) 
NONWYPERACTIVE 
Lies PATIENTS 
ner “N scone so. " scont so (OWFERENCEH + " 

Wechsler Intelligence Test 

for Children (WISC) x 

Full Scale 10 11 10573 2470 8 11500 1563 -927 093 

Verbal 10 (V) 11 —— 10800 2417 8 11780 1590 -950 097 NS 

Peformance iaiP) 11 10236 2246 8 10025 1688 -689 073 = NS 

Difference (V-P) n" 630 1485 8 e25 1821 -195 020 NS 
M en In 10 9000 2139 8 9475 2016 -475 048 NS 

(Koppita) (errors) n" 4 6.02 8 075 116 40 223 o5. 
Menem. Kendallerors 10 780 953  * 112 112 668 200 © 
wor rate ror 10 — 5690 31800 8 443) 1541. 12582 02 — NS 

‘Ressding grade level 11 337 218 9 834 429 -497 336 o 

Spalling grade level — 1! 281 167 9 652 362 -371 04 0t 

9 
9 


i 


3.01 
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== n" 833 212 11.13 295 -280 2 05 
tte 
| él the WISC subtests showed significant differences between hyperactive and noniyperscive patients. 
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TABLE 4 


Differences Between Hyperactive Patients and Their Controls 
and Between Nonhyperactive Patients and Their Controls 


MEAN MEAN 
N SCORE SCORE MEAN 
TEST (PAIRS) (PATIENTS) (CONTROLS) DIFFERENCE s.D. t p< 
Wechsler Intelligence 
Test for Children: 
Full-Scale IQ; 
Hyperactive 11 105.73 112.82 - 7.09 9.15 2.57 .02 
Nonhyperactive 8 115.00 108.38 6.62 10.32 1.82 -05* 
Verbal 10 (V): 
Hyperactive 11 108.00 110.91 - 2.91 13.13 0.73 NS 
Nonhyperactive B8 117.50 115.00 2.50 14.30 0.49 NS 
Performance IQ (P): 
Hyperactive 11 102.36 112.64 -10.28 16.10 2.12 -05 
Nonhyperactive 8 109.25 99.63 9.62 11.67 2.33 -05 
Difference V-P: 
Hyperactive 11 5.64 -1.73 7.37 24.23 1.01 NS 
Nonhyperactive 8 8.25 15.38 - 743 18.26 1.10 NS 
Draw-a-Person IO: 
Hyperactive 10 90.00 93.70 - 370 28.91 0.40 NS 
Nonhyperactive 8 94.75 84.00 10.75 13.48 2.26 05 -~ 
Bender-Gestalt (errors): 
Hyperactive 11 4.82 0.55 427 4.24 3.34 -01 
Nonhyperactive 8 0.75 0.25 0.50 1.20 1.18 NS 
Graham-Kendall 
(errors): 
Hyperactive 10 7.80 1.50 6.30 9.44 2.11 -05 
Nonhyperactive 8 1.13 0.75 0.38 1.60 0.66 NS 
Minnesota Percepto- 
Diagnostic (errors): 
Hyperactive 9 59.22 45.11 14.11 20.37 2.08 .05* 
-Nonhyperactive 8 44.38 34.50 9.88 14.97 1.87 .05* 
Wide Range Achievement: 
Reading grade level: 
Hyperactive 11 3.37 4.55 - 118 1.86 241 05 
Nonhyperactive 9 8.34 6.65 1.69 2.78 1.83 .05* 
Spelling grade level: 
Hyperactive 11 2.81 3.60 - 079 141 1.86 .05* 
Nonhyperactive 9 6.58 6.02 0.56 2.60 0.64 NS 
Arithmetic grade level: 
Hyperactive " 3.01 3.13 - 0.12 0.64 61 NS 
Nonhyperactive 9 6.76 5.37 1.39 2.22 1.88 .05* 


* One-tailed t test. 


metry of arm elevation in the Romberg po- 
sition, pendular knee jerks, fine tremor of 
outstretched hands, imperfect , left-right 
orientation, impaired two-point discrimina- 
tion, eyelid fluttering in Romberg position 
(eyes closed), dysgraphesthesia, facial 
nerve motor inequality, tendon reflex 
asymmetry, articulation defect, mild adi- 
posogenital or other dysplasias (all more 
common in the patient children), and mixed 
or variable handedness, eye muscle imbal- 
ance, equivocal Romberg sign (eyes closed), 
and general hyporeflexia (all more common 
in the control children). 


Electroencephalograms 


The findings with regard to the EEG slow 
activity index (mean total slow percent 
[TS%]) are shown in table 7 and figure 1. 
Table 7 A shows that TS% was significantly 
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greater in the patient group than in the con- 
trol group as a whole (N =24 pairs). That 
this difference was due largely to the exces- 
sive amount of slow activity in the non- 
hyperactive patient subgroup is reveal 
by the data indicating that, although TS% 
was only slightly greater in this subgroup 
than in the hyperactive patient subgroup 
(difference not significant), TS% of the non- 
hyperactive patients was significantly greater 
than that of their controls. TS% of the hy- 
peractive patients was slightly greater than 
that of their controls, but the difference was 
not significant. The significant difference. 
between the TS% of the nonhyperactive 
patients and their controls as estimate! by 
the t test (table 7A) was confirmed by analy- 
sis of covariance. Thus, when TS% was cor 
rected for age variation in the two patient 
subgroups combined and their respectivi 
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TABLE 5 
Total Neurological Soft Signs 


TOTAL 


COMPARISON GROUPS N siens eror AAD SAA p< 
All patients (P) 24 92 
All controls (C) 24 39 
Statistic 2.5 01 
Hyperactive P 11 43 : 
Nonhyperactive P 9 33 
Statistic 
C (for hyperactive P) 11 21 aad "A 
C (for nonhyperactive P) 9 14 
Statistic 41.5 NS 
Hyperactive P 11 43 
C (for hyperactive P) 11 21 
Statistic 2.0 01 
Nonhyperactive P 9 33 
C (for nonhyperactive P) 9 14 
Statistic 0.0 01 


controls combined, a significant difference in 
TS% was found (N = 40; df = 3, 35; F = 2.87, 
p <.05). Further analysis of covariance on the 
nonhyperactive patients and their controls 
revealed that the significant difference in 
TS% between the whole patient group and 
the whole control group was due to the 
difference between these two subgroups (N 
= 18; df = 1, 15; F = 13.80; p < 01). 
No such difference was found by similar 
analysis of covariance on the hyperactive 
Patients and their controls (N = 22, df = 
1,19;F = 0.72, NS). 

Some possibly important aspects of these 
comparisons are revealed in figure 1 and 
table 7B. When the points representing the 
Plots of mean age and TS% for the hyper- 
active patient subgroup and the nonhyper- 
active patient subgroup are connected, the 
Slope of this line, as estimated by applying 
the analysis of covariance to the means, is 
found to be significantly positive (N = 20; 


df =1, 18; F = 4.63, p «.05). In contrast, 
the slope of the line connecting the corre- 
sponding points for the two control sub- 
groups is found, by the same method, to be 
significantly negative (N = 20; df =1, 18; 
F = 9.27; p <.01). Relevant to this difference 
in the signs of the two slopes are the data 
on mean age x TS% product-moment corre- 
lation coefficients in table 7B. It should be 
noted that, although each of the two pa- 
tient subgroups was closely matched with 
its control subgroup for age (differences not 
significant; see figure 1), the mean age of 
the hyperactive patients was significantly 
less than that of the nonhyperactive patients 
(mean difference = 35.2 months, t = 2.62, 
p < .02), and likewise for the two control 
subgroups (mean difference = 33.7 months; 
t = 2.37; p < 0.5). 

Since normally one would expect slow 
activity in the EEG to decline with age (23, 
figure 31), the negative slope of the line for 


TABLE 6 
Neurological Soft Signs in Patients and Matched Controls 
(Sign test for two related samples) 


N 
x (NO. OF PAIRS 
N $UM (NO. OF FEWER SHOWING pc p< 
(PAIRS) P c SIGNS) DIFFERENCES) (1-TAILED) (2-TAILED) 
Equivocal Babinski 
+ ski, etc. 24 10 0 o 10 001 002 
Lediadochokinesis 24 6 o 0 6 016 ‘032 
Unilso t t2gmoid jerks 24 5 o 0 5 031 .062 
venou Winking defect — 24 5 0 o 5 031 062 
pierfiow movements* 24 6 14 4 16 .038 .076 
Isturbances of gait, 
Ed Coordination, 
/or muscle tone 24 15 5 1 12 .003 .006 
"Ni 
eyes cenere controls than patients had overlow movements (adventitious movements of fingers and/or opening and closing eyes im Romberg position, 


* Upper extremities outstretched forward). 
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TABLE 7 P 
Total Mean EEG Slow (4.0-7.9 c.p.s.) Activity (TS %) 


A. DIFFERENCES IN TS % 


MEAN MEAN 
GROUP N SCORE GROUP N SCORE DIFFERENCE S.E. t p< 
24 893 AIC 24 296 5.97 1.30 4.58 001 
nu 11 8.07  C(HP) 11 5.15 2.91 2.64 1.10 NS | 
N-HP 9 10.23 C(N-HP) 9 1.34 8.89 2.62 3.40 .01 | 
HP 11 8.07  N-HP 9 10.23 -2.16 3.76 0.57 NS | 
C(HP) 11 5.15 C(N-HP) 9 1.34 3.81 2.69 1.42 NS 
B. AGE X TS % CORRELATION COEFFICIENTS 
x (AGE) i 
GROUP N (MONTHS) — y(T$ %) riy) p< 
AILP. 24 118.08 8.93 -0.25 NS 
AIL C 24 115.25 2.06 -0.41 05 
HP + N-HP 20 117.7 9.04 -0.20 NS 
C(HP) + 
C(N-HP) 20 115.1 3.44 -0.43 .05* 
HP 11 102.2 8.07 -0.12 NS 
N-HP 9 137.4 10.23 -0.57 NS'* 
C(HP) 11 99.9 5.15 -0.50 NS'** 
C(N-HP) 9 133.6 1.34 -0.33 NS 


“one-tailed (if r «0.44, p<.05 [two-tailed]) for df = 18. 
* tif r= 0,58, p<.05 (one-tailed) for df « 7. 


52. p«.05 (one-tailed) for df- 9. 


Abbreviations: P: patients; HP: hyperactive patients: N-HP: nonhyperactive patients; C: controls; C [HP]: controls for hyperactive patients; C (N-HP): controls 


for nonhyperactive patients. 


the control subgroups is not unexpected, but 
the positive slope of the line for the patient 
groups indicates that some factor other 
than age differentiated the hyperactive 
from the nonhyperactive patients as regards 
TS%. The nature of this putative factor is 
suggested by comparisons of the subgroup 
% values in table 7A and the subgroup 
correlation coefficients in table 7B. Thus 
there are no significant differences in TS% 
between the hyperactive patient subgroup 
and either its control subgroup or the non- 
hyperactive patient subgroup, but the ten- 
dency of TS% to decline with increasing age 
(r values) is much less strong in the hyper- 
active patient subgroup than in either of the 
other two, which are very comparable in 
this respect (the smaller r in the control 
subgroup for the nonhyperactive patients 
is to be expected since TS% for this sub- 
group is very small). This suggests that 
whereas, in respect of TS%, the two control 
subgroups may be regarded as homogeneous 
except for mean age differences, the two 
patient subgroups differ not only in regard 
to mean ages but also in regard to the 
origins of slow activity in their electro- 
encephalograms. Inasmuch as for the pa- 
tient group as a whole, the Spearman’s 
Rank Correlation Coefficient for TS% x 
number of soft signs was nonsignificant 
(rs = 0.03), it may be presumed that the 
origins of slow activity in the electroen- 
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cephalogram and of neurological soft signs 
are different (in the control group as a whole, 
the correlation coefficient for TS% x num- 
ber of soft signs, rs = -0.07, was likewise 


FIGURE 1 3 
Mean total slow (4.0-7.9 c.p.s.) rhythmic EEG activity 
per channel (TS%, ordinate) as a function of mean age 
(months, abscissa) in children with scholastic-behavioral 
problems and matched controls. r d 
The points plotted are subgroup means (with standard 
deviations). A, definitely hyperactive patients (N=11); 
C, their matched controls (N=11). B, definitely AR 
hyperai patients (N=9); D, their matched controls 
(N=9). Line A-B connecting the two points for we 
patient subgroups is given by the equation ysO eis. 
1.6827 (slope significant and positive in sign); line 
C-D connecting the two points for the control subtree 
is given by the equation y=-0.1133x + 16.4720 (eRe 
significant and negative in sign). For discussion, see text. 
15 
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TABLE 8 
Abnormal EEG Transients 


A. ALLPATIENTS (N=24) VS. ALL CONTROLS (N=24) 
x 


N 
(NUMBER OF PAIRS 


SUM (NUMBER OF SHOWING pc p< 
P c FEWER SIGNS) DIFFERENCES) (ONE-TAILED) (TWO-TAILED) 
Abnormalities present 14 1 o 13 -001 002 
B. HYPERACTIVE PATIENTS (N=11) VS. NONHYPERACTIVE PATIENTS (N=9) 
PRESENT ABSENT TOTAL 
Hyperactive patients 8 3 11 
Nonhyperactive patients 4 5 9 
Total 12 8 20 


Note: df= 1; chi square =0.68, NS. 


nonsignificant). 

Abnormal EEG transients were rare in 
the waking records of both the patients and 
controls but fairly common during drowsi- 
ness or sleep in the patient group. The tran- 
sients found in the patient group included: 
multifocal negative spikes in two, bitempo- 
ral repetitive 6 c.p.s. spikes in one, 8 c.p.s. 
spikes in one and 9 c.p.s. spikes in one, ran- 
dom spikes in one, focal spikes in one, 
paroxysmal spike-wave discharges in three, 
sharp waves in four, paroxysmal high-volt- 
age theta discharges in 11, and focal theta 
in three. The electroencephalograms of the 
controls were free from such transient ab- 
normalities except for the occurrence of dif- 
fuse Paroxysmal theta discharges (during 
sleep) in one subject. During hyperventila- 
tion marked generalized slowing of the 
¢lectroencephalograms was observed in 
15 of the patients and in 13 of the controls; 
after resumption of normal breathing the 
duration of these varied between ten and 
More than 140 seconds in the patients and 
ten to 70 seconds in the controls. The pres- 
ence of abnormal EEG transients was sig- 
Nificantly greater in the patient group as a 
Whole than in the control group as a whole 
(table 8A), but the hyperactive and nonhy- 
Peractive subgroups did not differ signifi- 
cantly in this regard (table 8B). 


Discussion 


ü oe of the heterogeneity of the pop- 
tni m samples studied and the measures 
iioii d by different investigators, it is 
t P dd to compare our results directly with 
Bur in the literature. In general, however, 
t ets findings are in agreement with 
incide of others who have reported high 
(1 EE of perceptual-motor deficits 
> 17-19), neurological soft signs (14-17), 
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and EEG abnormalities (4-13) in children 
with behavior problems. In this connection, 
we can concur in the comment of Hertzig 
and associates (16): “The findings ... make 
it difficult to sustain the view that the desig- 
nation of the ‘brain-damaged’ is merely an 
‘administrative wastebasket’ for poor 
learners or children with behavior problems. 
Clearly . . . the overwhelming majority of 
such children do indeed have clinical evi- 
dence of central nervous system abnormal- 
ity.” 

Emerging from our study, however, are 
two distinct syndromes: one that is charac- 
terized by hyperactivity, perceptual-motor 
deficits, excessive neurological soft signs, 
and, in the EEG, excessive non-age-depen- 
dent slow activity and abnormal transient 
discharges; and another that is characterized 
by excessive neurological soft signs and, in 
the electroencephalogram, excessive but age- 
dependent slow activity and abnormal tran- 
sient discharges without hyperactivity or 
perceptual-motor deficits. Inasmuch as our 
hyperactive subgroup was significantly 
younger than our nonhyperactive subgroup, 
and as hyperactivity tends to disappear as 
the child grows older (24), the possibility 
exists that the presumed central nervous sys- 
tem abnormality underlying the two syn- 
dromes is actually the same, with different 
rates of disappearance of its clinical manifes- 
tations over time—hyperactivity and percep- 
tual-motor deficits receding earlier, and 
excessive EEG slow activity considerably 
later (cf. table 6B, r (age x TS%) =-0.57 
for the nonhyperactive patients). 

This might be the case if, in our cross- 
sectional (not longitudinal) study, a selec- 
tion factor had operated so that the non- 
hyperactive patient group represented chil- 
dren with more severe brain damage who, 
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had they been brought to the outpatient 
department when they were younger, would 
have been classified as hyperactive and found 
to have perceptual-motor deficits and very 
excessive amounts of slow activity in the 
EEG.' With increase in age, up to the time 
they were admitted to our study, the hyper- 
activity and perceptual-motor deficits might 
have disappeared, with, however, persistence 
of excessive EEG slow activity, thus account- 
ing for the positive slope of the line connect- 
ing the TS% for the hyperactive and nonhy- 
peractive subgroups in figure 1. 

However, in the absence of evidence that 
such a selection factor did operate, it is 
also possible that the putative central ner- 
vous system abnormality underlying the 
two syndromes is not the same. Support for 

` this dualistic hypothesis is furnished by the 
data of Laufer and associates (6), who 
found that whereas the photometrazol 
threshold for evocation of EEG spike-dome 
discharges and myoclonic jerks was ab- 
normally low in hyperactive children, it 
was normal in nonhyperactive children with 
behavior disorders. Also, like ourselves, 
Klinkerfuss and associates (13) noted that 
the abnormally slow EEG activity of hyper- 
active children did not increase or decrease 
as age increased (nonhyperactive children 
were not studied). Resolution of the choice 
between the unitary and dualistic hypothe- 
ses must await the outcome of longitudinal 
studies on patient children such as those rep- 
resented by our hyperactive subgroup. 


Summary 


Psychometric, neurological, and electro- 
encephalographic studies were made of 24 
children from five to 15 years of age who 
were brought to the psychiatric outpatient 
clinic because of a variety of scholastic- 
behavioral problems but showed no clas- 
sical evidence of neurological disease. 
Twenty-four public school children matched 
with the patients for age, race, sex, LQ., 
and socioeconomic class, who were doing 
well scholastically, had no record of be- 


' The possibility of such a selection factor operating 
in the admission of the “nonhyperactive” patient 
children to this study was pointed out by Richard L. 
Jenkins, M.D., chief, child psychiatric service, Univer- 
sity of Iowa State Psychopathic Hospital, Iowa City, 
Iowa. 


[104] 


BRAIN FUNCTION IN PROBLEM CHILDREN AND CONTROLS 


havioral problems, and were not known to 
have had neurological disease were also 
studied. 

As a whole, the patient group differed 
significantly from the control group by 
having: lower scores on psychometric tests 
involving perceptual-motor tasks; a greater 
number of neurological soft signs; and 
greater incidence of diffuse, rhythmic slow 
(4.0-7.9 c.p.s.) activity, and greater inci- 
dence of abnormal transient discharges 
(spikes, paroxysmal discharges, etc.), main- 
ly during drowsiness or sleep, in their EEGs. 

Comparisons of the 11 definitely hyper- 
active and the nine definitely nonhyperactive 
patient children, both with each other and 
with their respective controls, revealed two 
distinct syndromes. One was characterized 
by hyperactivity, perceptual-motor deficits, 
an excess number of neurological soft signs 
and, in the EEG, excessive non-age-depen- 
dent slow activity and abnormal transient 
discharges. The other was characterized by 
an excessive number of neurological soft 
signs and, in the EEG, excessive but age 
dependent slow activity and abnormal tran- 
sient discharges, without hyperactivity Or 
perceptual-motor deficits. 

It is concluded that while in general, 
children with scholastic-behavioral prob- 
lems do show evidence of brain dysfunction, 
the presumptive underlying central ner- 
vous system abnormality in the hyperactive 
children differs from that in the nonhyper- 
active children either in kind or in severity. 
Longitudinal studies on hyperactive children 
are needed to resolve this question. 
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Brief Psychotherapy with Children: 
A Preliminary Report 


BY ALAN J. ROSENTHAL, M.D., AND SAUL V. LEVINE, M.D. 


The authors present some of the results of 
their pilot study to test the efficacy of brief 
psychotherapy with 33 children with various 
disorders and to compare its usefulness with 
traditional, long-term psychotherapy with a 
control group of 35 children. More than half 
the experimental group were successfully 
treated and maintained their improvement 
over the one-year follow-up period. The 
authors also discuss criteria for the selection 
of subjects and techniques for treatment that 
may improve the rate of success achieved 
with brief psychotherapy. 


TS SEVERE PLIGHT of the nation's emo- 
tionally disturbed and socially deprived 
children has received increasing publicity in 
the past several years. Along with pleas for 
human and financial support to approach the 
problems of these children and their families, 
we are now directly confronted with the in- 
escapable reality of their overwhelming need. 
Depending on the particular study, reports 
estimate that between eight and 12 percent of 
children under the age of 18 are in need of 
psychiatric help, with three percent so seri- 
ously disturbed that they require immediate 
treatment (1-4). Only about ten percent of 
these disturbed children can be served by ex- 
isting mental health facilities, leaving 90 
percent without any access to mental health 
care. Further, it appears that the most dis- 
turbed children receive the least help (5), 
while in many high-risk areas, such as the 
nation's poverty pockets, mental health fa- 


Read at the 123rd annual meeting of the American 
Psychiatric Association, San Francisco, Calif., May 11- 
15, 1970. 
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cilities are often totally absent. 

One obvious approach to this serious and 
extremely difficult problem is to develop 
more programs for the primary prevention 
of physical and emotional disturbances. An- 
other is to significantly increase mental 
health facilities and to extend services to 
larger numbers of children and families. 
Nevertheless, even if such programs were 
developed within realistic limitations, a large 
number of untreated emotionally disturbed 
children would remain. In addition to the 
above approaches, then, modifications of 
presently employed treatment methods may 
be necessary. k 

One important treatment modification in 
recent years has been the development of 
brief psychotherapy, which, in contrast to 
more traditional long-term psychotherapy, 
offers the opportunity to reach a greater 
number of individuals who require psycho- 
logical assistance. Although brief psycho- 
therapy with adults has achieved some rec- 
ognition and acceptance, much less attention 
has been given to this type of intervention 
with children. Many community clinics and 
social service agencies, confronted with large 
caseloads and long waiting lists, have €m- 
ployed this technique for years, and some 
have reported successful results with brief 
therapy(6, 7). Brief psychotherapy with 
children has been used at least since 1949 (8), 
but while sporadic reports in the literature 
advocated its use in the following decade, it 
was not until the 1960s that reports of its 
success appeared with more frequency 9- 
17). f 

The purposes of this pilot study of brief 
psychotherapy with children are: 1) to fur 
ther test its efficacy over a broad range E 
childhood emotional disorders; 2) to OH 
pare its usefulness with more traditia 
longer psychotherapy with children; 2 
develop criteria for the selection of distur B 
children for brief psychotherapy; 4) to © 
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specific techniques that appear well suited to 
the practice of brief psychotherapy; and 5) 
to encourage others in the field to adopt this 
practice more widely in order to reach great- 
er numbers of emotionally disturbed chil- 
dren. 


Procedure 


This pilot study was conducted in the child 
psychiatry outpatient clinic of a university 
medical center. Children and their families 
were accepted into the study as they applied 

. for treatment to the clinic after a routine 
telephone screening by a clinic social worker. 
. The criteria for excluding a child from the 
study were: 1) a diagnosis of childhood psy- 
chosis, 2) significant mental retardation (IQ 
below 75 and a low level of social adapta- 
tion), 3) age 13 or older, and 4) previous 
Psychological evaluation or treatment for 
more than six weeks in the year prior to the 
present application for treatment. Thus we 
accepted any patient who was not psychotic 
or significantly mentally retarded, who was 
Not over 12 years of age, and who had not 
had psychotherapy within the past year. 
Patients accepted in the study were ran- 
domly assigned to one of two groups: the 
experimental group, receiving brief psycho- 
therapy or the control group, receiving more 
traditional, long-term psychotherapy. For 
the purpose of this study, brief psychother- 
4py was defined as a maximum of eight hours 
a Contact with the identified patient and/or 
P family within a maximum of ten calendar 
p After this eight-hour or ten-week pe- 
a treatment was completely terminated. 
it eee cases that will be described later, 
dui. felt to be in the best interest of the pa- 
Eo oi his family that referral be made for 
^ im psychotherapy elsewhere. The 
pu of therapy for the control group of 
EUM and families was determined by the 
Could ue! therapist handling the case and 
ap as brief or as lengthy as he felt was 
Propriate, 
lace therapists involved in the study con- 
cludin of the child psychiatry clinic staff, in- 
Worker Psychiatrists, psychologists, social 
n "ig and child psychiatry residents un- 
lis Pervision. The therapists acted as their 
both rc each treating patients from 
frou € experimental and the control 
Ps. We considered the possibility of 
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therapist bias here, since some therapists’ 
work could be influenced by a strong prefer- 
ence for one type of psychotherapy over the 
other. Therefore, we interviewed each thera- 
pist to determine his preference, if any, 
between brief and long-term therapy. We 
later compared these preferences with the 
therapeutic results of each therapist to deter- 
mine any possible relationships. 

The methods and types of therapy em- 
ployed for each patient were determined by 
each therapist individually, depending on his 
diagnostic and dynamic formulation and his 
theoretical orientation. The specific thera- 
peutic methods varied widely since each 
therapist utilized techniques with which he 
was most familiar and comfortable, depend- 
ing on the nature of the patient’s and fam- 
ily’s difficulties. In all, 68 patients and their 
families were included in the study, 33 in the 
experimental group and 35 in the control 
group. The patient drop-out rate from ther- 
apy in our clinic is extremely low, and there 
were no dropouts from therapy among these 
68 patients. 

Initial evaluations of each patient and 
family, as well as subsequent evaluations 
during and following therapy, were accom- 
plished with a number of questionnaires and 
checklists. We adapted these questionnaires 
from several that were found useful and reli- 
able in previous studies of childhood be- 
havior disorders. These questionnaires were 
completed by the child’s parents, school 
teacher, and therapist; the evaluations were 
conducted as therapy began and at periods 
of three months, six months, and one year 
following this. The evaluation forms we used 
were: 

1. The symptom checklist, a list of 93 
specific symptoms that a child might mani- 
fest with a choice of five conditions for each 
symptom, ranging from “not present at all” 
to “almost always present.” This form was 
to be completed by the child’s parents at the 
intervals listed above. Others have demon- 
strated the positive relationship between the 
number, frequency, and severity of such 
symptoms and the degree of emotional dis- 
turbance of the child (18, 19). 

2. The adjustment form, a checklist of 
four defined categories of a child’s adjust- 
ment level: well-adjusted, no significant 
problems, subclinically disturbed, and dis- 
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TABLE 1 
Patient Characteristics 
BRIEF THERAPY CONTROL 
GROUP GROUP 
ITEM N=33 N=35 
Mean age 8.3 years 7.6 years 
Sex: male 21 25 
female 12 10 
Family intact 20 28 
Birth order: oldest 12 19 
youngest 8 7 
only child 3 o 
Social class:* 1 0 oO 
2 8 10 
3 18 17 
4 3 4 
5 o o 
unknown 4 4 


" Hollingshead-Redlich classification. 


turbed. This form, to be completed by the 
child's parents, teacher, and therapist at the 
stated intervals, has been used in a slightly 
different manner in previous studies (18, 20). 

3. The improvement form, a rating of the 
degree of the child's improvement in three 
areas; symptoms, general functioning, and 
relationships. This form was to be completed 
by the parents and therapist at the stated in- 
tervals during and following therapy. 

4. The outcome form, to be completed by 
the therapist at the termination of the case. 
This form included the official diagnosis and 
informal diagnostic impressions; the length 
of therapy and the family members involved 
in it; the type, methods, and techniques of 
therapy employed; the motivation of the 
family and therapist during therapy; an as- 
sessment of treatment outcome and prog- 


nosis; and final disposition and recommen- 
dations. 


Results 


Two of the cases under study in the project 
have not yet completed the one-year follow- 
up period. There are, however, a number of 
observations that strongly suggest answers 
to our original questions about the efficacy 
of brief psychotherapy compared with long- 
term psychotherapy, the selection of chil- 
dren for this therapy, and the methods most 
useful in its practice. 

To begin, we compared general charac- 
teristics of the two groups of children and 
families. As table | indicates, the mean age 
of the patients in the experimental group 
was 8.3 years with a range of 3.5 to 12 years; 
this was slightly higher than the mean age 
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of patients in the control group (7.6 years 
with a range of four to 12 years). The sex 
ratio of the patients was typical of the pop- 
ulation of our child psychiatry clinic, with 
males predominating by about two to one, 
The typical clinic population was also re- 
flected in the racial composition: 33 (94 per- 
cent) of the control group and 32 (97 percent) 
of the experimental group were Caucasians, 
Social class of the patients, based on the 
father’s (or wage earner’s) education and 
occupation according to the Hollingshead- 
Redlich classification (21), showed generally 
close correspondence between the two 
groups. 

A study of the family composition of the 
patients in the two groups revealed some 
interesting differences and may aid in ex- 
plaining some of the results, as will be shown 
below. In the control group, 80 percent of 
the families were intact (that is, both parents 
lived in the home), while only 61 percent of 
the families in the experimental group were 
intact. Most of the remaining 13 families in 
the experimental group were fatherless, usu- 
ally as the result of divorce. 4 

The referral sources were generally typical 
for our clinic population, with the majority 
(about 60 percent in each group) ue 
from the pediatrics department of the me Ji 
cal center, from local schools, and by “wore 
of-mouth" or self-referrals. The rest us 
referred by other child guidance or child ane 
chiatry clinics, private physicians, and H 
fare agencies. The great majority of the Ti 
dren in both groups had had no PUE 
psychiatric treatment or even contact; i 
patients in the control group and eH 
experimental group had had psycho n 
evaluations, outside of our clinic, consis) t 
of less than six visits within the previo 

ear. 1 m. 
d Symptomatology and duration of (n 
culties were similar in each group. ^d te: 
wide variety of types of symptoms à Tuded 
havior disorders represented. These ine scit 
such difficulties as refusal to attend aggre 
academic problems; night terrors, EN: 
Sive, acting-out behavior; hyper? n 
withdrawn, asocial behavior; Ew 
copresis; and tics. The chronicity © dati 
difficulties was also similar in eac je 
and ranged from several months to 

years. 
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Although the data contained in the many 
evaluation forms are still being analyzed, 
some preliminary results have become ap- 
parent. In the experimental brief therapy 
group, two of the 31 completed cases (two 
have not yet reached the one-year follow- 
up point) lacked sufficient follow-up data 
for an adequate evaluation. Another eight 
were felt to require further therapy at the 
end of the ten-week therapy period and were 
referred elsewhere for further treatment. 
We will return briefly to these eight cases 
below. Of the 21 remaining brief therapy 
patients, 16 (76 percent) were judged to be 
definitely or markedly improved, as evalu- 
ated by their parents on the symptom check- 
list, the adjustment form, and the improve- 
ment form at the one-year follow-up. Al- 
though the parents’ evaluations were the 
primary sources used in these figures, both 
the teachers’ evaluation (at one year) and 
the therapists’ evaluations (at three 
months, the termination of the brief thera- 
py) were in general agreement with these 
parental evaluations. Thus, of 29 patients 
treated with brief psychotherapy on an 
unselected basis, 16 (55 percent) were suc- 
cessfully treated and maintained their im- 
provement over a one-year period. 

One case in the control group was ex- 
cluded from these results because of insuffi- 
cient follow-up data. Of the 34 remaining 
‘bapin 27 (79 percent) were evaluated as 
te definitely or markedly improved, using 
E same parental evaluation forms and 

iteria just mentioned for the experimental 
group. The remainder of the patients in each 
ir were evaluated as not improved or very 

ightly improved. Thus, although the num- 

en of cases in the two groups varies, the 
AM of patients improved is approxi- 
Ses y the same, whether brief therapy only 
for erm therapy was employed. Perhaps 
les Ema however, was the mean 
biter a treatment for each group: for the 
of fou erapy group, 8.1 weeks (with a range 
i Tn to ten weeks); for the control group, 
y st 39.9 weeks (with a range of ten to 

Bi non more than an academic year of 
ids iatric treatment. However, 16 of the 34 
hea cases continued in therapy beyond 
ie s 23 point at which we made our 
bebe evaluations. The mean length of 
ment for the long-term therapy group 
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to date is 53.5 weeks (with a range of ten to 
145 weeks), more than a full calendar year of 
treatment. 

Another interesting focus for closer study 
is the “failures,” that is, the children and 
families who did not appear to respond fa- 
vorably to brief psychotherapy. All eight of 
the cases that were referred for further treat- 
ment after the ten-week brief therapy period, 
and all five of the cases that were not re- 
ferred but did not demonstrate improvement 
after brief therapy at the one-year follow-up 
time, were characterized by: 1) symptoms 
of the most severe nature, given the range of 
symptomatology of our sample, e.g, €x- 
tremely aggressive and destructive behavior 
toward property and persons, suicidal at- 
tempts, daily repetitive encopresis and enu- 
resis, withdrawal and isolation from social 
relationships, disruptive school behavior 
leading to suspension, and such other anti- 
social behavior as theft and sexual acting 
out; and 2) severe and chronic marital dis- 
cord, maternal deprivation, or significant 
psychopathology in one or both parents, 
e.g., nine of the 13 cases were characterized 
by multiple separations or divorce, perhaps 
a reflection of the disproportionate number 
of disintegrated families in the experimental 
group as compared with the control group. 

These characteristics of the referred and 
unimproved cases are probably not sur- 
prising; in fact, most of us would have pre- 
dicted them. Nevertheless many, although 
certainly not all, of the improved cases had 
similar characteristics. Other factors asso- 
ciated with these referred or unimproved 
cases were: 1) lack of family motivation in 
therapy, judged by the therapist in eight of 
these cases; 2) lack of therapist motivation 
in the brief psychotherapy setting: six of the 
eight referred patients and one of the five un- 
improved patients were treated by therapists 
who, before the study began, had expressed 
ambivalence or even opposition toward the 
use of brief psychotherapy with children. 

The techniques and process of treatment 
employed by the therapists provide another 
focus for examination. Although therapeutic 
goals were considered for cases in both the 
experimental and control groups, therapists 
were less global and more specific in deline- 
ating treatment goals for the brief therapy 
cases. They tended toward a more rapid 


[109] 


650 


identification of problem areas and a more 
direct approach to these, utilizing areas of 
psychological strength within the family in 
a coping and adaptational framework. These 
data, as well as others mentioned previously, 
are now undergoing further analysis in order 
to delineate these treatment methods in 
more detail. 


Discussion 


The results of this pilot study of brief 
psychotherapy with children must be con- 
sidered at this time as suggestive. In addi- 
tion, the study itself presents a number of 
methodological and conceptual problems. 
The number of patients is relatively small 
and the evaluation procedures, although use- 
ful in previous studies, are certainly not flaw- 
less. In our attempt to include in the study a 
typical sample of childhood behavior dis- 
orders, as well as a sample of therapists 
with differing theoretical orientations and 
preferences in treatment methods, factors in 
the control of a number of variables were 
compromised. The therapists themselves 
were relatively inexperienced, having from 
several months to about two years of experi- 
ence in psychotherapy with children. More 
important, they had essentially no experi- 
ence in brief psychotherapy with children; 
this was their initial effort at this approach. 
Further, this study does not attempt to ap- 
proach the question of long-term follow-up 
over many years or the question of symptom 
removal vs. deeper psychological change. 
Additional analysis is now under way to de- 
tail further the techniques and process of 
successful brief psychotherapy and the char- 
acteristics of patients and families most 
likely to respond favorably to it. 

Nevertheless, the data so far do indicate 
that brief psychotherapy with children can 
be effective in itself, as well as when it is 
compared with more traditional long-term 
psychotherapy, and over a wide variety of 
childhood behavior disorders. Over one 
half (16 of 29) of the cases unselected for 
brief psychotherapy responded favorably to 
this form of treatment and maintained their 

improvement over the one-year follow-up 
period. Less than 25 percent (eight of 33) of 
the cases were referred for further therapy, 
and three quarters (six of eight) of these were 
referred by therapists who had expressed 
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ambivalent or oppositional feelings about 
the value of brief psychotherapy. Over 75 
percent (16 of 21) of the cases actually treat- 
ed with brief psychotherapy and nothing 
more demonstrated the above-mentioned 
improvement. This compares with a 79 per- 
cent (27 of 34) improvement rate in the 
group treated with more conventional long- 
term psychotherapy, but who also were 
treated for a period five to seven times longer 
than the brief therapy group. 

In attempting to specify criteria for the 
selection of patients for brief psychotherapy 
or, conversely, criteria that might contra- 
indicate such treatment, there is a frequent 
tendency to become involved in discussions 
of “models” of therapy, "schools of 
thought,” and theoretical orientations. This 
study, in attempting to demonstrate the 
success of brief therapy over a broad range 
of behavior disorders and treatment ap- 
proaches, has avoided this issue and has not 
advocated one or another approach. There 
are, however, a number of criteria for selec- 
tion that this study does suggest, regardless 
of theoretical orientation or treatment ap- 
proach. Such factors as chronicity and 
ity of symptoms and severe marital digne i 
parental psychopathology, and family i 
integration have been mentioned prenne 
and may be relative contraindications a s 
use of brief psychotherapy. Ironically, M 
just these disintegrated families who are le 
often treated with brief psychotherapy, W is 
the intact, relatively "healthier" fam! yy 
selected as “more desirable” for wer 
long-term psychotherapy. Other ac ihe 
especially motivational ones, vitis i 
therapist as well as within the pacsi in 
family, also appear to exert a significa 
fluence on the outcome of the therapy. | cases 

It is our feeling that in the successfu At 
in this study a brief therapy “set bis the 
tablished and maintained throughor ned 
course of treatment. The therapists eee 
each family after the first session b they 
was a time limit on the therapy, thet gulls 
would attempt to achieve successful. oie 
within that time, and that the family’s ‘ati 
eration was essential in defining ds de 
therapeutic goals and collaborating 7 ape 
therapist in achieving them. bec to a 
tient and family were directly e in 
sume a major share of the respons! 
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the therapeutic process. The time limitation 
and the collaborative sharing of responsibil- 
ity appeared to place a certain amount of 
expectation or pressure for improvement on 
both the therapist and the family. We refer 
to this as “therapeutic pressure." It is our 
hypothesis that this pressure, when main- 
tained within manageable limits by the ther- 
apist, enhances the therapeutic process. 

We believe that these motivational fac- 
tors, the brief therapy "set," and the "thera- 
peutic pressure,” within both the therapist 
and the family, are highly significant factors 
in successful brief psychotherapy. Although 
not included in this study, another important 
factor in the brief therapy "set" is the ac- 
ceptance of the idea that the patient and 
family should return for additional brief 
therapy if the need arises. The recurrence of 
symptoms or the development of new symp- 
toms need not be viewed as a therapeutic 
failure (although at times they may be, and 
another form of treatment may be indi- 
cated). Often, however, we can view such 
symptoms as the result of new or additional 
stressful situations, and in such situations 
another brief therapy contact can be con- 
sidered a positive experience in helping the 
patient and family reestablish adequate 
coping and adaptive mechanisms. 

It is our feeling that by applying these cri- 
teria and principles in the preselection of 
patients and therapists for brief psychother- 
apy even higher rates of improvement may 
be achieved. We hope that practitioners will 
be encouraged by this and other evidence of 
the usefulness of brief psychotherapy with 
children to utilize it more frequently, thereby 
reaching many more disturbed children and 
families, 
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Social Status and Child Psychiatric Practice: 
. The Influence of the Clinician’s Socioeconomic Origin - 


BY SAUL I. HARRISON, M.D., JOHN F. McDERMOTT, JR., M.D., 


JULES SCHRAGER, M.S.W., AND 


The authors report on an investigation into 
the influences of class background on the 
diagnoses, clinical perceptions, prognoses, 
and recommendations for treatment of two 
groups of child psychiatrists: those who 
were born into the upper middle class and 
those whose childhood was spent in the 
lower class or lower middle class. The 
differences found in this study point up the 
need for clinical training to draw the psy- 
chiatrist’s attention to understanding the 
role his social background may play in his 
interaction with his patients. 


T HAS LONG been recognized that 

psychologically determined intrapsychic 
and interpersonal processes in the clinician, 
e.g, countertransference phenomena, can 
affect his interaction with specific types of 
patients or with individuals. But are the 
mental health  professional's emotional 
reactions to patients influenced only by 
such psychological factors, or do broader 
sociological forces exert an influence? If so, 
should comparable emphasis be given in 
education, training, and subsequent clinical 
practice to the positive potential of personal 
socioeconomic background factors in in- 
fluencing the  professional'S interaction 
with different patients? Searching for 
answers to these questions reveals that: 1) 
clinicians are generally classified as 
occupying middle-class status, which pre- 
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and communication with lower status 
tients, and 2) patients of lower socia 
Strata are described as possessing charac- 
teristics that are not only different from 
but also less “desirable” than those at- 
tributed to middle-class patients. ý 
The accumulated evidence suggesting t 
the patient’s social status influences the — 
clinician's perceptions and interventions — 
has caused grave concern within the mental 
health professions. This has alerted 
individual clinicians who have endeavore 
to employ corrective measures. In additio 5 
the knowledge derived from studies of the 
interrelationships of social status with psy- 
chiatric disturbance and practice has 
stimulated changes in professional training. 
as well as reorganization and reorientation 
of the delivery of psychiatric services. { 
Nevertheless, a pessimistic view asserts 
that these well-meaning efforts will not 
eliminate the alienation of the upper - 
middle-class professional from his lower 
status patients and clients. Difficulties 
communication that stem from discrep 
basic assumptions, value systems, styles 
living, etc., can interfere with the inter 
action between clinician and lower statu 
patient. In consequence, there have been 
increasing efforts to bridge this gulf by fe 
cruiting helping professionals from socia 
deprived backgrounds. It is hoped tha 
this will minimize the apparent socie 
biases and misperceptions unearthed | 
earlier studies that presumed that all pro 
fessionals were middle class, without 
tention to their socioeconomic status du 
childhood. The question has been raisi 
however, whether those professionals V 
have achieved middle-class status © 
through their education and occupat 
may need to reject their previous values 
life styles in order to develop and pr 
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their new identities. 

We thus see two apparently contradictory 
views: that the clinician of lower class 
origin will have better understanding of and 
rapport with his lower class patients, or 
that he will, out of the precariousness of his 
new middle-class identity, have even less 
understanding than his continually middle- 
class counterpart. But are these views 
necessarily mutually exclusive? Should they 
be combined to articulate one of the special 
problems in training generated by recruiting 
mental health professionals from an ex- 
panded manpower pool? 

Curiosity about the degree of merit in 
each of these points of view stimulated us 
to extend the studies reported previously (1- 
5) that had revealed significant differences 
in the perceptions reported, diagnoses 
established, and therapies recommended 
by the clinicians at Children’s Psychiatric 
Hospital for patients of various social 
strata, This time, however, the clinician, 
tanked according to his socioeconomic 
background, will be the focus of attention. 
Some had been born into and reared in an 
Upper-middle-class environment, whereas 
others had achieved middle-class status 
Consequent to professional education but 
had been born and reared in lesser socio- 
economic circumstances. Our question was 
Ee comparison of the perceptions, 
dd usions, and recommendations of these 
Mine aps of clinicians. would reveal 
Rs Social biases in their evaluation of 
emotionally disturbed children. 


Method 


i E past several years, each clinician 
jg ren's Psychiatric Hospital has com- 
Rm r simple form describing his parents’ 

his n. and education, an assessment 
indicati amily’s initial social status, and 
m ons of any change in his family's 
Westio mobility. On the basis of these 
dlitidane TeS we found that most of the 
'ategoriz, formative years were readily 
middie ci as upper middle class (U), 

dà E ass (M), lower middle class and 
uring iem (L), and upward class change 
instance ildhood (C). There was only one 
troup w of downward mobility. The C 
Contain S relatively small and the M group 

ed ambiguities that were not readily 
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categorized, but the U and L groups were 
unequivocal and clear-cut. Therefore, we 
decided to compare certain differences be- 
tween the U and L child psychiatrists in 
their consideration of ‘the multifaceted 
historical and clinical data routinely coded 
after each outpatient evaluation at Chil- 
dren’s Psychiatric Hospital. 

After eliminating those psychiatrists who 
had done a small number of evaluations, 
it was found that in the years between 
1964 and 1967, 360 evaluations were per- 
formed by U psychiatrists and 228 by L 
psychiatrists. It was observed that the 
evaluated youngsters in each group were 
similar in objective characteristics such as 
sex, age, race, social status, and residential 
area. In order to facilitate comparison and 
statistical analysis, the U group of evalua- 
tions was randomly reduced in number to 
make it the same size as the L group. Re- 
checking the objective features demon- 
strated that this reduction did not alter the 
characteristics of the groups. This also re- 
sulted in a fortuitous equalization of the 
distribution of the professional status of the 
evaluators (e.g., resident or staff psy- 
chiatrist) in both samples so that the 
reduction did not modify the samples so as 
to exert an influence consistent with the 
oft-made observation that the higher the 
professional status of the clinician the 
higher the social status of his patients. 

The social status of the child patient was 
determined on the basis of the occupation 
and educational background of the support- 
ing adult; this two-factor index (6) has been 
demonstrated to be a reliable indicator of 
social position. The highest social stratum 
is designated class 1 and the lowest is la- 
beled class 5. Employing this same scheme 
for the clinicians would have placed the bulk 
of the U group in class 1 and most of the L 
group in class 4 (the psychiatrists not used 
in this study, i.e., those in groups M and C, 
were primarily in classes 2 and 3). 

Findings 
Diagnosis 

Although the sum total of the diagnoses 
for the two groups did not reveal highly 
significant statistical differences, certain 
trends were evident (see table 1). The U 
evaluators made the diagnosis of chronic 
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TABLE 1 
Diagnosis 4 


SOCIAL STATUS AND CHILD PSYCHIATRIC 


U EVALUATORS 
DIAGNOSIS 


PATIENT'S SOCIAL CLASS 


LEVALUATORS 
PATIENT'S SOCIAL CLASS 


1 2 3 4 5 TOTAL 1 2 3 4 5 
Chronic brain syndrome 1 o 2 6 2 11 fe) 0 o 1 om 
Psychosis o 3 3 8 5 19 0 3 4 6 1 
Psychophysiologic disorder 1 0 0 3 1 5 o o 1 1 2 
Psychoneurosis 4 10 19 28 24 85 9 6 19 30 13 
Personality disorder 8 10 19 25 22 84 6 12 21 31 32 
Mental deficiency (o 1 1 1 4 7 o 3 1 4 4 
No diagnosis 1 o 3 1 1 6 0 (0 1 2 0 
Diagnosis deferred o 0 2 4 4 10 0 o 1 1 2 
Other o o o o 1 1 o o 1 o 0 
Total 15 24 49 76 64 228 15 24 49 76 64 


brain syndrome 11 times, whereas the L 
clinicians employed this diagnosis only 
once in 228 instances. 

The L evaluators diagnosed 102 of the 
youngsters as having personality disorders 
whereas the U evaluators did this 84 times. 
These differences were most marked for 
the youngsters whose parents were in social 
classes 4 and 5, where the differences were 
significant at the .05 level (x? = 9.07, df = 3, 
p <.05). In class 5 there are statistically 
significant differences (x? = 5.97, df =1, 
p «.02) in the diagnosis of neurosis, psy- 
chosis, and personality disorder between the 
U and L evaluators. The L evaluators diag- 
nosed psychoses and personality disorders 
more frequently and neuroses less frequently 
than the U evaluators. Further, it should be 
noted that the ratio between the psycho- 
neurotic and personality disorder diagnoses 
remains relatively constant for those chil- 
dren seen by the U evaluators regardless of 
the youngster’s social status, except for the 
small number of cases in social class 1 where 
more personality disorders than psycho- 
neuroses were diagnosed. 


Clinical Signs and Symptoms : 


For each patient, the evaluator mot 
whether a variety of clinical signs and 
symptoms were: 1) not present or Slight, 
2) mild, 3) moderate, 4) severe or pre- 
dominant in clinical picture, or 5) suspected 
by history but not confirmed. Although 
the differences in degree of many of 1 
clinical signs and symptoms as reported b 
the U and L evaluators were only minim 
a few of the items demonstrated hig 
significant differences 
groups of evaluators (see table 2). Th 
most substantial differences related to the | 
degree of impulsivity (x? = 15.27, df 23 
p <.001) and to low frustration tolerance 
(x? 27.90, df =3, p «.05) Especially in 
social classes 4 and 5, more of the patients 
were reported by L evaluators to Mr 
strate severe or predominant impulsivity 
(x? = 13.90, p <.001) and very low frustra- 


frequently. 


Although the statistical differences were 


TABLE 2 
" Degree of Impulsivity 
DEGREE PRESENT PATIENTS: SOCIAL. CLASS PATIENTS SOCIA CLASS s TOTAL 
2 3 4 5 TOTAL 1 2 3 z e 
None or slight GoW 17. 286. 28. 88.. 8. 7 24, 29 NN 
Mild 7 DEMMSUNZ E T R: s A, AE] 9 151009 
Moderate zu 5aNSNEOL UI bt 2 .6 7 aaO 
Severe or 
predominant O sie eagai aiis a a e 
Suspected but 
not confirmed 0 1 (o) 1 2 0 o o o a à 
Not known Lo) 1 1 1 1 4 0 1 1 1 ULL. | 
EET 15 24 49: 76 64 228 15 24 49 76 E 
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TABLE 3 
Prognosis for Improvement 


U EVALUATORS 


L EVALUATORS 


PROGNOSIS PATIENT'S SOCIAL CLASS PATIENT'S SOCIAL CLASS 

1 2 3 4 5 TOTAL 1 2 3 4 5 TOTAL 
Good 12 14 "28738 7"24:54120 8 "4291023 sah IU MR 
Fair 3 8 "Tà'309 fae 85^ Y^" ink Samii 029 EE 
Poor o: "25910 baat Sie (Ox d 754/34 b RUN 
Total 15 24 49 76 64 228 15 24 49 76 64 228 
not as impressive, similar tendencies were toms, hypoactive psychomotor activity, 


found in ratings of open hostility, dis- 
sociative episodes, affective disturbances, 
and hyperactive psychomotor activity. In 
all of these, the patients in social classes 4 
and 5 seen by the L evaluators were re- 


ported to demonstrate more marked 
symptoms than those seen by the U 
evaluators. 


Study of the frequency and extent to 
which depression,  obsessive-compulsive 
Symptoms, and depersonalization were 
observed revealed that the L evaluators 
reported these findings as being less 
marked in the lower social classes. On the 
other hand, there were a number of clinical 
Signs and symptoms that were reported by 
the U evaluators to be more severe in the 
lower class youngsters: anxiety, regression, 
disturbance of thought processes, manipula- 
live or seductive behavior, and constrictive 
behavior, 

There were essentially no differences in 
the distribution of the two groups’ ratings 
of phobic symptoms, conversion symp- 
toms, autism, bizarreness, paranoid symp- 


covert hostility, passivity and/or maso- 
chistic behavior, subjective guilt, untrust- 
worthiness, callousness and/or unconcern, 
and disturbed sexual identification. 


Prognosis 

The estimates of the patient’s prognosis 
were essentially similar for both groups of 
evaluators (see table 3). Both U and L 
evaluators tended to assign patients from 
classes 3, 4, and 5 progressively poorer 
prognoses, with a tendency for this to be 
emphasized more by the L evaluators. 
Neither U nor L evaluators perceived any 
of the upper class patients as having a 
“poor” prognosis. 
Recommended Intervention 

The differences in the recommendations 
made by each group of evaluators were 
minor as shown in table 4, except for the 
tendency of the L evaluators to suggest 
inpatient psychiatric hospitalization for the 
lowest status patients more frequently than 
they recommended outpatient psycho- 
therapy for patients from the same class. 


TABLE4 


Recommendation 


for Treatment 


U EVALUATORS 


L EVALUATORS 


RECOMI " 

MENDATION i CATT SOCIAL cass qii enit í PATENT s social grass io iet 
Inpatient treatment (NOTE MENU Our ee AA | (28 
Outpatient psychotherapy 7 10322 TA ESO aco aos TOM (1-709217 297743 794 
Supportive therapy 0 3 5 4 EN "2o. $500! 1 2 7 Ze? 
Casework therapy o 3 62. 12 die 27 1 2 3 9 9 24 
Conjoint therapy p rg ese > Ug B LOr 2, 7h38. 12. d, a 
Group therapy 075 ZUM OPER OO 1991.9" 5017 WO: 10 50 
Special education 1 1 2 4 8 16 0 1 2 3 5 " 
Follow-up visit 2 0 o 2 2 6 1 o 1 3 9 2 
con Custody One POGUE E SIT. Ae OOE 93009. 17:2: pees 
ieee! change 1 0 o o 1 2 o [o] o 4 3 7 
ea placement d. o Oaa USE NU O O, tele ed qd 4 
reatment 0 0 0 1 0 1 2 0 1 1 3 7 
Basten, or other 2 2 6 6 5 21 1 4 7 x B d 

nés parents o o 3 1 0 4 ie) 1 o 

: 16 VODEN 78. "64! 228. 157.28 "49 416 G8 228 
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The U evaluators, in contrast, recom- 
mended outpatient psychotherapy far more 
frequently than inpatient treatment for pa- 
tients of all social strata, including class 5. 

The U and L evaluators recommended 
outpatient psychotherapy with comparable 
frequency for the total. group of patients; 
however, the L evaluators made greater 
distinctions between patients of different 
social classes. To facilitate comparison 
with our earlier study(1), the frequency 
with which outpatient psychotherapy at 
Children's Psychiatric Hospital was 
recommended is represented graphically in 
figure 1. 

The combined recommendations of the 
U and L evaluators (figure 1A) resemble 
the data of our earlier study. Separating 
the recommendations for outpatient treat- 
ment made by the U and L clinicians 
indicates that it is the L group that dis- 
criminates more among children of different 
social strata (figure IC). As a corollary to 
these observations, it should be noted that 
environmental change and drug therapy 
were recommended more frequently by the 
L psychiatrists; the environmental changes 


were suggested most frequently for lower 
status patients. 


Discussion 


The foregoing findings are not presented 
as a justification for increasing efforts to 
recruit mental health professionals from 
among sociall less advantaged groups. 
Rather, these preliminary data, derived 
from a limited sample, are reported in 
order to point up some possible areas of 
vulnerability in clinical practice that merit 
attention in the education and training of 
mental health professionals from various 
social backgrounds. 


Diagnosis 


The psychiatrists we studied assigned 
diagnoses that are viewed in our clinic as 
"harsher" to youngsters whose social 
status was similar to their own. The L 
evaluators diagnosed psychoses and 
personality disorders more frequently for 
the lower status children, whereas the U 
evaluators perceived the highest social 
status youngsters (in the small number of 
instances available) as having more per- 
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FIGURE 1 
Recommendations for Outpatient Psychotherapy 
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sonality disorders than  psychoneuroses. 


Also, clinicians coming from a less ad- 
vantaged background rarely attributed à 


youngster's difficulty to chronic brain 
syndrome, which may eflect the L 
clinicians’ assigning more pathogenetic 


significance to the conditions of existence 
than to internal factors. 
Clinical Signs and Symptoms 


Recognizing that uncertainty as i 
whether identical behavior necessary 
represents symptomatic expression 1 


different settings may make some of our 
Observations questionable, there never- 
theless are certain suggestive trends. For 
instance, the L evaluators tended to en 
more clinical signs and symptoms of E 
overtly aggressive variety in lower status 
youngsters, whereas the U evaluators re 
ported more constriction. Can this be ¢ 
plained by the possibility that the 
evaluators, in their drive toward upwarc 
mobility, employed a constructive poss 
ing of aggression in their own adaptation’ 
Might this interfere with their capacity 5 
perceive similar use of aggression in omen 
Does the L clinician expect a higher lev 
of adaptation in his patients than the ; 
evaluators, i.e., "If I was able to do it, W 
can't you?" d 
The U evaluators report more regression 
and disturbance in thought process alt 
lower status patients; this poses di "t 
questions. Do U evaluators misperes 
as pathologically regressive, behai 
that is appropriate for the youngster i 
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advantaged sociocultural circumstances? 
Is the relative deficiency of verbal skills in 
lower class youngsters called “disturbance 
in thought processes” by U clinicians be- 
cause of this skewed perception? Similarly, 
is it conceivable that the U evaluator’s 
notions about sexual mores among lower 
socioeconomic groups account for the 
frequency with which “manipulative and/or 
seductive behavior" is reported? Yet it is 
possible that there are actual differences in 
the frequency and extent of manipulative 
and/or seductive behavior because it is 
more adaptive in one social milieu than in 
the other. On the other hand, the distinc- 
tions may be attributed to differential recog- 
nition. 

Not only are these questions about the 
clinician's perception and interpretation of 
behavior relevant, but there is also the 
possibility that different clinicians evoke 
different behaviors on the part of their 
patients. While this is readily recognized 
in the psychological sphere, its potential 
Significance in the sociological perspective 
deserves attention. 


Prognosis 


The fact that the prognoses reported 
were not different, despite the discrepancies 
in the reported clinical signs, symptoms, 
and diagnostic categories, exemplifies the 
potential for irrationality inherent in many 
of these clinical classificatory processes. On 
the other hand, the failure to differentiate 
Prognostically may reflect the L evaluator’s 

optimism” about the outlook for lower 
Status youngsters even as he recognizes 
their current difficulties, Just as the L 
clinician improved his status in life, so may 


the less advantaged youngster he is 
evaluating, 


Recommended Intervention 


a interesting to note that the L eval- 
Gare es to recommend more radical 
Mns 3 effecting change in lower status 
AORA ers, e.g. hospitalization and en- 
aye ental change. Are the L evaluators 
conditi mpressed with the toxicity of the 
ready AG of existence and therefore more 
ilies? D uproot children from their fam- 
drastic Te they more prone to employ 
tom means to remove these youngsters 

what they view as a deleterious en- 
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vironment as they struggle with rescue 
fantasies? 

Despite reporting equally hopeful prog- 
noses and recommending outpatient psy- 
chotherapy equally for the total population 
of patients, the L evaluators are less in- 
clined to recommend outpatient psycho- 
therapy for lower status youngsters who 
will remain in their less advantaged en- 
vironment. A comparison of the three sets 
of graphs in figure 1 suggests that the 
“discrimination” we reported earlier (1), 
indicating that the child of professional and 
executive parents had twice as great a chance 
of having outpatient psychotherapy recom- 
mended as a child whose father was a blue- 
collar worker, is to a great extent a con- 
sequence of the recommendations made by 
the L evaluators. In both our samples, the 
highest status children had twice as good a 
chance as the lowest status children of be- 
ing recommended for psychotherapy. The 
figure indicates, however, that social status 
does not seem to be as important a variable 
for the U evaluators as it is for the L 
evaluators in recommending outpatient 
psychotherapy. If evaluated by an L psy- 
chiatrist, a class 1 youngster has more 
than three times as much chance as a class 
5 youngster of having outpatient psycho- 
therapy recommended. With U evaluators 
this distinction is reduced. Recognizing that 
this reflects only the clinicians’ recom- 
mendations and does not take into con- 
sideration implementation of these recom- 
mendations, it may be argued that this 
reflects greater realism on the part of the L 
psychiatrists. 

This conjecture is supported by Kandel’s 
investigation (7) of the participation of pa- 
tients in psychotherapy in a mental hos- 
pital as a function of the social status of 
both the physicians and the patients. His 
study revealed that, although the selection 
of patients for psychotherapy was biased 
against lower class individuals, when pa- 
tients were assigned to a resident physician 
from a social background similar to theirs, 
lower class patients were as likely to 
participate in psychotherapy as upper class 
patients. It was Kandel’s impression that 
“the very same considerations which enter 
into the choice of friendships seem to enter 
into the  professional-client-relation of 
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psychotherapy." Kandel reported that 
homophily did not influence the employ- 
ment of biological treatment modalities; 
drugs were administered without differ- 
entiation by class. Nevertheless, we cannot 
avoid questioning whether the bias against 
offering psychotherapy to lower class pa- 
tients, which we and others have observed 
and deplored in the past, is not largely 
caused by those clinicians who themselves 
come from less advantaged social strata. 
This study does not address itself to the 
origin of these differences between the L 
and U clinicians. At this point we can only 
speculate whether the L clinician's differ- 
ential recommendation of outpatient psy- 
chotherapy, for instance, represents greater 
sensitivity and realism in assessing lower 
status patients; whether it is the product of 
unwelcome biases based on the L pro- 
fessional's alienation from his social ori- 
gins; or whether other factors are more 
important. Although these questions re- 
main unanswered, this study does make 
amply clear that clinical training should in- 
clude attention to the clinician's under- 
standing of his own social origin, mobility, 


GAP CLASSIFICATION OF CHILDHOOD DISORDERS 


identifications, and strivings as a potential 
facilitator of or deterrent to clinical 
sensitivity. : 
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Twelve Months’ Experience with the 
GAP Classification of Childhood Disorders 


BY JULES R. BEMPORAD, M.D., CARL M. PFEIFER, M.D., 
AND WALLACE BLOOM, PH.D. 


The authors describe their assessment of 
the value of the new GAP classification of 
childhood disorders, which took place after 
this system had been in use in their facility 
Jor a year, during which time 310 children 
were seen. They also compare the GAP clas- 
sification with DSM-I and DSM-II. While 
they express overall satisfaction with the 
GAP classification, they believe that certain 
changes (which they outline) are warranted. 


N 1966 the Committee on Child Psychi- 
atry of the Group for the Advancement of 
Psychiatry published a proposed classifica- 
tion of psychopathological disorders of 


[118] 


childhood (1). This system of classification 
was designed specifically to deal with the 
psychiatric disorders of childhood, and it 
based its formulation on a theoretical frame 
work of the child as a developing organism. 
In January 1968 the child psychiatry service 
of Wilford Hall Medical Center began using 
the GAP classification system. One yea! 
later we decided to reassess the value of this 
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diagnostic system as to its suitability to our 
clinic population, its usefulness in teaching 
psychiatric residents, and its relative advan- 
tages or limitations in comparison with other 
diagnostic systems. During the 12 months 

= thatthe GAP system was used we saw 310 
children in our clinic; an analysis of this pop- 

ulation will form the basis for this report. 
Although the sample is somewhat small, we 
feel that this sort of assessment is sorely 
needed at present in view of the recent con- 
troversies over classification in child psy- 
chiatry. 


! BEMPORAD, PFEIFER, AND BLOOM 
| 


Use of New Categories 


In its attempt to better define the mani- 
festations of illness in children, the Com- 
mittee on Child Psychiatry added several 
new diagnostic entities to the field of child 
psychiatry in its report. One way to assess 
the usefulness of these new categories is to 
measure the frequency with which they were 
employed by our clinic staff. Table 1 shows 
the number of children diagnosed in each of 
the GAP classification categories. As can be 
seen from the table, the new categories were 
utilized in a significant percentage of our 
population. For example, healthy responses 
accounted for 8.7 percent and developmental 
deviations for 14.9 percent of the children 
seen in our clinic, 

The category of healthy response had been 
added by the Committee on Child Psychiatry 
because it felt that such a category was neces- 
sary in order “to permit the identification of 
healthy patterns of response and to avoid 
as well the traditional tendency to magnify 
Er problems and fit the child into a patho- 

| Ogical category or diagnose the absence of 
hene The category was placed first on 
hr of diagnoses partly ‘“‘to emphasize the 
‘a or the assessment of positive strengths 

the child whenever possible.” This cate- 
ES has three subgroups: 1) developmental 
3 Is, describing normal stages of develop- 
ent such as eight-month anxiety, normal 


[bias of the preschool child, and the 
tio entity crisis of the adolescent”; 2) situa- 
nal crisis, describing normal reactions to 


env; ^ : 
a iy mental stress such as grief reactions; 
) other responses as describing devel- 


0 s p 
Ed variations that fall within normal 

Our findi "ES 
"Ir finding that we utilized this category 
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for approximately nine percent of our clinic 
population indicates that it is a meaningful 
diagnosis and a needed one. Previously these 
children had probably been classified as hav- 
ing either no mental disorder, which is too 
vague, or transient situational disorder, 
which is equally nonspecific and in addition 
postulates the presence of pathology. Both 
of these latter classifications seem to ignore 
the importance of a developmental approach, 
which acknowledges that certain crises and 
reactions are to be expected and fall within 
the healthy range. 

The other new category, developmental 
deviation, was devised in order to specifically 
identify deviations in maturational rate or 
sequence in various aspects of personality 
development. This is a diagnosis exclusively 
of childhood, and it is not surprising that 
it was employed for approximately 15 per- 
cent of our clinic population. Taking the 
theoretical model of a uniform develop- 
mental sequence, this category allows a se- 
lective description of specific variations in 
personality development that are beyond the 
normal range. These deviations are not nec- 
essarily of a fixed nature; special remedial 
education, brief therapy, or even simply the 
passage of time may rectify them, On the 
other hand, if improperly handled, children 
with developmental deviations may even- 
tually evolve more rigidly structured dis- 
orders. The breakdown of this category into 
deviations of maturational patterns and de- 
viations of specific dimensions of develop- 
ment (i.e., motor, sensory, speech, cognitive 
functions, social development, psychosexual. 
affective, and integrative) allows the physi- 
cian to make a fairly explicit assessment of 
pathology. These two categories accounted 
for almost one-fourth of our entire clinic 
population, demonstrating their usefulness 
to the child psychiatrist. 

Another area that was extensively re- 
vised by the GAP Committee on Child Psy- 
chiatry was the category of personality dis- 
order. Although this classification group 
has existed in psychiatric nosology for many 
years, the subtypes of personality disorder 
were the same as those used for adult dis- 
orders. In the GAP classification the types 
of personality disorders have been expanded 
to include less severe or perhaps less solid- 
ified patterns of behavior. For example, the 
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TABLE 1 
Frequency Distribution for GAP Classification 
(N = 310) 
DIAGNOSIS NUMBER PERCENT 
Healthy response 27 8.7 
Reactive disorders 61 19.6 
Developmental deviations 46 149 
Psychoneurotic disorders 37 11.9 
Personality disorders 69 21.5 
Psychotic disorders 11 34 
Psychophysiological disorders. 3 10 
Brain syndromes 27 9.1 
Mental retardation 16 56 
Other disorders 13 47 


GAP system uses isolated rather than schiz- 
oid personality and mistrustful rather than 
paranoid personality. The former diagnoses 
are less rigid and do not imply a solidifica- 
tion of the disease process. New subcate- 
gories are added as well, such as overly de- 
pendent, oppositional, overly inhibited, and 
overly independent, to specifically describe 
personality problems encountered in chil- 
dren. 

: As can be seen from table 1, personality 
disorders accounted for 21.5 percent of our 
total clinic population. In going over the 
specific subtypes for the 69 children, as 
shown in table 2, we found that the large 
majority of children fit into the newer cat- 
egories described by the GAP classification 
system. In contrast, very few children fit 
the older, adult oriented types of personality 
disorders. Oppositional personality, in fact, 
accounted for almost one-fourth of our entire 
group of personality disorders, and tension 
discharge disorder, another new subcategory, 
accounted for 20 percent. These figures again 


attest the usefulness of the new classifica- 
tions. 


Comparison with Other Classification 
Systems 


In order to further assess the usefulness of 
the GAP classification, we attempted to com- 
pare our findings with available clinic data 
that had been reported by centers using 
other classification systems. The Texas De- 
partment of Mental Health and Mental Re- 
tardation published data on 737 children 
seen in 12 of 16 Texas clinics serving children 
for the year 1966 (2). These clinics used the 
1952 American Psychiatric Association 
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classification system as outlined in the Diag- 
nostic and Statistical Manual of Mental 
Disorders, first edition (DSM-I). We felt 
that a comparison with our data might re- 
veal if using the GAP classification resulted 
in any changes in the frequency that diag- 
noses were used. Figure | compares the fre- 
quency distributions based on the two clas- 
sification systems. As can be seen, certain 
diagnoses showed essentially no difference 
in frequency of use. For example, 3.4 percent 
of our population was diagnosed as psychotic 
and 2.8 percent of their population was simi- 
larly diagnosed. Psychophysiological dis- 
orders showed about the same frequency as 
did brain syndromes and personality disor- 
ders. i 

On the other hand, certain diagnostic 
categories showed a wide variation in fre- 
quency of use. The category of transient 
situational disorders accounted for more 
than one-third of the children seen in the 12 
Texas clinics but accounted for less than one- 
fifth of the children seen in our clinic. In con- 
trast, the 12 Texas clinics used the category 
of no mental disorder in only one of 300 
children seen, while we diagnosed about one 
out of 11 children as healthy reaction. It 
could be speculated that the creation of the 
healthy reaction category with its subgroups, 
as well as the developmental deviations and 
reactive disorder categories, allowed MS 
more precise assessment of children who ha 
formerly been simply labeled as having à 
transient situational reaction. The addition 
of these newer categories may also account 
for our lower frequency of psychoneurotic 


TABLE2 
Frequency Distribution for Personality Disorders 
(N = 69) 

PERSONALITY DIAGNOSIS NUMBER PERCENT 
Compulsive 1 urs 
Hysterical 3 aa 
Anxious 1 ie 
Overly dependent 7 100 
Oppositional 17 248 
Overly inhibited m ioe 
Overly independent o EE 
Isolated 6 a 
Mistrustful 2 2 
Tension-discharge disorders 14 202 
Sociosyntonic disorder 2 23 
Sexual deviation o Xi 
Other personality disorder 5 E 
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FIGURE1 
Comparisons of APA and GAP Classifications of Child Disorders 


TEXAS OUTPATIENT CLINICS FOR CHILDREN 


WILFORD HALL USAF MEDICAL CENTER 
CHILD GUIDANCE CLINIC 


No mental disorder 03 Healthy response 
Teen 378 TALIA Reactive disorder 
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pron. Although a possibility, it is un- 
ikely that the populations may have varied 
greatly. 
DSM-II 


ne pppenrance of the revised Diagnostic 
VOY istical Manual of Mental Disorders 

-II) in 1968 (3) was followed by a 
eg of controversy centering on the 
ees new section on behavior dis- 
PEN 3 childhood and adolescence. This 
ic 24 isted Seven new entities: hyperkinet- 
Uni : withdrawing reaction, over- 
Bed va reaction, runaway reaction, unsocial- 
E, geressive reaction, group delinquent 
to Tho gand other reaction. Letters written 
5) voiced Mae Journal of Psychiatry (4, 
Nas mer : e complaint that this new section 
merit th ely a list of symptoms and did not 
TN Eee ratus ofa diagnostic system. Sim- 
Enim were made in an issue of The 
cod onal Journal of Psychiatry devoted 
ewe, Salushon of the DSM-II. One re- 
on Pu $0 far as to call the new section 
arden ood disorders “unscientific and 

Ting on the ridiculous” (6). 
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We have attempted to compare the new 
section of DS M-II with the GAP diagnostic 
categories; however, our method of compari- 
son warrants some preliminary explanation. 
The child psychiatry service of Wilford Hall 
Medical Center utilized a 50-item data sheet 
for each patient. The 50 items are divided 
into four broad categories. The first consists 
of admission information such as source of 
referral, parental age, socioeconomic status, 
and so on, and is filled out by an administra- 
tive assistant. The second category, which 
is completed by a social worker, consists of 
items of social and personal history of the 
child—for example, primary and secondary 
presenting symptoms, family constellation, 
sibling order, previous parental separations 
and divorces, birth difficulties, and so on. 
The third records psychiatric information; 
these items relate directly to diagnosis and 
treatment recommendations. It is filled in 
by the child psychiatrist at the time he does 
his evaluation. The fourth involves psycho- 
logical data relating to the need for testing 
or the results of testing. 
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TABLE 3 
Complaint 
HABIT CONSOLI- 
= = ITH- — DISTUR- SEVERE MINOR DATED RAW 
DIAGNOSIS NEGATIVE ACTIVE AVE DRAWN BANCE | MISC. MISC. ACADEMIC OTHER TOTAL 
Healthy 
reaction 6 1 4 2 2 5 1 7 0 28 
Reactive 
disorder 15 8 5 11 4 8 2 7 ; Ei 
Development 4 7 1 2 1 9 z S E: 
Psychoneurotic 4 2 o 7 5 7 : ; Hi 
Personality 18 3 10 9 3 9 1 2 ; F 
Psychotic 1 2 1 1 o 2 o 
Psycho- is 
physiologic o o o 1 2 0 o ie) 0 
Brain 
syndrome o 8 3 2 1 o o 9 0 23 
Mental 
retardation 2 3 4 o o 2 ^ s a 3 
Other disorder 2 1 2 2 o 1 
Total aa 52 35 30 37 18 43 9 82 4 310 


The use of the 50-item data sheets has 
facilitated our ability to retrieve information 
on every child seen by our service. This col- 
lection of data is part of a larger long-range 
statistical study of a child psychiatry clinic 
population (7); only two items concern us 
here—the presenting complaint and the 
eventual diagnosis. The presenting symptom 
item consists of seven behavior complaints: 
1) negativism, 2) hyperactivity, 3) aggressive 
behavior, 4) withdrawn behavior, 5) habit 
disturbance, 6) severe miscellaneous, and 7) 
minor miscellaneous; and four academic 
complaints: 1) nonspecific academic com- 
plaint, 2) language or reading disability, 3) 
arithmetic disability, and 4) underachiever. 
A last complaint category is included to 
cover symptoms other than behavior or 
academic; these often have to do more with 
specifically medical diagnoses and diseases. 
This symptom list was obtained through the 
use of Shaw's listing of the most frequent 
reasons for referral of 500 consecutive pa- 
tients seen in the Hawthorne Center outpa- 
tient clinic(8) and was modified to fit our 
needs. 

We were surprised to find that diagnoses 
listed in DSM-II under behavior disorders 
of childhood and adolescence correspond 

to items on our own symptom list. For ex- 
ample, DSM-II lists hyperkinetic reaction, 
withdrawing reaction, unsocialized aggres- 
sive reaction, and runaway reaction of child- 
hood as diagnoses. Our symptom list in- 
cluded the areas of hyperactivity, aggres- 
sivity, and withdrawal, which are similar to 
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the DSM-II categories. Under severe mis- 
cellaneous, we found five cases of children 
presenting with a complaint of runaway. 
Since DSM-II lists these categories not 
simply as presenting symptoms but as diag- 
nostic entities, we reasoned that if they 
were actually diagnostic types, then children 
presenting with these complaints should 
cluster together in terms of diagnosis when 
subsequently seen by the child psychiatrist. 
That is, children presenting with hyperactive 
reaction or aggressive reaction should pre- 
sent themselves as distinct types when He 
seen for psychiatric evaluation. The SM 
Of scatter present within each dip 
group would be an indication of the hone 
geneity or heterogeneity of each di 
population and thus the validity of the 

II diagnoses. 

We decided to use our data to constru : 
correlation table showing the relationship a 
presenting symptom to eventual de Je 
These data are presented in table 3. ee 
DSM-II diagnoses are in fact hard an ur 
categories, then the children ive. e 
with each of these complaints pus 
clumped together in one of the dian 
categories. As can be seen, however y 
symptoms that correspond to the . Wes 
categories of hyperactive, aggressi ae 
withdrawn do not show any uniform S niat 
ing within any diagnostic category. Si foun 
ly, the five runaway complaints that We ever 
in reviewing our data showed that the roti 
tual diagnoses were varied. One was ne tion 
depression, two developmental de 


1970 
Amer. J. Psychiat. 127:5, November : 


cta 


should 
0 
th 

oft 
i | 


BEMPORAD, PFEIFER, AND BLOOM 


one personality disorder, and the last healthy 
reaction, situational crisis. These children 
differed in their personality make-up and 
degree of pathology. The lack of correlation 
between the symptom categories and even- 
tual diagnoses led us to believe that the cate- 
gories listed by DSM-/I are not true diag- 
nostic entities but are rather symptom com- 
plexes that may be seen in a number of 
different children of varying personality 
make-ups. 

The diagnostic categories listed in DSM- 
II are derived from a series of factor analytic 
studies and represent broad categories of 
children with reference to certain criteria. 
In 1944 Jenkins and Hewitt published a 
statistical study of the case records of 500 
patients seen at the Michigan Child Guid- 
ance Institute (9), identifying three groups 
of patient types—the overanxious, the un- 
Socialized aggressive, and the socialized de- 
linquents, Specific familial constellations 
and parental pathology were found to corre- 
late with each group. Since that time, Jen- 
kins (10) has added other groups on the basis 
" larger factor analysis studies, resulting in 
t diagnostic categories listed in DS M-II. 
dpa Categories may be worthwhile ways 
fae *rentiate aspects of a child psychiatry 
fee ation, but we do not feel they rep- 
There i e and fast diagnostic entities. 
ere ittle prognostic value in these cate- 
ihe em there is even less indication of 

Our an of the underlying illness. ? 
Cols ing that what we had considered 
ui renting complaints were listed as 
iene M entities in DSM-III led us to 
Ot base d there had been a compounding 
contained ual levels—that is, that DSM-II 
agnos à mixture of both symptoms and 
made A Similar criticisms have been 
feling pole, as noted above. It was our 
childhood label such as runaway reaction 
one’s dia ood would seem to indicate that 
pleted ee efforts, far from being com- 
tician ig pu just begun. If the diagnos- 
* c le to make a diagnosis, then he 
anyone ae So; he is not fooling himself or 
ized ites, by labeling the child as unsocial- 
"s ae reaction or runaway reaction. 
ition usions in no way argue against 
Ta ance of the clinician's being aware 
is vus Ptomatie picture presented by 
YY takin s. Detailed and accurate his- 
8 remains an important consider- 
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ation in the diagnostic process. Also, certain 
symptom complexes have an important bear- 
ing as prognostic indicators. Our argument 
is that DSM-II allows the clinician a sanc- 
tioned refuge from completing his diagnos- 
tic task and, in the process, officially con- 
fuses conceptual categories of symptoms 
and diagnoses. 


Suggestions for Changes in the 
GAP Classification 


Despite our overall satisfaction with the 
GAP classification as a workable diagnostic 
system for almost all of our patients, our ex- 
perience suggests that certain changes may 
be warranted. One diagnostic entity that the 
GAP classification significantly omits is 
that of the controversial minimally brain 
damaged or minimally brain impaired child. 
The symptom picture of hyperactivity, dis- 
tractibility, and impulsivity is described un- 
der chronic brain syndromes, with the fur- 
ther qualification that specific neurological 
lesions are rarely demonstrable and that the 
diagnosis must be made on the basis of the 
history together with clinical findings. We 
feel that there is a great deal of disagreement 
and controversy as to what actually consti- 
tutes a.so-called minimally brain damaged 
child; some consider this category as a diag- 
nostic waste basket for pediatricians as well 
as child psychiatrists. Hertzig, Bortner, and 
Birch (11), for example, state that such a 
designation does not directly define symp- 
tomatology, treatment, or prognosis, al- 
though they later add that the act of labeling 
a child as minimally brain damaged has 
positive value in preventing the physician 
from attributing undue weight to the etiolog- 
ical role of social environment or parental 
care. 

We feel that sanctioning a diagnosis of 
minimal brain damage may not be war- 
ranted at our present level of sophistication. 
However, these children are quite different 
from other children with more severe chronic 
brain syndromes, such as those resulting 
from cranial anomalies, birth injuries, cen- 
tral nervous system infections, and intoxi- 
cations. The lack of specific pathological 
changes as well as the unpredictable prog- 
nosis in these children suggests that they do 
form a category apart from the more classic 
chronic brain syndrome. In our system we 
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have found it advantageous to add a mini- 
mal brain impaired category under chronic 
brain syndrome, excluding those cases 
where the hyperactivity or distractibility 
seems to be due to neurotic conflict or person- 
ality disorder rather than neurologic patholo- 
gy. 
Another omission that in our opinion is 
apparent in the GAP classification concerns 
the so-called identity crisis of adolescence. 
The GAP committee specifically states that 
this syndrome should be classified under 
healthy reaction, developmental crisis. We 
agree that the identity crisis is often seen as a 
part of normal development. However, we 
have found a great variation in the severity 
of this reaction; many adolescents show a 
picture of depression, anxiety, and other 
symptoms that seems to go beyond normal 
limits. These same individuals, however, 
do not exhibit the stereotyped personality 
or behavior changes that would suggest 
another diagnostic entity. These patients 
are usually sicker than normal, yet on the 
other hand are not so sick as to fit into 
the GAP classification category of the acute 
confusional state, which is listed under psy- 
choses. We feel, therefore, that it might 
be helpful in separating these adolescents 
from both the more normal individuals who 
master this developmental stage with less 
stress and the sicker individuals who decom- 
pensate into psychotic episodes. 


Overall Assessment of the 
GAP Classification 


We believe we have shown that the new 
diagnostic entities proposed by the GAP clas- 
sification are useful to the child psychiatrist 
and that in general the GAP committee has 
evolved a system of fairly reliable and inde- 
pendent diagnoses. We also found that the 
GAP report itself was helpful in teaching 
residents and in working with ancillary clini- 
cal staff. In addition to presenting a diagnos- 
tic system, the GAP report offered a theoret- 
ical orientation to diagnosis and the diag- 
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nostic process in child psychiatry, as well 
as explaining in detail its fundamem 
sumptions in arriving at its classification 
system. The model for a dynamic genetic 
formulation given in the appendix is helpful 
to residents in organizing their data at the 
time of the clinical evaluation of patients, 
Review of previous classification systems is 
also helpful in demonstrating the problems 
presented in formulating a system and the 
solutions attempted originally. Finally, the 
diagnoses listed are clearly defined, with ade- 
quate clinical examples, so that the report 
serves as a worthwhile aid in teaching and 
facilitating communication. 
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A Family Study of Child Abuse 


BY LENORE C. TERR, M.D. 


Ten battered children and their families were 
evaluated by the author over a six-year pe- 
riod, It was found that important factors 
leading to abuse were fantasies of the 
abuser about the child, exaggerated dom- 
inant-submissive patterns in the marriage, 
and contributions of the child to the bat- 
tering. The author offers several sugges- 
tions for using a family approach in treating 
battered children. 


E CHILDREN have been mal- 
treated throughout history, increasing 
concern has been voiced by the medical 
S non and the public about the issue in 
tcent years, Starting in the late 40s and 
ete into the 50s and 60s, new methods 
( ae child abuse were discovered 
x - As diagnosis became more accurate, 
d 4 State passed laws requiring physicians 
E such cases. As in other medical 
tiation. bs diagnostic and descriptive infor- 
fun Pone available far more quickly 
tition, iological or therapeutic infor- 
ot psychological, and social 
with n ies of child abuse have dealt largely 
ete data about families or with ob- 
abusing s and hypotheses concerning the 
studies h parent and child. Etiological 
reversal ES stressed the concepts of role 
battered ge mothering qualities in the 
tic Bini syndrome. In an early psychi- 

ture, Steele tion to the child abuse litera- 
tied with pasted that the abuser often iden- 
Parent (3) M. or her own rough or abusing 
Published orris and Gould soon afterward 
9f role m paper stressing the importance 
birth. Bu in child abuse, stating “From 
les are perceived by the parents as 
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having adult powers for deliberately dis- 
pleasing or judging; they appear to be as un- 
satisfying and unsatisfiable to the current 
parent as were their original parents" (4). 
Galdston(5) described what he called a 
“transference psychosis” in the parent, “a 
gross but circumscribed distortion in the per- 
ception of a particular child at a particular 
stage in its development." He states: “these 
parents perceive the child they assault as a 
hostile persecutory adult.” 

Steele and Pollack reached the conclusion 
that abusive parents had suffered a lack of 
mothering themselves and thereafter re- 
vealed deficiencies in their own “motherli- 
ness." These authors stated that battering 
parents had experienced “intensive, perva- 
sive, continuous demand from their parents," 
and in turn they act “like a frightened, un- 
loved child looking to his own child as if he 
were an adult capable of providing comfort 
and love" (6). Another etiological factor 
mentioried in the literature is that “violence 
breeds violence." This implies that expres- 
sion of overt aggression in the parent leads 
to overt aggression in the child (7). 

There have been several studies of general 
characteristics in child abuse (8-10). Abuse 
can occur to children of any age, but the 
majority of battered children are under 
three. Mothers and fathers of every social 
class, educational level, or race have com- 
mitted abusive acts. Epidemiological studies 
are progressing with difficulty on a national 
level because of the multitude of reporting 
agencies required by the various state laws 


(11). 
Method and Purposes 


Over a six-year period, the author studied 
ten cases of suspected child abuse with the 
aim of evaluating and following the progress 
of the families. In each of these cases, the 
primary psychiatric evaluation was con- 
ducted by the author. Various methods of 
individual and family assessment were used. 
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In the eight cases in which a father was in 
the home, conjoint interviews of mother and 
father together were conducted (12). Obser- 
vation of mother and battered child together 
was done in six cases, and in three cases the 
mother was observed with another sibling. 
In two cases, mother and child were hospital- 
ized together in the same room to allow for 
intensive observation throughout the day. A 
technique of “task observation,” such as ob- 
servation of infant feedings, cleaning, and 
putting the child to bed was adopted to gain 
insight into the nature of the parent-child 
relationship. 

It is the purpose of this report to examine 
the individual and family dynamics of the 
cases first-hand and to group the findings in 
order to organize and clarify the mechanisms 
of child abuse. 


Findings 
1. General Characteristics 


Five boys and five girls were abused. The 
age range of abused youngsters was three 
months to nine years. Eight children suf- 
fered repeated or multiple injuries prior to 
the initial report. In addition to physical in- 
juries, five of the ten children failed to main- 
tain and gain weight. Six had an unusual 
circumstance connected with birth: two 
premature infants, one illegitimate child, one 
conceived premaritally, one adopted, and 
one stepchild. In two families, siblings of the 
index child were also abused, 

_ There were nine mothers and one father 
in the group of abusers. Nine families were 
white and one family black. The abusers 
showed a wide range of education: three were 
not high school graduates, three graduated 
from high school, three attended college for 
some time, and one had a Ph.D. In six of 
the families studied it appeared that the edu- 
cational level of the abuser was higher than 
the family occupational level. For example, 
the one male abuser in the group worked as 
an unskilled laborer despite several years 
of college. A high school graduate was 
married to an unskilled laborer, and another 
high school graduate was working herself. 
as an unskilled laborer. 
Psychiatric diagnoses included two schizo- 
phrenic abusers and eight abusers with severe 


character disorders. 
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2. Relationship of Abuser with Battered 
Child 

In each case the abusing parent had a spe- 
cific fantasy about the abused child that 
brought on the violent action against the 
child and accounted for such behaviors as 
blaming, scolding, neglecting physical and/ 
or emotional needs, overprotecting, and 
meddling into sexual matters. Four types of 
fantasies were observed: 

Fear of punishment from the child. This 
is similar to the concept of role reversal, 
which has dominated the battered child liter- 
ature. However the fantasies were quite elab- 
orate and not simple preconceptions of pa- 
rental attributes in the child. In only one of 
these three cases was it possible to trace a 
direct connection of fantasy to the parent 
of the abuser. One abusing mother viewed 
her five-year-old daughter Janice as a “witch” 
with supernatural powers over her. This 
mother’s fantasy began when the child was 
born with the membranes intact. Janice’s 
mother, the eldest of ten children, had been 
forced by her own mother to take care of 
the other siblings. In this case there was à 
clear connection between Janice’s mother’s 
fear and resentment of her own mother's 
earlier powers over her and the "witch" fan- 
tasy concerning Janice. 

In a second case, Sara's mother considered 
her five-month-old premature baby às à 
"punishment" for an argument she and her 
husband had had three days before Sara's 
birth. In this case, Sara's grandparents had 
been strict, demanding individuals, but 
Sara's mother could not bring historical 
material to bear upon the fantasy of pun- 
ishment. The child was invested with super 
powers of control over the mother. os 

In a third case of this type, Gabriel's 
mother felt that her seven-year-old boy was 
a “devil” bent upon frightening her as her 
husband did. She "accidentally" scalde 
Gabriel in a bathtub at age two and later was 
unable to keep up his nutritional id 
Gabriel's mother could not relate experienc, 
in her own childhood that led to her “dev! 
fantasy about Gabriel. a 

Fear of the infant’s helplessness. Thre 
mothers were overwhelmed by fantasies ee 
their infant’s utter helplessness. Each of ba 
mothers strongly identified the baby W'' 
herself. These mothers were infantile and un 
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able to meet many essential needs of their 
infants. Elsa, a five-month-old premature in- 
fant, frightened her mother so much with 
her “helplessness” that her mother was con- 
vinced she would die. The baby was force- 


| fed every hour night and day by her mother. 


Elsa soon refused to eat, spat food, and vom- 


| ited feedings, leading to several episodes of 
abuse. Elsa’s mother had been abandoned 


at age four and had attempted by herself to 
care for her two younger sisters. She was sub- 
sequently adopted by another family. There 
were two origins of the fantasy of “helpless 
baby”: helpless sisters and helpless self. 


In a second case of this type, a schizo- 
phrenic mother was unable to view her infant 
Douglas as separate or different from her- 
self. She felt it would be impossible to care 
for her infant because he was so helpless 
and unable to do anything. She dropped 
him accidentally on his head early in infancy 
and after serving a jail sentence for that, she 
left him alone in his crib while he developed 
gangrene of both legs. 

In a third case of this type, three-year-old 
Wendy's unmarried mother explained the 
child as “just like me." Wendy's mother was 
cared for by the maternal grandmother who 

had always done everything” for her and 
later had also cared for Wendy. The grand- 
poster died unexpectedly when Wendy was 
m and her mother was overwhelmed with 
TA oa helplessness and the helplessness of 
Bos ild. Episodes of abuse and near-homi- 
cured following the grandmother's 


Fear of the child's seductiveness. Two 


al i A e 
, Parents imagined extraordinary sexual pow- 


ae their children, One mother, a college 
hide had remained unmarried until her 
E years. She was devoted to her minis- 
MAL RE and later to her female roommates, 
m €mpted vigorously to dissuade her 
out arrying. After her marriage, she set 
pay to adopt an older girl who 
adoption sexually molested as a child. An 
enise agency complied and sent her 
asa Ws nine, whom the mother viewed 
0f her DN. She tried to break Denise 
turbati xuality by clitoris inspections, mas- 
of “g o0 Confessions followed by games 
orry,” and attempts at breast feeding. 
schoually she beat the child 226 times for 
offenses.” The child was viewed by 


Bent 


m 
er. J. Psychiat, 127:5, November 1970 


667 


the mother as a serious homosexual threat 
to be warded off at all costs. 

In the second case, Jonathan, age five, was 
perceived by his stepmother as a powerful . 
rival for the father’s affections. She spoke of 
Jonathan's attractiveness to the father and 
fearfully announced, “They’ll run away for 
a weekend together.” The fantasy was that 
Jonathan was a powerful female rival to the 
stepmother. The stepmother was unwilling 
to search for derivations of these feelings in 
her own earlier life and insisted that Jona- 
than be permanently removed from the 
family. 

Disappointment in child's inability to 
meet preconceived hope. Two parents had 
a preconceived fantasy about their infant 
that the infant could not meet in reality, 
leading to the parents’ disappointment and 
anger. Chris’ mother had been an unhappy 
delinquent adolescent with an alcoholic 
father and ineffectual mother. To escape 
from her miserable environment she set 
out to become pregnant by her delinquent 
boyfriend. She saw the infant as a “savior” 
— someone who could release her from all 
miseries. Instead, following Chris’ birth, 
the young couple was saddled with numerous 
responsibilities and difficulties. Her unsuc- 
cessful savior was "dropped" twice in his 
three months of life, sustaining serious frac- 
tures. 

In another family, a blond, blue-eyed fa- 
ther severely beat his brown-eyed baby boy 
because he was not the "true heir" he had 
expected. Little Andrew had been too differ- 
ent from the father’s own father to be accept- 
able. Andrew’s paternal grandfather had left 
his son when he was two, and the grandfather 
remained an unknown ideal to which An- 
drew’s father always aspired. 

3. Relationship of Abuser to Nonabusing 
Spouse 

At the time of the abuse, nine abusers were 
married and the tenth had a serious boy- 
friend. Nine couple relationships were 
marked by extraordinary extremes in domi- 
nant-submissive or aggressive-passive rela- 
tionships. There was one extreme passive- 
passive marriage (Chris). In four cases the 
abuser was dominant in the marriage; in six, 
the abuser was extremely passive in the rela- 
tionship. Five nonabusers were unusually 
dominant and five were passive. 
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All nonabusing partners had serious prob- 
lems in dealing with aggression. Douglas’ 
helpless, passive psychotic mother was con- 
stantly threatened by her paranoid, noisy 
husband. Jonathan’s father was so passive 
that he was unable to work at his factory job 
unless the woman he eventually married, 
Jonathan’s abusing stepmother, was working 
at the same workbench. This very passive- 
dominant relationship had gone on for years 
at work, even when both were married to 
other spouses. Another example of the seri- 
ous problems with aggression in nonabusers 
was the passive-passive relationship of Chris’ 
parents. Chris’ young nonabusing father 
worked long hours in a factory to support 
his new family. Each night when he returned 
from work, he and his wife tickled each other 
until one partner cried with a bent-back fin- 
ger or pulled hair. Neither parent was able 
to express aggression verbally or through di- 
rect activity. Chris, three months, had acci- 
dentally slipped from his mother’s arms 
twice, with serious fractures resulting. 
In three cases an incident between the par- 
ents preceded the abuse by minutes to a 
few hours. Wendy’s mother and boyfriend 
argued and the boyfriend left “for good.” 
Overwhelmed, the mother within minutes 
proceeded to bathe Wendy, attempting to 
drown her when Wendy cried in the tub. In 
another case there was a long-standing feed- 
ing problem between Elsa and her mother, 
The very passive father suddenly surprised 
his wife by insisting that she get away from 
the house for a shopping trip. When they 
returned, Elsa refused lunch and was 
slammed down on a counter top by her 
mother. In this case, Elsa’s father became 
more normally aggressive during conjoint 
treatment, and the mother could not toler- 
ate the change, ultimately leaving the family. 
Another acute incident between the parents 
occurred in the case of Andrew. Andrew’s 
mother, passive and covertly hostile, re- 
fused to wake up one night as the baby 
cried. The father attempted several times to 
get his wife to wake up and finally arose 
from bed himself to feed the infant he be- 
lieved was not his. When Andrew squirmed 
and refused the bottle, his father punched 
him several times. 
In a fourth case, one episode between the 
parents continued to provoke the mother 
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into abusive episodes. Sara’s father had 
fought with the pregnant mother, beating 
her and leaving home with an older child, 
The mother spent the night frantically. search- 
ing for her child. The child was found, but the 
husband did not return. Three days later 
Sara was born prematurely. Sara, the “pun- 
ishment,” continued to remind her mother of 
the fight with her estranged husband. 

The other six cases were marked by chron- 
ic marital difficulty without single precipitat- 
ing incidents. 

4. Relationship of Abuser to Other Siblings 


There was more than one child in seven 
cases. In five of these, it was possible to ob- 
serve the abuser with a second sibling. The 
abuser’s treatment of other siblings depended 
on the fixity of the abuser’s fantasy upon the 
battered child. If the displacement was fluid, 
it could settle upon other siblings, endanger- 
ing them also. Two sets of siblings were 
affected because the abuser’s fantasy easily 
moved from one child to the next. Jonathan’s 
stepmother, who feared rivals for her hus- 
band’s love, insisted that her husband perma- 
nently give up each of his six children, one 
by one. Douglas' two siblings were injured 
by their schizophrenic mother, who had simi- 
lar fears—although not as intense—of their 
helplessness. 

Three sets of siblings were not affected be- 
cause the abuser's fantasy was fixed and d 
specific. Elsa's mother, who identified wit 
her girl baby's helplessness, raised a boy a 
by with no serious difficulties. Denise’s moth- 
er, who could not tolerate sexual female chil- 
dren, did well with an adopted son. SAR d 
older sister was not viewed as a punishmen 
and thus escaped punishment herself. ian 

In the remaining cases with siblings No 
ice and Gabriel), investigating authoriti 
reported no serious difficulties. o 
5. Relationship of the Battered Child t 
Family 

There were three ways in whi ily 
exerted profound influence upon the By 

Physical abnormalities. Five of the a j 
dren failed to grow and gain weight s 
ing to normative charts. In each of t ae 
sizable weight gains were made during itti: 
pitalization. The failure to grow was We a 
tant and guilt-producer to the mother 
Elsa; Sara, Janice, Gabriel, and Douglas first 

Douglas suffered brain damage 1 hi 
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episode of abuse. Following his mother's 
jail sentence, her ability to provide minimal 
care to him was lessened because of his 
physical state. 

Elsa and Sara were premature infants. The 
prematurity served to accentuate their moth- 
er's fantasies about them ("helpless like me” 
and *punish ment"). 

Ego defects secondary to maternal depri- 
vation. Ego defects observed in infants con- 
sisted of withdrawal, indifference to the 
mother, and psychomotor retardation. Three 
infants, Sara, Elsa, and Douglas, exhibited 
these qualities. This type of personality in 
the infant made it progressively more diffi- 
cult for the mother to relate to the infant. 

Ego defects in older children could be 
characterized by a “Hail fellow well met" 
attitude to any adult. Shallow relationships 
with the parents and lack of differentiation 
among relationships to others were typical. 
Denise, Janice, and Gabriel were “ward mas- 
cots” —friendly to all nurses and visitors but 
Special to none. Gabriel, age seven, showed 
an initial depression and withdrawal in the 
hospital but within a few days was indiscrim- 
Inately friendly. Denise and Gabriel both re- 
ceived adoption offers from ward visitors. 

Five of the six children with ego defects 
Mentioned above had lived with the abuser 
as the main caretaker and depended largely 
oe the abuser for emotional support dur- 
d development. The exception to this, 

oodd a child with severe ego defects, had 
E adopted after a chaotic life with negli- 
Sent parents and several foster families. 

Dee or the four children who did not 
HAS fantile withdrawal and retardation 
B fellow well met" attitude had been 
life Jo at cea from the abuser in early 
aes A es an s stepmother took over his 
tillage ur ve. Wendy had been raised un- 

Bes m primarily by her grandmother. 
care fro e had received much maternal 
Without. o is grandmother. The fourth child 
months Personality defect was Chris, three 
the Eu edi still too young to pick up 
lindo Wt I have described. Chris was 
considered DWEUp because his fractures were 

iacent accidents” by the police, and 

treatment S ye not required to undergo 

Retaliator MS l h 

of thet ory activities of the child. Eight 
en abused children displayed hostile 
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behavior that appeared to be retaliatory to 
the abusing parent. This angry behavior 
worsened the already strained relationship 
between parent and child. The type of re- 
taliatory behavior was related to the stage 
of psychological development through which 
the child was passing. 

Of the four infants, two (Elsa and Sara) 
exhibited severe eating problems character- 
ized by poor sucking, bucking away from the 
bottle, spitting food, and consistent vomit- 
ing. Both were diagnosed by pediatricians as 
infants with “failure to thrive.” One infant, 
Andrew, fed well but screamed through the 
night every night. The infant who exhibited 
no retaliation was Chris, three months, 
whose abuse was “accidental” and may not 
have received the kind of overt hostihty that 
occurred in the other cases. 

Two toddler-age children, Wendy and 
Douglas, were studied. Because of his severe 
brain damage, Douglas lay motionless much 
of the time and did not retaliate. On the 
other hand, Wendy, age three, repeatedly 
smeared her feces on the screen door outside 
the house. 

The two five-year-olds, Jonathan and 
Janice, used more elaborate methods of re- 
valiation. Jonathan spilled ink on his step- 
mother’s wash, cut up his stepmother’s 
dresses with scissors, and defecav:d into 
the laundry basket. Janice refused to eat in 
the house but ate garbage outside. She begged 
and stole recess food from oth. r kindergar- 
teners and told elaborate lies tc others about 
family atrocities. 

The latency-age youngsters, Denise, nin 
and Gabriel, seven, retaliated elaborately. 
Gabriel chronically lied, stole food trom 
others, misbehaved, and refused to obey his 
frantic mother. He teased most of the time t.i 
home. Denise also lied, stole pencils, failed 
to complete homework assignments, and frs- 
quently reminded her mother about sexual 
thoughts she was having. 


Discussion 


The family dynamics leading to child abuse 
are complex. Theories such as “role reversal" 
or “violence breeds violence" are too simple 
to explain the many forces that lead to epi- 
sodes of battering in these families. The dy- 
namics can be classified as follows: 

1. The abusing parent has a specific fan- 
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tasy about the child derived from his distant 
past. There may be realistic details about 
the child that promote this parental fantasy. 
The majority of abusing parents in this study 
had fantasies about their children that were 
not of the role-reversal type emphasized in 
other reports. Even though all of the fantasies 
involve fear of the child or disappointment 
in the child’s failure, the very individual na- 
ture of each fantasy is striking. 

2. There is an exaggerated dominant- 
submissive pattern in the marriage that 
contributes either acutely or in more chronic 
form to the abuse of the child. Even when 
abusers are unmarried, they have been 
found to be engaged in an extremely dom- 
inant-passive relationship with another 
adult. The hostility generated between the 
adults is often expressed in angry behavior 
toward the child. 

3. Other children in the family may be 
abused if the fantasy of the parent easily dis- 
places from one child to another. 

4. The child contributes to the abuse 
through the nature of his birth or physical 
characteristics, by his long-standing charac- 
ter disturbance, and through retaliatory tech- 
niques, which vary with developmental stage. 
Retaliatory behaviors appear to be hostile 
counter-attacks to the angry parent. They are 
not simply teasings or provocations of the 
parent, but rather the child’s indulgence in 
full-scale battle. 

Previous studies have alluded to some of 
the points listed above. For example, a fan- 
tasy in the abusing parent has been suggested 
by Boardman (“the child has become a sym- 
bol of some kind”) (8) and by Galdston 
("transference" psychosis) (S). Elmer and 
Gregg, in a follow-up study of abused chil- 
dren, noted that eight of 20 children were 
emotionally disturbed, but the nature of this 
disturbance was not mentioned, IQ tests in 
those 20 children ranged from 52 to 103, 
with 50 percent of IQs below 80 (13). Milowe 
and Lourie suggest that children themselves 
contribute to the battered child syndrome 
through their defects and by inviting others 
to hurt them or by hurting themselves (14). 
The importance of physical defects, unusual 
birth episodes, or unusual physical character- 
istics has again been demonstrated in the ten 
families described in this report, but I am 
unable to attribute any precipitating episodes 
to masochism in the child. 
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From this study, certain issues not stressed 
in previous reports can be highlighted. First, 
the fantasies of abusers are highly individual 
and are frequently not simple role reversal 
ones. It is very difficult to trace back the ori- 
gins of each fantasy because the abusers are 
guarded, afraid of legal actions against 
them, and afraid to probe actively into the 
past. Still, it is important for the investigator 
or therapist to look for the fantasy and to 
point it out, when discovered in the therapy 
with the parent. Fantasies about the child 
have to do with fears of the child or disap- 
pointment that the child is not fulfilling a 
wish. Fluidity of the parental fantasy ac- 
counts for abuse to more than one child in 
a family. 

Another issue stressed in this study is the 
crucial role that the nature of the relation- 
ship between abuser and nonabusing parent 
plays. Extremes of dominant-submissive 
marital behavior have not been previously 
emphasized in child abuse reports. They 
were strikingly evident in this study because 
conjoint interviewing techniques were em- 
ployed regularly. Since the nature of the mar- 
riage is so crucial to the well-being of the 
child, it must be explored and modified. —— 

Finally, this report emphasizes the child's 
contributions to his own abuse. Character 
problems in children raised from an early age 
by the abuser were either withdrawal and 
psychomotor retardation in the infants OT 
“Hail fellow well met" patterns in the older 
youngsters. Such character patterns are seri- 
ous impediments to the child's relationships 
with parents or foster parents. In addition, 
the retaliatory techniques utilized by battere 
children tend to prolong the vicious cycle 0 
abuse-retaliation-abuse. 


Suggestions 


In working with cases of child abuse 
psychiatrists, nonpsychiatric physicians, 2 
social workers must take the entire famiy 
into account. Modification of behavior oe 
attitudes is necessary not only in the p 
but in the nonabusing spouse and the : Us 
tered child too. This requires the therapi 
willingness to engage couples in conjoint or 
terviews as well as an interest in observing ^ 
interviewing the child first-hand. wares 
tion of mother and abused child in task P 
formance (feeding, cleaning, putting to 
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for naps, etc.) is an extremely helpful means 
for visiting nurses and social workers to con- 
duct home visits and to point out disturban- 
ces in interaction. Physicians may also find 
this technique to be useful (for play and feed- 
ing) in office visits and in the hospital. 

Finally, a knowledge of the family com- 
plexities in each case is only a beginning in 
treatment. Without the full cooperation and 
communication of law enforcement agents, 
judges, protective service workers, visiting 
nurses, and physicians, no treatment ap- 
proach can be fully effective (15). 
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The Lesch-Nyhan Syndrome 


BY LARRY H. DIZMANG, M.D., AND CLAUDIA F. CHEATHAM 


The authors report their observations of 
five children with the Lesch-Nyhan syn- 
drome and review the literature to describe 
the general characteristics of the disorder, 
"e development and types of self-mutilative 
ehavior, and the types of outward-directed 
aggression. The authors suggest that these 
Children may have a very low threshold for 
Ine activation of a mechanism that controls 
repetitive, compulsive, pain-causing be- 
avior. This factor may also explain other 
forms of self-destructive behavior in chil- 

ren and may represent the psychobiological 


basis for the development of masochistic 
ehavior, 
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HE LESCH-NYHAN SYNDROME was 
first described in 1964 by the two phy- 
sicians after whom it was named. At present 
there are slightly more than 80 identified 
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cases in the world, although new cases are 
being reported with increasing frequency as 
the syndrome becomes better known. The 
syndrome includes developmental  re- 
tardation, spastic cerebral palsy, choreo- 
athetosis, bizarre self-mutilation, and 
aggressive behavior(l). The patients have 
an increased concentration of uric acid in 
their blood and a high level of urinary ex- 
cretion of uric acid. Occasionally patients 
experience episodes of acute arthritis. 
Sometimes tophi are visible, and urinary 
calculi are relatively frequent. Genetically, 
the condition is considered to be a disease 
of the male transmitted as an X-linked 
recessive character. Detailed biochemical 
studies have indicated that the major de- 
fect in this syndrome is a deficiency of 
hypoxanthine-guanine phosphoribosyl-trans- 
‘erase (HG-PRTase) (2). 

The purpose of this study was to observe 
i, detail the behavioral and psychological 
c aracteristics of individuals diagnosed as 
h. ving the Lesch-Nyhan syndrome. The 
study included observation of five children 
between the ages of nine and 15 and one or 
more interviews with at least one parent of 
each child.' The children were seen two 
to three times a week for approximately an 
hour at eac a visit in a hospital setting where 
they were part of a metabolic study. The 
observer was with the patients in many 
differen! settings, including occupational 
therapy and on the ward at mealtimes or 
when blood samples were being collected, 
The observation of each child continued 


over a period of several weeks to a month or 
more, 


General Observations 


F ¿w if any symptoms are present at birth 
anr. some of the children may grow and 
de.elop quite normally for the first six 
montts or so. Before the age of two, how- 
ever, the neurologic and behavioral mani- 
festations have usually begun to develop. 
Some children have been reported to 
demonstrate self-mutilative behavior by the 
age of 12 months, while other children have 


'One child was observed for eight hours over a 
two-day period. The authors also viewed detailed films 
that the father, an amateur photographer, had taken of 
the child from birth, and there were also detailed inter- 
views with both parents. 
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not developed any overt self-destructive be- 
havior until four or five years of age. How- 
ever most children are biting their fingers 
or their lips by the age of two (3). 

Usually, the patients have a fairly good 
sense of humor and in many cases they be- 
come favorite patients of the nurses and 
staff on the ward. They often demonstrate 
a keen awareness of others' behavior and 
are quick to laugh at a humorous situation. 
One patient, for example, when wheeled on- 
to the elevator, would often reach over and 
selectively pinch the backside of a female 
in front of him. The response of the "in- 
jured" party generally caused the patient 
great delight. 

Most Lesch-Nyhan patients are much 
smaller than expected for their chrono- 
logical age, and they appear to be under- 
nourished. Their eye movements usually 
are their only well-coordinated actions, al- 
though to varying degrees they can grasp 
and manipulate relatively large objects. 
Their legs are generally in a scissored 
position; they cannot walk. They are able 
to sit in chairs with assistance. During 
periods of agitation, opisthotonos may 
occur. The fingers are usually scarred from 
repeated episodes of biting, and the tongue, 
lips, and inner cheeks show varying degrees 
of mutilation. Despite their often un- 
attractive appearance, the patients observed 
were strangely appealing. They were 
generally eager to laugh and talk with any- 
one who would make the effort to relate 
to them. 

One of the major difficulties in accurately 
assessing the mental status of these children 
is a severe speech disorder. The children 
observed had great difficulty in forming 
their words clearly; this appeared to be due 
to an incoordination of the lips and tongue 
secondary to the choreoathetosis. Mutila- 
tion of the lips and tongue by self-biting 
further exaggerated the speech difficulty. d 
the child was persistently encouraged. Med 
ever, he would usually make vigorous 4” 
often successful efforts to be understood. 


Development of Self-Mutilative 
Behavior 


HEU i i n 
. The initial development of self-mutilat 
in the  Lesch-Nyhan patients d 7 
generally occurred around the age of om 
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one-and-a-half years, often following an 
event described (by the parent) as traumatic 
in some manner, such as an accidental, 
pain-producing injury. 

One child began to bite the inside of his 
mouth and his tongue shortly after a fall 
from his crib that occurred while he was in 
the hospital for diagnostic tests. He was one 
year old at that time. Shortly before he 
was two years old he began to bite his fingers, 
and when he was restrained from doing this 
he began to bite his lips. 


Another patient was first observed to in- ' 


jure himself at about one-and-a-half years 
of age. A blister had developed on his 
lower lip and he began to chew on it. His 
mother thought that it itched and that he 
chewed it to relieve the itching. After the 
blister had healed, the child continued to 
bite his lower lip and severe mutilation en- 
sued. This child proceeded to bite his fingers 
and the inside of his mouth at about two 

years of age. 
A third boy developed quite a different 
pattern. When he was one year old, his 
pouth accidentally hit the floor and his 
aur lip was split. No self-mutilative be- 
avior had been observed in this child prior 
lo this injury, but after the injury he re- 
aedy hit his lip on the floor, crib, or on 
ive and managed to keep it split much 
bite 5 ume. He has never been observed to 
spli Qs ips and, aside from the permanent 
mos is lower lip, his mouth remains un- 
child e At about two years of age this 
Hewi egan to bite his fingers. Instead of 
id nai his fingers as the other patients 
T a ites down hard and punctures the 
bl nen draws his finger out of his 
ul inflicting deep and severe wounds. 
HU ori quen his tongue or the in- 
Mans Path patient also differs from the 
mulaf ildren in the pattern of his self- 
fem e behavior. He has never at- 
M tg ai lets his lips, inner mouth, 
begin ul two-and-a-half years of age 
restrained iting his fingers. After being 
from biting his fingers, he 


eve! 5 
tion, Oped no other means of self-mutila- 


Som i 
other fo patients have been reported to show 


tudin orms of self-mutilative behavior, in- 
& severe headbanging, eye-gouging, 
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and picking at open wounds with their 
fingers, particularly around the mouth and 
nasal. septum (4-13). Except for some 
occasional headbanging in one patient, none 
of this behavior was observed in our group 
of children. 


Observations of the Self-Mutilative 
Behavior 


There is little agreement as to the “pur- 
pose” of this self-mutilative behavior. When 
questioned about their observations, par- 
ents and hospital staffs have been unable to 
offer any specific impressions of why or 
when the children injure themselves. Care- 
takers generally agree that occasionally 
the biting appears to be voluntary for pur- 
poses of secondary gain and manipulation. 
Yet the vast majority of instances of self- 
inflicted injury appear to be involuntary 
and unpredictable. Several children have 
been observed to inflict injury upon them- 
selves more often during occasions of 
extreme noise and confusion, but such 
environmental overstimulation did not 
seem to be a consistent factor in our ob- 
servations. 

The ability and/or willingness of the 
Lesch-Nyhan patients to discuss their self- 
destructiveness varies. The most articulate 
of the children studied would not talk 
about his behavior unless prodded per- 
sistently to do so by a familiar and trusted 
person. If he was pressed to comment on his 
self-biting he became visibly agitated and 
voiced his dislike for discussing the subject: 
“Į don't like to talk about that.” 

None of the children could give any con- 
sistent explanation of his self-inflicted injury. 
One child explained that he did not bite 
himself, but that the muscles made his 
fingers enter his mouth and his teeth bit the 
fingers. He did not seem to consider the 
action of his teeth or his fingers as being 
under his control or even part of himself. 
On several occasions this patient stated 
flatly: “I don't bite myself. It’s my teeth.” 
During the period of observation, this pa- 
tient’s teeth were extracted as a last resort 
to prevent his self-biting. On a follow-up 
visit one year later, his mother reported that 
he had never again tried to bite himself; in 
fact, she had not observed him to place his 
fingers in his mouth at all. When he was 
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questioned by the observer as to whether 
his occasional sucking on his lips was an 
attempt to bite, he replied in surprise: “No. 
I don’t have any teeth.” 

All of the children studied clearly ex- 
perienced pain when they injured them- 
selves. They usually began crying and could 
verbalize that “it hurt.” If the observer 
began to remove his restraints, the child 
would develop a frightened look and plead 
for the restraints to be left in place. 

The following vignette is a poignant ex- 
ample of the powerful impulse and lack of 
control with which these children Struggle. 
On one occasion the observer and the pa- 
tient’s physician, with whom the patient 
had a good relationship, were talking with 
each other in the presence of the patient. 
The patient’s doctor carefully but purpose- 
fully removed the restraint from one hand 
as the boy remained deeply engrossed in 
our conversation. Gradually the patient 
began to realize his arm was free and his 
smile slowly changed into a frown; he be- 
gan to squirm anxiously in his wheelchair, 
never looking at his hand and making a 
visible effort not to take his eyes away from 
us. He slowly tried to get his arm under 
the arm of the wheelchair as a form of self- 
restraint. He succeeded in doing this, but 
by then he was no longer involved in the 
conversation and was slowly losing the 
battle with himself as he began to bend his 
head over and extend his finger toward his 
mouth. At the last moment his doctor 
reached down, took a firm hold on his hand, 
and said: "Michael, you know I won't let 
you bite yourself," at which point the pa- 
tient. quickly relaxed and smiled with great 
relief. 

Other children were also observed to 
make efforts at times to control the impulse, 
but only in the presence of à trusted other 
did they seem Occasionally to succeed, It 
became clear that the Other person was 
acting as a symbolic restraint; if the person 
moved out of range of being able to stop 
him, the child almost always began to in- 
jure himself. On several occasions it was 
possible to stop the action by saying, 
“Michael, don't bite your finger," when he 
was in the process of putting his finger to 
his mouth. Several parents reported that 
for brief periods of time the children could 

occasionally exert self-restraint, 
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Observations on Outward-Directed 
Aggression 


The patients expressed outward "aggres- 
sion” as well as self-inflicted injury, Out- 
ward verbal and physical abuse was charac- 
teristic of several patients in varying degrees, 
Three of the children had ample vocabularies 
of four-letter words and phrases that they 
used "appropriately." All of the children 
exhibited a tendency to throw their arms 
out and hit people and objects. Sometimes 
this appeared involuntary and could be 
attributed to their choreoathetoid move- 
ments, but most often the end result of 
these actions appeared to be purposeful, 
appropriately timed, and directly to the 
mark. Eyeglasses were frequent victims of 
such movements, and biting and pinching 
were occasional modes of "attack," The 
child usually did not make a special effort 
to get within range in order to be outwardly 
aggressive, but there was a certain com- 
pulsive quality to the action if someone 
moved within range. There never appeared 
to be a consistent motivation to the be 
havior, Externally directed biting occurred 
both when the child was angry and when he 
was not. He often laughed at the with 
drawal response of the victim and acted as 
if it were a joke. It was our distinct im- 
pression that the behavior was not as vin? 
pulsive and uncontrollable in nature as, d 
self-mutilative behavior, but the child's 
immediate affect, i.e, anger or pleasure 
had little relationship to the action. ü 

Three of the patients observed T 
clearly express anger, which usually 
aroused by someone's treating them ee 
or with impatience. Occasionally the ut 
became withdrawn, sulky, and negativi s 
if they were frustrated about their ain 
food, recreational activity, etc. The ood: a 
often became an object of their anger yan 
à session was missed or a scheduled ioca 
ment started late. Anger with the obs¢ é 
did not usually result in increased iol 
creased outwardly expressed ageres 
but in an angry comment with approP : 
affect: “Your’re late, where have you bee a 
Or, after a regular session had been aaa 
the observer was often met with a “tU sid 
away" response and then had to coax 
cajole the child to be friends again. 
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Mental Capacity 


Lesch-Nyhan patients have been de- 
scribed as severely mentally retarded. While 
there is no question that some retardation 
is usually present, its degree needs to be 
more carefully examined. The children ob- 
served in this study revealed quite varied 
levels of mental competence. One child 
understood the concept of wars between 
countries in contrast to cowboy fights on 
television; he could verbalize about death. 
He disliked flowers because “they have 
them at funerals" and said that funerals 
happen when people die. He knew the days 
of the week, the months, seasonal changes, 
the time of day. Another child did a clever 
mimicking of other people, particularly in 
the imitation of their tone of voice. A third 
child knew the schedules of all the nurses 
and doctors on his ward; he knew who 
was on leave or sick and when they should 
return, He could recognize pictures in 
magazines and could discuss his own and 
other people's "sadness." It was not pos- 
sible in this study to do any psychological 
testing, but some systematic testing would 
be of further value. 


Discussion 


d The Lesch-Nyhan syndrome is unques- 
lionably unique from the neurophysiolog- 
"n biochemical, and behavioral aspects. 
dii f is much yet to be learned about all 
ro acets of the disorder. Behaviorally 
ms are at least some aspects that are 
in pr d Gilles de la Tourette's disease, 
of BF there occur compulsive outbursts 
E abusive language. The self-injurious 
ed us foul, abusive language in 
Pultiv yhan children have a similar com- 
Sin e quality. The severe pain that ac- 
A et the self-inflicted injury does 
hirer to serve as a deterrent to this 
dnd rior, The children want to be restrained 
fons tense and anxious when the 
limited s are to be removed. They have a 
age EY to internalize control over 
Phor. -mutilative behavior if a trusted 
individ hoi consistently with them. The 
trol b E first becomes the external con- 
slowly. physically restraining the child and 
the ona the context of the relationship, 
can assume increasing control over 
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the impulse in the presence of the significant 
other. 


One piece of information that was 
spontaneously volunteered by three of the 
five parents was that the onset of the self- 
mutilative behavior was closely related to a 
painful episode the child had experienced. 
The initial self-mutilative behavior also 
seemed to focus on the injured area, i.e., 
the patient who accidentally hit his lip on 
the floor then persisted in splitting his lip 
on hard surfaces, None of the parents felt 
that the injury caused the self-injurious be- 
havior but that it had initiated the onset. 
The trauma also appeared to have served 
as an initial localizing phenomenon. It 
could well be that the "fixation" in these 
children is to pain. The mouth is unques- 
tionably one of the most sensitive areas at 
the usual age of onset of the self-injurious 
behavior. It also is the location with the 
most highly developed sense of point dis- 
crimination for pain, pleasure, or touch. 
The compulsion may not be so much “to 
bite" as “to inflict pain," the mouth area 
being the most obvious location where 
pain can be discriminated and localized 
and the teeth being the most likely self- 
contained instruments at one to two years 
of age. 

In only one of the five cases did self- 
inflicted lip or tongue injury fail to occur. 
In every case finger biting developed at a 
later age, coinciding with the development 
of hand-to-mouth coordination and the 
ability to discriminate “pain in my finger." 
Not only is this an interesting sequence, 
but in our five cases, and from reports avail- 
able in the literature, other forms of self- 
mutilation are rare (14). There seems to be 
a critical period in these children where 
the compulsive self-mutilative behavior 
develops. That period begins at about one 
year of age and ends around the age of five. 
After that age it is unusual for new forms 
of self-mutilative behavior to develop. 


To our knowledge there have not yet 
been systematic studies involving nerve 
blocks on fingers and/or lips to see whether 
the biting would continue if the child could 
feel no pain. The child in our study whose 
teeth were pulled made no further efforts 
to put his fingers in his mouth when he 
could no longer induce pain by biting. 
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Neither did he develop new behavior that 
would inflict pain to his mouth or fingers. 


Some of the children clearly use self- 
mutilative behavior at times for manipula- 
tion and secondary gain. It may well be 
that the few patients who have developed 
other methods of self-mutilative behavior 
at older ages, such as headbanging and 
eye-gouging, may be doing this because of 
environmental cues and secondary gain, 
rather than from the pathology directly 
related to the Lesch-Nyhan syndrome. 


Much of the behavior that relates to out- 
ward "aggression" gave us the clinical im- 
pression of being a secondary phenomenon. 
These children are in restraints much of 
the time and they are often intellectually 
far more capable of interacting with the 
world than their motor ability will allow. 
Their pinching, biting, and foul language 
all appear to be learned behavior that is 
likely to get a reaction out of the people 
around them. It did not have the same 
compulsive quality that the finger and lip 
biting did. 

Although on the surface the syndrome 
appears to include a "defect in aggression” 
that is maladaptively directed inwardly or 
outwardly, we believe that this is too de- 
ceptively simple an explanation. There 
seems to be a primary behavioral disorder 
that involves the compulsive infliction of 
pain to certain localized areas by highly 
specific means. Many of the other behavioral 
phenomena seem to be secondary to the 
child’s own awareness of his relative help- 
lessness to inhibit the compulsion and his 
learned ability to manipulate the people in 
his environment by self-inflicted injury, or 
more often threatened self-inflicted injury. 
We have a strong clinical sense that when 
the patient said: “I don’t bite myself; my 
teeth bite me,” the split between the act of 
biting, the teeth as agent, and a clear “I” 
was an attempt psychologically to split 
off that part that “I can’t control” as “not 
I.” This is more likely a defensive formula- 
tion by the patient rather than an indica- 
tion that the primary pathology is a defect 
in body image that allowed the biting to 
occur. The self-injury, and the child's 
awareness of his inability to consciously 
control it, is so ego-alien that it requires a 
defensive system consisting primarily of 
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denial and dissociation. 

On the basis of our observations, we 
suggest that the Lesch-Nyhan child be. 
tween the ages of one and five is extremely 
susceptible to external trauma that serves 
as a fixating and localizing stimulus to 
form the basis of an internalized compul- 
Sive repetitive act to “inflict pain." One 
explanation for this pathology in the Lesch- 
Nyhan child is to postulate the presence of 
an extremely low threshold for the activa- 
tion of a mechanism that controls repetitive, 
compulsive painful behavior. This mecha- 
nism may well be present in all children. 
Further support for this explanation is 
found in recent studies (14) that indicate 
that children who have been diagnosed as 
having suffered the battered child syndrome 
at an early age are often self-destructive 
or self-mutilative at a later age. If. the 
stimulus threshold is exceeded, within 
certain age limits, then it may be that any 
given child may develop relatively com- 
pulsive self-destructive and/or self-mutila- 
tive behavior. Genetic, physical, and/or 
other psychological factors may tend to 
raise or lower such a threshold. 

One author (L.D.) has had clinical ex- 
perience with three such cases that may 
serve to further substantiate this hypothesis. 
One case was that of a mentally retarded 
and severely self-destructive boy who was à 
battered child by the age of one month. By 
the age of 18 months, this child was severely 
self-destructive, primarily through. head- 
banging and beating his face with his fists. 
His father had repeatedly beaten him about 
the head and face as an infant. The two 
other cases were of girls who had inflicted 
repeated injuries to themselves as children 
(cutting, purposefully wrecking a bicycle, 
repeated falling, etc.); both had misa 
of severe, parentally inflicted physica 
traumata as very young children. At the 
time they were first seen, they had long 
histories of self-injurious behavior and both, 
in adolescence, made one or more suicide 
attempts. 

Such a mechanism could well represent 
the psychobiological basis of what i 
frequently termed masochistic  behavio" 
and could explain a number of repetitive 
self-destructive behaviors in adults. 
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LARRY H. DIZMANG AND CLAUDIA F. CHEATHAM 
Conclusions 


From close observation of five children 
with the Lesch-Nyhan syndrome, and a re- 
view of the literature, it is clear that the 
behavioral component of the syndrome is 
complicated. We hope this preliminary 
study will prompt other investigators to 
attempt to confirm or reject some of our 
observations and clinical impressions. 

Lesch-Nyhan children usually begin by 
one-and-a-half years of age to show a 
powerful impulse to reenact behavior that 
results in physical injury to themselves. 
Whether the impulse is to bite or is pain- 
seeking in nature is unclear. Our clinical 
impression is that it is a compulsion to in- 
flict pain, and that early coincidental pain 
triggers the compulsion and to some extent 
determines the site at which injury will 
continue. Developmentally, the lips, the 
tongue, and the inside of the mouth are 
the first areas to be repeatedly injured and 
the teeth are the instruments of injury. At 
a later age the fingers may also become 
objects of injury by the teeth. This sequence 
parallels the development of localization 
and discrimination of touch, pain, and 
pleasure. 

There seems to be a critical period of 
development during which the behavior 
is determined, and by the age of five it is 
rare for new forms of self-mutilative be- 
havior of such a compulsive nature to 
develop. Later forms of self-destructive 
behavior, if they do develop, appear to be 
learned for secondary gain. The outward 
forms of aggression these children mani- 
fest are also of a somewhat different quality 
and give the clinical impression of being 
learned in nature for secondary gain. 

A tentative hypothesis is put forward in 
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an attempt to relate the development of 
compulsive self-mutilative behavior in the 
Lesch-Nyhan syndrome to other forms of 
compulsive self-destructive behavior in 
children. A general psychobiological mech- 
anism for the development of masochism 
is also suggested. 
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EDITOR’S NOTEBOOK 


The Relationship Between Child Psychiatry 
and General Psychiatry 


C HILD PSYCHIATRY 20 years ago, although recognized as a subspe- 
cialty of psychiatry, was largely unrelated to its parent. Its train- 
ing activities were almost always isolated from general psychiatry. 
Only a handful of the departments of psychiatry then existing in med- 
ical schools had child psychiatric components. Seldom did child psy- 
chiatrists play a significant role in undergraduate medical education 
or in general psychiatric residency training, even when the training 
programs were under the same institutional auspices. Those child 
psychiatrists who taught in general psychiatric programs usually did 
so under their earlier achieved identity as adult psychiatrists. Indeed, 
it was as though a child psychiatrist, while required to have had gen- 
eral psychiatric training, was regarded as "different" from those 
psychiatrists who had not taken additional work with children. 

When child psychiatry was formally recognized by the establish- 
ment of a certifying subspecialty board in the late 1950s, among the 
requirements for accreditation of a child training program was affili- 
ation with a general psychiatric training program. The position of child 
psychiatry with respect to general psychiatry has become steadily less 
peripheral in the dozen years since. For one thing, it has become stan- 
dard procedure for residents in general psychiatry to have a reason- 
ably thorough indoctrination in child psychiatry. Part of the rationale 
for this undoubtedly has to do with the fact that until very recently 
many fairly good-sized communities (to say nothing of smaller popu- 
lation areas) had no child psychiatrist available, and the general psy- 
chiatrist could hardly avoid having to see some children. But surely 
another reason was the growing recognition that child psychiatrists 
have something to contribute to the trains ug of general psychiatrists— 
not just in the treatment of children in trouble but in the understand- 
ing and management of their adult patients. 

Some child psychiatrists have regarded the move of child psychiatry 
back toward general psychiatry as something less than desirable. There 
are some compelling reasons for this. The major thrust of NIMH train- 
ing support since its beginning has been to aid general psychiatric pro- 
grams. Many medical school child psychiatric programs have been re- 
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garded as country cousins. Children have frequently been neglected in 
community mental health centers. These developments have led many 
child psychiatrists to believe that the only arrangement by which the 
mental health rights of children can be assured is total separation of 
child psychiatry from general psychiatry. They would endorse sepa- 
rate medical school departments, separate child mental health centers, 
and even separate professional organizations. 

However, for the most part the insistence by general psychiatry that 
child psychiatry remain related to it has been paralleled by the grow- 
ing willingness of child psychiatrists to risk their professional reputa- 
tions in the teaching and training arenas of general psychiatry. It is no 
longer unusual to see a child psychiatrist teaching personality develop- 
ment in the freshman year of medical school or to be fully involved in 
the psychodynamic portion of the adult psychiatric residency program. 
An ever-increasing number of child psychiatrists are assuming respon- 
sibility for directing comprehensive psychiatric programs as directors 
of community mental health centers and as chairmen of medical 
school departments of psychiatry. 

In mid-1969 there were over 55 million children under 14 years of 
age in the United States. With nearly one-third of our total population 
clearly in the age range called childhood, it would seem not only ap- 
propriate but mandatory that a comparable proportion of the man- 
power, money, and other resources available for psychiatry be allo- 
cated to the psychiatry of childhood. Indeed, if one considers the 
vastly greater preventive implications of adequate psychiatric atten- 
tion to children as compared with such attention to adults, it would 
seem that one-third of our psychiatric resources is really a marginal 
contribution. 

The major mental health thrust of the 70s may well be in the preven- 
tive and remedial aspects of childhood mental illness. The report of the 
Joint Commission on Mental Health of Children seems to point in 
this direction. And if children get the portion of mental health services 
they need and deserve, it will be a rare psychiatrist whose professional 
life is not to some significant degree involved with children. 

If indeed the child is father to the man, then knowing and under- 
standing the child is essential to knowing and understanding the man. 
In this context, it may not be too farfetched to wonder if the day will 
come when the psychiatry of childhood is considered the basic psychi- 


atry necessary for the psychiatric generalist. 
James N. Sussex, M.D. 


Editor's Note: Dr. Sussex is professor and chairman, department of 
psychiatry, University of Miami School of Medicine, Miami, Fla. 
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Diagnostic Classification in Child Psychiatry 


N THIS ISSUE Doctors Bemporad, Pfeifer, and Bloom have contrib- 
Lites a thoughtful paper relating 12 months’ experience with the 
Group for the Advancement of Psychiatry classification of childhood 
disorders. This classification represents a serious effort to improve 
professional communication in child psychiatry. More recognition 
than heretofore is given to crises classified as healthy responses and 
to developmental deviations, although the limits of when a healthy 
response or a developmental deviation becomes a disorder seem 
somewhat unclear. 

Both accuracy and common language are desirable in professional 
communication. If new classifications such as that of GAP prove them- 
selves by increasing the accuracy of communication, it can be hoped 
that the GAP categories will be accepted in the ninth revision of the | 
International Classification of Diseases. Meanwhile the revised Diag- 
nostic and Statistical Manual of Mental Disorders ( DSM-II) of the 
American Psychiatric Association uses (with a few exceptions) the cat- 
egories of the eighth revision of this international classification. 

DSM-II includes behavior disorders of childhood and adolescence, 
which are subdivided into six symptomatic groupings: hyperkinetic re- 
action, withdrawing reaction, overanxious reaction, runaway reaction, 
unsocialized aggressive reaction, and group delinquent reaction. These 
reactions provide an intermediate step between the adjustment reac- 
tions, which are defined as transient situational disturbances, and 
(for example) the personality disorders, which are “deeply ingrained.” 

Considering the present state of our knowledge in child psychiatry, 
the tendency among child psychiatrists to disparage symptomatic 
groupings is surprising. While at present it is often possible to get 
child psychiatrists to agree on a symptomatic grouping, it is usually 
impossible to get them to agree on an etiological one. In child psychia- 
try at present, psychodynamic diagnoses typically furnish a good deal 
more information about the orientation of the psychiatrist than they 
do about the child. 

It is worth remembering that Hippocrates’ symptomatic groupings 
of tertian and quartan fevers are still useful today, while his dynamic 
explanation of humours—phlegmatic, sanguine, choleric, and melan- 
choly—survive not in medical writing but only in literary language. 
The symptomatic picture of hysteria has far outlived the dynamic con- 
cept of a wandering womb. We may remember that in Vienna, Freud 
attacked the “anatomical” concept that hysteria could not occur in a 
man. 

Quite recently in our own field Barbara Fish, in her studies of the 
benefit of drugs in child psychiatry, found current diagnostic groupings 
of no predictive value but symptomatic groupings very useful in pre- 
dicting response to drug therapy. 

However, it would be quite wrong to dismiss the groupings of behav- 
ior disorders of childhood as purely symptomatic. The hyperkinetic 
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reaction implies an immature malfunctioning of the central nervous 
system, which usually responds favorably to adequate doses of cere- 
bral stimulants. (Those who are not content until a definite diagnosis 
is made should note that the instructions in DSM-II state that when a 
child showing hyperkinetic symptoms can be diagnosed as having a 
chronic brain syndrome, this should be done. However, it is only a 
small minority of hyperkinetic children for whom such a diagnosis can 
be justified.) While the GAP classification lists hyperkinesis as a 
symptom, it takes no special account of the hyperkinetic syndrome of 
overactivity, restlessness, distractibility, and short attention span as a 
symptomatic grouping, although few clinical pictures in child psychi- 
atry are so widely recognized and accepted as this one. 

The withdrawing reaction typically occurs in children who have 
found human contact more frustrating than rewarding, and elements 
of its etiology and therapy are implied in that brief statement. 

The overanxious reaction occurs particularly in insecure children’ 
seeking security through conformity to parental expectations or re- 
sponding to parental anxiety. Again, some of their treatment needs are 
implied. 

Both the runaway reaction and the unsocialized aggressive reaction 
occur in children who feel rejected by their parents or parent surro- ~ 
gates. The difference between them is chiefly one of fearfulness or bold- 
ness; this relates in part to the matter of muscular development and in 
part to the severity of the rejection and whether the child has had any 
experience of shielding or overprotection by parental figures. Children 
showing either reaction see the world as hostile. One runs, and the 
other attacks. Successful treatment involves improving the child's so- 
cialization by improving parental acceptance and parental training 
methods or sometimes transplanting the child. 

The group delinquent reaction involves joining others in group re- 
bellion and occurs particularly with exposure to delinquent peer influ- 
ence in the absence of effective parental, and particularly paternal, con- 
trol. 

As our agreed-upon knowledge increases we will be able to commu- 
nicate effectively in more etiological terms. Unfortunately, at present 


this results in chaos more often than it does in communication. 
RICHARD JENKINS, M.D. 


Editor’s Note: Dr. Jenkins is chief, division of child psychiatry, Uni- 
versity of Iowa, Iowa City. 
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Change of Leadership in a Sister Publication 


We Mrs. Pat Vosburgh resigns as editor of Hospital & 

Community Psychiatry she may do so secure in the knowledge 
of two important facts: one, that she has done an excellent job in 
shepherding what was once a faltering bulletin to the level of a first- 
class journal; and two, that she will receive high marks as an ad- 
ministrator, for she leaves behind her colleagues capable of keeping 
her publication up to the standards she established. 

Mrs. Vosburgh gave .19 years of fine service to the American 
Psychiatric Association, practically all of it concerned with mental 
hospital institutes and the publication of Mental Hospitals, which 
later became Hospital & Community Psychiatry, In the last few 
years the staffs of The American Journal of Psychiatry and Hospital 
& Community Psychiatry have worked together in close proximity 
on the third floor of the new American Psychiatric Association 
building; the relationship has been pleasant and cordial. Now, free 
of her demanding duties, Mrs. Vosburgh will be able to travel with 
her husband, the distinguished editor of the National Geographic, 
who is also retiring. Fortunately, however, she plans later to con- 
tinue psychiatric editing on a free lance basis and thus will not be 
lost to our discipline. As she departs Mrs. Vosburgh takes with her 
the high regard and the warmest good wishes of the AJP staff. To 
this they add their sincere congratulations for a job well done. 

To Dr. Donald W. Hammersley and Miss Betty Keenan, welcome 
aboard in your new roles. You are inheritors of a journal that you 
helped raise to first-class rank, and your accession to new positions 
as editor and managing editor promises well for the continued high 
level of performance of your publication. As you begin your new 
venture the staff of your older sister, the AJP, greets you and promises 
you every possible cooperation. 


F.J.B. 


ANSWERS TO QUESTIONS OF THE MONTH 
Page 605. Question 2: E: Question 28: B. 
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BRIEF COMMUNICATIONS 


Visual Disturbances Experienced by Hallucinogenic 
Drug Abusers While Driving 


BY GEORGE E. WOODY, M.D. 


The author presents three case reports of 
young men with histories of hallucinogen 
usage who experienced visual disturbances 
while driving. None was "high" at the time 
of the experience. It is likely that the dis- 
lurbances were due to recurrences of the 
acute effects of one or more hallucinogens. 
The author believes that use of these drugs 
may be introducing a new driving hazard. 


pe GROUP of hallucinogenic drugs 
includes cannabis (marijuana, hashish, 
and tetrahydrocannabinol [THC]), lysergic 
acid diethylamide (LSD), 2, 5 dimethoxy-4- 
methyl-amphetamine (DOM),' mescaline, 
pe nellocybin, These drugs have many 
T effects but vary widely in their 
ja ive doses. LSD is the most powerful, 
E effective when taken in milligrams, 
bu marijuana the least powerful. The 

€ effects of these drugs include an in- 


__ 


At the ti 
third, he time the paper was written Dr. Woody was a 
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Healt .Tesident in psychiatry, Temple University 
2 2n Renee Center, Philadelphia, Pa. Currently he 
Philadelphi est Counseling Center of the West 
62) Woodi: SARUM Mental Health Consortium, 
Instructor is Ave., Philadelphia, Pa. 19142; he is also 
Philadelphia, Psychiatry, University of Pennsylvania, 
e oM 
telp intone indebted to Dr. Gerald D. Klee for his 
riting this pa y + " 
br her editorial assistaree, ^ to Miss Joanna Hamill 
Dom ; 
tanguinty 'S usually known as STP (for serenity, 
and peace) among hallucinogen users. 


creased sensitivity to all varieties of stimuli, 
hallucinations, a waxing and waning of the 
intensity of colors, prolonged afterimages, 
illusions, changes in depth perception, dis- 
turbances of body image, and alterations of 
cognition and judgment (l-8). Recurring 
drug effects after the drug has presumably 
left the body are not uncommon and are 
well documented (9-13). 

Several studies suggest that LSD can 
cause prolonged visual disturbances. Cohen 
and Ditman reported the case of a ten-year- 
old boy who accidentally ingested 100 ug. of 
LSD and had visual disturbances for more 
than one month (14). Rosenthal reviewed 
studies showing that LSD can affect the 
visual pathways in the retina, the lateral 
geniculate ganglion, and the occipital cortex. 
He stated that “with continued and repeated 
use of LSD, some of the visual effects may 
become permanent or semipermanent and 
long outlast the effects of the individual 
dose" (15). Blacker and associates demon- 
strated changes in the evoked cortical re- 
sponse from the occipital area to light of 
varying intensity in 21 chronic LSD users 
16). 
; The ability of hallucinogens to produce 
recurrences or "flashbacks" is not shared 
by alcohol, barbiturates, or other drugs 
that are known driving hazards. Driving 
while drunk is dangerous. After the person 
sobers up, the acute effects of alcohol are 
not reproduced unless more is ingested. 


Thi; Je 
!5 Section includes articles which are usually, although not always, less lengthy than the preceding 


articles, 
reports, 
Section sh, 
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There is evidence to suggest that LSD in- 
gestion can cause prolonged visual ab- 
normalities. 

This paper reports three potentially 
dangerous episodes of visual disturbances 
that occurred in hallucinogenic drug abus- 
ers while driving. Each person acted on his 
perceptions, and only after he had changed 
the course of his automobile did he realize 
that what he had seen was unreal. Each 
person was certain he was in an undrugged 
condition at the time. The use of LSD and 
other hallucinogens may be introducing a 
new driving hazard through their ability 
to cause visual disturbances and sponta- 
neous recurrences of acute effects. 


Case Reports 


Case l. This patient, a 20-year-old man, was 
being treated for anxiety reaction and drug abuse. 
He had severe problems getting along with his 
parents, had dropped out of college, and was 
unemployed. He had made two visits to a psy- 
chologist and one visit to a psychiatrist about six 
months before coming to the clinic. He had no 
history of psychosis; he had been hospitalized 
once for drug abuse and had signed out against 
medical advice. He had used hallucinogenic drugs 
for about two years and had been a heavy user 
for one year when first seen in the clinic. He 
claimed to have taken LSD about 100 to 200 
times; marijuana, hashish, and amphetamines 
almost every day for two years; THC almost 
every day for five months; and heroin and bar- 
biturates a few times a week for about three 
months, During the summer of 1968 he allegedly 
had taken hallucinogens, mainly LSD, for 120 
consecutive days. He is uncertain of the doses 
but says that they were usually sufficient to induce 
a “trip.” Marijuana and hashish were taken in 
doses that produced euphoria but not the striking 
alterations associated with “tripping.” Shortly 
before coming to the clinic he had stopped all 
drugs except THC, which he took every one or 
two weeks, and marijuana and hashish, which 
he continued taking almost every day. When 
questioned he stuck to this story, saying he did, 
in fact, take all of these drugs. 

During treatment he related the following ex- 
perience that occurred while he was driving on a 
bright clear day, either in the morning or early 
afternoon: 


I had made a turn, to be real specific, I made 
a right hand turn, and the car behind me made 
a turn, and I always look in the rear view mir- 
ror to see if the car was there, and I looked back 
onto the road and the car was, like, it wasn't, 
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it might have been the same car. There was; 
car dead in front of me, and I jammed on n 
brakes and there was nothing there... 
that happens a lot. Well, I try not to drive an 
more, put it that way. 
The last drug he had used was marijuana or 
hashish, and it was taken the previous evening, He 
had not taken LSD, DOM, or mescaline fo 
about five months. His last dose of THC was taker 
about ten days prior to the experience described, ^ 


Case 2. This patient, a 22-year-old man, was 
being treated for an adjustment reaction of young 
adult life and drug abuse. He had no history of 
psychosis or previous psychiatric treatment. Hi 
was a senior in college approaching graduation, 
was student teaching, and played in a band, Dur 
ing the last two years he had taken LSD 30 to 50 
times; methedrine on numerous occasions; DOM 
two or three times; and hashish or marijuana al? 
most every day. He is uncertain of the doses but 
says that taking LSD and DOM usually caused 
a trip. Marijuana and hashish produced 
eüphoria. Shortly before coming to the clinic he 
had stopped taking LSD. He had stopped 
methedrine and DOM several months befo 
seeking treatment. He continued his daily use 0! 
marijuana and hashish. 

During therapy he related an experience that 
occurred when he was driving one evening shortly 
after dark: X 

I was driving down the street, turning 
making a left... . Suddenly, zing, it's P 
there was a car in front of me.... I SW 
headlights like, for a flash, and, like, I slammed 
on the brakes and almost went over the curb. 
and then I realized it wasn't anything. . - and 
then I backed up and went up the street. 


In reality the only car in sight was several. 
hundred yards away, coming toward him on t 
road onto which he was turning. He saw its 
headlights but is not certain if he observed E 
before or after his visual disturbance. The b 
drug he had used was a small amount of man” 
juana or hashish. He is uncertain about the pie | 
cise time he took the drug but is certain that E | 
did not take it within eight to ten hours of the &% | 
perience. 

Case 3. This patient, a 19-year-old man W! d 
a college sophomore, was being treated b id 
adjustment reaction of adolescence and e 
abuse. He had no history of psychosis OT "n 
chiatric hospitalization. He had done poorly de 
ing his freshman year in spite of high apti e 
test scores. During the last year he had e a 
enced periods of anxiety. He had thoug! "e 
suicide on many occasions although he had wb 
no attempts. He claimed to have used canna tg 
(marijuana and hashish) for about one E F 
usually smoked it no more than two to three t! 
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a week. He had taken LSD two or three times 
and DOM once or twice but had not taken either 
drug for five months. Six months before coming 
to the clinic he had taken amphetamines for sev- 
eral consecutive days on two or three occasions. 
He had used heroin once, had taken propoxy- 
phene hydrochloride (Darvon) a few times (to 
get "high"), had smoked opium on four occa- 
sions three months previously, and had taken 
chloral hydrate a few times as a nighttime seda- 
tion. He was given a prescription for 5 mg. of 
diazepam (Valium), every four to six hours as 
required for anxiety, and had taken about 20 
doses over the last three months. 

During treatment he related an experience 
that occurred while he and his girl friend were 
driving at about 11:30 p.m. on a clear night. 

And then I saw the teacup on the road ... . It 
was a real teacup; a cup and saucer. It was 
pink and it had blue flowers on it. I had seen 
à picture of one like it when I was a little kid, in 
à book I used to have....It was on the road 
right in front of me and there were about six 
people in it.... They were just sitting there, 
riding down the road....It was going real 
slow and we were going fast .... We were right 
behind it and I was going to crash into it...I 
went off the road.... When I went off the road 
It wasn’t there anymore, so I got back on the 
toad again....1 was going about 65, maybe, 
and after that I didn’t go any faster than 30 or 
40, cause, like, I was afraid to, ‘cause, like I 
don’t know, like these big black bars kept on 
being in front of the car and they would just, 
like, lift up into the air and there were all 
these different flashing lights and everything 
«Just all these things were there that I knew 
Weren't there really... I thought I would 
never get home, thought for sure I would get in 
Bone kind of accident.... And then there 
d like, airplartes swooping down at the car 
m kinds of stuff like that...like these 
Bt ke; there was nothing there at all I 
H àve misconstrued as a teacup, it was 
Just empty space., 

AR eee to have these disturbances for 
minutes. He is certain that he had taken 


no : : ; 
: drugs of any kind for one week prior to this 
Xperience, 


Comments 


gaat these patients have a history of 
in cases disease. The patients described 
© One: and 3 have refractive errors; and 
last Beds case 2 has perfect vision. In the 
Noticed a months patients 1 and 2 have 
Waxing and waning in the bright- 


Am 
"J. Psychiat. 127:5, November 1970 


| 


685 


ness of colors. In addition, patient 1 is hav- 
ing pseudoperceptions and is seeing flashes 
of light several times a day. No patient had 
experienced visual disturbances before using 
hallucinogens. 


Patient 1 seems to have experienced a 
prolonged afterimage. It is unclear whether 
patient 2 saw an afterimage or hallucinated; 
patient 3 hallucinated. Each patient demon- 
strated alterations of cognition and judg- 
ment by reacting to his visual disturbance 
as though it were real. 


Prolonged afterimages, visual hallucina- 
tions, and alterations of cognition and 
judgment are three of the many acute effects 
of hallucinogens. Each of the hallucinogens 
these patients had taken are reported to be 
capable of causing recurrences. Each pa- 
tient insisted that he was not “high” at the 
time of his visual disturbance. Their histories 
support this assertion. Patient 3 had not 
ingested drugs for one week prior to his 
driving experience. Patients 1 and 2 re- 
ported that they had not taken LSD, DOM, 
mescaline, or THC for at least ten days. 
These two patients are certain that the last 
hallucinogen they had used was a small 
amount of marijuana or hashish, that it 
was smoked, and that it was taken no less 
than eight or ten hours prior to their visual 
disturbances. It seems very likely, therefore, 
that these patients were not acutely in- 
toxicated and that the disturbances they 
experienced were recurrences of acute 
effects of one or more hallucinogens. Each 
patient had taken so many of these drugs 
that it is impossible to say which one may 
have been responsible or whether there was 
a combined effect. Unwin(17) states that 
return “trips” are particularly apt to occur 
if a variety of hallucinogens are taken, 
thereby suggesting that they interact and 
that subhallucinogenic doses may con- 
tribute to recurrences. 

In addition to their visual disturbances 
while driving, patients 1 and 2 experienced 
other prolonged visual abnormalities. Both 
of these patients had taken large amounts 
of LSD. There is evidence to suggest that 
LSD could be responsible for these visual 
abnormalities (14-16). The widespread use 
of drugs having such unique effects may be 
one more reason to buckle your safety 
belts. 
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Local Service Growth: The Illinois Zone Plan 


BY NORRIS HANSELL, M.D., AND DONALD W. HART, M.S.W. 


The authors describe an aspect of the Illi- 
nois Zone Plan, which is dependent upon 
substantial increases in local, noninstitu- 
tional, and private mental health services to 
achieve reductions in the use of institutional 
care under state auspices. Apparent head- 
way has been made using a close linkage 
between state granting policy, new mental 
health laws, and consultation with newly 
established county-level mental health plan- 
ning authorities. 


Te YEARS 1960 to 1968 presented in- 
teresting changes in the management of 
seriously mentally ill people in northern Illi- 
nois. Many of these changes are linked with 
the objectives of the Illinois Zone Plan, 


Dr. Hansell is assistant professor of psychiatry, 
Northwestern University Medical School, Chicago, 
Ill, and lecturer in psychiatry, Harvard Medical 
School, Boston, Mass. His address is 303 E. Chicago 
Ave., Chicago, Ill. 60611. Mr. Hart is acting Rockford 
zone director, Illinois Department of Mental Health, 
Rockford, Ill. 
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which was implemented in its nonmetro- 
politan version in the Rockford zone during 
the same time. Prior to 1960 service expect- 
tations of citizens in the area were organized 
around reliance on inpatient treatment 
methods in distant mental health residential 
facilities operating under state government 
auspices. During recent years, underlying 
expectations have shown an increasing reli- 
ance on a mixture of inpatient, outpatient 
and home care methods operating under 
mixed private and public auspices with a 
local focus of administration. 


Background for Change 


In 1960 the citizens of Illinois authorized, 
at a statewide public referendum, à 


MS À Saale ew 
million bond issue providing important ? 


5 ji of 

The authors wish to thank the principal arde 0 
the Illinois Zone Plan, Dr. Harold M. Visots! A Dr. 
was helpful in the manuscript preparation. Pr. 
Francis J. Gerty. They also thank Dr. Wi er who 
Smith, deputy director of the Singer Zone COR re 
provided many of the data and designed the 
trieval system. 
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capital for improvements in mental health 
services delivered under state auspices. The 
referendum passed amidst a background of 
concern over unsatisfactory conditions in 
the state hospitals, where two-thirds of the 
new investment was later placed. One-third 
of the capital was allocated to a new type of 
facility, “the zone mental health center,” 
which had foreshadowed roles of reducing 
the need for institutional care and moving 
the site of care closer to patients’ homes. 

With the establishment of eight zone ter- 
ritories the administration of the Illinois 
Department of Mental Health moved to a 
decentralized arrangement(1). The zone 
work included facilitating the growth and 
linkage of local mental health and mental 
tetardation services and helping in the de- 
velopment of a local planning authority for 
each catchment area so that growing ser- 
vices, state and nonstate, might be pertinent 
to local situations in particular communities. 
The new zone mental health centers focused 
on services that reduced the need for long- 
term hospitalization and complemented 
new local nonstate services. 

The services expected to develop were: 1) 
outpatient services; 2) smaller, closer-to- 
home inpatient services (frequently in gen- 
eral hospitals); 3) partial care, shelter care, 
3 Job skill services; 4) consultation ser- 
ae a 5) emergency, reception, routing, 
ilar i E services, These services are sim- 
for id essential elements" described 
Euer: VASE community mental health 
metropolit g m(2). n addition the non- 

TA an version of the Illinois Zone 
stable mphasized the development of a 
unt a evel funding base as a pre- 
struction ee for federal con- 
nois ene cee moneys. Many Illi- 
ca] finding tareas have estaban Pe 
RA i now ready to include fed- 

Ere p Tunds, and are planning beyond 

T iod of maximal federal involvement. 
Be nine these objectives, patient in- 
inpatient ns at state hospitals asked that 
care, fence not be used when outpatient 
might be = Ee; partial care, or shelter care 
inid mor Ore effective. Department grant- 
cies EEST to county and voluntary agen- 
at tisk of | on the care of people seriously 
Sponsored nstitutionalization and on services 

or coordinated by a local mental 
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health planning authority. Contractual ar- 
rangements encouraged increased private 
service to patient risk groups that histori- 
cally had been described as a state responsi- 
bility. 

The Illinois legislature took steps toward 
similar goals. The Mental Health Codes of 
1965 and 1967 made changes in the arrange- 
ments surrounding care(3, 4). Revisions em- 
phasized voluntary movement into care and 
decreasing reliance on coercive commit- 
ment. Movement into and out of hospitals 
and between inpatient, outpatient, and home 
care status became simpler. The processes 
for entering inpatient care and for determin- 
ing legal competence were separated. Code 
revisions made it easier to move into emer- 
gency care by petition of any citizen, with 
provision for prompt judicial review. 


Movement to a New System 


Although the previously existing com- 
munal reliance on distant state ‘inpatient 
facilities did not precisely meet the citizens’ 
value system, it was at least a familiar pat- 
tern. In order for more basic locally 
oriented care-giving attitudes to be ex- 
pressed, several conditions were thought 
necessary: 1) an understandable model de- 
scribing a potential local service network; 
2) a feasible design for administering such a 
network; and 3) technical support to an 
evolutionary plan and organization(5, 6). 

A few clinical methods were introduced 
at the county planning level. For instance, 
value was placed on the screening-linking- 
planning conference method in order to 
assemble the several participants in a trou- 
bled person’s social predicament at the time 
of crisis, where entry and migration through 
the network can promptly start and where 
social and clinical planning can occur (7-9). 

Planning groups made the county level 
of government the central frame of reference 
for the administration of the evolving ele- 
ments.) A county mental health board 
assumed management of the interface be- 


1Planning areas, in all cases in the Rockford zone, 
are single county or county-aggregate units. The county 
board of supervisors, elected every four years, levies 
taxes and allocates revenue. Planning areas are selected 
to have been 75,000 and 200,000, the size recom- 
mended in the regulations for the federal Community 
Mental Health Centers Act of 1963(2). 
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tween the public funding process and a 
group of subsidiary and more specific service 
boards and agencies. In some cases the sub- 
sidiary boards sponsor or provide services 
directly, as in the case of the general hospi- 
tal. In other cases they contract with or sup- 
ply new funds to existing agencies for in- 
creased services. 


The citizen mental health, mental retar- 


dation, and alcoholism associations have 
had long-term roles involving the advocacy 
of increased service, especially under state 
governmental auspices, and the sponsorship 
of the department’s budget before the legis- 
lature. The associations have now developed 
roles centering around local assessment of 
the quality of services within the planning 
area. The associations make regular formal 
comment about service effectiveness and dis- 
tribution to the county mental health board 
and county board of supervisors and help 
maintain informed support of local taxation 
for mental health services. 


Local Plans Emerge 


Several Rockford zone county mental 
health planning groups have arrived at simi- 
lar decisions regarding buildings, which il- 
lustrate the contribution a local perspective 
may make. Each group similarly determined 
that buildings should contain rooms large 


TABLE 1 
Mental Health Planning, Funding, or Service Elements Present’ 
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enough to accommodate planning | 
and whole families in counseling 

permit screening-linking-planning | 
ences. They decided that several sma 
ings, distributed throughout a county 
have advantages over one central bi 
in terms of providing outpatient and 
care services. Working to obtain the 
mal use of limited funds, they decid 
modification of existing communit 
tures could allow inexpensive clinical 
sheltered workshops, and halfway 
They determined that it may be unnec 
to spend money on swimming poo! 
nasiums, and recreation areas for the n 
health building if the program could us 
isting recreation areas. ud 


The Communities Take Hold 


Between 1960 and 1968 a dramatic i 
ment occurred in the local communal d 
opment of mental health and mental 
dation services. Table 1 reviews the l 
in particular markers of the local planni 
and service delivery structure. The incr 
that took place in the eight years followi 
1960 was greater in the latter four yea 
than in the first four years. i 

Table 2 reviews the impact that co 
nity development events had in alt 
clinical service patterns. The estimates” 


PLANNING, FUNDING, OR SERVICE ELEMENT 


NUMBER OF COUNTIES** (N=10) 


1960 1964 
Formal mental health interest group 4 7 
Mental health authority with service 
design and organization plan o o 
Mental health tax referendum passed 0 o 
Public mental health clinic present 1 1 
Federal mental health matching 
grant, preliminary approval 0 oO 
Day care program for mentally 
retarded persons 3 3 
Sheltered workshop for mentally 
retarded persons 2 3 
County tax funds enter county- 
based mental health services 0 o 
State funds enter county-based 
mental health services 1 2 


nce. 
C95. Adapted from the llinois State Plan for Mental Health, 1965 a 
Springfield. II.: Department of Mental Health. 
***Six clinics provide contractual service to ten counties. 
t Note that, although only one county has achieved federal: matchin, 


[148] 


“Each county is considered a unit; the elements are evaluated as being present or absent: if an element is present multiply in a county it 
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TABLE 2 
Use of Residential State Facilities for the Mentally IIl and Retarded* 
YEAR 

SERVICE MEASURE 1960 1964 1968 
July 1 point prevalence, inpatients 

for mental illness, state hospitals 

and zone centers 1,423 1.188 758 
July 1 point prevalence, persons over 

65 years living in nursing homes 2,218 2,482 2,590 
July 1 point prevalence, persons in 

state schools for the retarded 672 596 442 
Annual admissions to state hospitals 585 874 630 
Average length of stay in state 
, hospital, weeks" * 42 38 22 
Percent of persons discharged from 

state inpatient facility who are 

discharged into discrete aftercare 

arrangements or programs or to periodic 

5 11 52 


clinical assessment 


* Rockford zone population. 1960 = 675,000 


**An estimate using the expression L = R x52; P = number of patients in an average day, A = number of patients admitted annually. L = average length of 


stay in weeks. 


comment upon changes in the character of 
mental health services. Apparently there 
have been important reductions in the use of 
inpatient care under state auspices for the 
management of mental illness and mental 
retardation in this territory. Several factors 
may be involved in this decreasing use, prob- 
ably including an increased availability of 
noninstitutional services and certainly in- 
cluding increases in private and local mental 
health care. 

Table .3 reviews certain markers of 
penges in the public view of the proper 
ements of mental health service. Ap- 
dud 4 major change has occurred in the 
ie enon ofa comprehensive men- 
ae h network, i.e., the state hospital 
Ri s important but consultation, partial 

Te, and noninstitutional elements are now 


more salient. It should be noted that during 
the eight-year interval there was no marked 
change in continuing criticism of the quality 
of state inpatient facilities. This possibly 
reflects a belief that state facilities ought to 
increase in quality even as they diminish in 
service dominance. 


Discussion 


Six mental health county taxation refer- 
enda have been approved in the ten-county 
zone in the four years since the decentral- 
izing project started. A potential $1.4 mil- 
lion of county resources has been added 
annually to the mental health service net- 
work in northern Illinois, and an important 
new amount of local citizen concern has ac- 
crued. Especially interesting are the changes 


TABLE 3 
Events Related to Citizen Mental Health Opinions 


OPINION MARKER 


NUMBER OF COUNTIES (N = 10) 


1960 1964 1968 


Fori 
heat ewe! by county board or mental 
eel oard of goal of service network 
i Imilar to PL 88-164 type* 
le : 
Agate appearing at least once 
i g year In county criticizing 
B State inpatient facility 
(SP appearing at least once 
Bre year In county criticizing 
aa Y citizens’ overuse of inpatient 
um ospitals, or lack of local 
institutional resources 


o 1 10 


"Fede 
emergency 


ral 2 
5 Community Mental Health Act of 1963. Regulations and Guidelines specify five major services (inpatient, outpatient. partial care, consultation, 


re) and five accessory services. all participating in service-linking frameworkisl 
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in citizen attitudes about what can be done 
to plan and deliver local mental health ser- 
vices. Attitudes favoring reliance on distant 
state governmental facilities have shifted to 
ones recommending local action. Although 
only one planning area has moved to achieve 
federal matching grants under the Commu- 
nity Mental Health Centers Act of 1963, 
two more (involving six more counties) are 
now ready to apply. Eight counties have 
taken the “five essential services” and the 
territorial planning of services as their ob- 
jectives. 

The declining use of inpatient care under 
state auspices is only partly due to local 
service development; increased use of nurs- 
ing home care, the role of the zone center in 
interrupting state hospital use, and the de- 
clining length of stays in state hospitals are 
also factors. These combined factors are 
diminishing the role of inpatient care under 
state auspices to a degree that is both influ- 
enced by and reinforces the citizens’ view 
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that care should be more local, better dis- 
tributed, and noninstitutional. 
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Carbon Disulfide Intoxication from Overdosage of 
Disulfiram 


BY FRANCIS J. KANE, JR., M.D. 


The author discusses a case of acute brain 
syndrome with depression, peripheral neu- 
ropathy, and transient parkinsonism fol- 
lowing ingestion of large amounts of disul- 
firam. He reviews clinical and experimental 
evidence bearing on the relationship be- 
tween disulfiram and its metabolite, carbon 
disulfide, and reviews similarities in the syn- 
dromes associated with the toxicity of each. 
P SYCHOTIC reactions to disulfiram (tet- 
raethylthiuram disulfide) are not un- 
usual. In one series of 32 patients(1) eight 
patients had psychotic reactions to drug use 


and five of these were unable to continue the 
drug. In addition to these major distur- 


Dr. Kane is associate professor of psychiatry, de- 
partment of psychiatry, North Carolina Memorial 
Hospital, Chapel Hill, N. C. 27514. 
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bances, lesser disturbances relating to E 
sistent fatigue, tiredness, and diminishe 
sexual potency have been reported(2, 3): 
Heath and others(4) reported that doses 
averaging 1.0 gm. daily for 14 to 17 days 
produced behavioral symptoms of a toxic 
Psychosis in a control group—i.e., lethargy, 
reduced stream of thought, and impaire 
retention and ability to calculate. Schizo- 
phrenic patients became more psycho 
and four of the nine schizophrenic ENS 
in the study showed impaired orientation 10 
time, place, and person. Disulfiram has i ja 
been reported to make normal EEGs 0Y* 
rhythmic and to accentuate the disturban¢ 
in abnormal records(5). 3 n 
I wish to report a case of a dil 
induced neuropsychiatric state that bes 
cally resembled carbon disulfide intox! 


i : o 

tion. Clinical and experimental p ae 

the effect of disulfiram on catechola 
ber 1970 
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metabolism and its degradation to carbon 
disulfide will be reviewed. 


Case Report 


A 44-year-old married man was admitted for 
the eighth time on January 21, 1968, because of 
complaints of weakness and depression. In 
April 1967 he had been hospitalized because of 
excessive alcoholic intake and had started taking 
disulfiram at that time. He maintained himself 
on 0.25 gm. nightly and would also take 10 mg. 
of chlordiazepoxide (Librium) four times a day. 
He occasionally stopped taking disulfiram for a 
week or so, but always started again. In the 
month prior to admission he started taking 0.5 
gm. of disulfiram nightly. Two weeks prior to 
admission he had the flu with fever and stayed 
out of work for about one week. About a week 
prior to admission, he started taking 0.5 gm. of 
disulfiram two to three times daily. He was noted 
by his wife to be extremely lethargic and somno- 
lent. He was seen by his family physician, who 
reported him to be somnolent, with a blood 
pressure of 90/60. He was also areflexic at that 
time. The blood pressure was noteworthy in that 
he was usually hypertensive, 

He was admitted to the psychiatric inpatient 
Service and further questioning revealed that he 
has been taking an average of two 0.5-gm. tab- 
lets daily for some time and at times would take 
às many as six disulfiram tablets (3.0 gm.) daily. 
He stated that at this time they “made him rest.” 
The initial neurological examination was accom- 
plished with great difficulty because of the pa- 
aly somnolence and seeming inability to 
E Deep tendon reflexes were present 
He p i the ankle. Babinski signs were absent. 
AS ed with a wide gait and showed poor 
e to perform finger to nose and heel to shin 
Sene. Muscle strength was extremely weak. 
Wes Ty testing was grossly intact. Cranial nerves 

normal throughout. 

(Bae as status examination showed him to be 
Serial « mentally and exhausted in appearance. 
takes Sis were performed with numerous mis- 
tion FEN he was unable to perform multiplica- 
Sage He would remember six numbers 
crete and ut none backward. Proverbs were con- 
dii d Uum poor. He did not know the 
Rio new the correct year. The general im- 
wit e, Mat of an acute brain syndrome 
disultrane eral neuropathy, presumably due to 
oe peccological consultation was obtained 
nd D ater. His blood pressure at this time 
ms "ig to 160/85. He showed vertical nys- 
Wes “nae fairly severe general weakness; there 
extremit eased deep tendon reflexes in both lower 

es. There was also a suggestion of de- 
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creased sensation in the feet, suggesting a neurop- 
athy. Because of the neurological findings, a 
fever, and a possible chest lesion, he was trans- 
ferred to the medical service, where he was sub- 
jected to a variety of diagnostic procedures. 
Throughout this time he showed a fluctuating 
level of consciousness and was intermittently 
psychotic. 

Twenty days after admission, following a diag- 
nostic bronchoscopy, he became markedly re- 
gressed, disoriented, confused, and unresponsive 
to questioning. At this time he showed a marked 
pill rolling motion of the hands and generalized 
fine and coarse tremor. During the next few days 
he became more regressed and uncommunicative 
and was seen to be lying in fetal position in bed 
with his eyes rolled back in his head. There were 
both coarse and fine tremors and he had been 
voiding in bed. He was negativistic toward at- 
tempts to feed him and the nursing staff reported 
that he had experienced hallucinations of animals. 
Small doses of chlorpromazine were used during 
this time to attempt control of the psychotic 
behavior, and it was noted that his condition 
fluctuated from day to day. He continued inter- 
mittently delirious and psychotic throughout 
most of the month of February. 

Early in March he started to clear mentally, 
following which he tolerated mediastinal explora- 
tion very well and was discharged much improved 
six days after the surgical procedure. He was no 
longer confused or delirious and seemed to have 
returned to his normal self. He still had a low- 
grade fever and coughed frequently. The biopsy 
procedure revealed a probable bronchogenic 
carcinoma. A liver biopsy showed acute and 
chronic inflammation without evidence of cirrho- 
sis or metastasis. A brain scan was normal, as 
were the skull films, EEG examinations were 
performed on two occasions. Neither was en- 
tirely satisfactory from a technical standpoint, 
but the first examination showed diffuse slowing, 
which had improved somewhat by the next ex- 
amination several weeks later. Serial blood 
studies revealed the development of a hypo- 
chronic microcytic anemia during the hospital 
stay. On January 23, 1968, hematocrit was 43 
and hemoglobin 15.6, decreasing to a hematocrit 
of 30 and a hemoglobin of 9.1 near discharge. He 
was readmitted several weeks later with evidence 
of pleural effusion. He died several days later, 
after his pulmonary difficulties had steadily wors- 
ened. Postmortem revealed an undifferentiated 
lung carcinoma, which had metastasized to 
mediastinum, kidney, liver, and right adrenal 
gland. Examination of the brain was negative 
for tumor metastasis. 
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Discussion 


The clinical picture shown by the patient 
of lethargy, depression, and impairment of 
cognitive functioning, especially that of 
memory, is the syndrome usually associated 
with toxicity to disulfiram. The patient also 
demonstrated evidence of peripheral neu- 
ropathy, cerebellar dysfunction, and in the 
midst of his illness, transient parkinsonian 
symptoms. This clinical picture is also 
consistent with reports by others who have 
described carbon disulfide intoxication in 
man. The patient did suffer febrile illness 
during the period of his delirium, but his 
fever seldom ranged beyond 102°. The 
diffuse slowing on the EEG was consistent 
with an intoxication state and similar to 
that reported by Busse, and there was im- 
provement in the EEG concomitant with his 
clinical improvement, despite persistence of 
his fever. 


There is considerable evidence in man and 
animals that carbon disulfide intoxication is 
a real possibility as a result of excessive use 
of disulfiram. Eldjarn(6) showed that 80 
percent of a given dose of disulfiram will be 
absorbed from the gut of the rat. He also 
demonstrated that there is a clear tendency 
toward accumulation of disulfiram in the 
body. In his studies Eldjarn demonstrated 
the labeled drug to be found primarily in 
adrenals, liver, and spleen; the brain was’ 
not examined in his experiments. Chronic 
toxicity studies(7) of the effects of disulfiram 
in animals reported symptoms of muscular 
incoordination, ataxia, and sometimes 
death. Histopathologic examination re- 
vealed numerous calcified masses in the 
granular layer of the cerebellum, the basal 
ganglia, and elsewhere to a lesser extent, 


Other investigators(8) showed demye- 
lination of the cerebellum and medulla 
similar to that seen in carbon disulfide poi- 
soning as a result of chronic disulfiram use. 
In a series of experiments on monkeys 
Richter(9) showed that intoxication with 
carbon disulfide produces lesions in the 
globus pallidus and substantia nigra. Pric- 
kett and Johnston(10) showed that both 
diethyldithiocarbamate and the parent 
compound, disulfiram, do decompose to 
carbon disulfide and diethylamine. Rats 
given disulfiram were also shown to ex- 
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crete carbon disulfide in their breath. 

jarn(11) also reported metabolic stu 
of the fate of disulfiram in man. Following 
a single dose, 20 percent remained after six 
days and was excreted very slowly after this 
time. He also pointed out that the prolonged 
persistence of drug in plasma is an indica- 
tion for lowering the recom mended dosage. 


In the body disulfiram(12) is reduced by 
ascorbate to diethyldithiocarbamate. This 
latter compound will very effectively chelate 
copper in the body. One copper-containing 
enzyme of considerable importance in the 
biosynthesis of norepinephrine is dopamine 
beta-hydroxylase. This enzyme is widely 
distributed through sympathetically inner- 
vated tissues. Recent evidence suggests it is 
bound to the membranes of storage vesicles 
for catecholamines and contains a copper 
protein with about two moles of cupric ion 
per mole of enzyme. Copper is reversibly 0x- 
idized and reduced during enzyme action. 
Disulfiram is a very potent inhibitor of this 
enzyme, and such chelation and inhibition 
will block norepinephrine (NE) biosynthesis 
at the terminal stage. Goldstein and Naka 
jima(13) have shown that disulfiram used in 
tats lowers endogenous NE and elevates 
endogenous dopamine in brain. The dé 
crease in NE exceeded the increase in dopa- | 
mine in all regions of the brain analyzed. 
In their experiments, disulfiram was more 
effective as an inhibitor of NE synthesis than 
alpha methyl tyrosine. Thoenen and others. 
(14) confirmed these findings and found 
that the NE and dopamine ratio in the ven- 
ous effluent from a stimulated spleen was 
similar to that in the intact spleen. These 
investigators speculated that storage sites 
might have less affinity for dopamine, Since 
other investigators have shown that uptake 
and retention of tritiated NE into sympa- 
thetically innervated structures in the rat was 
unimpaired. 


Musacchio and others(15) reported hs 
take and binding of NE to be unaffected m 
report the effect of a single dose to last 
about six hours. Goldstein reported longer 
duration of effect with chronic dosage- Fu | 
ler and Snoddy(16) showed that disulfiram 
can inhibit norepinephrine and epinephr x 
synthesis in the adrenal gland as it does! 
brain. Animals with this reaction were MUG” 
more sensitive to exercise and exposure © 
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cold. Vanilmandelic acid (VMA) excretion 
was reduced in the study of Heath and 
others, with associated interference with 
cognitive functioning. In man the definitive 
toxicologic findings seem to be an alteration 
in the ratio of inorganic to organic urinary 
sulphates in the urine of people exposed to 
carbon disulfide. Ordinarily this ratio is 
approximately eight to one, and Djerassi 
and Lumbroso(17) showed alteration in 
these ratios after acute exposure to carbon 
disulfide, with a return to normal over a 
period of about six weeks. Similar alteration 
in excretion of urinary sulphates is found in 
the data of Eldjarn(6). 


The clinical symptomatology in patients 
who become emotionally and/or mentally 
disturbed while taking disulfiram and the 
symptoms accompanying carbon disulfide 
intoxication are remarkably similar. The 
well documented cases associated with disul- 
firam use are most often depressive illnesses, 
with two manic reactions reported. Cogni- 
tive disturbances and impairment of libido 
have also been frequent problems with disul- 
firam. Braceland(18), in his excellent review 
of the clinical illnesses seen in those exposed 
to carbon disulfide, commented, “Usually 
the psychoses resulting from carbon disul- 
fide are of the manic type, with acute con- 
fusion, delirium, and hallucinations." De- 
pression often preceded the acute psychotic 
me In less ‘Severely affected cases irrita- 
f y, depression, headache, and insomnia, 
requently with terrifying dreams, were re- 
p^ paid was also reported to be les- 
da a e preponderance of affective ill- 
flees Striking in his own data and the 
theta Vp iq The most persistent psy- 
viet ud deficit seen by Braceland was 
d fy ee His own series included only 
Blister oe with neurological symptoms 
WA n with parkinsonism. However, he 
the bee s report that 33 percent of 
idol ron workers in Turin had re- 

i Sae insonism. Richter pointed out 
Sinon. of pathological evidence from 
tution: studies of carbon disulfide in- 
Oh the age man, but his animal studies 
b n ey and those in the rat would 
Bs pent with _ the symptomatology 
Parkinson: ed in the literature, as well as the 
sient iba woo shown for a tran- 

y our own patient late in the 
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course of his illness. 

From the nature of its metabolic degrada- 
tion, it is clear that the possibility of carbon 
disulfide intoxication from ingestion of large 
amounts of disulfiram is real and probably 
was the cause of symptomatology in our 
own patient. However, by modern day stan- 
dards, disulfiram is a poorly studied drug: 
further studies are needed to affirm or deny 
this possibility. The fact that neurological 
symptoms are so rarely reported would seem 
to suggest that in the dosages used in alco- 
holics this is not a common problem. How- 
ever, no systematic studies are available on 
emotional and cognitive changes associated 
with acute or chronic usage in man. 

The difference in clinical picture seen with 
carbon disulfide intoxication may also be the 
result of several factors. Carbon disulfide 
gains entrance to the body through the pul- 
monary system and may more rapidly ex- 
pose the central nervous system to a higher 
dosage of the agent than the more slowly de- 
veloping metabolic process associated with 
the degradation of disulfiram. 


One of the major clinical supports for the 
catecholamine hypothesis of affective dis- 
orders elaborated by Schildkraut and Kety 
(19) is the fact that agents that alter levels 
of norepinephrine in the central nervous sys- 
tem are associated with depression, especial- 
ly in those who have had previous depres- 
sive illness. Our patient had been hospital- 
ized once for a severe depressive reaction in 
1964. It is clear from the literature that the 
most commonly reported emotional dis- 
turbance associated with the use of disul- 
firam is depression alone or in combination 
with disturbance of cognitive functioning. 
However, two cases of manic illness have 
been reported associated with the use of 
disulfiram(2, 20). These case reports and the 
data reported by Braceland would seem to 
raise an interesting question about the cate- 
cholamine hypothesis of affective disorders, 
since Schildkraut and Kety have postulated 
an excess of norepinephrine in manic states 
(19). This seems unlikely with either disul- 
firam or carbon disulfide intoxication. It 
raises a possibility that in certain individuals 
excessive levels of dopamine in brain may be 
associated with manic states. 

Further evidence of the ability of disul- 
firam to chelate copper-containing enzymes 
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is the marked anemia that developed in this 
patient during the course of his hospitaliza- 
tion; this was probably related to the che- 
lating of the copper needed for porphyrin 
metabolism. 
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Origins of the Word ‘‘Phrenology”’ 


BY PATRICIA S. NOEL AND ERIC T. CARLSON, M.D. 


Phrenology is defined as the study of the 
conformation of the skull as indicative of 
mental faculties and character. The authors 
trace the development of this definition 
from Benjamin Rush, who meant phrenology 
to describe faculty psychology, through 
Franz Joseph Gall, who linked faculty psy- 
chology and craniology, to Thomas Forster 
and Johann Spurzheim, who gave the word 
its present meaning. 


OHANN GASPAR SPURZHEIM’S death in 
Boston in 1832 came at a time when phre- 
nology, the doctrine he helped found and 
popularize, had attained a peak of accep- 
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tance approaching the fanatic both in Amer 
ica and in Europe. Phrenologists believe 
the brain to be divided into areas SUD 
ing (by Spurzheim's count) 35 individua 
psychological faculties, the development 9 
which determined both personality 2n 
mental capabilities. Their passionate de- 
fense of this science of mind was mate 

in fervor by its detractors, who ridicule 
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the idea that the development of inner fac- 
ulties was manifested by protuberances on 
the skull that could be “read” and inter- 
preted by phrenologists. The names of 
Spurzheim and his teacher and early col- 
laborator, Franz Joseph Gall (1758-1828), 
belong with the story of phrenology from 
its beginning. 

Our attention was drawn to the word it- 
self, however, in an attempt to date a manu- 
script of Benjamin Rush (1745-1813), Lec- 
tures Upon the Mind.' The word appears 
several times in the manuscript and from 
what we have found, or more properly, not 
found, Rush’s use of it is original. 

As early as 1805 Rush lectured to his 
students on "the state of phrenology, if I 
may be allowed to coin a word, to designate 
the science of the mind"(2) He did not 
elaborate further on the etymology of the 
term. The lecture itself ranged widely over 
the various benefits that accrued personally, 
professionally, and socially from a study of 
the mind's operations and its relationship 
with the body. In a lecture one year later 
he listed “those sciences which have created 
Such an immense difference between the 
knowledge of Hippocrates, and that of the 
present day" as “natural history, anatomy, 
physiology, chemistry, [and] phrenology or 
the history of the faculties and operations 
of the human mind"(3) This remark, it 
must be noted, was made in an effort to 
moderate the effect of several rather strong 
if specific exceptions Rush had taken to 
Gets medicine. Rush fully believed 
eu his dislike of scholastic versions) 
e the theories of the mind advanced by 
in and Aristotle were as pertinent and 
p Dune to the 18th century as the theories 
e ocke, Condillac, or Hartley. The un- 

anging quality of the mind, he felt, gave 
a 
GE manuscript, which is in the collections of the 


ge of Physicians Library in Philadelphia, h 
80, i ibrary in Philadelphia, has 
B Ra been mistakenly considered the manuscript 
Observation Psychiatric text, Medical Inquiries and 
ectures UN Upon the Diseases of the Mind(1). The 
Ush's le pon the Mind are what the title indicates: 
Used in NAUES on psychology. Portions of these were 
Yet found, tures to medical students, but we have not 
entirety. any evidence that they were presented in their 
lectures fo, 27€. With permission, preparing these 
items from peo ication with selected psychological 
is years ush’s notes for his medical lectures during 
College; ui the University of Pennsylvania Medical 
Ompan rac notes were presented to the Library 
Y of Philadelphia by his son, Dr. John Rush. 
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the conclusions of the ancients a validity as 
nearly perfect as the phrenological studies 
of any later age. 

In his unpublished Lectures Upon the 
Mind Rush reintroduced the term: 


The history of the faculties & operations of the 
human mind is the most certain of all kinds of 
knowledge. It consists of facts only. It relates to 
feelings and actions which take place within our- 
selves, and in which it is not possible for us to be 
deceived. I know this account of Phrenology is 
not a popular one, but it is notwithstanding 
strictly true. From the science to which I have 
given that simple name, I reject the metaphysical 
ontology of the Schools which has for its objects 
the properties of Spirit, or Being, in general, and 
shall confine myself exclusively to the history of 
the human mind(4). 


This aim mirrored his century’s concern 
with the empirical study of nature, its em- 
phasis on a psychological view of man, and 
its revulsion against the medieval tradition 
that placed man within a cosmos governed 
by divine law and defined him primarily in 
terms of his essential being and his immortal 
soul. 

In these Lectures Rush incorporated a 
great many theories, both medical and psy- 
chological, into his own doctrine of phre- 
nology. He inclined toward faculty psy- 
chology, which referred not to an integrated 
body of ideas but to several systems that 
speculated quite differently on a mind or 
brain containing faculties that were respon- 
sible for the acquisition and use of knowl- 


edge. 
Franz Joseph Gall 


Rush had of course read John Locke’s 
An Essay Concerning Human Understand- 
ing and was well acquainted with Locke’s 
theory of the development of mental fac- 
ulties in response to subjective experience. 
He was equally familiar with the Scottish 
philosophers’ reaction against Locke and 
with the craniology of Franz Joseph Gall. 
The similarity between the faculties enu- 
merated by the Scottish school and those of 
Gall seems quite remarkable, as the work of 
the former was apparently unknown to the- 
latter. Yet the resemblance is superficial. To 
the Scottish psychologists, faculties were 
innate and God-given. This group’s interest 
was in the psychology of general human 

[155] 


696 


behavior: they posited a faculty of common 
sense that represented a universal and 
fundamental characteristic of all men. 
Craniology was based instead on the 
uniqueness of the individual, whose par- 
ticular faculties defined his individuality and 
constituted the specific units of his person- 
ality and character. For Gall mental activity 
was determined by faculties located in the 
brain; for the Scottish school the faculties 
were a collection of interacting operations 
of the mind with no known correspondence 
in the brain. 

What Gall attempted in his system re- 
flected the general trend in medicine toward 
a local pathology, supplanting explanations 
that disease resulted from a malfunction or 
an imbalance of the entire system. Gall 
made faculty psychology a product of 
localized brain physiology; craniology was 
that science that interpreted the physical 
signs—enlarged areas of the skull or par- 
ticular physiognomical  characteristics— 
that indicated a highly developed faculty in 
the brain and thus a strength or weakness 
of character. Gall, however, remained skep- 
tical that this correlation could be applied 
to more than a very small number of people, 
each having a particularly well developed 
faculty. Indeed, it has been maintained that 
the importance of Gall’s psychology lies 
entirely outside this aspect of his thought, 
while it was Spurzheim who expanded the 
particular theory into a system of phrenology 
applicable to everyone(5). 


Forster and Spurzheim 


Spurzheim’s revisionism came slightly 
later, however, and it is a contemporary of 
Spurzheim and Gall, Thomas Forster (1789- 
1860), to whom credit is usually given for 
the origin of the word phrenology (5, p 12; 
6-9). Actually he first used it at least ten 
years after Rush did, in a book published 
in 1815. Forster was considered a brilliant 
eccentric whose work centered around the 
effects of climate on mental states, but he 
evidently found the idea of a correspondence 
between mental characteristics and physical 
features intriguing as well. In a discussion 
of Gall and Spurzheim’s early writings he 

singled out what was to be one of later 
phrenologists’ most hopeful assertions: 
“Education consists in exercising the fac- 
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ulties. Phrenology, by pointing 
strongest faculties of individuals, will 
us in choosing professions for youth 
able to their particular genius; and teac 
Ist, to cultivate those faculties, ; 
2dly, to give additional excitement to” 


-. . ." The social value of the science, 
continued, extended from criminolog, 
explanations of the psychology of dredn 
(10). 1 
Forster was well acquainted with Spui 
heim, for the two of them traveled togeth 
shortly before Spurzheim made his first. 
trip to England in 1815(11). By this time. 
Spurzheim was proceeding independently of. 
Gall, who remained in Paris, and in 1818. 
published Observations sur la Phraenologi 
(12). Whether this use of the word ph 
nology, his first, had been acquired fro 
Rush, whose Sixteen Introductory Lectu 
he had read by 1817(13), or from Fors 
or whether he formulated the word himself 
is only speculation. Rather surprisingly, 
Spurzheim’s choice of the term phreno 
for the title was not repeated elsewhere; in 
the text he wrote of the physiology of the 
brain and did not explain the word's use or 
its derivation. By the time of the publication 
of his next work two years later(14) he had 
adopted the word as his own. In this Essay 
he maintained that the characteristics of the 
mental world had been inadequately ex. 
plored; one of the touted virtues of phre- 
nology was that it presented scientifically a 
method for this exploration. A 
Spurzheim later often laid claim to this 
new terminology. For example, he wrote: 
"The name PHRENOLOGY is deriv 
from two Greek words: [phren]—mind, and 
[logos]—discourse. I have chosen it to- 
designate the doctrine of the special fa 
ulties of the mind, and of the relations be- 
tween their manifestations and the body; 
particularly the brain’’(15).? Later he 
expounded further: ‘“‘Gall’s first inquiries 
were physiognomical.... When we begi 


? Although the Greek word logos does indeed ae 
“discourse,” perhaps the translation "knowlei e 
equally legitimate, would convey more precisely the — 
correct meaning. The Greek word phren has E 
associated with psychological concepts from anc 
times. Literally translated “mind,” it was also tl 
for the heart, the praecordium, and the diaph 
acta times having been thought to be the seal 
mind. 
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to publish in 1808,...the title, Anatomy 
and Physiology of the nervous system in 
general, and of the brain in particular, 
seemed preferable to designate the nature 
of our investigations. In extending my views, 
I found it necessary to change the name 
again. I have chosen that of PHRE- 
NOLOGY ... (16). 

Although Gall used such appellations as 
cranioscopy, craniology, and organology, 
and the later literature referred to phre- 
nological studies as cranoscopy, cephalol- 
ogy, cerebral physiology, and encephalo- 
cranioscopy, such designations were 
uncommon and generally considered 
misleading, for as George Combe (1788- 
1858) noted, the brain, not the cranium, was 
the instrument of the mind(17). Combe, a 
Scottish phrenologist, consequently adopted 
phrenology as best expressing the meaning 
he intended, acknowledging Spurzheim as 
his philological predecessor. Gall con- 
sistently refused to comply, fearing that this 
would imply an acceptance of Spurzheim’s 
revisions. 

Spurzheim, however, popularized the 
movement in England and America, and 
despite the resistance of his former collab- 
orator it was by the name of phrenology 
that the doctrine became known. On the 
other hand, Benjamin Rush’s proposed use 
of the word never found favor; today in- 
stead we speak of psychology. 
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Pathological Intoxication: 
Clinical and Electroencephalographic Studies 


BY GEORGE BACH-Y-RITA, M.D., JOHN R. LION, M.D., 
AND FRANK R. ERVIN, M.D. 


Ten patients with a diagnosis of pathologi- 
cal intoxication and two with temporal lobe 
seizures and implanted depth electrodes 
were studied. An attempt was made to repli- 
cate symptomatic behavior and record the 
EEGs simultaneously. All patients showed 
clinical intoxication after intravenous ad- 
ministration of alcohol. No abnormalities 
were observed in patients with pathological 
intoxication, while patients with implanted 
electrodes displayed increased abnormal 
EEG activity. The authors discuss this dis- 
crepancy. 


TT ACUTE, chaotic disruption of behav- 
ior resulting from ingestion of a small 
quantity of alcohol, known as “pathological 
intoxication,” has long been recognized as 
a psychiatric entity (l, 2). The historical 
background has been amply reviewed by 
Banay (3). The often violent outbursts have 
been compared both to psychotic and to 
epileptic episodes, and it has been noted 
that: 1) the quantity of alcohol is not re- 
lated to the severity of the attack: 2) the 
attack usually occurs soon after drinking 
has started or long after it-has stopped; 3) 
a period of amnesia follows the attack; and 
4) delusions or hallucinations may occur 
during the episode, usually accompanied by 
anxiety or fear. 

Despite a broad clinical consensus on the 
manifestations of this disordered behavior 
pattern, its existence as a definable syn- 
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drome is still controversial. Exception is 
taken to the concept of pathological intoxi- 
cation by Venzlaff (4) and May and Ebaugh 
(5) because of the resemblance of the clinical 
picture to epileptic seizure states or to con- 
ditions resulting from organic brain lesions. 
In spite of these polemics, the Secretary’s 
Advisory Committee on Traffic Safety (6) 
recently stated that there "appears to be a 
repeated association between pathological 
intoxication, unrestrained physical attacks 
on other persons, sexual assault and multi- 
ple automobile accidents.” ; 
Several investigators have reported their 
attempts to replicate the state of pathologi- 
cal intoxication by the administration of 
alcohol in both disguised and natural form. 
Marrinacci (7) gave various types of bever- 
ages to 402 patients. Fifty-five showed an- 
terior temporal lobe spiking on their elec- 
troencephalograms (EEGs) during alcohol 
administration, and 18 showed concomitant 
changes in mental status that the author de- 
scribed as “psychomotor episodes." Eighty 
of his patients had some degree of EEG ab- 
normality (64 borderline abnormalities and 
16 moderate generalized slowing) prior tO 
ingestion of beer or whiskey; no attempt 
was made to control for other variables that 
might contribute to producing a seizure ^ 
€.g., the social setting (presence of physician, 
or technicians) in the lab and the action 0 
substances other than alcohol found in com- 
mon beverages. It is not clear if the groups 
of 55 patients with anterior temporal lobe 
spikes after ingestion of alcohol and of | 
patients with known EEG abnormality prio! 
to ingestion of alcohol overlap. Giove an 
Gastaut (8) observed from clinical histone 
that in a group of 3,000 epileptics, 317 dran : 
alcohol to excess and that alcohol consumP 
tion was followed by seizure in only sever 
patients. These seizures generally occu 
12 to 14 hours after ingestion. These sany 
authors also discussed unpublished studie 
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in which they unsuccessfully attempted to 
induce seizures in epileptics using alcohol. 
They feel, on the basis of their clinical ex- 
perience, that alcohol does not lead to sei- 
zures. 

The clinical histories of several Massa- 
chusetts General Hospital patients with 
symptoms of pathological intoxication 
prompted us to investigate whether the out- 
bursts were primarily due to alcohol, to 
induced seizures, to a reaction to emotion- 
ally stressful situations, or, more realisti- 
cally, to the way in which these complex 
factors interacted. The idea that a relation- 
ship might exist between seizures and emo- 
tional stress is not new; it was discussed by 
Ervin(9) and Stevens (10). Roelofo (11), in 
working with cats, observed changes during 
stress in seizure threshold in the amygdala 
and the hippocampus that he felt were de- 
pendent upon the initial behavior state. 
Previously, Efron (12) had approached the 
problem of brain environment interaction 
by conditioning a case of temporal lobe 
‘epilepsy to an almost total relief of symp- 
toms, 

The experiment was designed to control 
for those factors other than alcohol that 
have been implicated in the literature. We 
chose to administer alcohol intravenously 
to relaxed patients in a nonstressful environ- 
ment. We could then see if the state of “path- 
E intoxication" was reproduced un- 
d conditions in which an increasing blood 
soho level was the major independent 
menle and we could observe concomitant 
^ and behavior changes whether or not 

€ pathological intoxication state appeared. 


Method 


mi mate patients between the ages of 25 
RENE who entered the psychiatric emer- 
ia room with the chief complaint of 
8 a under the influence of alcohol and 
w lagnosis of pathological intoxication, 
ere selected for the study. 
pees of these individuals were married 
working. They were generally disturbed 
dest periodic outbursts of assaultive and 
aso; Ctive behavior, which they perceived 
_ ity 80 alien and as the source of severe real- 
-Y Problems (arrests, divorce, etc.). 
vid characteristic pattern was for the in- 
ual to spend a period of weeks with 
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little or no alcohol consumption. Alcohol 
intake then increased progressively and spo- 
radically over a period of days or sometimes 
weeks, usually in relation to an increasing 
level of anxiety. These men also frequently 
complained of depression that was quite 
severe at times. Reports of inability to sleep 
and restlessness also frequently preceded 
heavy drinking bouts and/or outbursts of 
violence. Frequency of alcohol consumption 
would increase prior to loss of control. Dur- 
ing those episodes seen at Massachusetts 
General Hospital we observed overt psy- 
chosis generally followed by sleep. The psy- 
chotic period included delusions, disorienta- 
tion (to time and place), hallucinations 
(usually visual), and severe agitation. 

These patients were asked to participate 
in an experiment in which alcohol was to be 
given to them intravenously in an attempt to 
duplicate the behavior about which they 
complained. The experimental procedure 
was described, and they signed a consent 
form. Patients were admitted to the hospital, 
where a psychiatric history was obtained. 
They were deprived of sleep the evening ' 
before the test, given breakfast without 
stimulants, and premedicated when neces- 
sary with 0.5 to 1.0 gm. of chloral hydrate. 
This sedative produces the least suppression 
of natural activity even at doses as high as 
3 gm. (13) and is not effective as an anti- 
convulsant (14). An intravenous drip of 5 
percent dextrose in water was started and 
the patients were taken to the EEG labora- 
tory, where they were instructed to “try to 
go to sleep" during the examination. 

During the EEG recording patients were 
observed through a window. When stable 
baseline tracings were obtained, 150 to 300 
cc. of a 25 percent solution of ethanol was 
infused over a 30-minute period. Patients 
were not told when or if they had received 
alcohol and were interviewed only after 
completion of the infusion. 

In addition to the above ten patients, we 
studied two patients with a documented 
history of temporal lobe seizures. These 
were patients whose frequent seizures were 
uncontrollable by medication. Temporal 
lobe depth electrodes had been surgically 
implanted in the amygdaloid region for 
diagnosis and therapeutic ablation. The 
protocol for these patients and the informed 
consent procedure was the same as that for 
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the other ten patients. EEG recordings in 
these patients were taken simultaneously 
from depth, surface, and nasopharyngeal 
leads. 


Results 


After the infusion of alcohol, all the pa- 
tients showed clinical signs of intoxication 
that included nystagmus, slurred speech, 
tremors, incoordination, and somnolence. 
Only one patient was subjectively aware of 
the fact that he had received alcohol. 

In those patients with a diagnosis of 
pathological intoxication there was no 
evidence of EEG seizure activity (figure 1) 
or behavior arousal as a result of the intra- 
venous administration of alcohol, if sleep 
was not induced. Some mild slowing and 
some increase in amplitude of the alpha 
occurred while the patients were awake as 
a result of the administration of alcohol. 
One of the patients with a known 14 and 6 
Positive spike pattern on his EEG demon- 
strated this pattern during the experiment 
without modification, 


FIGURE 1 
Record of a Patient with “Pathological Intoxication''* 
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FIGURE 2 


Record of a Patient with Known Temporal Lobe Disease 
and Implanted Electrodes in the Amygdala* 
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activity increased. 

Both of the patients with known temporal 
lobe epilepsy and implanted depth T 
trodes revealed an increase in auo 
activity after the administration of alcohol 
These changes were accompanied by a 
nolence. When the patients were awake, tl i 
EEG pattern tended to be more like the P 
alcohol baseline. Increased abnormal ag 
tivity was most visible in the deep ana 
dala) electrodes, was at times visible in i 
nasopharyngeal leads, and only occasiona d 
visible at the surface of the scalp (see figur 
2and 3). 


Discussion 


à f ed 
Several investigators (15) have commenta | 
upon the discrepancy between surface 
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FIGURE 3 


Record of a Patient with Known Temporal Lobe Disease 
and Electrodes Implanted in the Amygdala” 
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load,” Primarily in the deep electrodes and in the nasopharyngeal 


ath electrical activity and the correlation 
iie P these activities with behavioral 
m vd € two depth electrode patients in 
sible E were chosen to ascertain the pos- 
Pus id of alcohol upon deeper limbic 
ity Tg rUctures and: to test the possibil- 
oe alcohol could induce dysrhythmias 
CENA: system) that were not 
Tiiqies, ed by conventional EEG tech- 
rc fact that all but one of the patients 
Ee que that they had received alcohol 
and eda intoxication 1s interesting 
is Er mentioned by Hartocollis (16). 
Walah or discussed the role of taste cues 
aboratory experiment that studied the 


Am 
er. J. Psychiat. 127:5, November 1970 


e 


701 


effects of alcohol. Taste appears to be one 
of the many cues that are part of a human's 
response to alcohol; others include compan- 
ionship, social setting, and particularly the 
psychological state prior to drinking. 

That a patient with nystagmus, slurred 
speech, and grossly impaired gait does not 
recognize that he is drunk would also em- 
phasize the significance of the learned re- 
sponse of "being drunk." If increased blood 
alcohol alone does not produce either the 
clinical behavioral phenomenon of patho- 
logical intoxication or subjective drunken- 
ness, one must inquire as to the other 
necessary ingredients. 


One impression from the psychiatric 
anamnesis is that all our patients had severe 
difficulty with sexual identity. Six of the ten 
patients had a history of at least one adult 
homosexual encounter, yet all denied any 
significance of this episode, boasted of their 
manliness, and aggrandized their masculine 
image. We noticed, however, that many of 
the pathological intoxication episodes oc- 
curred when these patients were in situations 
that could be interpreted as threats to their 
sexual identity. One man, for example, 
would get into a fight in a bar whenever 
someone referred to him as a "queer"; 
another purposely struck up friendships 
with homosexuals in taverns but would be- 
come assaultive when intimacies reached a 
peak. It is interesting that such patients 
drank in those public places where they 
were most likely to encounter homosexuals 
and persisted in this behavior while vehe- 
mently upholding their own identities as 
“men.” It appeared that increased ambiva- 
lent homosexual strivings triggered panic 
states that took the form of assaultive be- 
havior in these individuals. 


As suggested by Epstein (17) in referring 
to psychomotor seizures and Menninger (18) 
in his discussion of “episodic dyscontrol of 
the third order,” the behavior abnormalities 
of these men can be thought of as adaptive. 
That is, the diffuse violence, psychotic dis- 
sociation, and amnesia provide escape from 
an otherwise insoluble dynamic conflict. 
Taken individually, these men have severe 
psychiatric difficulties, and the outbursts 
could usually be related to a period of at- 
tempting to resolve ambivalent emotions. 
Tension and sleep difficulty occurring prior 
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to the outbursts were dispelled after the 
violent outbursts and the sleep pattern would 
quickly normalize. Often a period of sub- 
jective "relief" or relaxation would be re- 
ported. 

At first glance, our results appear contra- 
dictory to those of Marinacci. This is not a 
necessary interpretation since alcohol plays 
a dual role in these patients' adaptive at- 
tempts. Initially the alcohol is used as a 
tranquilizer, and in effect most of the drink- 
ing in which these men indulge does not 
terminate in a "seizure." One would suspect 
that in an anxiety-free situation the alcohol 
alone is not sufficient to provoke disorgani- 
zation. Stevens(10) and Liberson(19) de- 
scribed the role that emotion can play in 
triggering temporal lobe seizures, and it 
appears that these two factors (alcohol and 
affect) combined (as may have occurred in 
Marinacci's experiments) can provoke a 
seizure. The seizures that we observed had 
the characteristic of a “last ditch stand 
against disintegration of the ego" as de- 
scribed by Menninger(18), and seemed to 
occur only under situations of severe stress. 
We have additional support for this hypoth- 
esis in having been successful in aborting 
violent outbursts by administering pheno- 
thiazines. 

The clinical evidence clearly links alcohol 
to the clinical phenomenon of pathological 
intoxication, and our findings must be ex- 
plained. Several possibilities exist. We noted 
that in the patients with temporal lobe epi- 
lepsy and implanted electrodes some abnor- 
mal changes were seen after the administra- 
tion of alcohol. These changes occurred 
when the state of arousal was altered, Al- 
though the role of alcohol may be as yet un- 
clear with regard to its effect on the brain, 
in these patients the alcohol acted at least 
on the state of arousal, inducing slowing of 
the brain rhythms, increased synchrony, and 
consequent increase in abnormal (e.g., 
epileptic) activity. It is likely that this kind 
of slowing under more stressful circumstan- 
ces could lead to a seizure. 

The second consideration is that alcohol 
and the induced alterations in the state of 
arousal provoke behavior changes and 
seizures only when the brain is organized 
to respond with a seizure because of environ- 
mental cues, affective states, etc. We have 
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attempted to reconstruct the histories of the 
violent episodes and have noted that the pa- 
tients drank when severely anxious, We 
suspect that alcohol is consumed after the 
process that leads to an outburst has al- 
ready begun. This observation suggests that 
alcohol is used as an automedication for in- 
creased irritability of the brain that may be 
perceived as anxiety, depression, or both by 
the patients and is sufficiently severe to re- 
quire immediate relief. It is interesting to 
note that in spite of the recurrent recourse to 
alcohol as a sedative, most such patients, on 
direct questioning, reported no relief and 
frequent increase in symptomatology during 
drinking. A similar observation has been 
made by Mendelson (20). 
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Though full of pain, this intellectual being, 
Those thoughts that wander through eternity, 
To perish rather, swallow'd up and lost 

In the wide womb of uncreated night, 

Devoid of sense and motion? 
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A Capitulation to the Zeitgeist? 


Sir: You have rendered a signal service to 
American psychiatry by the timely publication 
of the two lead articles in the May 1970 issue of 
the Journal arguing for and against the pro- 
posed elimination of the internship requirement 
for Board certification in psychiatry. Dr. 
Gregory’s article, “Elimination of an Intern- 
ship Requirement for Medical Licensure and 
Board Certification in Psychiatry,” presents 
the case for, and Dr. Romano’s article, “The 
Elimination of the Internship—An Act of 
Regression,” presents the case against the pro- 
posed elimination. I hasten to state that my 
sentiments strongly support the position taken 
by Dr. Romano. His is a scholarly and eloquent 
defense of the internship as a vitally needed 
experience for all present and future psychiatrists. 
In spite of all the facts and figures cited I re- 
mained curiously unimpressed by Dr. Gregory’s 
arguments, especially by the “bandwagon” 
point, “Everyone else is doing it, why shouldn’t 
we?” 

We in psychiatry and particularly the APA 
ought not capitulate so easily to the capricious 
trends of the times. Change for the sake of 
change is always questionable and may mean 
insecurity instead of progress. In this instance 
we are certainly throwing out the baby with the 
bath water, The mere fact that the internship is 
no longer required in internal medicine or 
surgery has little or no relevance for those of us 
in psychiatry. The resident in psychiatry des- 
perately needs the kind of experience that he 
can get only in the internship or its equivalent. 
I concede that the resident in internal medicine 
may not need an internship because he will be 
dealing with physically sick patients for the 
duration of his training. But nowhere else in 
his training will the resident in psychiatry ever 
come into such close personal contact with 
physically ill patients. Nowhere else will he have 
the opportunity to use new medical techniques 
(with all their strengths and weaknesses) under 
circumstances in which he takes responsibility 
for the care of a sick human being. Where else 
can he get the mitgefuhl so necessary in under- 
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standing what is going on when a perso 
physically ill? 1 

I, too, consider the elimination of the 
ship an act of regression, and a hasty 
considered one at that. | hope that with 
short time cooler heads will prevail and 
the American Board will once again re 
the internship for the psychiatric resi 
Many of us have fought and bled on 
battlefields to bring psychiatry back into 
mainstream of medicine, With this one ac 
are undoing the work of decades 
pusillanimous capitulation to the zeitgeist Wil 
produce a separatism and a fatal weakness 
will hound us to the end of our days. S3 
Mitchell, in 1894, castipated American 
chiatrists by saying, “Your ways are nob 
ways." If he were alive today he would be 
to repeat the phrase once again, but this 
with a vengeance. 


ZIGMOND M. LEBENSOHN, NS 
Washington, P 


Marijuana to Heroin . .. A Missing L 
Sir: During the 1970 annual APA meg 
in San Francisco, I listened with inea 
discussions of marijuana by Drs. Mirin, 
spoon, Hollister, and others and was 
that in the interest of scientific precision, 3 
reports that were quoted stated the presen 
exact knowledge of marijuana toxicity 1m ; 
way as to suggest to many eager ears U 
marijuana is innocuous. One often repete 
statement is that marijuana has no morgi 
causal relation to opiate abuse than mog 
milk, since all addicts presumably drink ml 
For the year ending September 1969, 
chief of clinic services for the psychiatri 
sultation team at Long Binh, South viet T 
I became aware that for drug users 4 i 
existed between marijuana and opiates n h 
form of opium- or heroin-dipped manji 
cigarettes. E 
Marijuana is cheap, strong, and pleni? 
Viet Nam, and admitted habits of two O 
packs (20 per pack) of marijuana cigare 


Letters to the Editor are welcomed and will be. published, if found suitable, as space permits. Pie 
submit two copies (typewritten, double spaced), the length, if possible, not to exceed 500 words. 
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day are common among the soldiers I saw for 
psychiatric clearance prior to administrative 
separation from the Army for “unsuitability,” 
a judgment by command usually based on poor 
functioning on the job and frequent violations 
of military regulations. Paranoid psychotic 
reactions, such as were described by my prede- 
cessor at Long Binh, John Talbott (1), occurred 
regularly among heavy marijuana users and 
disappeared after a day or two of abstinence 
required during hospitalization; these did not 
recur unless marijuana use was resumed. The sol- 
dier who was a regular marijuana user almost 
always tended to use other drugs in varying 
amounts, such as barbiturates (usually the un- 
controlled formerly French preparation Binoctal, 
consisting of 50 mg. of amobarbital and 70 mg. 
of secobarbital), amphetamines (pills, Obesi- 
tol—an oral liquid preparation—and methedrine 
intravenously), and occasionally opium- or heroin- 
dipped marijuana, which is usually not recog- 
nized as such when it is first shared by a group 
of users. The harsher and stronger “high” that 
results identifies the altered cannabis. 

Soldiers who had become addicted to opiates 
and were seeking hospitalization for withdrawal 
were the most cooperative sources of informa- 
lion about drug habits. They told me that among 
those who smoked marijuana by pipe, it was a 
common practice to presoak the bowl of the 
pipe with an opium solution. This solution was 
available in bottles costing about $10 that con- 
tained the equivalent of 30 “hits” when injected 
intravenously. One such bottle was thought to 
fa enough opium to result in the user’s 
Raven strung out" or addicted when he 
x ed it or injected it daily for a month. The 
» piratory addiction to opium was thought to 

sult in oral and intravenous substitution of 
Opiates, 

a Psychiatrist must always question whether 
En who come or are sent to him are so 
to os that extrapolations should not be made 

" pes in the catchment area. While this may 
CERES in the combat zone because of random 
DA ariables and the military psychiatrist s 
js iS nse consultant, I decided 
oh m y anonymous questionnaire a group 
in ms ients who were taking a college course 

ong Bi i psychology that I was teaching at 
combat d . These men were on garrison, non- 
Selected uty, and if anything, they were self- 

a Bat having greater educational ambition 
college a who did not choose to pursue a 

Sint araon while in Viet Nam (although 
ave teach abi matter of the course may 

teno ad a special group). Of a total of 
Complen, S ents from two classes, 13 were 
rij ely abstentious from drugs, 12 had used 
ana for some time, and six were currently 
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using it; of the marijuana users, three had used 
opium-dipped marijuana and two were con- 
tinuing to do so—one about once every two 
months and one about once a month. The man 
who had used opium-dipped marijuana only 
twice had also taken opium orally one time and 
commented he would "never again” use either. 
Of the total group, ten had used stimulants at 
some time, usually to study or lose weight, and 
two had used them continuously for a period 
of weeks or months in the past; three had used 
hallucinogens; and four had used barbiturates— 
one once a month and one five times a week 
for a few months. 

Although some soldiers are doubtlessly intro- 
duced to marijuana in Viet Nam, almost all 
claim they had used it prior to going there. 
Drug use in Viet Nam is worthy of study both 
because of the large numbers of young American 
men who have been there and because of the 
implications of use when there is relatively free 
access to cheap sources of strong drugs. 

More recently, while a staff psychiatrist at 
Letterman General Hospital, I was informed by 
soldiers seeking hospitalization for heroin with- 
drawal that heroin-dipped marijuana was easily 
available in the San Francisco area. Some who 
largely smoked (rather than injected) opium 
while in Viet Nam had shifted to regular intra- 
venous use only after returning to the United 
States. 


The reference is: 


l. Talbott JA, Teague JW: Marijuana psychosis. 
JAMA 210:299-302, 1969 


Davin V. Forrest, M.D. 
New York, N. Y. 


Dr. Mirin Replies 


Sir: Dr. Forrest’s letter certainly raises an 
alarming specter. The existence of a “bridge” or 
progression from marijuana use to opiate 
addiction has often been suggested but never 
validated. Viet Nam would seem the ideal sub- 
strate in which this reaction could take place, 
both drugs being readily available and widely 
used—opium, for the most part, by the native 
population and marijuana by the newcomers. 
There are, however, several reasons why Dr. 
Forrest’s data are suggestive rather than con- 
clusive. 

The use of opiate-dipped marijuana has been 
noted on both U.S. coasts by those in close 
contact with the youth culture. Thus far, no 
case of opiate addiction stemming from this 
manner of use has been reported. Although 
exposure to opiates certainly might influence the 
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incidence of addiction, the matter appears to be 
more complex. 

To demonstrate a relationship between the 
use of heroin-dipped marijuana and opiate 
addiction a number of conditions must be satis- 
fied: 1) the dose of opiate absorbed with this 
method is known and deemed sufficient to exert 
some physiologic and/or psychologic effect; 2) 
the frequency of use is carefully documented 
and seen to increase over time; 3) the develop- 
ment of tolerance is observed (i.e., increasing 
doses are necessary for the repetition of the 
drug’s initial effect); and 4) the presence of with- 
drawal symptoms is seen when the drug is dis- 
continued. There is, unfortunately, no indica- 
tion in Dr. Forrest’s data that any of these 
conditions are met. At this point, then, I must 
conclude that exposure to  heroin-dipped 
marijuana, although exotic, is not necessarily a 
prelude to opiate addiction. 

In a study reported at the 1970 APA annual 
meeting(1) we attempted to emphasize a 
dichotomy that exists in the drug-using popula- 
tion. Whereas the majority of marijuana users 
may be classified as experimenters or casual 
users, there is a small but significant number who 
are true drug abusers. Frequent, long-term 
marijuana use was found to be associated with 
the use of other more potent mind-altering 
agents, particularly amphetamines and hallu- 
cinogens. As in the group Dr. Forrest describes, 
work adjustment by heavy users was generally 
poor. In many, goal-directed activity and the 
ability to master new problems was diminished. 
By traditional psychiatric standards social 
adjustment in heavy users was thought to be 
poor, and there was evidence that their inter- 
personal relationships with women were less 
than satisfactory. Thus far, none of the heavy 
drug users we have seen are using heroin, al- 
though follow-up is obviously indicated. In 
light of these data it would be interesting to 
determine whether or not those in Dr. Forrest's 
survey group who continued to use marijuana 
are the same as those who have had experience 
with other drugs; I would predict that they are. 

In conclusion, multiple drug use, with or 
without opiate addiction, is the end product of 
a number of psychodynamic and sociocultural 
variables. In attempting to establish a bridge 
between the  mind-altering agents and the 
opiates, the issue becomes more complex. 


The reference is: 

1. Mirin S, Shapiro L, Meyer R, et al Casual versus 
heavy use of marihuana: a redefinition of the 
marihuana problem. Paper read at the 123rd 
annual meeting of the American Psychiatric 
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Some Points on **College Student Drug Use” 


Sir: After reading the Robbins, Robbins, 
Frosch, and Stern article, "College Student 
Drug Use" (June 1970 issue of the Journal), 
several questions enter my mind. The first is 
whether or not the investigators’ choice of 
colleges affected their results in determining 
limited drug use on campus. I do not doubt the 
accuracy of their sample; however, I feel there 
is a possibility that the sample might have been 
inadequate for generalizations about all colleges. 

One fact that interests me yet raises doubt in 
my mind is that there was a greater use of 
hallucinogens in the early 60s than presently. 
In the early 60s, the majority of hallucinogens 
were of a natural order, such as peyote and 
opiates. Today there are new types of hallu- 
cinogens being manufactured weekly (LSD, 
mescalines [some of these drugs are "cut" with 
methedrine]. I do not feel that the investiga- 
tors can truthfully make such a statement. 

Another fact that astonishes me is that only 
three out of almost 300 students had tried 
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hashish. In context, physical feeling, and 
aftereffects, there is extremely little difference 
between hashish and marijuana, and it causes 
me to doubt that an individual who has ex 
perimented with marijuana would be skeptical 
about trying hashish. 

In the area of the addictive drugs, the in- 
vestipators stated that except for one heroin 
addict, the students had come in little contact 
with heroin. I admit that the majority of in- 
dividuals who have become addicted to oF 
enjoy heroin and other so-called "heavy" 0T 
"hard" stuff are not from the college group. 
However, there is enough of it going aroun 
the campuses for people to be exposed toit. 

I feel that the authors had several interese 
points, but the above-mentioned facts I m 
to question. The problem of drugs on heli 
is a definite one, not because of the misuse ii 
drugs, primarily, but because of the ken 
present in the youth of the country. In order 


t 
be able to solve the problems of youth, xi Ee 
look at everything with open eyes (itd more 


plete accuracy. I hope that there wil e 
studies like this one, and eventually that pi 
will no longer be a need for such investigations: 
N 
Patricia A. BARO! 
Bronx, N.Y: 
0 
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Drs. Robbins, Robbins, Frosch, and 
Stern Reply 


Si We agree with Miss Baron that one 
"should not generalize from a pilot study de- 
"Hived from two campuses to make statements 
pertaining to all colleges. This is precisely why 
we took pains not to do this. Our research 
was designed to show whether or not differences 
existed between college students who con- 
tinued to function in school after exposure to 
drugs and those who were not involved in drug 
use, We hoped to determine which questions 
might be the most fruitful for a subsequent 
survey of more than 12,000 students at over 20 
metropolitan campuses the following spring. 
Absolute figures on incidence were not our goal 
atany time in either survey. 
The methodological problems attendant 
upon a questionnaire survey are vast and were 
highlighted in Miss Baron's letter. Surveys have 
to be limited in scope because questions cannot 
‘be tailor-made to suit the individual respondent's 
feeds. In addition, one is forced to restrict the 
number of questions lest the respondent be- 
Come bored and fail to complete his question- 
maire. Finally, there is no infallible way to 
Solicit information. Classroom distribution 
provides the highest rate of return but means 
that dropouts and absentees would generally be 
Missed. Mailed questionnaires have a notoriously 
Poor return rate and are always open to the 
question of selectivity of respondents. In either 
Case, we may expect that drug users, particularly 
those seriously involved, may be less repre- 
Sentative than their non-drug-using classmates. 
Miss Baron’s letter also illustrates one of the 
Masons that surveys of drug use are essential at 
a bu. Each person's experience is limited, 
Ba is red through large-scale surveys that a 
Bu ; one hopes, accurate picture can be 
E. i a the pilot survey, which we con- 
NM pril 1967, little or no experience with 
there An reported. In the three years since, 
En ve been enough validated reports of 
kia dore college students due to heroin 
vith quem reports of increased involvement 
^ CUM drugs to suggest that a new aspect 
E class drug use has begun. This change 
E invalidate our earlier findings but 
ed to age the need to study factors re- 
x as shifts in drug use patterns. 
arts of "Wi data are gathered in different 
m Mer country, it should be possible to 
among nem into the pattern of drug use 
ege students. We hope we can then 
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Obtain fuller answers to the questions that 
puzzle everyone concerned with drug abuse. 


Epwin Rossins, M.D. 

LILLIAN Rossins, PH.D. 

WILLIAM A. FROSCH, M.D. 

MARVIN STERN, M.D. 
New York, N. Y. 


Psychological Factors in Sleep— 
A Rereview 


Sir: The May 1970 issue of the Journal 
contains Dr. Morgenstern’s unfavorable review 
of Dr. Kales’ book, Sleep: Physiology & Pa- 
thology, A Symposium. I am writing as a psy- 
choanalytically oriented clinician and sleep 
researcher to offer a more favorable view of the 
book, which, in my opinion, presents signi- 
ficant and valuable information for the clinician 
and the researcher. 

Dr. Morgenstern has two basic criticisms of 
the book: 1) "sleep research...has scanty 
clinical application” and 2) the lack of con- 
sideration of the psychology of sleep means 
that the book does not offer much help in 
understanding patients. From a purely clinical 
standpoint I find these criticisms to be mis- 
taken and misleading; while from a scientific 
standpoint (if the two can be separated) the 
symposium contains several excellent, au- 
thoritative nonclinical papers on the physiology 
and biochemistry of sleep. 

These criticisms can be considered by taking 
the book's discussions of enuresis, somnambu- 
lism, and pavor nocturnus as examples. Morgen- 
stern's review would suggest that the book 
neglects important psychological factors about 
these disorders. But this is precisely where the 
review is misleading. The empirical evidence 
now indicates that, contrary to previous 
speculations, psychological factors are probably 
not of prime importance in the pathogenesis 
of these disorders. Thus, the review misses a 
major implication of the book. In general terms 
it misses the point that laboratory sleep re- 
search is part of the empirical ferment in 
American psychiatry that is replacing intuitive 
hunches with hard, reliable data. In specific 
terms the laboratory findings do not support the 
old speculation that these disorders are related 
to dreaming or to the physiological state during 
which typical dreaming occurs. In fact, subjects 
awakened from these conditions most often are 
confused and report no preawakening mental 
activity. In addition, the disorders occur during 
non-REM sleep, most often during its deepest 
portions. Such findings have suggested that 
these disorders are more clearly related to a 
disorder of non-REM sleep than to psycho- 
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logical factors. And the practical implication of 
this for clinical work is that we probably can- 
not expect the psychological treatment of these 
disorders to be more successful than the non- 
treatment remission rate. On the other hand, 
the laboratory findings do suggest that stage 4 
sleep suppressants rather than REM suppres- 
sants will relieve the symptoms of these sleep 
disorders. 

Drs. Kahn and Fisher of New York have 
begun such work with incubus and have re- 
ported preliminary findings supporting this 
proposition. Similar considerations about the 
relative importance of physiological factors 
hold for narcolepsy and cataplexy, which sleep 
research has shown are often a result of attacks 
of REM sleep and dissociated aspects of REM 
sleep, respectively. REM suppressants are 
beneficial for these disorders. In other words, 
the reduced emphasis on psychological 
factors is not a result of the authors’ psy- 
chological insensitivity. It simply expresses the 
clear implication of their empirical findings. 

Obviously these considerations do not imply 
that psychological factors play no role in the 
pathogenesis of the above-mentioned illnesses, 
» just as one would not say that emotional factors 
play no role in hypertension or peptic ulcer. 
Although the primary treatment of such dis- 
orders is not psychological, sensitive clinicians 
always attempt to understand and modulate the 
influence of emotions on these disorders. In his 
book this is just what Dr. Kales advises us to do 
about the above sleep disorders: “The impor- 
tance of emotional factors should not be 
minimized, but frequently they are secondary to 
the anxiety produced by the basic pathological 
condition." 

, But Dr. Morgenstern's review did not men- 
tion what may well be the central significance 
of the symposium, viz, that contemporary 
laboratory sleep research has unearthed a wealth 
of findings about mind-brain relationships and 
generated rich empirically testable hypotheses 
about the psychophysiology of mental illness. 
The findings show that sleep is composed of at 
least two qualitatively distinct states, REM and 
non-REM sleep, each with its own bio- 
chemistry, physiology, and psychology, and each 
of which probably has different significance for 
well-being, mind-brain relationships, and in- 
formation processing. Each of these states 
offers tantalizing clues about the psycho- 
physiology of mental illness and suggests ex- 
citing hypotheses, many of which are spelled 
out in the book. These include the possible re- 
lationship between the phasic aspects of REM 
sleep and schizophrenia, between cognitive de- 
fects in organic brain syndrome and stage 4 
sleep, between depression and REM pressure, 
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between acute psychotic episodes and specific 
sleep disturbances, etc. In my opinion, the 
well-informed psychiatrist will want such infor- 
mation, and the book provides an excellent 
range covering both basic and clinical findings, 


GERALD W. VoGEL, M.D, 
Atlanta, Ga. 


Thoughts on the Motorcycle Syndrome 


Sim: Dr. Nicholi’s description of “The 
Motorcycle Syndrome” (May 1970 issue of the 
Journal) was commendable from the standpoint 
of elucidating a collection of anlagen epitomized 
by serious accident proneness and unconscious 
suicide potential. Serving to alert physicians to 
the gravity of motorcycle madness and probably 
to pertinent avenues of psychotherapeutic ex- 
ploration, Dr. Nicholi has undoubtedly made a 
valuable contribution. 

What physician has not been confronted 
with the stinging reality that comes with render- 
ing emergency first aid to motorcycle accident 
victims? Yet what fraction of these physicians 
has paused sufficiently long to consider which 
psychodynamic antecedents might have been 
causally crucial? One can only speculate what 
effect medical cognizance and appropriate 
therapy would have on reducing the ma 
ing morbidity and mortality associated wit 
motorcycling. 7 

From another vantage, to identify a new eB 
chiatric syndrome is to imply a new ant 
nosologically. I venture that Dr. Nicholi wou! 
be the first to concede that there is already m 
overabundance of psychiatric syndromes tha 
as such are not classifiable in the Diagnostic an 
Statistical Manual of Mental Disorders, 2nd i : 
Rather, many of these represent a final boo 
pathway that may have a multiplicity of on 
logic factors. Excluding exotica, one has om 
to consider postpartum psychosis, for Ei 
It seems to make a difference if the patie 
manifestations represent an exacerbation E 
schizophrenic condition, a depressive ehm 
a personality disorder, or a transient ad 
ment reaction—to consider only some MU 
possibilities. What is depicted as the Wurm 
cycle syndrome must necessarily be scruti 
in an analagous light. 

One ds that as a result of the wort 
Nicholi and others like him, physicians WI" p 
come more sensitive to the intrapsychie ci 
genetic aspects of the victims of repeate unity 
dents and thereby afford them the oppor dered 
for deserved but heretofore often unrem 
therapy. 


. ROSENSTOCK, Phe 
Harvey A. Houston, Te 


1970 
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Phenothiazines in Treating Patients 
| with Hyperpyrexia 


Sir: Zelman and Guillan's article, “Heat 
Stroke in Phenothiazine-Treated Patients: A 
Report of Three Fatalities” (June 1970 issue of 
the Journal) described a syndrome leading to 
death that is similar to that observed in patients 
dying from untreated alcohol or barbiturate 
withdrawal syndrome. This syndrome consists 
of convulsions, hyperpyrexia, and shock. I am 
surprised that the authors did not mention the 
presence or absence of alcoholism in the patients 
described. 

This, however, is not the major purpose of my 
letter, A number of manufacturers continue to 
advertise phenothiazines for the treatment of 
withdrawal symptoms of people dependent on 
alcohol. One of these, for example, is promazine, 
which was implicated in the death of case 3. 
It “helps manage alcohol induced syndromes 
such as delirium tremens, acute hallucinosis, 
and acute tremulous” according to advertising 
and literature distributed by the manufacturer. 
The article only serves to strengthen my opinion 
that such advertising should cease. The malig- 
nant physical problems associated with the 
alcohol withdrawal  syndrome—convulsions, 
hyperpyrexia, and shock—are precisely those 
accentuated by the use of such phenothiazines. 

There are at least 13 publications indicating 
that promazine increases seizure activity. The 
hypotensive effect of the phenothiazines is well 
documented, and Zelman and Guillan's article 
dramatically illustrates the risk of hyperpyrexia 
In patients treated with them. 


Peter L. Putnam, M.D., M.P.H. 
Chevy Chase, Md. 


The Truth About Groups? 


om In these days of endlessly proliferating 
c Eas marathons, and other confrontations, 
astrin many of our colleagues will welcome an 
pe antidote. Jean Stafford's one-page 
entary in the spring issue of Horizon 
agazine (1) is exactly right. 
kn coli EE, may motivate potential 
iss S and provide some idea of how faultlessly 
5 Stafford places a shaft: 
Your trainer, soi-disant, and the trainees 
Spoke almost wholly in the kind of cant that 
I do not choose to hear. They spoke of 
lis e words,’ of ‘job situations’. ... They 
fi ed ‘structure’ as a verb and ‘construct’ as a 
Oun, and forever on their lips were such 
pastardisms as ‘verbalize,’ ‘intellectualize,” 
€xternalize,’ ‘judgmental.’ 
Apart from being assailed by bad taste, un- 
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speakable logorrhea, and want of control, by 
a basic and irremediable stupidity and studi- 
ous speciousness, I was bored very nearly to 
the point of paralysis. . . . 
You and your confederates are attempting 
to debase a once respectable discipline, that 
is, psychology, to the level ofa shell game. . . . 
One trusts that the moral aristocracy will 
survive despite the venality and impurity of 
frivolous dabblers and manipulators who 
hold out the promise of “more meaningful” 
lives through bad manners." 
If you think such groups might be your cup 
of tea, we urge you to get a copy of this beauti- 
fully done essay. 


The reference is: 


1. Stafford J; My (ugh!) sensitivity training. Horizon 
Magazine 12:112, 1970 


AMES FISCHER, M.D. 
A. J. MALERSTEIN, M.D. 
San Francisco, Calif. 


The Poetic Sensibilities 


Sir: Going over the February 1970 issue of 
the Journal Y was strongly impressed with the 
lines from Robert Frost's “Desert Places” on 
page 1177. 

They cannot scare me with their empty 
spaces 

Between stars—on stars void of human races. 

I have it in me so much nearer home 

To scare myself with my own desert places. 

The power of these lines, which reveal the 
great insight into human psychology that all 
worthwhile poets possess, thoroughly refutes 
Dr. Rosenbaum’s summary dismissal of Poetry 
Therapy (Book Reviews, September 1969 issue 
of the Journal ). 

Perhaps Dr. Rosenbaum has forgotten that 
during man’s evolution poetry came before prose, 
and in order to be good therapists and relate 
ourselves to the whole patient we must retain 
our sense of poetry and avoid becoming too 
prosaic and literal minded, 


ALEXANDER REID MARTIN, M.D. 
New York, N. Y. 


Body Image and Sexual Identification 


reading Dr. Green’s article, 


Sir: After 
Psychiatric 


‘Reprinted with permission from the American 
Heritage Publishing Company. Copyright 1970, the 
American Heritage Publishing Co. 
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Management of Special Problems” (May 1970 
issue of the Journal), I would like to report an 
unusual case I saw recently. 

In contrast to most patients who would like 
to change their sex, this patient, a girl of 14, 
revealed a specific interest in getting rid of her 
breasts. She hated being a girl and wanted to do 
something about it. It turned out, however, that 
she was sexually attracted to boys, but she 
found that having breasts was unbearable and 
she wanted to have plastic surgery that would 
cut them out completely without leaving a trace. 

Physical examination and lab tests proved 
that she was female without question. The con- 
centration on breasts was motivated by an un- 
known factor. She was not masculine in be- 
havior in contrast to masculine homosexual 
girls who do not wish to change their anatomy. 
It is quite clear that a body image problem is 
not necessarily related to sexual identification: 
There is obviously more variety in life. 

Dr. Green commented that transsexual pa- 
tients see the psychiatrist’s role only in terms 
of a means to their desired end and are dis- 
appointed that he is not able to reverse their 
gender and identity. It is my experience that one 
has to expose the fallacy of surgical attempts. 
I explain to these patients that even if they had 
surgery, it would only lead to disappointment. 
I compare it to unnecessary plastic surgery such 
as a “nose job" for a normal nose. 

A good relationship between psychiatrist and 
patient can accomplish quite a bit in terms of 
the general relaxation of tension. In my practice 
I have found that these people (all teenagers) 
have kept their appointments regularly, despite 
the fact that surgery was not forthcoming. 


LEON Tec, M.D. 
Norwalk, Conn. 


The Villain 


Sir: As a long-time student of both past 
and contemporary literature and a continuing 
observer of the quiddities of human nature, I 
have become acutely aware of certain changing 
patterns in literary characters. These changes 
seem to reflect an odd duality in our culture: the 
recognition of mighty and potential evils in our 
politics but a repudiation of the concept of evil 
per se in the individual. While healthy in its way, 
it has led to other distortions that are not so 
pleasant. Even a cursory glance at today’s litera- 
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ture detects this curious trend. 

Something is missing. What, in fact, has be- 
come of the villain today? 

The tradition of villainy is old, going all the 
way back to Cain (if you wish to discount Eve's 
initial devilry with the snake). Nevertheless, 
the villain has enjoyed a highly respectable dis- 
repute for centuries. Everyone knew and under- 
stood him, from the Athenians thronging to 
hear Sophocles’ latest tragedy, through Shake- 
speare's superb delineation of masterly mis- 
creants, all the way to the wily villains in latter- 
day paperbacks. 

As a serious literary character, however, he 
is dead. The new morality has eliminated a lot of 
inhibitions and placed the traditional villain in 
the ranks of the dodo. Villainy as an essential 
plot element still exists and is as slick and 
menacing as ever. But the villain is no longer 
wicked for the sake of wickedness itself; the 
poor character has become psychotic. j 

Who commits murder and rape these days in 
the pages of a novel? The psychotic, of course, 
who is always identified as a “mental patient.” 
In romantic literature, who stands between the 
lovers and marriage? Why, the father with a 
deep-seated complex or the pathologically 
dependent and clinging mother, neither of 
whom can possibly be viewed as deep-dyed 
villains, I 

Who plots political coups and ingenious 
assassinations in adventure and escape litera- 
ture? The paranoid personality, of course. Who 
is the crime-prone, drug-prone problem youth 
of today’s novel of realism? Why, the rebellious 
or deprived adolescent from a too affluent 
home or a too impoverished environment. — , 

And so it goes. In essence, the old Lucifer d 
still with us, but he has been psychologized an 
sociologized in depth. ea 

It probably makes for more interesting litera- 
ture from the modern viewpoint, but it algo 
produces stereotypes just as the older literatur: 
did. Who knows whether or not these ner 
stereotypes may not be doing a real diss m 
to the rank and file of the mentally ill? n > 
society where do-it-yourself psychoanalysis ii 
become a popular pasttime, only the menta ib 
ill seem to remain as potential villains, n 
for the writer, but also for the public as a W ut 
Maybe the old-time villain would be pre'e 
able after all. 


ViRGINIA H. STUART 
Trenton, N. J. 
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BOOK REVIEWS. 


Tue Courace ro Love: SELecrep Papers or Eprra 
Weicert, M.D. By Edith Weigert. New Haven, 
Conn.; Yale University Press, 1970, 408 pp., 
$15. 


Driven from her homeland by Hitler, first to 
Turkey where she spent four years, Edith Wei- 
gert came to the United States in 1938. She 
brought with her to the Washington-Balti- 
more area (where she settled with her husband, 
the distinguished economist Oscar Weigert) a 
broad academic background acquired in German 
universities, together with impeccable credentials 
from her psychoanalytic training and experience 
in a Berlin dominated and inspired by Sigmund 
Freud. In this country she was receptive to 
many new influences, particularly that exerted 
by Harry Stack Sullivan, with whom she worked 
during her early years here. 

Now we have Dr. Weigert’s selected papers, 
entitled appositely The Courage to Love, The 
volume, consisting of 22 papers dating from 
1938 to the present, illustrates both the range 
and depth of her contributions to psychoanalysis. 
Although her interests range widely, including 
ethology and a fascinating and richly informative 
discussion of the mythology of the Near Eastern 
cult of the Magna Mater, her principal concerns 
are the basic clinical and theoretical problems 
of psychoanalysis. 

im Dr. Weigert’s approach to these problems 
o can readily be discerned three main 
eA S—Freudian, : interpersonal, and, in- 
read existential. The latter derived not 
phik tom her wide knowledge of existential 
Aa Piy and psychology but also from a 
poema conviction that shines through 
ks ing she writes, that psychotherapy is or 
a ge an encounter between two humans. 
ATAR Weigert the process of psycho- 
Eu healing lies in the cultivation of 
con Tust (defined as hopeful openness to the 
ee iea to the future) between therapist and 
trality | which is achieved not through neu- 
of * 9r undiscriminating empathy on the part 
bem = therapist but rather through | his un- 
Pathy ental, self-informed, and creative sym- 


ie example of her approach, I would rec- 
xou the article “The Psychotherapy of the 
Ctplive Psychoses” as a particularly per- 
Cult eli and sensitive treatment of a very diffi- 
is one nical problem. The problem in this case 
that she is eminently qualified to discuss 
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by virtue of her participation in perhaps the 
most successful of the few attempts by psy- 
choanalysts to pool their knowledge in the 
intensive study of a single syndrome. 

Dr. Weigert is sometimes critical of Freudian 
concepts, but her criticism is always construc- 
tive and is based on a thoroughgoing familiarity 
with Freud's ideas as they evolved, unlike the 
many ill informed onslaughts on Freudian straw 
men that one sees so often today. However, she 
does not so much fundamentally disagree with 
Freud as attempt to add a further dimension to 
his work by offering hope to the ordinary 
varieties of human unhappiness that Freud said 
was all psychoanalysis could offer in exchange 
for neurotic suffering and that, incidentally, 
seem to occupy more of the time of present-day 
psychoanalysts than the discrete — psycho- 
neurotic entities Freud dealt with. 

These papers are written gracefully and some- 
times eloquently; they reveal a learning no less 
impressive for being unobtrusive; they can be 
read with much profit by anyone interested in 
understanding and treating those casualties of 
the human condition who seek help through 
psychotherapy. 


PAUL CHODOFF, M.D. 
Washington, D. C. 


Poverty anp HEALTH: A SOCIOLOGICAL ANALYSIS. 
Edited by John Kosa, Aaron Antonovsky, and 
Irving Kenneth Zola. Cambridge, Mass.: Har- 
vard University Press, 1969, 440 pp., $12.50. 


Most of us in medicine and psychiatry have 
all we can manage in keeping up with our 
clinical work, be it the treatment of certain pa- 
tients or one or another kind of research that is 
also centered in the study of particular individ- 
uals. As a result we are lucky that others have 
dedicated their lives to observing what I suppose 
can be called the “larger scene": how different 
groups and classes of people live, what their 
collective habits are, what they do and do not 
get from given social and economic systems, 
and on and on. 

If sometimes such social scientists—and some 
in psychiatry who would imitate them—can be- 
come far too wordy or theoretical and in general 
victims of the mind's capacity to take itself (its 
ideas, its abstractions) far too seriously, indeed 
endow concepts with a life of their own, then 
the other side of the story is that we clinicians 
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can get so lost in our special and necessarily 
limited world that we lose all sense of what 
goes on in the world at large and indeed forget 
to ask ourselves questions one would think 
common sense alone (let alone careful sociolog- 
ical research) might prompt in us. 

This book was primarily written by sociolo- 
gists who have had considerable experience 
working with physicians or studying from a 
different angle the problems that physicians 
also observe. The book contains 11 essays, and 
in effect each one compels the reader to think 
twice about many assumptions he may well 
have let go unexamined, perhaps out of con- 
venience or moral expediency. Who, for instance, 
has access to and buys our time? To whose 
"welfare" are we dedicated? What kind of oath 
do we take as doctors, and in contrast what 
kind of medicine do we actually practice? That 
is to say, which sick and ailing people do we 
treat and which do we regularly dismiss from 
any concern at all? Even when we do “reaeh 
out" and try to extend the domain of our com- 
passion and involvement, how do we make the 
effort—with what built-in, oftentimes un- 
acknowledged preconceptions, prejudgments, 
rationalizations, and  self-excusing or self- 
serving judgments? 

Those are painful questions, and if they are 
not directly asked in this book they gradually 
begin to emerge as the philosophical back- 
ground against which the various essays have 
been written. In page after page of facts, tables, 
charts, and analytic discussion one is com- 
pelled to examine the relationship of poor and 
Obviously ailing people to a profession that 
prides itself on its idealism. Put bluntly, the poor 
are the sickest, need medical care the most, 
get it the least, and often enough have to en- 
dure the additional insult and burden of getting 
a particularly arrogant and condescending kind 
of "care" that does indeed work its way 
"down" to them. 

We are done with the 60s. The war on pov- 
erty is over, as one of the writers in this book 
notes with barely subdued bitterness. Yet we 
still have among us millions of impoverished 
people of all races and regions. They are people 
whose children die early and needlessly, whose 
children become tired and apathetic, or sullen 
and spiteful, or wild with rage—at what has 
happened to them and at what we in the 
world’s richest, most powerful nation still 
allow to be their lot. 

I suppose one can angrily take one bit of 
consolation in the appearance of this book: 
The next time we declare one of our “wars” 

on poverty, no one had better say that we need 
to know more, we need more studies, we need 
to get the facts. It is all here, soberly and care- 
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fully documented, even written without polemics, 
“merely” concern; the condition of “them,” the 
poor, but unquestionably of "us," too—whose 
consciences, apparently, can live quite easily 
with the state of affairs this book persists in 
describing. 


RoBERT Coes, M.D. 
Cambridge, Mass. 


Georce III anp tHe Map-Business. By /da Macal- 
pine and Richard Hunter. New York: Pantheon 
Books (Random House), 1970, 395 pp., $10. 


Because | was already familiar with the au- 
thors’ British Medical Journal articles (1, 2) on 
George III, I expected that a fairly perfunctory 
scanning of this book would satisfy my curiosity. 
Instead, I found my attention gripped from the 
start, and I read it from cover to cover with a 
real sense of privilege that the authors have 
shared their detailed historical research with us. 

The basic facts remain the same as those 
originally reported. Mental symptoms did not 
appear in the 1765 illness of George III. How- 
ever, various authors (from the psychiatric point 
of view, notably Isaac Ray [3] and M. S. Gutt- 
Macher [4] have surmised, and even asserted, 
that that illness was indeed a mental one, based 
on the flimsiest of evidence. The authors ex 
plode this myth but not before tracing it to its 
origins. Thus the American colony was already 
lost before the king’s first illness with mental 
symptoms, and he was the victim of an inborn 
error of metabolism. The physicians of that 
time tended to ignore “the mad business ; 
nevertheless, the comments of various astute 
clinicians repeatedly emphasized that the king 
was not insane but was suffering from delirium 
or the effects of a physical illness. / 

The records often referred to the king as 
“fevered,” but it is clear that this conclusion 
was based upon his rapid pulse and cdi 
In those days there were no means of ascertal ; 
ing the king's temperature. Also, the clinician 
of the 18th century possessed an at 
reverence for royalty that prevented their as ie 
questions or otherwise attempting to pr 
the royal personage. They could speak to V 
only if he addressed them first! This is in reme 
able contrast to the repressive and often e 
treatment meted out to the king by the Men 
“mad doctors." In spite of the absence © us 
clinical examination as we know it today t 
were innumerable observations made © je 
king's appearance and behavior; bullets ue 
peatedly alluded to these, and various gu 
were questioned about the illness by Parii i 

Prominent figures in the book inclu e 
Reverend Dr. Francis Willis and his sons 
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- were called upon to look after the king in his 
recurrent illnesses. Their basic policy was to 
control his behavior by intimidation, and this 
included measures that must have tended to 
worsen the metabolic status of his porphyria. 
He was purged, bled, blistered, and sur- 
reptitiously given tartar emetic. He was kept 
in relative seclusion and usually in isolation 
from his family. Often he was tied into bed, 
and frequently a restraining chair, which he 
called “my coronation chair," was used. Oc- 
casionally more humane approaches were 
advocated in which coercion was to be re- 
placed with rehabilitation. However, such ad- 
vice rarely prevailed because, given the slightest 
pretext by the king’s symptoms, the “mad 
doctors” took over, essentially excluding other 
physicians. 

Throughout all this the king was an unwilling 
Victim, sometimes delirious and sometimes 
= quite a match for his keepers. In the last cate- 
= gory was the occasion when King George, al- 

- ready quite recovered from a recurrence of ill- 

ness, had to threaten to go on strike in order 

to free himself of the Willises. A king goes on 
strike, or did in those days, by refusing to ap- 
pend his signature to various affairs of state! 

This book has something for everyone: his- 
torian, psychiatrist, internist, epidemiologist, 
Statistician, forensic specialist, and genealogist. 
Space precludes my offering more than some 
tantalizing samples. The authors adduce evi- 
dence that James VI of Scotland and I of 
England was another victim of porphyria; they 
quote the superb clinical descriptions by May- 
Ins in the early 17th century. Others suffering 
Tom this inherited trait included James's 
ape Mary Queen of Scots, Frederick the 
MER and many members of the houses of 
m rt and Hanover, including descendants 

ing today. 

GA medical detective work that is laid be- 

is NUN alone justify the book, but there 

the E , more. We gain an insightful look at 
at igins of present-day psychiatry. We see 
ae and public mental hospitals and 
signif attitudes toward mental illness were 

Ghee, affected by these events. A his- 

medical impse is offered of the beginnings of 

Rides E What may be the first use of a 
Ed erm is documented as of 1801 when 

ioci See io e 

ice of ith his “herbaceous tranquillizer, the 

Porphyria und ivy. Over a period of 500 years 

ii wees royal malady,” has accounted 
Picion b sudden deaths with inevitable sus- 
the illn. Poisoning. Even in the 19th century 
anda, 55 Was connected with court intrigue 

à royal kidnapping. 
is well-documented book covers a span of 
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history in which our science and art of psy- 
chiatry have gradually evolved from the “mad 
business.” It is impressive to see how far we 
have come in such a short time as well as to 
learn that there were humanitarian and en- 
lightened clinicians so long ago. Every psy- 
chiatrist who reads this book is likely to enjoy 
it. 


The references are: 


1. Macalpine I, Hunter R: The “insanity” of George 
IIE a classic case of porphyria. Brit Med J 1: 
65-71, 1966 

2. Macalpine I, Hunter R, Rimington C: Porphyria 
in the royal houses of Stuart, Hanover, and Prussia: 
a follow-up study of George III’s illness. Brit 
Med J 1:7-18, 1968 

3. Ray I: The insanity of King George III. Amer 
J Insan 12:1-31, 1855 

4. Guttmacher MS: America’s Last King: An Inter- 
pretation of the Madness of George III. New York, 
Charles Scribner's Sons, 1941 


Joun A. EwiNG, M.D. 
Chapel Hill, N.C. 


Psicorocia Mepica € Psicuiateia. By Antonio 
Balestrieri. Torino, Italy: Unione Tipografico- 
Editrice Torinese, 1969, 410 pp., 6,500 L. 


A psychiatric renaissance is rapidly unfolding 
in Italy and manifests itself in many ways, after 
the regrettable arrest caused by Fascist ob- 
scurantism and World War II. 

This book only partially reflects the recent 
enlargements of psychiatric horizons in Italy. 
The first part of the book deals with medical 
psychology and general psychopathology and 
remains fundamentally within the frame of 
reference of Wundtian psychology. A good 
chapter describes the relations between psy- 
chophysiology and psychosomatic medicine. 
Another well-written chapter discusses per- 
sonality. Here the contributions of the major 
psychological schools of thoughts are briefly 
reviewed and discussed. 

The second part of the book is devoted to 
clinical psychiatry. Although the author makes 
attempts here and there to include recent psy- 
chiatric developments, this section remains in 
the framework of the Kraepelinian tradition and 
is almost exclusively descriptive. The psycho- 
dynamic, sociocultural, and family approaches 
are completely bypassed. The case reports are 
brief and include only the manifest symptoma- 
tology. E 

To compensate for these gaps the volume 
ends with three appendices that are written by 
different authors and include material not inte- 
grated in the second part of the book. The first 
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appendix, on biochemical aspects of affective 
disorders and schizophrenia, is written by 
Michele Tansella; it is probably the best part of 
the book. It gives a succinct but adequate and 
clear account of the present state of knowledge 
on this subject. The second appendix, written 
by Franco De Maria, deals with child develop- 
ment. The third appendix, written by Giovanni 
Dello Russo, deals with psychodynamics and 
psychotherapy. This appendix is well written 
but is too brief to be of practical value. It is, 
however, stimulating and will encourage psy- 
chiatrists in training to pursue this fertile field. 


SiLvaNo ARIETI, M.D. 
New York, N. Y. 


Tue THeory anp Practice or Mental HEALTH 
Consuttation. By Gerald Caplan. New York: 
Basic Books, 1970, 394 pp., $10. 


Gerald Caplan has written another beautiful 
book. In this volume he summarizes his clinical 
experience and theoretical formulations of the 
past 20 years on the topic of mental health 
consultation. The concepts are presented with 
precision and in simple language characteristic 
of this major contributor to the field of psy- 
chiatry. 

In the introduction Dr. Caplan complains 
about his dissatisfaction with the book. He re- 
grets the uneven quality. In fact, however, the 
book is well written and well integrated. Chap- 
ters 1 through 1l make a clear, simple, ex- 
cellent textbook for the resident or beginning 
consultant. These chapters provide him with a 
vocabulary and theoretical framework in which 
to organize his supervised clinical experience in 
learning the theory and technique of consul- 
tation. 

The last three chapters seem to be written for 
the more experienced consultant. Chapter 12 
describes the problem of evaluation. In this 
chapter Dr. Caplan makes the important point 
that much better techniques of evaluation must 
be developed. The whole field of psychiatry is 
hampered by the lack of a methodology of 
studying psychotherapy outcome, education 
outcome, or, in this case, consultation outcome. 

Chapter 13 describes the training in mental 
health consultation given by Dr. Caplan's group. 
It gives details of their program and some of 
their experiences. The last two and one-half 
pages of that chapter, under the heading of 
“Informal Training Program," are an attempt 

to summarize other programs that train psy- 
chiatrists in the technique of consultation to 
other professionals and nonprofessionals. This 
is a rather unfortunate ending to the chapter, 
Dr. Caplan is apparently not very familiar with 
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the immense variety of approaches 
approximately 200 other programs in 
health consultation. Some of these edate 
Dr. Caplan’s work in the field by two or three 
decades. n 
The last chapter details a fascinating account 
of the difficulty the mental health consultant 
finds himself in when he attempts to deal with 
some of the social and racial tensions of our 
time. It raises important questions for all ofus. - 
This is an excellent book. The first 11 chapters 
are of interest to the beginning resident and noy- 
ice mental health consultant, and the last three 
chapters are of interest to the senior practitioner. 
in the field. It is unfortunate that the publisher 
has burdened this beautifully written book with 
such an ugly design. Dr. Caplan's purple-green 
complexion on the dust jacket did little for this 
reader except to produce a feeling of nausea. 


WERNER M. MENDEL, M.D. 
Los Angeles, Calif. 


GeneraL Systems Tueory anp Psycuiatey, Edited 
by William Gray, M.D., Frederick J. Dull, 
M.D., and Nicholas D. Rizzo, Ed.D, M.D: 
Boston: Little, Brown and Co., 1969, 467 pps 
$15. 


Does psychiatry need a new set of theoretical 
constructs to encompass the new consumer de- 
mands made on the clinician? What is general 
systems theory? What are the range and dep! 
the theoretical concepts? How do these concepts 
reinforce or replace other theoretical constructs 
Can a psychiatric clinician, administrator, teacher, 
or researcher increase control over his data 
through use of general systems theory? , 

If these questions are of interest to you, this 
volume will be an invaluable reference collection 
of papers, most of which were presented at 
1966 and 1967 annual meetings of APA or iu 
scattered in other sources. As such, this book 5 
the most thorough and yet readable attempt t 
portray general systems theory to the 82550. 
psychiatric public. Its major predecessor a 
Toward a Unified Theory of Human Behavior, 
has been reissued (1), but this book would ap- 
peal to a narrower theoretical audience: al 
major resource books—the yearbooks on genera 
systems theory (2)—are more demanding 1n | 
intellectual and mathematical requirements. 

Twenty-five eminent scientist-clinicians 
tribute widely ranging articles divided into DM 
sections: 1) general theoretical considerati " 

2) specific theoretical considerations, 29° ae 
general systems theory in action. With fe de 
ceptions, each piece is an intellectual tors 5 
force and deserves intensive analysis am d 
tensive comment. Although there is a danger — 
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unfairness in specific limited comment, it is still 
necessary to mention a few articles. 

James Miller, M.D., has written a crystal- 
stark, elegant exposition of basic concepts. In 
almost outline form, from space and time to 
matter, energy, information, and eutrophy and 
so on, he leads the reader ever so gently into the 
theoretical depths. The question “What is gen- 
eral systems theory?" is most adequately an- 
swered. 

In a brief overview, Ludwig von Bertalanffy, 
Ph.D., the founder of general systems theory, 
speaks clearly of the why?—to find conceptual 
tools to handle the organismic features of life, 
behavior, and society; to develop representative 
models for logical analysis, simulation; and to 
come to a better understanding, explanation, 
prediction, and control of the function of an 
organism, a psyche, or a society. 

Two interesting articles provide concise sys- 
tematic frameworks for clinical psychiatry— 
Jüles Masserman's “Asymptotic Systems of 
Survival" and Judd Marmor and Eugene Pum- 
Pian-Mindlin’s “Toward an Integrative Con- 
ception of Mental Disorder.” While valuable in 
their own right, these articles demonstrate the 
Stylistic versatility possible within a general sys- 
tems context. The Marmor and Pumpian-Mind- 
lin contribution is important for another reason. 
It was derived out of the military experience of 
the authors and was written from 1946 to 1948, 
reflecting an open system approach and utilizing 
à continuous spectrum of interaction between 
field and individual as the loci for specific clinical 
Esos. Clearly consistent with the concepts 
of modern general systems theory, it nevertheless 
Predated any wide exposition of the theory. 
Bel, the test of a theory is in the more 
Sale control its use gives. As psychiatry has 
eee to deal with families, groups, neigh- 
with "sa and the interaction of all of these 
vinim ividuals, there has been considerable 
plexit Sn identity confusion , and “com- 
No Shock." A series of articles relating 
Centers Systems to community mental health 
eflectis and to family therapy is particularly 
of m in demonstrating the power and range 
M amm concepts in describing complex 
Eds nfortunately, beauty and order in 
p lon is only the first step toward pre- 

and control. 
E nna: General Systems Theory and 
or those deserves to be a primary resource 
Scekin € clinicians, teachers, and administrators 

(Em 8 at least theoretical relief from com- 
Plexity shock. 


The Teferences are: 
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Human Behavior, 2nd ed. New York, Basic Books, 
1967 

2. Rapoport A (ed): General Systems. Yearbook, 
Ann Arbor, Mich, Society for General Systems 
Research 


FRANK T. RAFFERTY, M.D. 
Baltimore, Md. 


Tue Starr or THE MreNraL Heata CENTER: A 
Fro Stupy. By Raymond M. Glasscote, M.A., 
and Jon E. Gudeman, M.D. Washington, D. C.: 
D Joint Information Service, 1969, 207 pp., 


There is a certain smugness that results from 
reading a report of a survey of clinical facilities 
that resemble one's own and finding that the 
report closely parallels one's own observations. 
This survey of eight ongoing established com- 
munity mental health centers (CMHCs) holds 
no surprises for anyone familiar with such 
centers. The study was carefully done and is well 
reported. It describes the centers and their 
staffs and gives detailed attention to staff atti- 
tudes, priorities, beliefs, and complaints, and to 
the origins and backgrounds of the staff. It 
deals in a less thorough way with the types and 
amounts of services provided. It underlines but 
obviously cannot solve some key questions. 

By definition, community mental health 
centers are expected to provide more available 
and flexible clinical services to the residents of 
their catchment areas either by establishing new 
services, integrating old ones, or both. Two key 
questions are: How much staff effort should go 
into primary prevention? How much responsi- 
bility should be assumed for the chronically 
mentally ill? 

The first question gets substantial attention 
in this volume. The global, naive, and fumbling 
nature of the area of “primary prevention of 
mental illness” is well reflected by quotations 
from statements of CMHC staff members, e.g., 
“Prevention of mental illness through human- 
istic approaches to mental problems,” and 
“We need increased consultation to existing 
agencies which could lead to a break in the 
chain of poverty.” The book also suggests that 
the impetus for primary prevention programs 
comes more from the CMHC staff than from 
community groups. No strong case for the value 
of such programs is made in this book, and one 
sometimes wonders whether a valid case could 
be made. 

The care of the chronic or recurrently psy- 
chotic patient gets much less attention, al- 
though the tone one feels in reading the book 
is that such patients are sloughed off on backup 
facilities with which CMHCs have little ap- 
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parent contact. I submit that the greater em- 
phasis on primary prevention observed by the 
authors is, in some ways, an escape from some 
of the real core problems of community psy- 
chiatry. 

Other overtly mentioned problems are those 
of administration and communication. Both 
are pervasively viewed as in poor shape at all 
the centers studied, at least by the current 
staffs. At times while reading this book and 
hearing colleagues and friends complain about 
other research or service institutions, I began 
to wonder whether all organizations—hotels, 
banks, electronic firms, and so forth—would 
not always show the same kinds and intensities 
of complaints. Maybe having CMHCs run by 
Harvard Business School graduates would help 
matters, but I wonder. 

Ultimately, if this book leaves much to be 
desired, it is because the field leaves much to be 
desired. Vital issues such as level of needed 
staffing, internal structure for optimal efficiency, 
the best uses of staff time, and evaluation of 
productivity are obviously beyond the survey 
staff and beyond the capacities of the eight 
mental health centers surveyed. We are pro- 
vided with a cross-sectional survey of a series 
of natural experiments. A resurvey after two or 
three years seems in order. Greater federal 
pressure for the collection of comparable sys- 
tematic patient-care data across centers is 
needed. It must be accompanied by some 
special funding or it will be poorly done and an 
Opportunity for research on diverse treatment 
programs will be missed. Opinion is intriguing: 
fact might be both disturbing and instructive. 


JONATHAN O, Cors, M.D. 
Boston, Mass. 


Tue Dyinc Cuir. By William M. Easson, M.D. 


Springfield, Ill.: Charles C Thomas, 1970, 100 
pp., $5.75. 


Without protests in behalf of this reviewer's 
humility, he has reviewed many books con- 
cerned with death and dying and has read many 
more on the topic. With this as a base line, it is 
this reviewer's opinion that this is the finest, 
most useful book on the subject to date. 

The book has few pages, but this is due to its 
succinctness. The language is clear and is com- 
pletely void of psychiatric terms and jargon. 
Nonetheless, the author pays careful attention 
to dynamics and theoretical concepts, which are 
expressed in uncomplicated vocabulary. 

In his writing the author reflects sensitivity, 
sophistication, and compassion. There are 
many passages that are descriptively poignant. 

One example (page 67): 
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Regardless of whether a child has been mean- 
ingful in his family in a positive or a negative 
fashion, his death will mean a loss and a 
difference in the family. Any loss means that 
those left behind will have to go through a 
mourning process in one fashion or another, 
If the dying child has brought pleasure to the 
family, his parents, his brothers and sisters 
face the fact that soon they will no longer see 
his smile or hear his voice. Her laugh, her 
teasing, will be absent from the dining room 
table. His room will be strangely tidy and 
silent. The family phone will be silent—no 
more boyfriends will be calling—but it will be 
the stillness of death. Where the child has 
brought conflict and anger to the family, his 
death will bring a sudden quietness. No 
longer will the parents have to tolerate the 
nagging and the bickering—they will have to 
readjust to the peace. The neighbors may be 
friendlier when the delinquent is dead, but 
the family will have to adapt to the change in 
neighborhood attitude. If the dying child has 
had any impact at all, happy or unhappy, 
productive or disruptive, in his family, the 
members will.have to mourn his dying and 
his death. 


This is not to say that the book is depressing. 
It is not. Since management of the dying child 
is given full treatment—interwoven with dynamic 
rationale—it offers hope to all concerned with 
this problem. It has emotional depth, rather 
than manifesting itself as an intellectual exer- 
cise (which is the frame of reference of most 
books on the subject). 

The book views death and dying not only 
through the eyes of the child but also through 
the eyes of those in his environment. The chap- 
ters deal in turn with the child's understanding 
of death, the preschool child, the dying grade- 
school child, the dying adolescent, the family 
of the dying child, and the treating personnel. 
All of this could be easily extrapolated to the 
adult, as adult attitudes are built on childhood 
attitudes and experiences. 

I have two very minor criticisms. The author 
describes the Lazarus syndrome, in which w 
dying child recovers or has a remission. Bot! 
the child and his family have to adapt to this 
new situation, usually with great upheaval. by 
author omits, in explaining the difficulty, i 
contributing factor to the family's resentmen 
of the childi They have made an dus 
emotional investment in the child during M$ 
illness, and it has been in vain. We see this 
phenomenon also in adults as they follow * 
loved one through surgery for diagnosed Eu 
that turns out to be benign. Another point 
disagreement is with the recommendation 
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the book’s dust jacket) that perhaps this book 
would be useful to the dying adolescent. This 
reviewer feels that this book could complicate 
the dying adolescent’s internal organization 
toward denial as well as reality. 
On the other hand, this book is recommended 
to doctors, nurses, clergy, lay persons, and 
particularly to psychiatrists as a meaningful re- 
view of the problem of death and dying. As a 
matter of fact, it would be a useful public best 
seller like some other technical medical books, 
but unfortunately it does not include sex in its 
title. 
NATHAN SCHNAPER, M.D. 
Baltimore, Md. 


Asortion: Law, CHoice AND Morauity. By Daniel 
Callahan, Ph.D. New York: Macmillan Co., 
1970, 507 pp., $14.95. 


In his introduction to this book, Daniel Calla- 
han states, “Abortion is at once a moral, medi- 
cal, legal, sociological, philosophical, demo- 
graphic, and psychological problem not readily 
amenable to one-dimensional thinking.” The 
text then consists of the currently most com- 
Prehensive review of existing data from these 
various fields. 
Having identified his primary concern with 
the moral issues concerning abortion, Dr. 
Callahan presents the facts, his interpretation of 
them, and a most complete annotated bibliog- 
Taphy io assist those who would agree or dis- 
agree with his conclusions but who might share 
With him a desire to expand their own views in a 
Scholarly fashion. 
PUR psychiatrist called upon to grapple 
TER € abortion issue, Dr. Callahan reviews 
js MEAE and enters a plea for more data and 
that neu and speculation. He further proposes 
ale Wi among professionals is to be antici- 
mine States that “only if the psychiatrist 
dd re negligently ignores the opinion or 
FA forward by those holding. different 
Uds s p be accused of failing in his 
Callala medical responsibilities." me 
of hig d has bravely presented a description 
Foe ort to think through the problem of 
Mens: He has argued well for his basic 
di He à that the problem is primarily a moral 
deine clearly demonstrates the availability of 
is i to support quite polar moral positions. 
d the is well that the moral issue arises not only 
More peal level but at a personal level and a 
cistern Social level as well. He indicates his 
us E the moral issue of abortion is not one 
With, solved but one that must be coped 


Th hi 1 y 
zi his concluding chapter, Dr. Callahan indi- 
What he believes should be the major 
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components of an ideal law. He advocates a per- 
missive code, yet one that is regulated by law. 
More importantly, he reminds us that with any 
law or no law at all there will remain a number 
of social, health, and personal problems and 
issues that have been implicated as related to the 
abortion problem and beg their own solutions. 


EDWARD T. Auer, M.D. 
St. Louis, Mo. 


FEMALE Sexuauity: New Psycuoanatytic VIEWS. 
By Janine Chasseguet-Smirgel. Ann Arbor, 
Mich.: University of Michigan Press, 1970, 
220 pp., $8.95. 


This book by psychoanalytic colleagues 
overseas promises much, but it is rather dis- 
appointing. It is translated from the French. 
The volume is couched in the language of classic 
psychoanalysis and run through with libidinal 
phraseology and concepts; it will be easily read- 
able only by the psychoanalyst. The book, which 
begins with a review of Freud’s theories about 
women, is a most valuable reference text on his 
views and those of some of his major followers. 
A minor flaw here is omission of Freud’s rec- 
ognition of woman’s dual sexual role. 

Accepting Freud’s monistic sexual views and 
his concept of woman as a defective man, all of 
the contributors wrestle with the image of woman, 
born castrated, innately envious of the penis, and 
having difficulty with her oedipal phase as a 
consequence of this. The book is obviously filled 
with good will toward women, yet it contains flo 
new or major contributions. It does not even 
reach the point at which Clara Thompson left 
off: the recognition of cultural factors affecting 
penis envy in women. The trouble seems to be 
that analysts, impaled upon libido theory, can- 
not free themselves from instinctual concepts 
and find a new approach to understanding 
women and the effects of their disenfranchise- 
ment both in the culture and within the family. 
Six or seven books on the subject have come 
along within the last year or so. This one does 
not compare favorably with the best of them: 
Modern Woman (1). 

The first contributor is Christian David, who 
acknowledges with dismay the psychoanalytic 
prejudice against women. He presents a fasci- 
nating case history of a man—basically a trans- 
vestite. One expects this will lead to insights about 
women, but unfortunately the connection is never 
made. All the other contributions are rich in 
descriptive detail, well thought out, and well 
developed within their particular framework. 
There are excellent case illustrations, but some 
seem inappropriately used, leading one to feel 
the analyst must be blind in ignoring or denying 
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the cultural factors affecting the patient. 

This is a creditable work. It will interest psy- 
choanalysts, but alas, there is nothing big, brave, 
or new. 


The reference is: 


1. Goldman GD, Milman DS (eds); Modern Woman. 
Springfield, IIl, Charles C Thomas, 1969 


NATALIE SHAINESS, M.D. 
New York, N. Y. 


Case Stupies iN Scuizopurenia. By Clarence 
G. Schulz, M.D., and Rose K. Kilgalen, R.N. 
New York: Basic Books, 1970, 260 pp., $8.95. 


In Case Studies in Schizophrenia seven case 
histories, along with an introduction and final 
summary chapter, are presented in the format 
used in most psychiatric anamneses; presenting 
illness, background, psychological test data, and 
the therapeutic process are described. 

The authors make so many points of crucial 
importance for the treatment of Schizophrenia 
that it is only possible to highlight a few of them 
here. The book's single most significant con- 
tribution is its cogent discussion of the role 
played by staff attitude in the treatment process. 

Also valuable are the following points; Both 
patients and staff need to accept each other's 
limitations; not all of the difficulties that arise 
between patients and staff are ipso facto caused 
by the patient. Nurses must be involved with pa- 
tients as human beings; it is important to have 
mixed sex staff (and, I might add, a mixed sex 
ward) staff flexibility is crucial (this point is 
especially true since the Schizophrenic patient's 
most consistent characteristic is often his vari- 
ability); dependency and regression are at times 
necessary and therefore should not cause re- 
jection of the patient by displeased and dis- 
appointed staff members (as all too often hap- 
pens); the patient's experience should be validated; 
and, finally, staff attitudes cannot be rigidly 
prescribed, 

In light of the present emphasis on com- 
munity treatment, the reader may legitimately 
question the relevance of the treatment model 
advocated by Schulz and Kilgalen. I for one 
would say that the durations of hospitalization 
described are overlong. On the other hand, there 
are few persons involved in the community treat- 
ment of psychosis who have the principles of 
treatment of schizophrenia as well in hand as 
the authors do. 

Perhaps the fairest way to judge the model is 
by its results. In six of the seven case histories 

presented, the autliors are clearly dealing with 
schizophrenics, and the seventh patient is severely 
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ill, whatever the diagnosis. On follow-up (all too 
infrequently done in our profession), all pa. 
tients were out of the hospital two to 12 years 
later. Four were married after their treatment 
experience, and six were working in some Capac- 
ity. This small sample follow-up would certainly 
seem to confirm the effectiveness of the au- 
thors’ therapeutic techniques. 

Research-minded readers might say, however, 
that the sample was unrepresentative (we are 
given no data on how these cases were selected 
from among those treated by Dr. Schulz), and 
the other events following the patients’ hos- 
pitalization may have been actually responsible 
for the outcome, etc. Even with those provisos, 
however, the authors have clearly done an ex- 
cellent job in treating the seven patients dis- 
cussed. 

In the final chapter the authors make several 
important summary statements. In an era when 
drugs are the dominant treatment for schizo- 
phrenia, they make explicit their belief in the 
importance of including the psychological ap- 
proach—an opinion with which I heartily concur, 
They note the incongruities in the psychiatric 
treatment system. The fact, for example, that 
those mental health workers with the least 
training and the lowest salaries are dealing with 
the sickest patients makes our treatment system 
look as insane as those it treats. Finally, the au- 
thors discuss the factors that lead to discourage- 
ment in the treatment of schizophrenia: 


Concentrating large numbers of chronically 
discouraged patients with like-minded low 
morale staff and setting them apart in a 
isolated hospital subcommunity is the wm 
Possible approach. It promotes a downwar 
spiral of discouragement in a tripartite trap 
comprised of patients, staff, and the ets 
hospital community. In such a situation, e 
patients’ defensive withdrawal and regret 
behavior is experienced as nonhuman by n 
staff, who routinize their functions and Ds 
come pessimistically preoccupied with labe d 
and categorizing. The staff's unresponsiven » 
or automatic responses contribute to the p t 
tients' discouragement, confirming both ted 
Patients’ self-evaluation and their anticipa up 
response of rejection from others. The E : 
expectation of social performance fut 
Mutual hostility leads to feelings of hopeles® 
ness. A philosophy of hopelessness gener 
chronicity (page 260). 


This quotation vividly illustrates the WE 
System of mutual hopelessness, withdrawa ied 
nihilism that frequently encompasses P2 uos 
nurse, doctor, hospital, family, and com 
Only a dedicated reinvestment of pur ma 
intelligence, and energy can interrupt this spirat 
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Although this book is something less than the 
dust jacket quotation from Dr. Harold Searles 
would have us believe, it should still be required 
reading for clinicians, psychiatric residents, 
nurses, and others who plan to dedicate them- 
selves to working with severely disturbed pa- 
tients. If some of the principles outlined in this 
volume were more widely put into practice, even 
without long-term hospitalization and individual 
psychoanalysis, the lot of schizophrenics would 
be vastly improved. The authors are to be com- 
mended for the explication of these most im- 
portant treatment principles. 


Loren R. MosHER, M.D. 
Chevy Chase, Md. 


American Drinking Practices. By Don Cahalan, 
Ira H. Cisin, and Helen M. Crossley. New 
Brunswick, N. J.: Rutgers Center of Alcohol 
Studies, 1969, 257 pp., $9.50. 


This book is difficult to read. Nevertheless, it 
ought to be read widely. The problem in reading 
is not due to a lack of clarity of expression but 
to the abundant interlarding of tables and charts 
throughout the manuscript as well as the minu- 
tiae of detail resulting from a careful dissection 
of the data. The importance of this work—and it 
is important—is that the authors and their study 
have provided us with beginning scientific base- 
lines in the field of alcohol use and alcoholism. 
Few of us are aware of how long the field has 
been littered with catechisms and dogmas in- 
stead of facts. Recent efforts of the broad 
scientific community to come to grips with 
alcohol's presence on the social scene are en- 
hanced by this courageous study. 

And a courageous study it is; few areas of 
human behavior are as easily distorted as the 
Mieations concerning the use of alcohol. Al- 
eas many can quibble about methodological 
fault ications of survey techniques, few can 
Ru the clear operational definitions of this 
bivelden Bacon paints a broad background for 
fa render in his extensive and wide-ranging 
elab, uction. The introduction leads into an 
P opration of the background, scope, and 
AM of the study with the succeeding chapters 
et ning demographic, sociological, behavioral, 
seine correlates of drinking. A large 
that on Of the book is devoted to appendices 
lution, great detail spell out the project’s evo- 


at the survey confirms that alcohol consump- 
ante the United States is typical behavior 
ndin be no surprise to the reader, but the 
HEN 8s confirming that people's drinking pat- 

S change is significant to remember. This 
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alteration of drinking patterns occurs not only 
in the casual consumer of alcohol but also in the 
heavy imbiber who, by most definitions, would 
be labeled an alcoholic person. The fact that 
people spontaneously lose their “alcoholic” 
pattern is an important antidote against the 
helpless and hopeless attitudes commonly ex- 
pressed about problem drinkers. 

Among the many intriguing tidbits of data 
that pique the palate of the factually curious is 
the finding that Jews and Episcopalians have the 
lowest proportion of abstainers, while these 
groups tend to show lower proportions in the 
“heavy drinking" category than other religious 
groups; these data, at least with this one vari- 
able, seem to suggest that responsible drinking 
behavior can be attained in American society. 

There will be a continuing examination of the 
implications of this study, but certainly we can 
already acknowledge the valuable contributions 
these authors have made. 


Morris E. CHAFETZ, M.D. 
Chevy Chase, Md. 


PROGRESS IN NEUROLOGY AND PSYCHIATRY: AN 
Annuat Review, vol. 24. Edited by E. A. 
Spiegel, M.D. New York: Grune & Stratton, 
1969, 505 pp., $24.75. 


Progress in Neurology and Psychiatry, volume 
24, consists of the 1969 annual review that, as in 
the past, has been edited by E. A. Spiegel. The 
current volume again includes many authors 
whose contributions are combined in 29 chapters, 
which are divided into the usual four sections of 
basic sciences, neurology, neurosurgery, and 
psychiatry. 

Extensive coverage of recent literature is pro- 
vided in the contributions that deal with neuro- 
anatomy, general neurophysiology, regional 
neurophysiology, neuropathology, and neuro- 
pharmacology. The authors of these basic science 
chapters are thorough in their survey of the liter- 
ature, Similarly, the subjects of clinical neurology, 
otoneurology, nmeuro-ophthalmology, epilepsy, 
pediatric neurology, and neuroradiology have 
been exhaustively surveyed. 

There is some question whether the bibliog- 
raphies attached to each chapter need be so 
extensive. It would have been more helpful to 
have a more adequate evaluation of subject 
material and more discriminating selection of 
appropriate articles for discussion. For example, 
the dramatic development of L-dopa therapy is 
not adequately surveyed in this volume. 

The chapters on neurosurgery are limited in 
their survey of this field and again rely predom- 
inantly upon extensive bibliography. Although 
the chapters on clinical psychiatry, mental health, 
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and psychoanalysis are somewhat limited in 
scope, they adequately deal with the subject mate- 
rial. The subjects of alcoholism and drug therapy 
are particularly deserving of favorable attention. 
An index completes the volume. 

The contributors to this volume constitute a 
representative group of specialists in the basic 
science and clinical aspects of neurology and 
psychiatry. Nevertheless, I have some reserva- 
tions in recommending this volume because of 
the undue emphasis upon thousands of papers 
listed in the bibliographies and a relatively less 
adequate discussion of selective articles from the 
literature. 


NATHAN S. SCHLEZINGER, M.D. 
Philadelphia, Pa. 


Men, Stress, AND Vietnam. By Peter G. Bourne, 
M.D. Boston: Little, Brown and Co., 1970, 
223 pp., $10. 


Publications on combat psychiatry in the Viet 
Nam conflict have been mainly restricted to re- 
ports by psychiatrists assigned to rear medical 
facilities. For example, a recent book titled The 
Psychology and Physiology of Stress with 
Reference to Special Studies of the Vietnam 
War included only contributions from observers 
in rear areas (1). 

The present volume is a personal account of 
Dr. Bourne’s experiences during one year of 
assignment in Viet Nam (1965-1966) as a 
member of the research unit of the Walter Reed 
Institute of Research. At the outset, the author 
indicates that he will depart from the “tra- 
ditional” role of the military psychiatrist “who 
has restricted his endeavors and attention to the 
effects of war on the individual soldier and his 
organization” to a “more global understanding 
both of combat and the policies which neces- 
sitate its use” and “the impact of the conflict on 
the civil population.” 

With this frame of reference, the author in- 
cludes chapters on the political and socio- 
economic problems of the Viet Nam conflict, 
experiences with the hill people (or Monta- 
gnards) involving medical care and the manage- 
ment of a typhoid epidemic, and the effect of the 

war upon personality characteristics of the 
Vietnamese. In addition he presents, with greater 
details, accounts of previously published studies 
on the correlation of adrenal cortical secretion 
with the behavior and adaptation to stress of 
helicopter ambulance crew members and a 
Special Forces unit engaged in the organization 
and defense of a Montagnard area. 
However, the author is not content to depart 
from traditional military psychiatry. He re- 
views the history of combat psychiatry, dis- 
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cusses reasons for the apparently low incidence 
of U. S. psychiatric casualties in the Viet Nam 
conflict, attempts to compare rates of psy- 
chiatric disorders in U. S. and South Viet Nam 
forces, and includes observations on the be- 
havior and adjustment of Australian combat 
units in Viet Nam. 

The book is written in a readable, lucid repor- 
torial style much like that of the many journalist 
commentators of the Viet Nam scene. In all, 
the experiences, as recorded by Dr. Bourne, repre- 
sent an extraordinary and prodigious accomplish- 
ment for a one-year tour of duty in Viet Nam. 

It is evident that the author is at his best when 
reporting firsthand observations. One may dis- 
agree with or regard as superficial Dr. Bourne's 
viewpoint of the sociopolitical problems in 
Viet Nam and his analysis of Vietnamese per- 
sonality characteristics. However, he was there 
and had opportunities to obtain direct data 
relevant to these issues. For this reason his 
observations on the culture and medical care of 
the Montagnards and the behavior of am- 
bulance crew members along with personnel of 
the Special Forces unit are the most informative 
chapters of the book. 

Less credible, however, are the chapters de- 
voted to traditional military psychiatry because 
the author was not assigned to a combat unit ex- 
cept for a brief period with the small Special 
Forces unit, which was threatened but was not 
under direct attack. The review of combat psy- 
chiatry is faulty simply because Dr. Bourne and 
other psychiatrists stationed in rear hospitals are 
apparently unaware of the historical origin and 
development of so-called combat fatigue. It is 
ironic that the passage of a single generation 
since World War II has produced a myth that 
combat fatigue was a “classic psychotic d 
that occurred only in normal or healthy individ- 
uals who were overwhelmed by continued esa 
stress including weeks of artillery bombard- 
ment. 

The author states that such cases are as 
rarely found in the Viet Nam conflict as ma 
were assuredly rare during World War II ang 
the Korean conflict. It is not appreciated pd 
the terminology of “exhaustion,” the aot 
to combat fatigue, was literally created out d 
whole cloth in order to do away with the T 
verse label of “psychoneurosis” and de 
arbitrarily applied to all psychiatric disor E 
arising within the combat zone regardless H 
the presence or absence of past oF col 
neurotic predisposition. “Exhaustion var 
selected because World War II was a Wa Dr 
movement, not a static type of warfare as is 
Bourne implies, and most combat participe y 
appeared exhausted by the physical and T 
chological stress and strain of continued C 
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bat. 
The writings of Ernie Pyle are most illus- 


trative of the apt description “exhaustion.” 
Later, all psychiatric casualties with or without 
the physical aspects of fatigue were termed 
“exhaustion,” which became “combat fatigue.” 
Failure to comprehend the reasons for the 
origin of this simple diagnostic label makes 
futile any comparison between U. S. and South 
Viet Nam combat personnel, particularly from 
data obtained in rear hospitals. The criteria 
for evacuation as well as treatment capabilities 
in forward areas for the U. S. Army as con- 
trasted with the South Viet Nam forces are so 
dissimilar as to make even tentative conclusions 
in this regard highly questionable. 

In summary, this volume presents a remark- 
able panorama of observations relative to the 
war in Viet Nam. Regrettably, however, in this 
reviewer’s opinion, except for a description of 
superb field research projects, this book makes 
little contribution to “traditional” military 
psychiatry. 


The reference is: 


1, Bourne PG (ed): The Psychology and Physiology 
of Stress with Reference to Special Studies of the 
Vietnam War. New York, Academic Press, 1969 


ALBERT J. GLAss, M.D. 
Chicago, Ill. 


ANOREXIA AND Osesrry. International Psychiatry 
Clinics, vol. 7, no. 1. Edited by Christopher V. 
Rowland, Jr., M.D. Boston: Little, Brown and 
Co., 1970, 351 pp., $21.50 (annual subscription). 


En book consists of seven scholarly, well- 
ith a and highly selective essays, four dealing 
It ee nervosa and three with obesity. 
Eun ins the virtues and the defects of a sym- 
Bund written by authors of different back- 
Fobin who deal with different aspects of a 
ae and Among these virtues are its catholic 
lis iw the high quality of its contributions. 
lw include a lack of focus of the sym- 
clatit as a whole, and particularly lack of 
Th. as to its potential audience. 
vide nek intention was presumably to pro- 
es Overview of anorexia nervosa and obesity. 
who G volume is unsuitable for the clinician 
its 351 nts a quick introduction to the field, since 
B ee are not easy reading, are highly 
ing. Thu and in one area, at least, are mislead- 
* Thus on the basis of a review of the treat- 
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ment of anorexia nervosa some years ago it is 
stated that “it does not seem that drug therapy 
is either ruled in or out,” ignoring the strong 
evidence for the effectiveness of both the phe- 
nothiazines and antidepressants. 

Later in the same chapter a qualified statement, 
whose qualifications could be easily overlooked 
by the unwary, maintains that “best results seem 
to be obtained by intensive psychotherapy," a 
highly questionable proposition, particularly for 
in hospital treatment, which is the area under 
consideration. Finally, no mention is made of ` 
a most promising new development—the use of 
behavior modification in the control of anorexia 
nervosa. 

If the overview is not for the beginner, might 
it not interest the expert? The answer is yes, and 
some experts could indeed read some chapters 
with profit. Most of the material is available in 
the periodical literature, however, and the 
chapters are so specialized that an expert in one 
field might find little of value to his work in the 
other chapters. For example, the three essays by 
Hilde Bruch provide excellent suggestions for the 
psychotherapy of patients with eating disorders 
(although little that has not previously appeared 
in print). But it would seem of limited value to 
the research worker on a metabolic ward, Con- 
versely, Owen and Cahill’s report on the utiliza- 
tion of ketone bodies by the brain during fasting 
describes a highly significant new finding. But it 
had been described previously in more detail and 
is unlikely to influence the practicing physician’s 
treatment of eating disorders. 

One function of publication is the preservation 
of information for some future use—its archival 
function. Two of the essays in this volume con- 
tain data that may be useful to future workers in 
the fields of anorexia nervosa or twin studies. 
The first is Rowland’s review of the charts of 30 
patients with anorexia nervosa treated over a 

iod of 23 years at the Columbia-Presbyterian 
Medical Center, supplemented by interviews with 
many of the patients and their therapists. The 
second is a detailed account by Gifford, Muraw- 
ski, and Pilot of a pair of identical twins dis- 
cordant for anorexia nervosa. The final essay 
is a broad, biased, and brilliant review of the 
regulation of food intake by Jean Mayer, who 
returns again to the defense of his glucostatic 
theory (and much else) with new facts and his 


old zest. 


ALBERT J. STUNKARD, M.D. 
Philadelphia, Pa. 
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Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


Acapemic Cuito Psycuiatry. Compiled by Paul 
L. Adams, Henry H. Work, and Joseph B. 
Cramer. Gainesville, Fla.: The Society of 
Professors of Child Psychiatry (available from 
Paul L. Adams, M.D., University of Florida), 
1970, 153 pp., no price listed. 


Inrerpretinc Personatity Turonis, 2nd ed. By 
Ledford J. Bischof. New York: Harper & Row, 
1970, 632 pp., $10.95. 


Tue Nevrotertics. Modern Problems of Pharma- 
copsychiatry, vol. 5. Edited by D. P. Bobon, 
P. A. J. Janssen, and Jean Bobon. New York: 
S. Karger (Albert J. Phiebig, White Plains, 
N. Y., distributor), 1970, 177 pp., $9.35. 


Neuropnysioocy ror Mepicat GmapuarEs. By 
Edwin de Caire. Johannesburg, South Africa: 
Witwatersrand University Press, 1970, 277 pp., 
no price. listed. 


Hanpsoox or Mentat RETARDATION SYNDROMES, 
2nd ed. By Charles H. Carter, M.D. Spring- 
field, TIL: Charles C Thomas, 1970, 267 pp., 
no price listed. 


ANNUAL Procress IN CHILD PSYCHIATRY AND CHILD 
Devevopment: 1970. Edited by Stella Chess, 
M.D., and Alexander Thomas, M.D. New 
York: Brunner/Mazel, 1970, 585 pp., $15. 


Outpatient Services: Journat ARTICLES. Com- 
piled and edited by Vivian Vreeland Clark, 
R.N., Ed.D. Flushing, N. Y.: Medical Exami- 
nation Publishing Co., 1970, 317 pp., $8 
(Paper). 


P 
OM Learninc AND Apaptation. Edited by 
Bot. Dodwell. Baltimore: Penguin Books, 
» 481 pp., $2.65 (paper). 


B 
D. EXPERIENCE in Fantasy anp Benavior. By 
e (t Fisher. New York: Appleton-Century- 
ofts (Meredith Corp.), 1970, 673 pp. $12.50. 


T 
N Crisis or Psycnoanatysis. By Erich Fromm. 
d York: Holt, Rinehart and Winston, 1970, 
1 pp., $5.95, 


H 
! yrs Druc Researcu. Edited by James 
Su add and Edmund L. Zerkin. Beloit, Wis.: 
Sh Press, 1970, 130 pp., $2.95 (paper). 
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Psycnopatuy: THeory AND Resgarcu. By Robert 
D. Hare, Ph.D. New York: John Wiley & Sons, 
1970, 129 pp., $5. 


Mopern Trenps iN Psycuosomatic Mepicine—2. 
Edited by Oscar W. Hill. New York: Appleton- 
Century-Crofts (Meredith Corp.), 1970, 311 
pp., $15. 


Benaviour Stuptes iN Psycuiatry. Edited by S. J. 
Hutt and Corinne Hutt. New York: Pergamon 
Press, 1970, 214 pp., $6.75. 


Learninc Founpations or Benavior THERAPY. By 
Frederick H. Kanfer and Jeanne S. Phillips. 
New York: John Wiley & Sons, 1970, 624 
pp., $10.95. 


Sxuis: Seecren Reapines. Edited by David ` 
Legge. Baltimore: Penguin Books, 1970, 360 
pp., $1.95 (paper). 


PsyCHOANALYTICALLY ORIENTED CRITICISM OF THREE 
American Poets: Poe, WHITMAN, AND Aiken. By 
Arthur Lerner. Rutherford, N. J.: Fairleigh 
Dickinson University Press, 1970, 122 pp. 
$6.50. 


Socar Stress. Edited by Sol Levine and Norman 
A. Scotch. Chicago: Aldine Publishing Co., 
1970, 290 pp., $9.75. 


Sex AND THE Unsorn Cuirp. By Roman Rechnitz 
Limner. New York: Julian Press, 1969, 221 pp., 
$6.95. 


Tur PSYCHODYNAMIC IMPLICATIONS OF PnuvsioLoc- 
icAL STUDIES ON SENSORY DEPRIVATION. Edited 
by Leo Madow, M.D., and Laurence H. Snow, 
M.D. Springfield, Ill.: Charles C Thomas, 1970, 


113 pp., $8.50. 


INTRODUCTION TO PSYCHOTHERAPY BY Hypnosis. By 
A. Philip Magonet, M.D. New York: Appleton- 
Century-Crofts (Meredith Corp.), 1970, 173 
pp., $6.75: 


A PHYSICIAN IN THE GENERAL Practice oF Psy- 
cHüTRY: SELECTED Papers or Leo H. Barte- 
meter, M.D. Edited by Peter A. Martin, M.D., 
A. W. R. Sipe, and Gene L. Usdin, M.D. New 
York: Brunner/Mazel, 1970, 433 pp., $15. 


Concerts or Depression. By Joseph Mendels. 
New York: John Wiley & Sons, 1970, 119 pp., 


$5. 


SratisticaL REASONING IN PsvcHOLOGY AND Epuca- 
tion. By Edward W. Minium. New York: John 
Wiley & Sons, 1970, 455 pp., no price listed. 
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Man anp His Cutture: PSYCHOANALYTIC ANTHRO- 
POLOGY AFTER ‘Torem AND TaABoo.' Edited by 
Warner Muensterberger. New York: Taplinger 
Publishing Co., 1970, 391 pp., $10. 


Tue Painter Gasriet. By Donald Newlove. New 
York: McCall Publishing Co., 1970, 313 pp., 
$6.95. 


MopznN TnrNps iN Drug DEPENDENCE AND ÁLCO- 
HousM. Edited by Richard V. Phillipson, 
D.P.M. New York: Appleton-Century-Crofts 
(Meredith Corp.), 1970, 300 pp., $14.50. 


SraucrURALISM. By Jean Piaget, translated and 
edited by Chaninah Maschler. New York: Basic 
Books, 1970, 146 pp., $5.95. 


Mopern Trenps iN PsvcHoLocicAL Mepicine—2. 
Edited by John Harding Price. New York: 
Appleton-Century-Crofts (Meredith Corp.), 
1970, 373 pp., $18.50. 


Personatity AND Reuicion. Edited by William A. 
Sadler, Jr. New York: Harper & Row, 1970, 
245 pp., $3.95. 


Do Psycuepetics Have Rewicious IMPLICATIONS? 
Edited by D. H. Salman and R. H. Prince. 
Montreal: R. M. Bucke Memorial Society, no 
date listed, 81 pp., $2.50 (paper). 


Loss AND Grier: PsvcHoLocicaL MANAGEMENT 
IN Mepica Practice. Edited by Bernard 
Schoenberg, M.D., Arthur C. Carr, Ph.D., 
David Peretz, M.D., and Austin H. Kutscher, 
D.D.S. New York: Columbia University Press, 
1970, 388 pp., $12.50. 


Hore: PsvcunrRvs Commitment. Papers Pre- 
SENTED TO Leo H. Barremeter, M.D. Edited by 


A. W. R. Sipe. New York: Brunner/Mazel, 
1970, 378 pp., $10. 
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Tue SEARCH FOR Serenity: UNDERSTANDING AND 
Overcomine Anxiety. By Daniel A. Sugarman, 
Ph.D., and Lucy Freeman. New York: Mac- 
millan Co., 1970, 343 pp., $6.95. 
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The Continuing Search for Meaning 


BY ROY R. GRINKER, SR., M.D. 


Benjamin Rush, an early psychiatric reform- 
er and innovator, was characterized by con- 
tradictions in thinking and behavior that 
point to a dualistic form of thinking. Using 
Rush as a prototype, the author defines uni- 
tary thinking, which considers that both 
parts and whole are constantly changing but 
are regulated by a general organization. The 
American process leading from dissociated, 
dualistic thinking toward unitary concepts 
is in a temporary phase of violence. The 
author suggests that psychiatrists and social 
Scientists should appropriately lead the way 
toward unified thinking, out of which our 
Search for meaning may be furthered. 


HAT has been written about Benjamin 

Rush the man, except by Carl Bing- 
ida does not contain enough information 
0 constitute a valid biography from a psy- 
chological viewpoint. What we know about 
n comes out most clearly in his writings, 
h movements he sponsored, and the work 
€ did. 
n B first briefly enumerate Rush's posi- 
Mixes accomplishments viewed from the 
eerie of our current value systems. He 
Wes xs Declaration of Independence and 
cher , first American textbook of psy- 
mes cal ). As a Quaker reformer he advo- 
Ant €mperance, abolishment of slavery, 

etter education for women. In his role 


rom ML 
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as a physician he established the first free 
medical dispensary in the United States and 
formulated and modified procedures in all 
branches of medicine. For psychiatric pa- 
tients, in imitation of Pinel, he recommended 
clean cells, kind treatment, qualified atten- 
dants, and work-occupation. He also asked 
psychotic patients to write down their 
thoughts (called “abreaction” today). In his 
attempt to improve and reform prisons Rush 
advocated that housing and treatment of 
prisoners correspond to a classification of 
their crimes, whether from passion, habit, 
or temperament; he also advocated a rational 
system of prison labor and indeterminate 
sentences. 

Rush’s psychiatric therapies included a 
“tranquilizing” chair into which patients 
were strapped until they were quiet, other 
mechanical restraints, whippings when nec- 
essary, "shock" treatment by immersion in 
cold water, and gyration to produce rushing 
of blood to the head. In the first American 
textbook of psychiatry (2) (which lasted for 
five editions) he insisted that there was one 
disease and one treatment for its etiology of 
convulsive action in the cerebral capillaries. 
The treatment was severe purging and exces- ; 
sive bloodletting, which Rush also advocat- 
ed as a sure cure for yellow fever. In 1843, 30 
years after his death, these treatments were 
repudiated as “utter nonsense and unquali- 
fied absurdity." In fact, they were con- 
demned as "one of those great discoveries 
which has contributed to the depopulation 
of the earth.” 

When we see words such as “tranquilizer,” 
“shock,” or ‘tabreaction” and associate them 
with our modern procedures, we tend to con- 
sider that they represent prescience or early 
discoveries. Nevertheless, for Rush’s day, 
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and in stark contrast to his humanitarian at- 
titudes and his zest for reform, these painful 
and dangerous treatments, including purging 
and exsanguination without controlled evalu- 
ations, were evidences of Rush’s authorita- 
tive nature. At least they represented a dual- 
istic form of thinking despite rationalizations 
for their use. 


Several authors have been bothered by 
this conclusion, although they have not 
stated so explicitly. We find that modern in- 
terpreters of Rush’s thinking strongly dis- 
agree. Farr (3) stated that Rush was an am- 
bivalent and complex character as evidenced 
by his need for support by conventional 
upper-class society and, on the other hand, 
by his championship of novel ideas to help 
the poor and the sick. Shyrock (4) stated 
that Rush maintained a philosophical Car- 
tesian dualism expressed clearly in his con- 
cepts of etiology and therapy. Adolf Meyer 
(5) completely disagreed, due to Rush’s atti- 
tude about the interplay of mental and physi- 
cal factors oriented toward a dynamic con- 
cept of life. Meyer may be correct on the 
basis of Rush’s formal writings, but not if 
his behaviors are studied. This, however, 
does not imply condemnation of a man who 
revealed human frailties along with great 
achievements. 


Benjamin Rush the man is repeatedly de- 
scribed as a controversial figure. He was un- 
popular, lacked resilience, and made few 
compromises. He was complex and devious 
and sensitive to the point of paranoia. Even 
his enthusiasm for what we call psychiatry 
was dogmatic, as exemplified by his state- 
ments that it is the most important branch of 
all sciences, it is the most certain of all kinds 
of knowledge, and the most useful, Perhaps, 
as Carlson and Simpson have done (6), some 
of us may term these statements somewhat 
over optimistic or too sanguine. 


Another way of viewing Rush is to recog- 
nize his contradictions and attempt to ex- 
plain them. His dreams indicated a desire for 
supreme power and a recognition of his im- 
potence. He preached and advocated hu- 
manitarian reform, yet did untold damage 
to his patients. He taught that clinical ob- 
servations were the basis of medical sciences, 
yet he was dogmatic and unscientific in his 
writings about theory and practice. He dis- 
avowed history and repeated its errors. He 
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urged the study of mathematics, yet he had 
no capacity to utilize its methods in thinking 
about or in producing scientific advances, 
Here then is my point of departure from 
Rush, whom I use as a prototype to this es- 
say: a famous man who was afflicted with 
dualistic forms of thinking obvious in his 
ambivalent, contradictory, and impulsive be- 
haviors, never synthesized by supraordinate 
control or regulation. 


Biological Prototypes of Dualistic 
and Unitary Thinking 


Before I amplify what dualistic and uni- 
tary forms of thinking mean psychologically, 
it is important to realize that they are sound- 
ly based on biological prototypes understood 
by the great naturalists, who are now practi- 
cally extinct. Coghill (7) traced individual 
development from undifferentiated forms or 
what may be termed "early wholeness.” The 
ensuing differentiation gives rise to parts 
with specific functions. Conflict among these 
parts, which are often functionally diamet- 
tically opposed—as for example with ca- 
tabolism and anabolism—is controlled by 
supraordinate regulation in the service of 
organization, which ensures survival behav- 
ior of the whole. In terms of brain function 
Paul Weiss (8) states: “It means the opera- 
tion of a principle of order that stabilizes 
and preserves the total pattern of the group 
activity of a huge mass of semi-autonomous 
elements." 

The early biologists saw in nature more 
than the principles of stability or homeo- 
stasis. They undertook to study goal-chang- 
ing behavior as evolution, observable 1 
individual growth, development, and creativi- 
ty. E. Menaker and W. Menaker (9) €* 
pressed this as follows: “Individual or or 
etal disequilibrium as expressed in huma 
conflict is a by-product of man’s ona 
psychosocial evolution rather than a rest 
of two separate and irreconcilable aspects 9r 
his nature" (page 240). Indeed, man has em 
ated and lives within superimposed system 
of controls, inefficient, unbalanced, 4" 
often disastrous though they may be. i 

L. L. Whyte's (10) phrase “unity in Me 
ty and continuity in change" is exempli 5 
by personality with considerable freedom ^ 
choice within social patterns of behavi0? 
which it must at least partially conform- 
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oth factors together constitute an open sys- 
fem or network with formative tendencies 
leading to change. Dualistic thinking, on the 
other hand, is static and oriented toward 
stability and permanence. 
© Our objective sciences tend to isolate parts 
“of systems and to observe, describe, and 
identify their functions as if they were set as 
parts of a machine. We gain a sense of se- 
curity by "knowing" that what is will con- 
tinue to be, even though our senses indicate 
that this is an illusion. Similarly, the back- 
ground against which we view or focus on 
any part-function is considered to be steady 
even though it is constantly moving, albeit 
slowly, We try to keep our world in a “steady 
state.” 
t Unitary thinking, on the other hand, con- 
siders that both parts and whole, both focus 
and background are constantly changing but 
are regulated by some form of organization 
that prevents dedifferentiation, focal cancer- 
ous overgrowth, internal psychological con- 
fusion, social chaos, or anarchy. Our prob- 
lem is to identify the ways by which the 
Organizational principle operates. 

The individual finds unitary thinking ex- 
tremely difficult because it strips away the 
meanings of existence that he has set up to 
give himself a feeling of stability. Simp- 
Son (11) stated that religious faith is futile 
and that the world must be accepted as pur- 
E "We must give up our childish 

Qreams of a meaningful universe." This, 
owever, does not mean that man does not 
t E power to choose and influence his 
faiths pM Others also believe that 

B) ] ieee in philosophy (12), religion 

E^. itical systems, psychoanalysis, or 
Es ae iee are expressions of man’s 
E. i 1 and certainty. We want to 
Blisti change but are fearful of giving up 

m E. goals. Our patients search for help, 
ously resist change and cling to their 


Slable and : 
tation, uncomfortable patterns of adap- 


— OPER of a purposeless world, of ex- 
bility a its own sake, and of the inevita- 
enc. eath are among the painful conse- 

E of unitary thinking. What Maslow 
E the "third force psychology" is 
lues S with higher needs of man for 
E ol goodness, truth, beauty, perfec- 
An, Justice, and order as part of his intricate 
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nature—his “real self." This kind of existen- 
tialism is our modern delusionary system de- 
vised to alleviate the pain associated with 
the abandonment of certainty and meaning. 


Unitary Thinking 


I presume that many unknown individuals 
have been able to overcome tendencies to- 
ward dualistic thinking. However, only the 
thoughts and actions of prominent or heroic 
figures in history can be scrutinized for the 
thesis of this essay. In his book The Next 
Development in Man L. L. Whyte (10) dis- 
cussed the thinking of Heraclitus, Plato, 
Paul, Kepler, Descartes, Spinoza, Goethe, 
Marx, and Freud. These outstanding his- 
torical heroes varied in their dualistic posi- 
tions, but Whyte considered that only Hera- 
clitus (the father of process thought), Spino- 
za, and Goethe really understood unitary 
concepts. In general, the Western world has 
continuously been under the domination of 
European dissociated thinking and its fu- 
tile attempts at unification by beliefs in reli- 
gion, myths, magic, and technology. 

Thomas Mann, a modern writer who 
wrote, spoke, and lived a life devoted to uni- 
tary thinking wrote (15): “We are interested 
in the whole, or we are interested in noth- 
ing." Gandhi has been described by Erik- 
son (16), who interviewed those who wit- 
nessed his actions and studied records of his 
life. In a review of Erikson's book (17) I 


wrote: 


He describes a human with serious conflicts beset 
by struggles between internalized objects of 
mother and father, struggles between his erotic 
impulses and his ego-ideals, between his sadistic 
tendencies and his masochistic behaviors. In all 
this the totality of the god-like character is re- 
vealed to be the result of many divergent tenden- 
cies. The lesson here is that dualistic thinking at 
lower levels may become so integrated that at a 
higher perspective the totality of unitary thinking 
emerges. 

Gandhi had his failures during his life-time but, 
worse, his work did not persist for long. Indians 
are still violent and riot in their dissent. They 
fight with military might against the encroach- 
ment of neighbors. Their poor are even worse off 
today. Gandhi’s emulator Martin Luther King, 
Jr., to whom Erikson’s book is dedicated, could 
not persevere in his nonviolence, but brought vio- 
lence wherever he went and finally his own assas- 
sination. Like Jesus who preached peace (the 
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king of peace) the religion in his name has in- 
creased violence in the world.' 


So few persons who are considered part of 
history have encompassed unitary thinking 
that we have to ask why. Those who did 
were often assassinated. Others did not have 
what Margaret Mead(18) calls a small 
group of interactionary individuals. Further- 
more, the time has to be “right” to utilize 
existing socially established behaviors as a 
base line for inducing new insights. A new 
social system cannot replace an earlier one 
without systematic preparation. Thus we can 
conclude that change in thinking can be 
taught successfully to the many only when an 
extended field exists, at the least composed 
of particular internal psychodynamics of a 
leader, his face-to-face group of loyal fol- 
lowers, the appropriate nation, and the times 
in which he lives. Up to now all personal 
successes have been short-lived; nonviolence 
has bred reaction and has been destroyed by 
violence and death. Even the basic monothe- 
ism of Judaism has for centuries maintained 
a particular tribal ritualism on which survival 
has been dependent, in continuous antago- 
nism with a spiritual, universal attitude di- 
rected toward humanity at large (19). 


Social Unrest and Revolution 


Who will be the heroes leading to unitary 
thinking, and when is their time? This ques- 
tion would not be raised were it not for the 
current social revolutionary unrest in the 
United States. It should be clear that we are 
currently in the midst of several revolutions 
that are confused with each other because of 
their common processes of confrontation 
and sometimes resultant violence. What we 
are witnessing are not actions toward the 
goal of seizure of state powers or even the 
overthrowing of political systems, although 
the slogans seem to be against the establish- 
ment. We are, however, engaged in momen- 
tous changes in social, economic, and racial 
environments and in psychological goals, 
attitudes, and values. The confluence of 
these several “revolutions” with their final 
common expression of violence gives an er- 
roneous impression of mass effort based on a 
single cause. 


‘Reprinted with permission from the Archives of 
General Psychiatry 21:766, 1969. 
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There is a pattern that can only be com- 
pared roughly with the American revolution 
in which Benjamin Rush participated. Free- 
dom to govern themselves was the ideal of | 
the American colonies that led to indepen- 
dence. As Samuel Eliot Morison (20) stated, 
“All modern history proves that it is easy 
enough for a determined minority to pull 
down a government, but exceedingly diffi 
cult to reconstruct, to re-establish law and 
order on new foundations." The result is 
often tyranny instead of greater freedom. 


Although each state developed its own 
constitution, our first American Constitu- 
tion, without a bill of rights, became effective 
in 1781. This was the political regulatory 
system superimposed on the participating 
parts—the states. Although each state had 
its own bill of rights, it was only in 1791 
(stimulated by the anti-federalists and Shays 
rebellion) that the first amendment created 
a federal bill of rights. Each step concerned 
with developing a homeostatic social process 
from among parts of the whole was asso- 
ciated with bitter arguments, confrontations, 
and threats. That the resulting gestalt has 
survived for almost 200 years is no guarantee 
that it will not be drastically altered in the 
future. 

All sorts of dogmatic pronouncements 
have been made about the cause(s) of what 1$ 
called “revolution,” depending on the $0- 
called authority's bias. We hear that students 
are paranoiac, that they are struggling 
against prolonged adolescence, that they 
represent historically traditional violence 0 
American life, that their value systems ar 
products of an affluent society that reque 
new goals. One could name a dozen or ms 
allocated single causes including the war " 
Viet Nam, life in the ghettos, or the QA 
population of involuntary students In a 
universities. But these are empirical pron 
tions derived from observers’ positions clone 
to the scene. Causal explanations requ 
distancing from the actual behaviors 1n or 
to discern patterns into which each fits. 

Langer (21) states: 

The seeds of civilization are in every culture Hs 
it is city life that brings them to fruition. TM 
ery process of fruition, civilization strains RE 
drains the life which engenders and Support Jj 
the culture which reaches its height in the 


nce 
opment. Civilized life establishes a new bala Eo 
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between conservative and progressive elements 
and tips the scales of feeling toward the venture- 
some personalistic pole and away from piety and 
decorum. Such a shift of balance does not take 
place, of course, without flagrant exhibits of com- 
plete imbalance— lives culturally lost, degener- 
ated, the familiar "criminal elements" and irre- 
sponsible drifters of every big city in the world 
(page 90). 


Herein Langer describes one polarity of 
the mixture of human reactions to civiliza- 
tions. She could as well have included the 
militant anarchistic polarity or the severe 
character disturbances, among which is the 
borderline syndrome (22). People with this 
disorder cannot achieve or maintain close 
object relations; they withdraw into a state 
of loneliness interrupted by unsuccessful at- 
tempts to relate and in general are socially 
awkward, 


We should not be misled by the group 
process that assumes identity in highly polar- 
ized behaviors. Among these are the drop- 
outs or hippies who give up, using drugs and 
regressive pregenital drives to represent love. 
Another polarity is the aggressive destructive 
youth who wants to destroy the Establish- 
ment in order to change it prior to the career 
choice he knows he has to make. 


eu both the black and student behaviors 
The blag current and historical similarities. 
acks have achieved greater freedom, 
Opportunity, and political power; the student 
nom brought up in an era of greater af- 
lis; permissiveness, and pressures for 
E et and achievement. Each 
i as achieved more freedom (although 
T ne or so fast as promised), and in- 
Eb nite have time to think and to consider 
Pu M se values and the stupidities of 
is nd and industrial controls. These 
and at "i and opportunities have increased, 
Sélilve = same time social controls and ex- 
also inc emands for social conformity have 
E Each group, in addition, in- 
Sate E reaction to changes in the other. 
dualistic f dynamics, within which static 
Permane orms have had some degree of 
in hich. are in a state of disequilibrium 
and incr excessive demands for conformity 
individu fc presse for the rights of the 
stage ie to “do his thing" have reached a 
ot explosive confrontation. 


T : T 
he personal internal task in developing 
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unitary thinking is extremely difficult. Man 
tends to think in dichotomies, such as night 
and day and simple cause-and-effect rela- ` 
tions. A transactional or reverberatory sys- 
tem of communication involves at least 
three-dimensional spatial perception and in- 
cludes the setting and a temporal dimension. 
It demands a high level of control and regu- 
lation supraordinate to the conflicting parts 
of the system. 

Even analytic ego psychology—although 
open and concerned with internal regulation 
—does not sufficiently involve the environ- 
ment, loosely termed “reality.” We need to 
understand, define, and identify social and 
personal regulation as an ecosystem of a 
higher order. In brief, we need a term to ap- 
ply to a supraordinate process that functions 
in integrating the psychological subsystems, 
including the ego, ego ideal, and superego, 
and at the same time organizes behavior into 
appropriate social roles. This may be called 
the "self-system," which is attained when 
multiple identifications permit socially adap- 
tive transactions with many kinds of persons 
in many settings and when society recog- 
nizes the subject as a person (23). 

Can mankind give up its reification of 
symbol systems that have a tendency to de- 
velop lives of their own? Can we recognize 
that organism and environment are parts of 
the same system, which means that both 
man’s thinking and the social forms of con- 
trol developed by him are in the process of 
change? Some stability is absolutely neces- 
sary for individuality and identity. Society 
and culture have always been the necessities 
for humanism, which implies that man can 
strive to choose his personal freedom in ac- 
cordance with his own nature only within 


the framework of a permissive and protective 
society. 

The time, place, and populations engaged 
ina struggle away from dissociated European 
thinking and toward unitary concepts may 
be here and now. The process is in a tempo- 
rary phase of violence predicted many years 
ago by Whyte, but no one can predict the re- 
sults. The possible range is from anarchy to 
oppression, which are the polarities on both 
sides of the null position. At present, repres- 
sion and suppression go far beyond the tar- 
get of holding down human destructive 
forces; aggressive striving for independence 
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goes far beyond the quest for reasonable in- 
dividuality. 


Role of Psychiatrists and 
Social Scientists 


An uninformed layman could reasonably 
expect that psychiatrists and clinical psy- 
chologists—who from their education, back- 
ground, and experience are deeply immersed 
in the study of mentation—would under- 
stand and grasp the principles of unitary 
thinking. Unfortunately, this is not so. Mod- 
ern psychiatry has been extended as a total 
field as broad as life, giving more and more 
room for its mad ride in all directions (24). 
Some psychiatric groups attempt to over- 
come this manic phase by fencing off a limit- 
ed space—the isolation of schools and ide- 
ologies (25). Others, as eclectics, wander 
aimlessly over the entire pasture. A more 
common solution, persisting through the 
ages, has been to assume either a reduction- 
istic or a humanistic position with some lip 
service to the other. The conflictual positions 
are analogous to the differentiated parts of 
any biological, psychological, or social sys- 
tem after primary pristine wholeness has 
been lost. 

What in the total field are the regulatory, 
controlling factors that maintain these parts 
in their proper transactional positions? In- 
deed, this question has plagued psychiatry 
since we became self-conscious that it might 
become more than a medical specialty con- 
cerned with diagnosis and treatment: in fact, 
a science. Some of us have attempted specifi- 
cally to study and discuss a unified theory of 
human behavior (26); others have concen- 
trated on isomorphism from cell to society 
including psychiatry as a behavioral science. 
All of these may now be included under the 
more general rubric of general systems the- 
ory (27). 

The need for an overarching, or what 
some may call global, theory does not deny 
that operational or empirical research may 
be inhibited by complacent satisfaction with 
these big words. Nevertheless, research, no 
matter how limited its focus, is aided by 
knowing what one is doing, and where and 

when in a total system. This is especially 
true now when social processes are rapidly 
changing, when our nosological systems and 
diagnostic entities have been clearly exposed 
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as inadequate, when the behavioral charac- 
teristics of neuroses and psychoses are chang. 
ing, and when homeostasis as an adaptive 
goal of living organisms requires additional 
theory to explain evolution, growth, develop- 
ment, and learning. However, it is becoming 
imperative to view models for research, ther- 
apy, and delivery of services less in isolation 
and more as interrelated parts of a system, 

We use the term “transactional” to mean 
a reciprocal relationship among all parts of 
the system and not simply as an interaction 
that is an effect of one system or focus on 
another. It is a philosophical or theoretical 
concept and yet has heuristic value as a 
means of analysis. If one makes observations 
on multiple systems that involve adjustive 
processes across boundaries, one can see à 
sequence of change among several systems. 
There is not a simple response to a stimulus, 
but a process occurring in all parts within 
the whole field. All of this requires organiza- 
tional functioning by control and regulation. 

We speak of the organizational principle 
in health and sickness, especially of its failure 
in schizophrenia. Yet we have not subjected 
this principle to operational testing, and it 
remains, according to Weiss (8), one of the 
main gaps in our knowledge of living pene 
—to account for "order in the gross wit 
freedom in the small.” Psychiatry is just bg; 
ginning to establish an organizational prar 
ple in its own field, and it has a long way R 
go. As this supraordinate, regulatory, d 
trolling, or organizational principle 1s il 
fined better and investigated, and as more! 
known about the maturation of its tims 
regulated parts, we may achieve unitary fen 
cepts applicable to all of human think! 
and behaviors. 

The history of psychiatry and payee 
in their search for meaning in human men a 
tion in the health-illness continuum pu 
sponds with the history of social dns 
and change and with the story of indivi ind 
as they struggle in their search for mean à 
The psychobiography of the lieto a 
whom Benjamin Rush was one, E of 
clearer understanding of the difficulties 4 í 
us have in developing a unitary system 
thought. "3 

There are cogent reasons why the velo 
tific psychiatrist and psychologist 2n d 
social scientists should lead the way t0" 
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unified thinking in their research, translating 
its philosophical abstractions into concrete 
operations. It is just because our particular 
system of study has become greatly extended 
to include many parts—from biogenetics to 
culture—and has exposed many interfaces 
with other systems—from education to 
world organizations—that we have the 
responsibility of leadership. This requires 
abandonment of ideologies, polarizations, 
and limited focusing on conflicts. Instead, 
we should develop an approach to systems 
and specifically concern ourselves with the 
properties and functions of organizational 
processes and their interfaces by employing 
unitary thinking, out of which our search for 
meaning may be furthered. 
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The Outstanding Jet Pilot 


BY CAPT. ROGER F. REINHARDT, MC, USN 


A study of 105 superior jet pilots aged 20 to 
40 years revealed that most were firstborn 
children with unusually close father-son re- 
lationships. They were self-confident, showed 
a great desire for challenge and success, were 
not introspective, and tended toward inter- 
personal and emotional distance. The author 
cites implications for population control and 
small families, He feels that we should give 
more attention to the significance of birth 
order and specific parental influence in re- 
gard to other groups. 


LE 1967 AND 1968, commanding officers 
of representative Navy jet squadrons were 
asked to select the most outstanding from 
among the upper tenth of their aviators. Both 
fighter and light attack (F4, F8, A7, and A4 
aircraft) squadrons were included; both air- 
manship and motivation were considered in 
making the choices. Fifty-six percent of those 
selected were newly designated aviators pre- 
paring for their first operational squadron 
tour. The remaining 44 percent had had at 
least one previous tour with operational 
squadrons, usually in single-pilot jets. They 
ranged in age from 20 to 40 years. Each of 
the 105 pilots selected was interviewed bya 
psychiatrist for two or more hours and 
given a battery of psychological tests. In this 
paper, both background and examination 
data will be presented and discussed. 


Social History 


Many authors (1, 2) have noted that among 
those attaining eminence in numerous fields, 


Read at the 123rd annual meeting of the American 
Psychiatric Association, San Francisco, Calif., May 
11-15, 1970. 

At the time this paper was written Capt. Reinhardt 
was chief, psychiatry and neurology division, U. S. Na- 
val Aerospace Medical Institute, Pensacola, Fla. He 
has retired from the Navy; his present address is 540 
Tanglewood Dr., Pensacola, Fla. 32503. 

The opinions expressed herein are those of the author 
and do not necessarily reflect the views of the Depart- 
ment of the Navy. 
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firstborns predominate. This is true for jet 
pilots as well: 67 percent of the 105 studied 
are firstborn children. It is of interest that 
the seven original Mercury astronauts (3), 
21 of the first 23 astronauts to make space 
flights (4), 80 percent of a group of Air 
Force “military achiever” pilots (5), 55 per- 
cent of 1,100 unselected Navy jet pilots, 55 
percent of a large sample of Army helicop- 
ter pilot trainees (3), 47 percent of a group 
of 70 Navy jet pilot failures, and 47 percent 
of a 7,184 recruit population (6) were also 
firstborn, j 
Among the 105 outstanding jet pilots 
studied, the overall oldest/youngest ratio 
(excluding only children) was 4.1:1. The 
ratio increases from 2.3:1 (sibships of two) 
to 5.7:1 (sibships of three) to 10.5:1 (sibships 
of four or more). Only children were found 
in the same percentage as in a large recruit 
population—nine percent (6). Intermediate 
children were underrepresented, but not to 
so great an extent as lastborn children. 
Two-thirds of the fathers had a back- 
ground of some military service, but it was 
surprising that 85 percent of them had 
served specifically in the Navy. Ten percent 
of the pilots had career military fathers, 
two-thirds of whom were aviators. The fa- 
thers of an additional 11 percent were former 
military aviators. Seventy consecutive avia- 
tor failures from the same squadrons Were 
studied concurrently; they had withdrawn 
from flying voluntarily or had been grounde 
for deteriorating flight performance. The fa- 
thers of less than three percent of this failure 
group were active or former military aviators- 
Nine percent of the outstanding pilots fa- 
thers were attorneys and seven percent were 
upper-level business executives; both Ca 
gories were quite competitive in their li 
styles. Her 
Nine percent of the pilots reported fat i 
deprivation (no father or in-house surroga 
for three or more continuous years OT ie 
shorter periods totaling more than halna 
pre-college years), as compared with 20 p° 
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cent of the failure group. Seventy-three per- 
cent reported that the father was the more 
significant parent. Further, typical father- 
son relationships were distinguished by 
their intensity and the quantity of shared 
activities during the pre-college years. The 
time reported as being spent in shared 
sport, work, and play activities was so great 
that the interviewers were at first skeptical; 
but similar statements were repeated by 
most of the group. 

Eighty-four percent of the study group 
had never had a personal injury accident 
(fracture or injury requiring hospitalization), 
and only three percent gave a history of 
more than one such accident. Two percent 
reported one or more police citations for 
reckless driving, compared with 13 percent 
of the failure group. Certainly there was lit- 
tle evidence of compulsive risk-taking or 
counterphobic activity. 


Military and Flying History 


Seventy-four percent of the sample report- 
ed having chosen military aviation simply as 
a matter of expediency (for such reasons as 
career enhancement, officer status, extra 
Pay, or because it was the most attractive of 
various military options). “Well, I had my 
degree but wasn’t married or ready to settle 
down in the business. And I really felt I had 
à military obligation." Twenty-three percent 
had long desired a career offering difficult, 
complex, challenging systems and tasks, and 
they finally selected military aviation as be- 
ing closest to meeting these needs. “There is 
à challenge to use my airplane as a weapons 
System to the best of my ability, which I 
Could not find in other jobs." 

After many cockpit hours, however, both 
Hn found a sense of mastery of, and uni- 
"ian the complex man-aircraft unit of 
This Eni maneuverability, and speed. 
E eeling is deeply gratifying, and many 
Uia to be alone during flight. One pilot 
n. This is the best and fastest fighter in 
2d pes and the beauty of it is that no one 
pilot ake hold of the controls except me, the 
Eom percent of the study group report- 
lis e more major flying accidents (total 
cum aircraft, usually by ejection) as com- 
(m with 21 percent of the overall jet pilot 

Pulation and 34 percent of the failure 
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group. Since all of these figures seem high, it 
should be noted that (excluding combat 
losses) 56 percent of all career aviators will 
have at least one ejection during their 20 
years of flying. Twenty-three percent (again 
excluding combat losses) will die in aircraft 
accidents.' 

A review of their health records revealed 
that pilots in the study group visited their 
flight surgeons for all reasons about once 
every ten months and that only two percent 
made visits as often as once every four 
months. Pilots in the failure group saw their 
flight surgeons about once every month, and 
twenty percent saw them more frequently 
than twice a month. 

Sixty-nine percent of the study group ex- 
pected to make a career in naval aviation 
(generally, two-thirds of all naval aviators 
leave the service after their obligated time), 
although few became pilots with this intent. 
Among the remaining 3l percent, equal 
numbers planned' on careers as attorneys, 
politicians, and airline pilots. 


Examination Data 


The pilots, when interviewed, had much 
more than their uniforms in common. They 
were thin, appeared physically fit, were warm 
and direct in their manner, and spoke with 
what seemed great candor about any phase 
of their lives under question. If they had an 
air of supreme confidence, it was easygoing 
and without ostentation. The interview was 
seen as another task to do well, the inter- 
viewer was quickly accepted and respected, 
and the justification for the study was quick- 
ly understood. 

The pilots were graceful in their move- 
ments, had more “presence” than most, and 
were favorably striking in their appearance. 
Their “halo effect" on the interviewer was 
familiar to them, for it was usual whenever 
they met significant persons. None of the pi- 
lots evinced any interest, as a result of the 
interviews, in further exploration of intra- 
psychic or social problems. It seemed a fas- 


‘Based on accident statistics from the U. S. Naval 
Aviation Safety Center, Norfolk, Va, During the 42- 
month period ending December 1969, there was one 
ejection every 7.122 noncombat jet hours and one fa- 
tality every 17,629 noncombat hours. Over a 20-year 
career, the typical jet naval aviator will fly about 4,000 


hours. 
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cinating exercise for them to consider the 
interpersonal games they played and to pon- 
der and analyze how they came to acquire 
their unique identities and needs; but at the 
end of the interview there was full closure, 
and the game was over. 


About half the pilots recalled dreams when 
questioned. All dreams had occurred within 
the three nights preceding the interviews; 
there were no repetitive similar dreams. All 
the reported dreams contained themes of 
challenge, mastery, and happy outcome. 
Typical was the pilot who dreamed he took 
his fighter out alone, “just fooling around 
and flying around and having a good time” 
(a rare luxury for the military pilot). Upon 
his return, he feared disciplinary action and 
faced a somber commanding officer. The 
"skipper" then smiled in friendliness and ac- 
ceptance, and the dream ended. 

The Maudsley Personality Inventory 
measures two pervasive and relatively inde- 
pendent dimensions of personality: extrover- 
sion-introversion (E) and neuroticism-sta- 
bility (N). The pilots’ E raw scores were 
identical with norms of American college 
men, Their N scores, however, were lower 
than those of 78 percent of American college 
men (raw scores of 11 and 20, respectively). 
Their group N score was also the lowest of 
any group (student, occupational, or clinical) 
reported in the literature (7). 

The Edwards Personal Preference Sched- 
ule is a self-descriptive forced-choice per- 
sonality inventory that yields measures of 
Personality “needs” (8). It is designed to 
minimize a subject's tendency to make “so- 
cially desirable” responses. The modal pilot 
saw himself as desiring success and complet- 
ing jobs started to a greater degree than did 
the men in the American college norms 
(p «.001). He considered it more undesir- 
able to introspect, to get help from or give 
help to others, or to accept blame (p <.001). 
Members of a study group of 50 "typical Air 
Force pilots" (9) were similar, except that 

they were more introspective. The pilot fail- 
ure group scored significantly lower on the 
achievement (desire for Success) scale 
(p «.02) and suggestively lower on the au- 
tonomy (need to operate independently) 
scale(p «.10). 

On the Minnesota Multiphasic Personali- 

ty Inventory the pilots’ self-descriptive pro- 
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file was that of a group of men who are 
energetic and have accepting and favorable 
views of themselves. The profile generally 
followed that of the typical Air Force pilots 
(9). 

Synthesizing the examination data, these 
pilots are practical logicians, men of the 
mind but very much of the world. They are 
less grounded in subjective processes or ex- 
periences than most and are more closely 
tied to external events. They tend to make all 
choices (including that for military aviation) 
on a conscious, rational basis, constantly 
checking their premises. They will take risks 
to achieve a highly desired outcome but only 
after the odds are estimated and found ac- 
ceptable. (They are careful drivers who have 
few accidents, both on the ground and fly- 
ing.) If they are questioned about psycho- 
therapy, their response would paraphrase, 
“What on earth for?" A weekend marathon 
encounter group for them would simply bea 
tedious bore, for the exposition and uncover- 
ing of deep feelings would be irrelevant. — 

They are explorers; they have a curiosity, 
a restlessness of mind and body that leads to 
the pursuit of new knowledge, even for the 
sake of the search. They are polar opposites 
to the people commonly termed “dropouts. 
The heroin high, for example, has been de- 
scribed as “a lethargic, withdrawn state 1n 
which the addict nods drowsily and without 
appetite for food, companionship, sex—or 
life" (10). One cannot imagine one of these 
pilots as desiring such a state. 

Lacking in either altruism or dependent 
they make friends easily but intense friend- 
ships rarely. This tendency toward inter- 
personal and emotional distance causes them 
not to be touched too deeply by life. 


OUTSTANDING JET PILOT 
| 


Discussion 


There are implications here for popula 
control. Only by increasing the percentage 
families with only two or three children * 
the advantages accruing to the firstborn af 
the well-fathered be intensified in the PoP g 
lation. There is evidence that we are e 
in the opposite direction. Twelve percen! yj 
the 50 million families in this country BAY 
four or more children, in contrast to six P 
cent of families in 1950 (11). tev- 

First children are first adults in almos 
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ery way subject to ordinal rating, including 
intelligence, however defined (1). They ap- 
pear as central figures at every watershed of 
history, from the founding of the world’s 
major religions to the first step on the moon. 
The peculiar gifts of the firstborn must have 
been a phylogenetic blessing, enhancing spe- 
cies survival and evolution. The law of pri- 
mogeniture (the eldest son’s exclusive right 
of inheritance) appears to have had a firm 
justification, for the eldest son inheriting his 
father’s estate was most able to increase it. 
Being more qualified and more likely to vol- 
unteer for special tasks (3), the firstborn will 
probably continue to be the forerunner of 
the evolution of mankind, both on earth and 
in space. 


Smaller families also have the advantage 
for the sons of allowing far greater father- 
son contact, the value of which is not gen- 
erally appreciated. The risk of suicide is in- 
creased by 50 percent in those who lose their 
fathers in pre-college years (12). Even those 
who suffer a lesser degree of father depriva- 
tion are more likely to become delinquent or 
homosexual (13). The father’s absence from 
the home specifically results in a significant 
difference of about eight IQ points (14). 

On the other extreme, those sons with 
abundant “fathering” are peculiarly blessed, 
ae the current study certainly suggests that 
i e more fathering, the better. Erikson (15) 
eels that close father-son companionships 
NM those adult “hatreds and prejudices 
M pium from the exploitation of weak- 
D ecause of difference in size, strength, 
"our or skills (p. 82). Indeed, our out- 
dice ing pilots are singularly free of preju- 
i or pathological projection, and they 

Nd to value others by what they are or 
what they can do. 


for as intriguing to consider the possibilities 
ds on engineering. For example, 

A ee classes (250 persons) of stu- 
the ae flight surgeons scored higher than 
of ete on “nurturance” (“to take care 
T m and lower on “dominance” (“to 
chicos eing the leader") (16). These dif- 
ate SEM in the expected direction and 
choice oy partly responsible. for the 
such Eee medicine as a profession. Can 
did REM differences be detected early 
MEER € for more compatible occupational 
ent, greater industrial productivity, 


A 
mer. J. Psychiat. 127:6, December 1970 


735 


and even fuller employment? 

Other important questions remain. Even 
with the role expectations of women becom- 
ing less rigid and less stereotyped, little at- 
tention has been given to the significance of 
birth order and specific parental influence 
for women. We know still less about what 
shapes their creativity and health, 

This study of outstanding jet pilots has 
given us some understanding of what under- 
lies their productivity. There clearly seem to 
be several factors that make for mental 
health in young adult men. Studies of other 
professional groups that are equally success- 
ful would probably reveal both similarities 
and differences. There are probably many 
experiential paths leading to the abilities to 
love and to work. It would be helpful if we 
could know them better. 
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Surely human affairs would be far happier if the power in men to be silent were the 


same as that to speak. But experience more than sufficiently teaches that men govern 
nothing with more difficulty than their tongues, 


—SPINOZA 
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The authors conclude from their work and 
from a critical review of the literature that 
unilateral ECT is likely to result in reduced 
memory dysfunction during the immediate 
treatment period and to require more 
treatment sessions for satisfactory immedi- 
ate therapeutic response. In the patient who 
is a guarded risk, attainment of a transiently 
reduced memory loss with a method likely 
to require additional anesthetic exposure 
(more treatments) would appear to be un- 
warranted. The authors stress the need for 
further studies using careful methodological 
design and techniques. 


Ure L ECT was described in 1957 as 
achieving the same therapeutic effect as 
occurred with bilateral ECT while at the 
same time producing significantly less mem- 
ory dysfunction. Since its introduction, uni- 
lateral ECT has been studied by a number 
of workers with results that have supported 
or denied its advantages over bilateral ECT 
(1-12). In an earlier publication we re- 
Viewed the then existing literature on unilat- 
eral ECT and concluded that the contradic- 
iy results and divergent conclusions arose 
Tom a multiplicity of factors, chiefly meth- 
odological (8). 

P previous study by the present authors 
PURA bilateral and unilateral ECT fo- 
i chiefly on two factors: therapeutic 
elect and memory changes (8). While bilat- 
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3 College of Medicine, 111 East 210th St. Bronx, 
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eral ECT required fewer treatments and re- 
sulted in a clinical response that was supe- 
rior in some respects to that following 
unilateral ECT, it also produced greater 
memory dysfunction during the treatment 
period and at a point 36 hours after the 
last ECT. However, by the tenth post-treat- 
ment day there was no longer a significant 
difference in memory functioning between 
the two groups. 

The present study provides a more com- 
prehensive evaluation of the therapeutic 
effect and memory changes following uni- 
lateral ECT. This includes an elaboration 
of the initial comparative observations and 
their extension over a one-year follow-up 
period. 

In addition, study patients who experi- 
enced a recurrence of depressive symptoms 
were given the alternative form of ECT for 
their second course of treatment. These 
observations permitted a comparison of 
the effect of unilateral and bilateral ECT 
in the same patient. 


Methods 


Ninety-six hospitalized depressed non- 
schizophrenic patients for whom ECT had 
been prescribed were randomly assigned to 
a bilateral or a unilateral treatment group. 
Only right-handed patients who had met 
previously established criteria for left cere- 
bral dominance were studied (8). Electrode 
placement in the unilateral group was on the 
right temporoparietal area (13). Double- 
blind procedures were maintained through- 
out the study and until the one-year follow- 
up had been completed. The two groups 
comprising 46 bilaterally treated and 50 
unilaterally treated patients were similar 
in diagnosis, age, and sex distribution (8). 
As previously reported, they differed signif- 
icantly only in the mean number of ECTs 
required for symptom removal (bilateral— 
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BILATERAL AND UNILATERAL ECT 


TABLE 1 
Patients' Clinical Course During the Year Following Treatment 


PATIENT CATEGORY AT ONE YEAR 


BILATERAL ECT UNILATERAL ECT TOTAL 


No follow-up (not located) 
Followed up 
Death 
Natural causes 
Suicide 
Relapse within one year of treatment 
Rehospitalized at UHC* with ECT readministered 
Rehospitalized at UHC with ECT not readministered 
Ambulatory ECT readministered at UHC 
Rehospitalized at other hospitals 
No relapse within one year of treatment 
Information from telephone contact. 
Information from formal psychiatric 
interview and ratings 
Total followed up 


1 2 3 
3 
1 1 
1 10) 
34 
14 12 
o 2 
2 2 
1 1 
56 
7 9 
19 21 
45 48 93 


* University Hospitals of Cleveland 


7.5 ECTs, unilateral 8.4 ECTs; p <.01). In- 
dividual treatment requirements ranged from 
four to 12 ECTs. 

Patients relapsing three or more months 
after an initial therapeutic response to ECT, 
and for whom additional ECT was required, 
received a second course of treatment that 
employed the alternative mode of ECT. 


Clinical Assessment 


Clinical status was assessed by a Depres- 
sion Evaluation Form (rated by a senior 
staff psychiatrist) and the Clyde Mood Scale 
(patient's self-rating) prior to treatment and 
again ten days and one year after ECT (8, 
14, 15). In addition, after one year a psy- 
chiatric interview was conducted by a senior 
staff psychiatrist who questioned the patient 
and other pertinent persons about the clini- 
cal course during the year since ECT. Inquiry 
was directed to work, sexual function, recre- 
ation, interpersonal relationships, and the 
recurrence of depressive symptoms or need 
for psychotherapy or psychotropic drugs. 

Telephone contact was used when the 
patient refused to come in for an interview. 
The patient’s physician or a knowledgeable 
relative was also consulted when possible. 
In these cases an attempt was made only to 

determine if the patient had sustained a 
relapse requiring hospitalization. 


Memory Assessment 


The Paired Associates Learning Test, 
the Benton Visual Retention Test, and the 
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Personal Data Sheet have been described 
in detail (8, 16). They sample respectively 
short-term recall of verbal learning, short- 
term recall and reproduction of visual learn- 
ing, and the retention of recent and remote 
factual, nontraumatic personal information. 
Psychiatric nurses, trained and supervised 
by a clinical psychologist, administered the 
tests: pre-ECT, 36 hours after each two treat- 
ments, and ten days after the last ECT. The 
Paired Associates Learning Test and the 
Benton Visual Retention Test were also used 
30 days and one year after the last treatment. 


Results 
Clinical Response 

Follow-up data on 93 of the original 96 
patients were obtained (table 1). Two pa- 
tients had died of natural causes (cancer, 
myocardial infarction). One bilaterally 
treated patient had committed suicide. O 
the remaining 90 patients, 34 had relapsed. 

The one-year follow-up information On 
the remaining 56 patients was obtained in 
16 cases by telephone contact and in 40 pa- 
tients by direct, detailed psychiatric inter- 
view by a senior staff psychiatrist. In the 
latter group the bilaterally and the unilat- 
erally treated groups were clinically indis- 
tinguishable. They could not be different 
ated on the basis of the psychiatrist-rate 
Depression Evaluation Form or thé Clyoc 
Mood Scale self-ratings. The most vali 
Clyde Mood subscale indicators of depre 
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FIGURE 1 


Change on Paired Associates 
Learning Test Score with ECT 


PERCENT SCORE ON PAIRED ASSOCIATES TEST 


—— Bilateral 


== = Unilateral 


Betore ECT 2 4 6 
NUMBER OF ECTs 


sive symptomatology, i.e., the “unhappy” 
and “dizzy” scores, no longer showed the 
bilateral group to be significantly more 
improved than the unilateral group, as had 
been the case ten days after the last treat- 
ment. The psychiatrist's interview of func- 
tioning during the year since treatment 
showed both treatment groups to be similar. 
Memory Function 

Memory changes during the treatment 
period. In the bilateral and unilateral groups 
the Paired Associates Learning Test and the 
Personal Data Sheet responses demon- 
Strated a significant intragroup change in 
memory function from pre-ECT to after two 
ECTs, from two to after four ECTs, and 
iu four to six ECTs (p <.05, figures 1 and 
a In the bilateral group memory loss 
6 hee at a constant rate from pre-ECT 
ha d ter the sixth ECT. The unilateral group 
ik the same amount of loss as did the bi- 
Th ral group after the first two ECTs. 
Mi the unilateral group’s rate of 
ag pce significantly less than that of 
eo group and continued linearly 

his reduced rate through six ECTS. 

significant group differences in memory 

nction appeared on the Personal Data 
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Sheet following the sixth ECT and on the 
Paired Associates Learning Test after the 
final treatment. The Benton Visual Reten- 
tion Test performance showed no statisti- 
cally significant losses in either treatment 
group regardless of the number of treat- 
ments. 

Memory changes in the post-treatment 
period. Thirty days after the last ECT the 
Paired Associates Learning Test perfor- 
mance of 21 patients (nine bilaterally treated 
and 12 unilaterally treated) showed that no 
memory impairment remained (table 2). In 
fact, memory performance in both groups 
was better than that observed during pre- 
treatment. 

One year after the last ECT the Paired 
Associates Learning Test revealed addi- 
tional significant improvement in memory 
function relative to the ten-day assessment 
(table 3). The memory performance in the 
bilateral and the unilateral groups was not 
significantly different. 

Memory changes in patients given both 
forms of treatment. Fourteen patients re- 
ceived both forms of treatment; seven were 
given unilateral ECT initially and bilateral 
ECT for the second series (the U— B 
group) seven were given the opposite se- 
quence (the B—U group). The UB 


FIGURE2 : 
Change on Personal Data Sheet Test Score with ECT 


AE MT 


PERCENT SCORE ON PERSONAL DATA SHEET 
5 
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= = = Unilateral 


o 
Before ECT 2 4 
NUMBER OF ECTs 
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TABLE 2 


Mean Memory Test Scores of Patients Seen Ten and 
30 Days After the Last ECT 


BILATERAL ECT GROUP (N=9) 


UNILATERAL ECT GROUP (N=12) 


TIME OF TESTING PAIRED ASSOCIATES SCORE 


BENTON ERROR SCORE 


PAIRED ASSOCIATES SCORE BENTON ERROR SCORE 


Pre-ECT 26.55 12.37 28.72 12,08 

d 9.50 .00 
Ten days post-ECT 22. M ss p<.05 pe 29. T eol [ le 1 
30 days post-ECT 28.11 6.2. 32.18 7.58 


group required 8.2 treatments for the unilat- 
eral course and 10.4 treatments for the sub- 
sequent bilateral course. The B—U group 
required 6.8 treatments for the initial bilat- 
eral course and 7.1 unilateral treatments, 
There were no significant differences be- 
tween the number of treatments employed 
in the initial treatment and subsequent treat- 
ment series within either of the two groups. 
Regardless of whether bilateral ECT was 
the initial or subsequent mode of treatment, 
it produced greater average memory dys- 
function during the treatment period than 
did the unilateral ECT. 


Discussion 


Modifications of the standard bitemporal 
technique of ECT administration have, as 
major objectives, reduction in memory dys- 
function and preservation of therapeutic 
potency. A technique innovation is usually 
introduced with data supporting these ad- 
vantages. Subsequent investigations are 
likely to corroborate these initial claims, 
deny them, or qualify them. This results in 
the all too familiar situation where it be- 
comes impossible to judge the value of the 
new technique. The reasons for these dis- 
cordant conclusions are almost always meth- 
odological. 

Since Cannicott’s study in 1962 comparing 
bilateral and unilateral ECT, 13 studies have 
appeared on this subject in which data have 
been presented that either support or deny 
the claims that this technique results in re- 
duced memory dysfunction with retention 
of the full therapeutic potency of bilateral 
ECT. A previous study by the present au- 

thors discussed a number of these studies, 
particularly from the viewpoint of methodo- 
logical factors that may have accounted for 
conflicting results and conclusions (8). Since 
that publication, seven additional studies 
have appeared comparing bilateral with non- 
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dominant and dominant unilateral ECT (3, 
5, 6, 9-11, 17). Our review of these recent 
papers will focus on reported therapeutic 
effect, memory functioning, and research 
methodology. 


Therapeutic Effect 


Therapeutic efficacy was not assessed in 
two of the seven studies (6, 17). Three other 
studies concluded that the treatment modal- 
ities offered similar therapeutic results (9- 
11). The latter studies based their conclu- 
sions on patient's self-ratings and number 
of treatments employed (11); number of 
treatments employed (9); and length of time 
for return of respiration, gaining conscious- 
ness, and subjective feeling immediately 
after ECT (10). The remaining two studies 
reported that the immediate therapeutic 
effect was superior with bilateral ECT (3, 5). 
Both used psychiatrist-rated scales and pa- 
tient’s self-evaluation. Halliday and associ- 
ates were the only investigators to study long- 
term results (3). They found that at three 
months post-ECT no difference existed 
between the bilaterally and the nondomi- 
nant unilaterally treated patient groups in 
the therapeutic response achieved. 

Because of the different measures used 
and the various times when they were em- 
ployed it is difficult to compare these studies 
and their conclusions. Results and conclu- 
sions based on self-ratings, psychiatrist $ 
ratings, and the number of treatments give? 
do not permit an accurate comparison. Fur- 
thermore, evaluations done a few minutes 
after ECT are not comparable to those done 
after a course of ECT. Only one study made 
anattempt to assess long-term effects (3). 

In a previous communication we COP- 
cluded that bilateral ECT required fewer 
treatments, produced greater impairmen 
of memory function, and resulted in a clin- 
ical response that was superior in some e 
Spects to that produced by unilateral 
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(8). These observations were restricted to the 
pre-ECT period and 36 hours as well as ten 
days after the last ECT. Our present study 
supplements these data with more detailed 
observations collected during the adminis- 
tration of treatment and additional measure- 
ments made one month and one year after 
ECT. 

Follow-up clinical data collected one 
year after treatment demonstrated that the 
long-term clinical effects of bilateral and uni- 
lateral ECT were virtually identical. The 
two groups were similar in relapse rate (re- 
quirement for additional hospitalization 
and/or ECT for the recurrence of depressive 
illness), recurrence of depressive symptoms, 
need for additional nonhospital psychiatric 
assistance such as psychotherapy or psycho- 
tropic drugs, and ability to function in the 
areas of work, sex, interpersonal relation- 
ships, and recreation. 
^ Differences between the two groups dur- 
ing treatment and persisting up to ten days 
after the last treatment had disappeared 
after one year. Specifically, the bilaterally 
treated group, which had scored as signif- 
icantly more improved on the Depression 
Evaluation Form rating factor "sleep" and 
the Clyde Mood Scale subtest "unhappy" 
and “dizzy” at ten days after treatment, no 
longer differed from the unilateral group. 
Nevertheless, one important difference be- 
tween the two treatment modalities re- 
mained: The unilateral group required sig- 
Biicantly more treatments for symptom 

moval, 
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cifically, they show that differences in ther- 
apeutic effect between bilateral and unilat- 
eral ECT present during and immediately 
after the treatment period were not observed 
at one-year follow-up. 

Patients who relapsed three to 12 months 
after their initial series were given the alter- 
native form of ECT. In this group of patients 
there was no discernible difference in thera- 
peutic response after either treatment. 


Memory Function 


The memory tests employed, the partic- 
ular aspects of memory functioning that 
are being assessed, and the times at which 
measurements are made are all of impor- 
tance in attempting to compare the results 
of studies of memory functioning following 
ECT. The therapeutic response introduces 
further difficulties since, in the words of 
Ottosson, “ECT treatment of a depression 
implies, for the memory, that a disturbance 
characterized by poor learning is changed 
into one of normal learning but poor re- 
tention” (18.) 

In a previous communication we described 
the sensitivity of the Paired Associates 
Learning Test and the recall of previously 
learned personal information (Personal 
Data Sheet) to the memory changes pro- 
duced by ECT (8). The Revised Benton Vis- 
ual Retention Test (immediate recall) did 
not reflect significant memory change from 
pre- to post-ECT following the standard 
bitemporal form of treatment and did not 
differentiate effects of bilateral from uni- 
lateral ECT, as did the other two tests. The 
Wechsler Memory Scale when reported as 
a combined score is not an adequately dis- 
criminating measure for assessing memory 


TABLE 3 
Memory Tests Score Changes from Ten Days After 


Last ECT to One Year Later 


. MEAN SCORE CHANGE 


N (TEN DAYS - ONE YEAR) p< 
16 4.875 05 
16 4.562 05 
32 4718 01 
32 ns. 
Benton 
Visual Bilateral 16 0.000 ns. 
Retenti Unilateral 16 -0:812 ns. 
Tea Bilateral plus unilateral 32 -0,406 ns. 
= Bilateral vs. unilateral 32 ns. 
[41] 
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changes following ECT. Change or lack of 
change in the summated Wechsler score 
after ECT is therefore unlikely to be a 
meaningful indicator of altered memory 
function. 

Four of the seven recent studies used the 
Wechsler Memory Scale (5, 6, 9, 17). They 
concluded that there was no memory loss 
with unilateral ECT (17); no difference be- 
tween the bilateral and unilateral treatment 
groups (5, 6); and improved memory func- 
tion in the unilaterally treated patients (9). 
Levy evaluated patients’ memory function 
with a Paired Associates Learning Test and 
by recall of recent personal events as well as 
by the Wechsler Memory Scale (5). He 
found no difference between the groups 
other than that the unilaterally treated 
patients were less impaired on a general ori- 
entation exercise. 

Sutherland and associates reported that 
bilaterally treated patients were more con- 
fused and had more impaired orientation 
and greater difficulty recalling a recently 
learned sentence when tested immediately 
after ECT (9). Halliday and associates and 
McAndrew and associates used a variety of 
measures of memory function and observed 
no differences between bilateral and unilat- 
eral ECT (3, 6). On the other hand, Zinkin 
and Birtchnell, utilizing tests of learning 
specifically designed for their study, con- 
cluded that unilateral ECT was clearly pref- 
erable to bilateral ECT on the basis of mem- 
ory functioning after treatment (11). 

Ottosson has pointed out that the patient's 
mental status constantly changes for several 
hours after ECT and has emphasized the 
importance of being consistent and explicit 
in the time interval existing between treat- 
ment and testing (19). Testing in the immed- 
iate post-treatment period is complicated by 
the patient's recovery from a general anes- 
thetic and by postictal phenomena. Obser- 
vations made during this period, including 
such items as recovery of general orientation 
and the retrieval of a sentence learned im- 
mediately prior to treatment, are of ques- 
tionable relevance to the ultimate memory 
and other mental functioning attained fol- 
lowing ECT. Similarly, the results of mem- 
ory testing following a single ECT appear 
to have limited predictive value regarding 
memory function following a therapeutic 
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course of ECT. icd 

The variable conclusions reached in these 
several studies can best be understood in 
terms of the tests employed, their relative 
lack of specificity in measuring memory 
functioning, and the times at which they 
were administered. " 

We previously reported that the immedi- 
ate post-ECT memory loss was more pro- 
nounced in the bilateral group(8) The 
present data demonstrated that this differ- 
ence was arrived at by routes that were 
different for the two groups (figures 1, 2). 
While memory loss occurred at approxi- 
mately the same rate in both groups over the 
interval covered by the first two treatments, 
a significant reduction in the rate of loss 
became apparent in the unilateral group by 
the completion of the fourth treatment. 
This divergence of rates between the two 
groups attained statistical significance by 
the sixth treatment on the Personal Data 
Sheet and after the last treatment on the 
Paired Associates Learning Test. 

This divergence in rates of memory loss, 
Occurring in two of the three memory 
measures employed, has theoretical and 
practical interest with respect to memory 
mechanisms, and it provokes several ques- 
tions. Why does the initial rate of cumulative 
memory loss, which is maintained through- 
out the bilateral treatment course, become 
reduced after the second treatment in the 
unilateral group? Why should two-thirds of 
the total memory loss resulting from à 
course of six unilateral treatments have Oc- 
curred by the time the fourth treatment has 
been given? Are these characteristic mem- 
ory responses a reflection of the differential 
capacity of the two modes of stimulus appli- 
cation to influence reactions essential for 
maintaining memory function at a certain 
level? Which processes involved in main- 
taining memory function are apparently less 
completely impaired by the unilateral stim- 
ulus application? 

Although significant group differences 
in memory dysfunction were seen during 
and immediately after a course of ECT, the 
residual memory loss present ten days later 
was nearly the same for both groups. Thirty 
days after treatment both unilateral and bi- 
lateral groups showed memory function to 
be improved over that existing in the im- 
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mediate pre-ECT period. At the one-year 
testing point both groups showed additional 
improvement in memory test scores. Thus 
while unilateral treatment produced less 
memory dysfunction than bilateral ECT, 
this difference did not become statistically 
significant until after six to eight treatments 
had been given and was greatly diminished 
ten days after the last treatment. 

Patients who relapsed within one year 
and who were given the alternative form of 
ECT on the second course of treatment also 
demonstrated less memory impairment im- 
mediately after a course of unilateral ECT 


as compared with bilateral ECT. This pro-' 


vided a unique opportunity to observe the 
effects of the two treatment modes in the 
same patient, who, in effect, served as his 
own control. 

These circumscribed differences in mem- 
ory dysfunction produced by unilateral ECT 
Support the idea that therapeutic response 
and memory dysfunction may be relatively 
independent and dissociable responses to 
a single stimulus, the electrically induced 
convulsion. Thus electrode placement vari- 
ations appear to be one method whereby 
the effects of ECT on the depressive reaction 
and on memory function can be dissociated. 
From a practical point of view, the ideal 
lype of dissociation would be one where the 
therapeutic response to ECT would be fully 
retained while the memory dysfunction 
would be reduced. 


Methodological Considerations 


erent consideration arises in 
there the fact that in this and other studies 
P un of memory test results is neces- 
dii ue for groups rather than for in- 
dividual patients. This practice masks in- 
different results that can be markedly 
ample from group responses. For ex- 
Ts h m patient getting /2 bilateral 
other. practically no memory loss while 
suffered receiving six unilateral treatments 
Heine profound memory dysfunction. 
Viduals Tapist, who has to deal with indi- 
intragro needs to be aware of the fact that 
that d variation may be greater than 
Opposit Ween groups, and perhaps in the 
Vide bi direction. The group results pro- 
He mu with. no more than probabilistic 
MR r selecting one or the other mode of 
ment for a given patient. 
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Several other methodological considera- 
tions are important in attempting to under- 
stand the diverse conclusions reached in 
studies comparing bilateral and unilateral 
ECT. These include the diagnostic hetero- 
geneity of the groups studied, failure to as- 
sign patients to treatment groups in a ran- 
dom fashion, neglect of double-blind 
technique, and ambiguities in the electrical 
parameters used to induce the seizures. 


ECT has different degrees of therapeutic 
specificity in various psychiatric disorders. 
This is manifested by the varied number of 
treatments required to produce an optimal 
therapeutic response. Thus endogenous 
depressions usually respond to approximate- 
ly six ECTs while less specifically responding 
diseases may require 20 or more treatments. 
It is not known whether the nature of the 
memory dysfunction response is influenced 
by the illness. 

Patient populations in most of the seven 
studies under consideration were hetero- 
geneous. Two included patients with schizo- 
phrenic reactions (6, 17). Two did not 
specify the diagnoses of the patients studied 
(9, 10). One used inpatients as well as out- 
patients; and another used patients housed 
in three different hospitals and evaluated 
by several individuals (3, 11). It is desirable 
to select patients for these studies on the 
basis of preestablished diagnostic criteria 
that ensure that the subsequent random 
assignment will result in diagnostically 
homogeneous groups composed of patients 
with an illness known to be responsive to 
ECT: 

It is imperative that adequate research 
design and techniques be used particularly 
when employing tests to estimate behavioral 
items and when bias may be present in both 
observers and subjects. Patients should be 
selected for inclusion in a study on the basis 
of criteria specified in advance. Subsequent 
placement in one of the various treatment 
groups should be by a random assignment 
procedure that obviates further subtle selec- 
tion and bias. 

Although a double-blind technique is 
admittedly difficult to maintain in studies 
of this type it should be used particularly 
insofar as those who make observations and 
analyze data are concerned. Equally impor- 
tant is constant alertness to guard against, 
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and to detect, breaches in the double-blind 
procedure employed. One or more of these 
specifications was not met in the seven stud- 
ies being considered (3, 5, 6, 9-11, 17). 

Certain technical matters should be 
mentioned because of their pertinence in 
ECT studies, particularly in those involving 
unilateral ECT. The parameters of the elec- 
trical stimulus have been shown to be an 
important determinant of the degree of 
memory dysfunction occurring with ECT 

` (19). As with drug studies, it is important to 
be explicit about details of the therapeutic 
agent and its administration. The technique 
of administering ECT varies so greatly from 
group to group regarding the electrical 
parameters used, the amount of cerebral 
hypoxia sustained during treatment, and 
other factors that may influence the pa- 
tient’s response that caution must be exer- 
cised in comparing, contrasting, and gen- 
eralizing results without knowing these 
factors. 

Finally, the use of terms such as “domi- 
nant” and ‘nondominant” hemisphere 
must be made with an appreciation of the 
complexity of making such an assignment 
as well as its inconstant relationship to 
dominant handedness (20). The criteria de- 
termining the site of unilateral electrode 
placement must be reported if valid and con- 
firmable conclusions are to be reached. 


Summary 


We conclude from our work and from a 
critical review of the literature that uni- 
lateral ECT, compared with the bilateral 
type, is likely to result in a reduction in mem- 
ory dysfunction during the immediate 
treatment period and to require more treat- 
ment sessions to attain a satisfactory im- 
mediate clinical response. Observations 
suggesting that unilateral ECT produced an 
immediate therapeutic response that is 
less adequate than that occurring with the 
bilateral form of treatment need further 
study. 

Our results support the conclusion that, 
for the individual patient, selection of one 
or the other form of treatment should be 
based on the probabilistic potential ad- 
vantage of a transiently reduced memory 
loss achieved with unilateral ECT, or a 
smaller number of treatments such as is 
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likely to be required with the bilateral mode. 
In the patient who is a guarded risk, the 
attainment of a transient reduction in mem- 
ory loss with a method that is likely to re- 
quire additional anesthetic exposure would 
appear to be unwarranted. 
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Questions of the Month 


Question 1 


Each of the questions or incomplete statements below is followed by four 
or five suggested answers or completions. Select the one that is BEST in each 
case. 

Where it is applicable, the rule of diminished responsibility of the mentally 
ill works as follows: 

(A) If because of mental illness the defendant is unable to maturely and 
meaningfully reflect upon the gravity of his contemplated act, and he 
therefore cannot meaningfully form an intention or premeditate with 
respect to his act, this fact is taken into account in determining the degree 
of his criminal responsibility 

(B) The degree of the crime is reduced if it can be demonstrated unequivo- 
cally that the defendant suffered from mental illness at the time of 
commission of the crime 

(C) The degree of the crime is reduced 
defendant has gross impairment of reality testing at the time 
commission of the crime 

(D) The defendant is convicted of the offense with which he is charged but 
the degree of punishment is reduced E 

(E) The defendant is convicted of the offense but is committed to an insti- 
tution for the mentally ill for treatment instead of being sent to prison 


if it can be demonstrated that the 
of the 


Questions 2-5 

The questions below consist of five lettered headings followed by a list of 
numbered words or statements. For each numbered word or statement, select 
the one heading that is most closely associated with it. Each lettered heading 
may be selected once, more than once, or not at all. 


(A) Primary prevention 
(B) Secondary prevention 
(C) Tertiary prevention 
(D) Group therapy 
(E) None ofthe above 
2. Measures to reduce the rate of the residual defect level in a population 
3. A one-to-one relationship is the most significant aspect 
4. Measures to reduce the incidence of mental illness in a population 
5. Measures to reduce the prevalence of mental illness in a population 


(The Questions of the Month are from the Self-Assessment Program of the 
APA. The answers are supplied on page 758 of this issue.) 
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Adjustment of Mentally Retarded Patients 
in a Hospital for the Mentally III 


BY NEIL D. WARREN, PH.D., GEORGE TARJAN, M.D., 
AND THOMAS L. CALL, M.A. 


Few studies have been made of what happens 
when mentally retarded persons are transferred 
to mental hospitals. This study of 193 patients, 
made following such a transfer in California, 
showed generally favorable results. Possible 
explanations, including staff attitudes and use 
of medications, are discussed. 


wu THE NUMBER of patients in public 
hospitals for the mentally ill has 
decreased since 1955 (1), overcrowding 
has continued in many hospitals for the 
mentally retarded. In several states this 
relationship has led to the transfer of men- 
tally retarded patients to hospitals for the 
mentally ill. For example, the plans of the 
California Department of Mental Hygiene 
call for the transfer and admission of men- 
tally retarded patients to all but two state 
hospitals by 1974 (2). 


Several questions arise as a consequence. 
Are the personnel and facilities of a hospital 
previously devoted to the care of the mentally 
ill adaptable to the care of the mentally 


At the time of the study Dr. Warren was visiting sci- 
entist with the Department of Mental Hygiene, Pacific 
State Hospital, Pomona, Calif. He has since retired as 
professor of psychology, University of Southern Cali- 
fornia, Los Angeles, Calif. Dr. Tarjan is professor of 
psychiatry, U.C.L.A., and director, Mental Retarda- 
tion Program, Neuropsychiatric Institute, 760 West- 
wood Plaza, Los Angeles, Calif. 90024. Mr. Call is 
research assistant, Pacific State Hospital. Reprint re- 
quests should be sent to Dr. Tarjan, 

This study was supported in Part by Public Health 
Service grants MH-08667 from the National Institute 
of Mental Health, HD-02712 and HD-04612 from the 
National Institute of Child Health and Human Devel- 
opment, and General Research Support grant FR- 
05632. ; 

Opinions expressed herein are those of the authors 
and do not necessarily reflect the views of the California. 
Department of Mental Hygiene. 

This paper was originally accepted in a longer 
version, which is available from The American Journal 
of Psychiatry for a charge «of $2.50 per copy. Prepay- 
ment is required; checks, money orders, or stamps are 
acceptable. 


[46] 


retarded? What changes in treatment occur 
following transfer? Do the patients progress 
Or regress? What are the advantages or dis- 
advantages of single population vs. multiple 
population hospitals? The answers are rel- 
evant to program planning in mental illness 
and retardation and are urgently required 
during this period of rapid changes. 

To date, only limited information has 
been available. Some opposition has been 
expressed, particularly by parents of the 
retarded, who fear that the quality of care 
for their children will suffer in a setting 
oriented toward the treatment of mental 
illness. Bazelon (3), on the other hand, has 
urged combined facilities, He has suggested 
that services be separately provided for 
mentally disordered children and for men- 
tally disordered adults, regardless of diag- 
nosis. 5 

No studies have been found that give 
meaningful information about the outen 
of placement of the retarded in yr 
for the mentally ill. One study, that o 
Babow and Johnson (4), described the atti- 
tudes of the staff of a mental hospital in 
which a mental retardation unit had been 
established. It was found that staff menwa 
more distant from direct patient care ae 
as those in psychology, social work, a 
rehabilitation were most likely to have j 
strongly favorable mental retardation oe 
tation. They responded to a questio 
in ways that indicated “a hopeful Mor 
a humanistic approach, and expectations S 
change and improvement." These attitu 2 
contrast with a more hopeless viewpoint 
custodial approach, and little expers E 
for change found among some staff en 
lo direct patient care. Other studies ( - 
have been concerned with the attinides n 
staff members of hospitals for the Door 
and those of teachers and college students: 


5 es- 
This paper reports on four related QU 
0 
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tions: a) the perceptions of ward personnel 
in a hospital for the mentally ill and a 
hospital for the mentally retarded about the 
characteristics and capabilities of mentally 
retarded patients; b) the frequency of par- 
ticipation by patients in selected treatment 
programs in the two hospitals; c) the atti- 
tudes of the two groups of employees toward 
specified patient characteristics; and d) the 
relationships among employee perceptions, 
employee attitudes, and patient participation 
in these treatment programs. 


The Patients 


Between August 1967 and January 1968, 
257 mentally retarded patients were trans- 
ferred from Pacific, a state hospital for the 
mentally retarded, to Camarillo, a state 
hospital for the mentally ill. All were ambu- 
latory adults, believed capable of self-care 
to a large extent. As of January 1969, two 
had died, one had been discharged, four 
were in the medical unit, 47 had been placed 
Out of the hospital (15 in family care, 31 
in board and care facilities, and one in work 
Placement), and four had been returned to 
Pacific. One hundred ninety-nine of the 
patients remained at Camarillo; complete 
data were available on 193, who constituted 
the sample for the present study. 


Method 


, Since 1959 an annual census of patient 
characteristics has been taken at Pacific. The 
SUR the census form are completed by 
ga personnel and the results main- 
quedes data processing unit of the 
Tou ee onl Laboratory. In addition 
calle b ying information, the census form 
wo ratings on many characteristics, 
Moni. physical traits, self-care abilities, 
ne 5 and social behaviors, readiness for 
Ho idea in selected hospital pro- 
e ibs of seizures, medication, 
ibit illnesses, and family contacts. Some 
(ou matters of record and can be 
iih ively reported, e.g., use of physical 
in EE durum and actual participation 
He Spital programs. Most of the items, 
*ver, call for judgments on the part of 
e rater, 

oe to obtain data on interrater 
i ent, comparisons were made at Pa- 


Un 
lic in 1966 and again in 1968. The results 
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of the first study were reported previously (8). 
In 1968 the first ratings were made on May 
l by the morning staff and the second on 
July 25 by the afternoon staff. This com- 
parison involved 137 patients, or five per- 
cent of the hospital population, including 
representation from all wards. The variables 
were dichotomized prior to the calculation 
of the percentages of agreement. The results 
represent the PSH Percent Agreement in 
tables 1 and 2 and are generally consistent 
with the findings of Abelson and Payne in 
their reliability studies of ratings on many of 
the same items (9). 

The census forms for the 193 patients 
involved in this study were completed by the 
Pacific ward personnel in May 1967 and by 
the Camarillo personnel 20 months later, 
in January 1969. The second set of ratings 
followed the date of transfer by 12 to 17 
months. Two basic aspects of the ratings 
were examined: the extent of agreement 
between the two ratings, and trends to more 
or less favorable evaluations in the new 
setting. In spite of the time lapse, examina- 
tion of agreement is possible because the 
characteristics under study have been found 
not to change rapidly (10). 

In an effort to compare the attitudes of 
ward personnel at the two hospitals, psy- 
chiatric technicians were asked to complete 
a patient characteristic rating form. A 
random sample of 94 technicians from the 
adult wards at Pacific and nearly all the ward 
personnel—106 technicians—in the mental 
retardation unit at Camarillo completed the 
form. It consisted of 20 items selected from 
the census form. The respondents were asked 
to rate each item on a scale from very desir- 
able to very undesirable in terms of patient 
welfare. The items were scored by assigning 
positive and negative values to the ratings 
on a five-point scale ranging from +2 to -2. 
Mean ratings for each item were calculated 
for each hospital. 


Patient Characteristics, Readiness for, 
and Participation in Programs 


Using the census form, employees of the 
hospitals rated patients on 50 characteristics 
pertaining to physical traits, self-care 
abilities, and personal and social behaviors; 
on readiness for seven programs; and on 
participation in seven programs. In general, 
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TABLE 1 


Patient Characteristics, Readiness, 
and Participation in Selected Programs* 


ADJUSTMENT OF MENTALLY RETARDED 


PSH 


ITEM PERCENT AGREEMENT 


PSH VS. CSH 
PERCENT AGREEMENT 


PSH PERCENT 


Patient characteristics 


Hyperactivity * * 75 61 

Attacks on other patients* * 85 73 

Passivity* * 63 78 

Withdrawal* * 72 77 

Homosexual activity * * 94 77 
Readiness for selected 

programs 

Industrial therapy 94 70 

School program 84 56 

Work leave 94 76 
Participation in selected 

programs 

Any planned activity 83 73 


46 
74 
71 
78 
85 


50 
43 
6 


81 


“Only items on which the difference between mean ratings is significant (p < .01) are presented. 


" "Absence of behavior is “favorable.” 


the percentage of agreement between the 
raters at the two hospitals was as high as 
the agreement between two raters at Pacific. 
Relatively low agreements on some items 
reflected statistically significant differences 
between the ratings at the two hospitals. 

The items presented in table 1 are limited 
to those on which significant differences were 
found between the hospitals. These included 

five behavior items, each referring to the 
absence of an undesirable behavior. On each 
of these, the ratings at Camarillo were more 
favorable, i.e., the patients were reported 
to be less hyperactive, less passive and less 
withdrawn, and to be less of a problem 
because of homosexual activity or attacks on 
other patients. 

Program readiness information was 
obtained for ward tasks, industrial therapy, 
School, use of swimming pool, sanitarium 
care, family care, and work leave, Significant 
differences between ratings at Camarillo and 
Pacific were noted on the three items pre- 
sented in table 1. Again, on each of these 
items the ratings at Camarillo. were more 
favorable, with particularly striking differ- 
ences concerning readiness for the school 
and work leave programs. 

Participation in the following programs 
was ascertained: ward tasks, industrial 
therapy, school, use of swimming pool, any 
planned activity, receiving visitors, and visits 
home. The only significant difference per- 
tained to participation in any planned activity 

(see table 1). In this instance the proportion 
of participants was higher at Pacific. Although 
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there were significantly more favora 
ratings at Camarillo for readiness to pa 
pate in the industrial therapy and scho 
programs, the proportions actually partici 
pating in these programs were not signi 
cantly higher than at Pacific. Over 80 pert ot | 
of the patients were recommended fi 1 
participation in the swimming program at 
both hospitals, but only 17 percent used the 
pool at Pacific and six percent at Camarill 
Only slight differences were found in t 
proportion of patients receiving visitors or 
going home on visits, with very little diff 
ence in the identity of the patients involved. 
This fact suggests that, as far as the main- 
tenance of family ties is concerned, t 
characteristics of the patients and of a 
parents and friends are more important t 
the location of the hospital. vi 
r 
ait 


Although medication is just one modality | 
of an overall treatment program, the oF 
pertaining to medication are p | 
separately. Questions were asked in 
forms: the first concerned medication 
sleep without specifying the drug; 
second asked specifically whether e 
rates, tranquilizers, — diphenylhyda 
(Dilantin), or other drugs were used; a! 


Use of Medication 


nd the 
third inquired about the number of cu 
medication orders. : 


tranquilizers were significantly grea! 
Camarillo than at Pacific. For example 
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TABLE 2 
Use of Medication” 


PSH PSH VS, CHS MEDICATION USED 
ITEM PERCENT AGREEMENT PERCENT AGREEMENT PSH PERCENT CSH PERCENT 

Medication for sleep 87 66 

Occasional 4 9 

Frequent 5 27 
Barbiturates NA 72 

Occasional 3 14 

Frequent 21 20 
Tranquilizers NA 63 

Occasional 2 9 

Frequent 44 57 


“Difference between mean ratings is significant (p < .01). 


the 175 patients who were reported at 
Pacific as not receiving medication for sleep, 
39 were given it occasionally and 15 fre- 
quently at Camarillo. A similar trend, 
although not statistically significant, was 
found for the use of diphenylhydantoin. 

A comparison of the number of drug 
orders in effect on the day of census showed 
an average of 1.7 per patient at Pacific and 
24 at Camarillo. The difference is statistically 
Significant at the 0.1 level and can be ac- 
counted for primarily by a greater use of 
tranquilizers. 


Employee Attitudes Toward 
Patient Characteristics 


To determine what differences, if any, 
existed in the attitudes of the ward personnel 
at the two hospitals, a patient characteristics 


rating form was prepared. The items are 
listed in table 3 with the mean ratings for 
each hospital. j 

There was little difference in the order of 
desirability assigned to the patient character- 
istics by the staffs of the two hospitals. The 
rank difference correlation between the 
mean ratings was +.99. In terms of the 
differences in the mean values, however, 
there was a significant difference between 
the two groups of raters. Applying Hotelling’s 
T test to the entire list of ratings showed that 
the difference between the two groups of 
raters was significant beyond the .01 level, 

Four individual items were found with a 
significant difference between the means. 
The Camarillo ward personnel attached 
significantly more desirability to the char- 
acteristics of being capable of school work 


TABLE 3 
Desirability of Patient Characteristics” 


MEAN RATINGS 


PSH CSH 
CHARACTERISTIC IN - 94) (N= 106) 
Aggressive behavior 434 + .13 
faseive behavior - 50 AO ET) 
cece praise and attention + .60 + 37 
i pable of ward tasks +1.50 +1.48 
§ toilet trained 4178 +1.66 
\ 'omosexual behavior -1.10 -148''* 
Mteracts with staff 41.24 4123 
Hyperactive la? Bat 
Capable of school +1.02 +1.35" 
Pep usually disturbed - 84 - 82 
packs patients -134 - 1.60 
jnicipates in planned activities +1.57 +1.65 
eects with other patients +1.47 +1.65 
aac ward property - 1.38 2:1:70** 
F alified for family care + 84 4123'** 
Beha ent Visitors + 96 +1.02 
eto! requiring tranquilizers - 49 - 36 
un osexual behavior + 41 + 49 
fanifests psychotic behavior - 95 - 90 
*quent home leaves + 92 NOS 


ey desirable = +2; 
i 
"p 


ry undesirable — -2. 
ference between means is significant (p < .05). 
rence between mi is significant (p < .01). 
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and qualified for family care. The other 
characteristics on which there were signifi- 
cant differences in ratings between the two 
hospitals showed that at Camarillo there was 
significantly less acceptance of homosexual 
behavior and destruction of ward property 
than at Pacific. 

The pattern of relationships between 
attitude and patient evaluation is not clear. 
There was little correlation between attitudes 
toward patient characteristics and the fre- 
quencies with which the characteristics were 
reported. Stated in another way, the fact 
that a characteristic was rated more desir- 
able at one hospital than at the other did 
not imply that the census showed signifi- 
cantly more patients having the characteristic. 
For example, the differences in the use of 
medication at Camarillo cannot be attributed 
to differences in the extent to which dis- 
turbed sleep or behavior requiring tran- 
quilizers was rated undesirable. Significantly 
less homosexual behavior reported on the 
census was accompanied by a significantly 
higher rating of undesirability at Camarillo, 
but significantly less hyperactivity was not. 


Discussion 


As a group the patients appeared to be 
considered somewhat better behaved at 
Camarillo and also to be somewhat less 
active. The ward personnel at Camarillo 
were more optimistic about the potential 
of the patients for industrial therapy, school 
work, and work leave. Significantly more of 
the patients were given medication for sleep, 
barbiturates, and tranquilizers at Camarillo. 

There are several possible explanations 
for the changes in ratings after the move to 
Camarillo. The patients may have changed 
during the 20 months following the ratings 
at Pacific. The changes may have been due 
to the passage of time, to the differences in 
treatment at Camarillo, or to the well-known 
“Hawthorne Effect.” On the other hand, the 
evaluations were made by different persons, 
and many items are quite subjective. The 
attitudes of the raters may have accounted 
for some of the differences, 

It is also possible that increased use of 
medication might have been part of the 

explanation. At Camarillo, a hospital for the 
mentally ill, therapeutic use of drugs is a 
more routine procedure than at Pacific. Dis- 
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cussion of this point with members of the 
administrative staff at Camarillo confirmed 
this fact. They also noted that they were 
urging the medical staff to order minimum 
effective dosages of the drugs. No effort was 
made to compare the size of the dosages at 
the two hospitals, but even if the dosages 
were different, the significant fact is that 
there was more widespread use of drugs at 
Camarillo. In all probability this fact ac- 
counted in part for the reported changes in 
patient behavior. 


Conclusions 


The data presented permit the following 
conclusions: 

1. In general, there was no evidence of 
regression among the patients transferred to 
Camarillo. On the contrary, there was defi- 
nite indication of progress as perceived by 
ward personnel. 

2. The personnel at Camarillo placed a 
higher value on family care placement, qual- 
ification for school, and absence of homo- 
sexual and destructive behavior. In general 
they found the patients more capable than 
had been reported at Pacific some 20 months 
earlier. gii 

3. The extent to which the enthusiastic 
leadership of the Camarillo mental retarda- 
tion unit and the newness of the program 
there contributed to patient progress is not 
easily measurable. There is reason to believe, 
however, that intensive efforts with relatively 
small and homogeneous groups will produce 
improvement in any setting. 

4. It is not possible to measure the ef- 
fects on patient progress of the greater use 0 
medication at Camarillo. The fact that more 
favorable ratings and increased medication 
were concurrent suggests that further study 
would be desirable. 

5. Neither hospital provided school oF 
industrial therapy programs for all patients 
judged to be qualified. At Pacific, fewer ni 
half of those believed eligible were in schoo : 
At Camarillo, a larger number were judge 
to be qualified, but fewer than one-third O 

„the eligibles were in school. A similar tren 
was observed for industrial therapy. 

6. The question of placing mentally 7 
tarded patients in hospitals for the mente y 
ill deserves further study. In the present i 
stance, the result appears to have been sat! 


0 
Amer. J. Psychiat. 127:6, December 197 


751 
7:25-21, 1969 


staff and facilities could be made if the pa- 5. Butterfield EC, Barnett CD, Bensberg GJ: A mea- 
tients were more severely retarded or more sure of attitudes which differentiates attendants 
ni diphysicall b dicted from separate institutions. Amer J Ment Defic 
handicapped physically cannot be predicte: 72:890-809, 1968 
from this study. 6. Efron R, Efron H: Measurement of attitudes to- 
i ward the retarded, and an application with educa- 
REFERENCES tors. Amer J Ment Defic 72:100-107, 1967 
" ad deos EN DR 7. Polonsky D: Beliefs and opinions concerning men- 
1, Joint Information Service: Fifteen Indices. Wash- : 5 
ington, DC, American Psychiatric Association, tal deficiency. Amer J Ment Defic 66:12-17, 1961 
1968 8. O'Connor G, Hunter RM: Regional data collection 
2. California Department of Mental Hygiene: Future as an aid to institutional administration and pro- 
Programs for the Mentally Retarded. Sacramento, gram planning. Ment Retard 5:3-6, 1967 
Calif, June 27, 1969 (memorandum) 9. Abelson RB, Payne D: Regional data collection in 
3. Bazelon DL: Mental disorders: the need for a state institutions for the retarded: reliability of at- 
unified approach. Amer. J Orthopsychiat 34:39- tendant ratings. Amer J Ment Defic 73:739-744, 
44, 1964 1969 
4. Babow I, Johnson AC: Staff attitudes in a mental 10. Eyman RK, Tarjan G, Cassady M: The natural his- 


hospital which established a mental retardation 
unit, California Mental Health Research Digest 


tory of the acquisition of basic skills by hospitalized 
retarded patients. Amer J Ment Defic (in press) 


Whilst my physicians by their love are grown 
Cosmographers, and I their map, who lie 
Flat on this bed. 
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Revolutionists Among the Chicago Demonstrators 


BY PAUL R. MILLER, M.D. 


The author compared the characteristics of 
19 self-designated ‘‘revolutionists” arrested 
during the 1968 Democratic National Con- 
vention with those of 88 nonrevolutionary 
activists. While the revolutionists talked a 
great deal about overthrowing the estab- 
lished government, there was no evidence 
that they were plotting an insurrection or 
going underground. The author believes that 
such revolutionists are part of a much larger 
youthful group that is in revolt against the 
prevailing American life style and values 
and that we need techniques other than re- 
pression to respond to this youth culture. 


e ACTIVISTS are people who use pub- 
lic techniques such as demonstrations, 
electioneering, education, and social action 
programs in attempts to influence the gov- 
ernment to change its policies. I studied so- 
cial activists who were arrested at the Dem- 
ocratic National Convention in Chicago 
during August 1968 (1). Revolutionists are 
' social activists who believe that overthrow- 
ing the government is acceptable if other 
techniques fail to influence it to change na- 
tional policies. Much has been written about 
social activists and revolutionists. In addi- 
tion to the Walker report (2) concerning the 
Chicago demonstrators, others have writ- 
ten about revolutionist-like social activists 
under the labels of the “new student left” 
(3), "new student revolt” (4), *new radicals” 
z “young rebels” (6), and “young radicals” 
This is the first report on self-designated 
American “revolutionists” that is based on 
objective data. Nineteen (18 percent) of my 
sample of 107 arrested social activists ad- 
vocated revolution. This study compares 


Read at the 123rd annual meeting of the American 
Psychiatric Association, San Francisco, Calif., May 
11-15, 1970. 

Dr. Miller is associate professor of psychiatry, School 
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those 19 with the 88 nonrevolutionary social 
activists, using data obtained by question- 
naires and interviews. Since the group of 19 
is a small sample, the findings and interpre- 
tations must be regarded as provisional. 

Others have expressed concern about the 
extent and influence of activist youth groups. 
The New York Times (8) recently estimated 
that there is a “hard core rebel group” on the 
nation’s campuses estimated at about 135,000 
students, with a potential support group of 
more than half a million. This represents 
ten percent of all college students. As the 
past academic year showed, this is an im- 
portant group indeed. 


Profile of a Demonstrator 


A typical individual in a crowd of demon- 
strators will be described. Fred was born 21 
years ago in a medium sized city in the heart- 
land of the nation. He was the third of six 
children. His father was the district public 
school superintendent during a time when 
many new schools were being built. He was 
a capable man and highly respected. While 
he was liberal in his political and social 
views, he did not express them to others 
because of his public position. He died when 
Fred was 16. Fred’s mother did not work 
outside the home before or after marriage 
she was well educated but did not seek à 
career other than wife and mother. S 
a methodical person, efficient in running e 
large house and rearing her children. pee 
parents were permissive in that they ae 
punished their children physically but St 
down with them and discussed their behave" 
punishment consisted of restriction P dle 
privileges. The family was of upper m! 
social class. ie 

Even as a young child Fred had the ee 
tation of being strong-willed and aggressi 
in his relations and activities. He had aa 
been at the top of his class, a result of ke 
intelligence and hard work. He had al 
enjoyed sports and games but on an incl 
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val rather than team basis. His only serious 
injury occurred when he was about four 
and hurt his head in a fall. No one was cer- 
tain if he lost consciousness. 

Fred graduated first in his high school 
class. He had a special facility for languages 
and was also interested in literature. A pas- 
sage from his favorite novel that impressed 
him was this: “A nihilist is one who refuses 
to bow to authority and accepts no prin- 
ciples on faith, however much those prin- 
ciples may be revered.” Some friends de- 
scribed him as insolent and arrogant, but 
they used his help in their studies. Fred also 
tutored an impoverished youth from a 
minority group in high school at the sugges- 
tion of his father; he was of great help in the 
youth’s education. 

Upon entering college Fred began a pre- 
law course. He was never interested in science 
or business. During his first year the entire 
student body made a nonviolent protest to 
the administration because the state govern- 
ment had insisted that a liberal faculty 
member be fired. Fred was one of several 
students who were singled out and expelled, 
probably because Fred’s older brother had 
Caused serious trouble in political protests 
during his college career. While out of 
school Fred read widely. During this time 
he first read Das Kapital. He eventually 
continued his education and will soon be able 
to take his law examinations. At this stage 
of his life he opposes capitalism but does 
Not believe that revolution is necessary for 
its reform, He does hope that some form of 
gem will be developed that will dis- 
tibute the wealth of the country more equi- 
e among the poor and the deprived mi- 

E ies, In respect to his future, Fred hopes 
Ene law. He has no idea at this time 
He h ow political he will be in the future. 

le has not thought about it or discussed it 
with anyone, 


E ————— ———  ————— 
O—— HEEL — m 


The 107 Demonstrators 


K embers of the sample were: white (100 
Kent at); male (90 percent); youthful (75 per- 
the SEN between 18 and 25); residents of 
41 ; idwest (65 percent); either students 

Percent) or employed in a full-time job 
Ern had never been previously 
iot ed, excluding a traffic violation or 

€st demonstration (92 percent) They 
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were well educated: of those 18 and older, 
94 percent were high school graduates and 
79 percent had attended college. Their social 
class membership, using the Hollingshead 
scale(9), were: upper, 27 percent; upper 
middle, 40 percent; middle middle, 23 per- 
cent; lower middle, nine percent; and lower, 
one percent. Career choices were: profes- 
sional, 60 percent; creative arts, nine percent; 
social activism, seven percent; business, 
five percent; farming, two percent, vague, 
uncertain, 17 percent. 

The parents were well educated (53 per- 
cent of the fathers had college or graduate 
degrees) and high occupational achievers 
(73 percent of the fathers were executives, 
professionals, or medium to major business 
proprietors). The parents tended to be liberal 
and politically active, but they were evenly 
divided in their approval-disapproval of 
our subjects’ participation in protest demon- 
strations. 

The demonstrators strongly supported 
the peace movement, draft resistance, the 
New Left, hippies and Yippies, McCarthy 
Democrats, Kennedy Democrats, and Stu- 
dents for a Democratic Society (SDS). They 
strongly opposed Humphrey Democrats, 
Radical Conservatives, and Republicans. 
They had mixed opinions about anarchists 
and communists. 

A majority denied that anarchists, com- 
munists, terrorists, or assassins were present 
in the demonstrations or that such groups 
had taken over the demonstrations. 

Most (74 percent) had never been arrested 
previously; of the remainder, four percent 
had been arrested for a misdemeanor, five 
percent for nonviolent felony, none for a 
violent felony, and 17 percent for civil dis- 
obedience. 

Of the total sample, 48 percent believed 
in nonviolence as universally applicable in 
social protests, 23 percent believed in ap- 
plying it situationally for themselves, and 
29 percent did not believe in it. 

At the time of their arrest, 54 percent 
said they were physically attacked by the 
police, and four percent said they physically 
resisted their arrest. Most demonstrators 
(88 percent) were arrested for nonviolent 
acts. 

Their protest focused on three general 
areas: racism and poverty, war and the mili- 
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tary-industrial complex, and an unrepresen- 
tative government. Most intend to remain 
activists through demonstrations, partici- 
pation in the electoral process, formation of 
activists’ groups, and education of nonactiv- 
ists. 


Comparison of Revolutionists 
and Nonrevolutionists 


Revolutionists were significantly different 
(p «0.05) from nonrevolutionists in that they 
were more likely to: 1) reside outside Illinois 
(i.e., they traveled farther to attend the con- 
vention), 2) choose a career in social activ- 
ism, 3) receive more individual parental sup- 
port for their social activism, 4) support the 
SDS, 5) support anarchism, 6) support com- 
munism, 7) acknowledge that anarchists 
were in the demonstrations, 8) acknowledge 
that communists other than members of the 
American Communist Party were in the 
demonstrations, 9) strongly deny the allega- 
tions by officials that the demonstrations 
were taken over by “anarchists, commu- 
nists, terrorists, and assassins,” and 10) be- 
lieve that capitalism is a major American 
social problem. 

Revolutionists were Significantly different 
(p <0.05) from nonrevolutionists in that they 
were less likely to: 1) support the McCarthy 
wing of the Democratic Party, 2) support 
the Kennedy wing of the Democratic Party, 
3) support electoral activity as a means of 
changing American society, 4) support com- 
munity action groups as a means of chang- 
ing American Society, 5) support educational 
actions as a means of changing American 
society, and 6) believe in nonviolence. 

Revolutionists tended to be different 
(p <0.10) from nonrevolutionists in that 
they were more likely to: 1) receive approval 
from both parents, 2) be male, 3) have com- 
mitted acts of civil disobedience prior to 
coming to the convention, and 4) have physi- 
cally resisted their arrest at the convention. 

Revolutionists tended to be different 
(p «0.10) from nonrevolutionists in that they 
were less likely to express a concern about 
police oppression. 

Revolutionists thus were more committed 
to social activism. This is one aspect of ex- 
plicit congruity, which is an overall attempt 
to act overtly in concord with one's feelings 
and thoughts. This accounted for their more 
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frequent career choice as a social 
their willingness to travel farther to 
pate in the Chicago demonstrations 
were out-of-state residents), and thei 
frequency of previous acts of civil di 
ence. 

Revolutionists received more 
approval of their social activism. 
tradicts the frequently espoused the 
social activists and revolutionists 
revolt against their parents or that 
rebelling against an oedipal confi 
their fathers (10). 

Revolutionists supported more 
groups and concepts—the SDS, am 
and “communism.” (But they 
Russian or totalitarian communism 
nonradical, and ''counter-revolutio! 
Conversely, they rejected conv 
groups—such as McCarthy Democt 
Kennedy Democrats—that nonrevi 
ists still accepted. 

Revolutionists were more aware” 
presence of other radicals such as andi 


American Communist Party. At the 
time, they denied the presence of terr 
or assassins. 

Revolutionists expressed more 
ment toward the Establishment: they p 
tested vehemently against what they 
sidered smear tactics and the name . 
by elected officials. 

Revolutionists seemed more conce 
about abstract concepts. For exampl 
were significantly more concerned 
unrepresentative government and 
Capitalism, but they tended to be less 
cerned about the immediate reality of p 
Oppression. They saw the problem 
Positional power as residing in as 
centralized government and not in thi 
police. Thus not one revolutionist m 
police brutality or domestic violen 
social problem. They saw the police 
their enemy but as the instrument of 
istic power. i 

Revolutionists had less faith in 
tional techniques to influence soe 
change. They mentioned the radica 
ties of revolution and dropping ou 
frequently and all other activities to in 
Society less frequently than did non 
tionists. 
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Revolutionists were more overtly aggres- 
sive. They had committed more previous 
acts of civil disobedience, and they physical- 
ly resisted arrest more during the demon- 
strations. Their most significant difference 
from nonrevolutionists was their attitude 
toward nonviolence: only one revolutionist 
believed in it unconditionally, compared 
with 59 percent of nonrevolutionists (an 
additional 25 percent of nonrevolutionists 
believed in nonviolence in some situations). 
Although it is possible to be a nonviolent 
revolutionist (like King or Gandhi or Jesus), 
this group did not subscribe to it. Their 
willingness to use violence should not be 
equated with criminality: they had fewer 
prior recorded criminal acts than nonrevolu- 
tionists (although this difference was not of 
Statistical significance). 

What Do Revolutionists Mean by Revolu- 
tion? 

These revolutionists believe that American 
society is seriously defective in that it has 
created and sustained racism and poverty, 
war and militarism, and unequal representa- 
lion. The government has not responded to 
their protests and demands for change. 

Revolution means that the government 
must be changed radically so that it will be 
More responsive and will correct the defects. 
Violence is acceptable if it is necessary to 
effect the change, 
^ nen will the change come about, and how 
adical will it: be? The revolutionists sup- 
plied many different answers: “The action 
of youth will be in reaction to the govern- 
cab If we are ignored and/or suppressed 
ihe radicalization will be in proportion to 
Seige: of suppression. Note—I am a 
mm er of no group other than a labor 
With ^ I consider outright revolution along 
ambi € total rejection of American values 
oil nstitutions as the only way.” “There is 
3 od realistic remedy (strategy) and this 
ey ires several main tactics. In short, Amer- 
Shibe wii organize toward the General 
oe in ich will appear among the blacks 
f ents first, among scientists, faculty 

Professionals second, and finally when 

sí ernment has its hands full (as in 
will "E the blue and white collar workers 
dices wie good tactics to strike for griev- 
easton en their chances of winning con- 
s are best." “Support the revolution: 
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destroy property—not people in order to 
wreck this country so we can remake it! Also, 
use any other more moderate means to 
achieve the same goal.” “A socialist revolu- 
tion will be necessary to take away the can- 
cer of the violence used by our government to 
impose its will on Vietnam and the ghettoes. 
This revolution will happen if and when 
governments of opposition grow within the 
major economic, social and political in- 
stitutions in American life. Revolution will 
not be accomplished by military coup, but 
by militant demonstrations which finally 
result in a structural change in those insti- 
tutions. The army, universities, city govern- 
ment, and high schools are the important 
entities to be pushed at this time.” 

There was no consensus among the 19 
revolutionists about how rapid or violent 
the revolution should be. Nor was there 
any discussion about how the new govern- 
ment would be structured differently so 
that it would more responsive to all the 
people. 


The Making of a Revolutionist 


All the revolutionists in this study had 
previously been social activists. What con- 
verted them into revolutionists? I would 
suggest that they perceived a gap between a 
desired and a prevailing social condition, a 
gap they believed the government could 
Close but would not, in spite of pressure from 
activist groups. This left the activist with 
several choices. He could become a revolu- 
tionist, advocating overthrow of the govern- 
ment, which would not change. He could 
remain an activist, retaining his faith that 
conventional activist techniques would even- 
tually persuade the government to change; 
this was the decision for most Chicago 
demonstrators. He could drop out of activ- 
ism entirely and return to the mainstream of 
nonactivist society or drop out of conven- 
tional society entirely and become a hippie. 
A few might become conservative and active- 
ly oppose their former colleagues. 

Activists are further motivated to be- 
come revolutionists if they have a radical- 
izing experience. This is usually coercion 
or violence that has been committed by 
authorities against an activist group. Police 
at the Chicago convention radicalized hun- 
dreds of activists, some of whom became 
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revolutionists. The radicalizing experience 
may also be a deprivation or denial of what 
appears to be a legitimate demand, as often 
happens on college campuses. Whether vi- 
olence is present or not, the radicalizing ex- 
perience is an exercise in frustration and a 
demonstration that the opposition will not 
compromise and will use violence to enforce 
its will. 

Robert Nisbet, the sociological theorist, 
has pointed out in The Sociological Tradi- 
tion (11, p. 10) that “the hallmark of liberal- 
ism is devotion to the individual; especially 
to his political, civil, and then, increasingly, 
his social rights. What tradition is to the 
conservative and the use of power is to the 
radical, individual autonomy is to the liberal" 
(my italics). By this definition most of the 
social activists could correctly be character- 
ized as liberals and most of the revolutionists 
as radicals. Since most of the revolutionists 
were previously activists, this would suggest 
that they are impressed by the power of 
power as a result of their radicalizing experi- 
ence. To become a revolutionist is more a 
response than an innovation. The radicaliz- 
ing experience concretizes in direct action 
what had previously been intellectual ab- 
straction. 

The individual profiled earlier as a typical 
demonstrator eventually became a revolu- 
tionist. His life history to the point described 
at age 21 was nonrevolutionary and was 
characteristic of all activists. The real person 
used for the profile was not present at the 
Chicago demonstrations. He was not of 
this century or this country; his real name 
was Vladimir Ulyanov, later known as 
Lenin. All the information in the profile 
was obtained from the biography by Robert 
Payne(12). Since Lenin was so typical of 
activists to the age of 21, and so radical and 
revolutionary later, I used him to dramatize 
that some revolutionists may not have a 
turn-around point—that they may continue 
to escalate their activity in response to their 
experience and that they may eventually 
be corrupted by the power they attain, for- 
getting their previous commitment to 
freedom for the individual. 

The conversion of activist to revolutionist, 
of liberal to radical, focuses on the use of 
power. The decision about how much power 
to use is often a reflection of how much 
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power one must use to make a sufficient 
response to the opposition's power. 


REVOLUTIONISTS AMONG CHICAGO DEMONSTRATORS 


Is There a Revolution? 


There are many self-styled revolutionists 
in America today, and they are searching 
for a revolution. If we are to understand 
them, we must look beyond their revolu- 
tionary rhetoric to their substantive behavior, 
Their opponents have not done this. Wit- 
ness the congressional testimony of Bruno 
Bettelheim (13), who compared current col- 
lege campus activities with neophyte Nazis 
on German campuses in the '30s and labeled 
many of them as paranoid. Such criticisms 
are a gross distortion: activists oppose the 
values of military imperialism, racism, and 
undemocratic government, values that were 
affirmed by Nazis. To date neither Bettel- 
heim nor anyone else has produced objective 
evidence that activists have more mental 
or emotional illness than the general popu- 
lation. On the contrary, available studies 
suggest the opposite—that activists are 
better adjusted than nonactivists (14-16). 

Agreed that we have self-styled revolu- 

tionists; do we have a revolution? To pursue 
an answer, we first need a definition. 
The term revolution is used by most modern 
authors to denote (a) sudden, radical change 
which takes place both in political and social 
conditions, that is when an "established" govern- 
ment (as well as a social and legal order) is sud- 
denly, sometimes violently, replaced by à new 
one; (b) changes of a radical non-political char- 
acter even if the change in question takes place 
slowly and without violence (terms like scienti ic 
revolution, artistic revolution. cultural revolution. | 
and even sexual revolution are often used in our 
century to describe thorough going changes in | 
various spheres of cultural life) (17). 

This definition, from the Dictionary af | 
the Social Sciences, clearly indicates thal 
there are two kinds of revolution: BE 
throw, sometimes violent, of the established 
government; and radical changes in no 
political areas of life. In regard to the pu : 
lished government in America, these d 
tionists talk a great deal about its overthi 
whether by violence, subversion, Or pond 
demand. But there is no evidence that er 
are going underground, arming, oF plon 
an insurrection. Caches of illegal arms pe , 
are confiscated by the FBI are owned es 5 
often by right-wing groups. These re"? 


70 
Amer. J. Psychiat. 127:6, December! 9 


PAUL R. MILLER 


tionists left Chicago in August 1968 to re- 
turn to their campuses, jobs, and organiz- 
ing efforts. The next summer many of them 
returned to Chicago for a highly visible na- 
tional convention of the SDS. They continue 
to talk revolution, but they do not appear 
to be plotting armed rebellion. Over 1,000 
national, state, and local law enforcement 
agents work exclusively in the Chicago area 
in antisubversive activity. To date they have 
not charged anyone with revolutionary 
actions. Eight of the leaders at the Chicago 
demonstrations have been indicted by a 
grand jury, but it was for violating a federal 
antiriot law, not for subversion. Even the 
Black Panthers, who utter more revolution- 
ary rhetoric than any other group, are 
trying to remain above ground in spite of 
many arrests (most indictments have been 
dismissed) and harassment (offices and sup- 
plies have been destroyed by arresting law- 
men). 

If these revolutionists are not instigating 
a political revolution, then what are they 
doing? My impression is that they are a part 
of a much larger youthful group that is con- 
ducting a cultural revolution, introducing 
radical changes in nonpolitical areas of life. 
Revolutionists themselves would probably 
deny my hypothesis, but their actions speak 
louder than their words. There is a growing 
youth culture, described in detail by Roszak 
(18), that is in revolt against the prevailing 
American life style and values. The special 
role of activists and revolutionists is that 
they are the cutting edge for the youth cul- 
ture as it slices into general American cul- 
ture and attempts to influence the govern- 
ment to change its foreign and domestic 
policies, 

Their own words, quoted in the previous 
Section, are most important for what they 
do not say. Not one specifically advocated 
armed rebellion or subversion. Some ex- 
plicitly denied the feasibility of such tactics. 
They want changes in national policy that 


Mec with the ideologies of the youth cul- 
re. 


The Past and the Future 


o 19th century had two great revolu- 

Pagel tar eee! and democratiza- 

en have come to fruition in the 
century. Again quoting Nisbet: 
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For, like it or not, the two revolutions, in any 
concrete sense of the word, have been accom- 
plished. We are urban, democratic, industrial, 
bureaucratic, rationalized, large scale, formal, 
secular, and technological. That many of us are 
uncomfortable amid the results of the two revolu- 
tions—uneasy, perplexed, even nostalgic—does 
not affect the matter. And, despite our occasional, 
quixotic tilting at windmills, the results of the 
revolutions are fixed. They are irreversible (p. 3 17). 

The two revolutions bred new problems 
as great as the ones they solved. Industrial 
technology produced more goods, and it 
also evolved overpopulation, pollution, 
decimating techniques of warfare, and de- 
humanized urban living. Democratization 
gave more freedom to more people at the 
price of an impersonalizing and dehuman- 
izing bureaucracy. Perhaps the youth culture 
is actually a counter-revolution against the 
end products of the two 18th century revolu- 
tions, an attempt to realign the balance of 
power between individual man and collective 
government. 

The future is problematic. It depends first 
upon the adult culture and the government, 
then upon the revolutionists’ and activists’ 
response. There are enormous problems to 
be solved—war and international relations, 
racism, poverty, equal rights for minority 
groups, urban blight. Not only youths but 
a great many adults over 30 including the 
writer doubt that the government has come 
to grips with these problems. Since revolu- 
tionary behavior is learned behavior in re- 
action to political unresponsiveness and 
police-military power, we need techniques 
other than oppression to reply to the youth 
culture. If we continue to talk about our 
problems but not to solve them, if we con- 
tinue to oppress youths rather than com- 
municate with them, activists and revolu- 
tionists will continue to increase in numbers 


and in actions. 
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Frequency of Diagnoses of Schizophrenia Versus 
Affective Disorders from 1944 to 1968 


BY ROSS J. BALDESSARINI, M.D. 


Frequencies of schizophrenic versus affective 
psychoses from 1944 to 1968 at a university 
psychiatric clinic revealed an abrupt increase 
in the rate of schizophrenic diagnoses at the 
start of the phenothiazine treatment era and 
@ sharp increase in diagnoses of affective 
psychosis with the advent of lithium therapy. 
As one group of diagnoses increased, the 
other decreased. One responsible factor may 
be the introduction—in the setting of a com- 
plex differential diagnostic problem—of 
observer bias, modified by the availability of 
novel and effective therapies. 


pes DIFFERENTIAL diagnosis of psychiat- 

Tic disorders is becoming more impor- 
tant as more specific forms of treatment are 
developed. Throughout this century, there 
have been repeated discussions of the diag- 
Nostic difficulties presented by many psy- 
chotic patients. One important source of 
confusion has been the distinction between 
certain schizophrenic patients and others 
Suffering from essentially affective psycho- 
ses, such as manic-depressive psychosis and 
Psychotic depression (1). 

Many patients present elements of both 
"affective disturbance and schizophrenic-like 
thought disorder, making categorization ex- 
tremely difficult and probably subject to lo- 

Cal diagnostic biases. One attempt to deal 

With this problem has been the description 
Ad Of a fairly distinct group of psychotic patients 
Called "schizo-affective," a concept intro- 
duced in the 1930s (2) and supported in the 
————— 
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imore M ur Clinic, Johns Hopkin m 
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American Psychiatric Association's Diagnos- 
tic and Statistical Manual of Mental Disor- 
ders in 1952 (3). 

The present study was undertaken because 
of a growing impression that the diagnosis 
of affective psychoses had increased in fre- 
quency with the introduction of a unique and 
specific treatment, lithium carbonate, into 
the Henry Phipps Psychiatric Clinic (Balti- 
more, Md.) in the period 1965 to 1966. Hence 
the clinic records were reviewed over the 25- 
year period for which accurate discharge di- 
agnostic statistics were available in an at- ' 
tempt to document any recent changes in the 
frequency of affective psychotic diagnoses 
and to compare recent statistics with earlier 
diagnostic patterns. 

There has been a great deal of discussion 
about local and international differences in 
incidence and prevalence rates among schizo- 
phrenic and affective disorders and their 
change over the past 50 years (4). More re- 
cently there has been an attempt to analyze 
diagnosticians' biases as well. For example, 
the tendency for psychiatrists in New York 
to diagnose a group of patients as largely 
schizophrenic, while psychiatrists in London 
diagnosed most of the same patients as suf- 
fering from affective disorders, has been 
pointed out as an example of local bias or 
set (5). It has even been noted that the trans- 
fer of a patient from one hospital to another 
in the same city may lead to a similar change 
in diagnosis from manic-depressive to schizo- 
phrenic (4). 

However, there has been relatively little 
attempt in the recent literature to document 
examples of diagnostic bias based on the 
availability of methods of treatment, 


Method 


The records of the Henry Phipps -Psychi- 
atric Clinic for the past 25 years were studied, 
and the incidences in various discharge diag- 
nostic categories were calculated with the 
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TABLE 1 
Mean Frequencies of the Three Diagnostic Categories * 
DIAGNOSES* * 
(1944 to 1968) PERCENT sp 
All schizophrenics 
{including schizo-affective) 21.5 43.0 
Schizo-affectives 2.0 +1,6 
All manic-depressives 6.0 +2.4 


"As percentages of yearly discharges. 
* " Mean annual discharge rate» 241; SD +14.5. 


aid of the computer facilities of the Johns 
Hopkins Hospital Medical Records Library. 
These incidences were expressed as percen- 
tages of all patients discharged within a cal- 
endar year. 


Results 


The relative frequencies among the diag- 
nostic categories of: 1) schizophrenics of all 
types (including schizo-affectives), 2) manic- 
depressives of all types, and 3) schizo-affec- 
tives were compared. These data suggested 
that while there were variations in yearly 
incidences, they were not striking. Mean val- 
ues for schizophrenic and manic-depressive 
diagnostic frequencies throughout the 25-year 
period were 21.5 percent and six percent re- 
spectively (table 1). The mean frequency of 
the diagnosis "schizo-affective" was two 
percent (table 1). Peak incidences of Schizo- 
affective diagnoses were noted in 1955 (six 
percent) and again in the period 1966 to 1968 
(four to six percent); peak incidences of 
manic-depressive diagnoses were noted in 
the period 1953 to 1955 (eight to nine percent) 
and 1966 and 1968 (seven and nine percent). 

An attempt was made to segregate more 
or less purely schizophrenic versus affective 


FIGURE 1 
Changes in Frequencies of Nonaffective Schizophrenic 
Versus Affective Psychotic Diagnoses in the 
25-Year Period 1944 to 1968* 
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"Schizophrenic diagnoses exclude schizo-affective diagnoses. and affective 
psychoses are the sum of all manic-depressive and schizo-affective diagnoses. 
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SCHIZOPHRENIA VERSUS AFFECTIVE DISORDERS 


psychoses by subtracting the cases of schizo- 
affective psychosis from total schizophrenic 
diagnoses and adding the former to the total 
manic-depressive diagnoses (figure 1). In 
the form presented the data suggest several 
trends. First, the incidence of affective psy- 
chotic diagnoses, as defined, underwent a 
striking increase in the period 1952 to 1955 
(figure 1). Second, there was another striking 
relative increase in the frequency of affective 
psychotic diagnoses after 1965 (figure 1). 
These increases appear to have occurred 
among both manic-depressive and schizo- 
affective categories during both decades. The 
increase in affective diagnoses after 1965 is 
statistically significant, and it correlates with 
the introduction of lithium therapy in the 
clinic in 1965 and 1966 (table 2). 

The frequency of schizophrenic diagnoses, 
including or excluding (figure 1) schizo-affec- 
tives, underwent a series of increases and de- 
creases. Two changes occurred in the decade 
1949 to 1959, in which schizophrenic diag- 
noses at first decreased from the rate in the 
late 1940s to 1957 and then underwent a 
striking and rapid rise. 

A general tendency of relative increases 
can be seen to occur in the incidence of af- 
fective diagnoses when nonaffective schizo- 
phrenic diagnoses decreased, for example 
in the period 1949 to 1955 and again from 
1965 to 1968 (figure 1). Conversely, as the 
frequency of nonaffective schizophrenic di- 
agnoses increased, there were decreases In 
affective diagnoses, for example from 1955 
to 1958 and 1964 to 1968 (figure 1). Thus 
there appears to be a tendency toward an 
inverse relationship between these two broad 
diagnostic categories. t 

In order to rule out certain sources of pa 
in the selection of populations of discharge 


TABLE 2 i 
Comparison of Mean Frequencies" of Affective 
Psychotic Diagnoses (Manic-Depressive plus Schizo- 
Affective) since 1960, Before and Since Introduction 
of Lithium Therapy 


MEAN INCIDENCE OF AFFECTIVE af 


PERIOD PSYCHOTIC DIAGNOSES ** 
1960-1965 " 
(Before lithium) 52 ay 
1966-1968 

(Lithium in use) 11.2 320 


"As percentages of all discharges per year 
** Significantly different: p < .01 byt test. 
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patients, data available for a year of relative- 
ly frequent affective diagnoses (1967) were 
compared with those of a year of infrequent 
affective diagnoses (1964) (compare with fig- 
ure 1). There were only minor differences 
among all discharged patients with respect 
to mean age at admission, sex distribution, 
and socioeconomic class levels (table 3), and 
there were few non-Caucasian patients in the 
years sampled. 


Discussion 


The data presented in figure l are in a 
sense reassuring, for they do not suggest 
that there are extraordinary variations in the 
incidences of schizophrenic and affective 
diagnoses over the 25-year period in ques- 
tion. However, the moderate and relatively 
brief variations within decades or within 
periods of several years are striking and are 
consistent with an idea that has been held 
by many experienced clinicians, usually with- 
out documentation. The hypothesis is that 
when a difficult differential diagnosis is to be 
made, a variety of observer biases may influ- 
ence the outcome. One study of such diag- 
Nostic variability concluded that over 30 per- 
cent of diagnostic variability could be as- 
cribed to variability in the behavior of diag- 
Nosticians (6). The present findings lead to 
the suggestion that the availability of popu- 
lar, new, and effective forms of treatment 
may be one important source of observer bias 
Or set. 

E- collection of the diagnoses into the 
3 Spal (nonaffective schizophrenias ver- 
5 ective psychoses of both manic-depres- 
| Siveand schizo-affective types) is suggested as 
Sore and useful step since it is a com- 
dia s inical impression that the differential 
OR between schizo-affective illness and 
+ Am rob psychosis is often confus- 
Em ifficult. Furthermore, it was noted 
a aa the early 1950s, when the diagno- 
Eu e became officially ac- 
eA e incidences of schizo-affective and 
Eu odisse diagnoses tended to rise 
Eon More with simultaneous peaks 
Kik to 1955 and 1966 to 1968, and si- 
S aneous lowest incidences in 1964. 
Eum the diagnosis of psychotic depres- 
Bienne other major alternative among the 
Would © psychoses, was excluded, since it 
appear only to introduce a constant. 
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For example, a review of the yearly inci- 
dences of that diagnosis since 1960 revealed 
marked stability throughout the decade, clus- 
tering about a mean frequency of 5.1 percent, 
whereas the incidences of manic-depressive 
diagnoses, whether of the manic, cyclic, or 
recurrent depressive types, varied greatly 
from year to year in the same decade. 

The data presented strongly suggest that 
there may be a “competition” factor between 
the categories of schizophrenic and affective 
psychosis. That is, increased frequencies of 
diagnosis in one category may correlate with 
decreases in the other (figure 1). This compe- 
tition could well grow out of the ambiguities 
presented by many patients who do not fit 
neatly into either category and who may pre- 
sent features of both. Evidence that this am- 
biguity exists is the popularity of the diag- 
nosis schizo-affective since its official accep- 
tance in 1952. In the present investigation, 
its frequency in some years equaled or even 
exceeded that of manic-depressive diagnoses. 

Further evidence of the ambiguities pre- 
sented by certain psychotic patients (and 
the ambivalence induced in diagnosticians) 
is the frequent occurrence in the records 
throughout the 25-year period of diagnoses 
such as “schizophrenic with manic features,” 
“psychotic depression with paranoid fea- 
tures,” and the like. Such mixed diagnoses 
imply that there are many patients, who 
happen to be placed in one category, but 
who might have ended in the other had their 
diagnosticians been subject to somewhat 
different biases. 

We cannot readily explain the pattern 
noted in the period 1949 to 1955 of a down- 
ward trend among schizophrenic diagnoses 
and a simultaneous upward trend among af- 
fective psychotic diagnoses (figure 1). It may 
reflect a relative pessimism or disinterest in 
the treatment of schizophrenics during a 
period of relative enthusiasm for the treat- 
ment of affective disorders, for example with 
ECT. It is only partly an artifact of the sub- 
traction of an increasing number of schizo- 
affective diagnoses after the appearance of 
the APA Diagnostic and Statistical Manual 
in 1952, since a downward trend in the fre- 
quency of all schizophrenic diagnoses (in- 
cluding schizo-affectives) in the period 1950 
to 1958 was noted. 

The opposite trends in the middle and late 
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1950s (figure 1) correlate with the growing 
enthusiasm for reserpine and the phenothi- 
azines as effective treatments for schizo- 
phrenics. It was in 1956 and 1957 that anti- 
psychotic medications began to have a de- 
monstrable impact on the number of hos- 
pitalized patients nationally (7). It is possible 
that physicians’ needs to see patients as treat- 
able by a recently available and effective form 
of therapy increased the likelihood of the di- 
agnosis of schizophrenia in some psychotic 
patients. The tendency to identify clinical 
improvement during phenothiazine treat- 
ment with the diagnosis of schizophrenia has 
become so strong that it has been Suggested 
they be called “anti-schizophrenic” drugs (8), 
despite their usefulness in other psychotic 
disorders, 

Other explanations for the variations ob- 
served throughout the 25-year period must 
also be considered. For example, it is pos- 
sible that there were actual changes in inci- 
dence and prevalence rates for the psychoses 
in the population in question (4), but this 
is not likely to explain the abrupt and short- 
lived changes noted. For example, a decreas- 
ing incidence of manic-depressive illness has 
been noted by comparisons over a 50-year 
period (4). However, changes in the inci- 
dence of schizophrenia over a period of time 
are difficult to document (9); one of the few 
such studies concluded that there had been 
little change in the incidence of schizophrenia 
in the past century (10). 
` Furthermore, changes in admission poli- 
cies or interests of the clinic staff. could play 
a part in the changes noted, However, the 
admissions are controlled by assistant resi- 
dents who serve for relatively brief periods 
(one to two months) and tend to accept cases 
at random. The discharge diagnoses are re- 
viewed and approved by the chief resident, 
who serves for only a year at a time and 
whose academic-year tenure cuts across two 
calendar years. These factors would tend to 
limit consistent biases based on characteris- 
tics of individual staff diagnosticians. Simi- 
larly, the diagnostic changes noted do not 
correlate with changes in the chairmanship 
of the clinic. There is also evidence that the 

brief and rapid diagnostic changes do not 
correlate with the total number of patients 
discharged within a calendar year. Finally, 
fluctuations in the socioeconomic status of 
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SCHIZOPHRENIA VERSUS AFFECTIVE DISORDERS 


TABLE 3 
Comparison of Statistics for All Discharged 
Patients in 1964 and 1967* 


MEANAGE FEMALE : MALE MEAN SOCIO- 
YEAR (YEARS) SEX RATIO ECONOMIC LEVEL** 
1964 314 1.16 34 
1967 34.5 1.18 29 


' 1964 was a year of infrequent diagnoses of affective psychoses prior to 
introduction of lithium therapy: 1967 was a year of increase in affective 
diagnoses following introduction of lithium therapy. 

* "Socioeconomic level is on a scale of 1 (high) to 5 (low), 


the patient population are minor, at least 
within the present decade (table 3), and in- 
dicate that the population of discharged pa- 
tients is quite constant. 

The changes noted in the present decade 
are of particular interest. There wasa signif- 
icant increase in the incidence of affective 
psychoses after 1965 (table 2), with a sharp 
drop in the frequency of nonaffective schizo- 
Phrenic diagnoses in 1966 (figure 1). The in- 
creases in affective disorders after 1965 were 
evident in both schizo-affective and manic- 
depressive categories. Among manic-depres- 
sive disorders, some increase in the frequency 
of cyclic, mixed, or manic disorders in 1968 
was noted. In contrast, the yearly diagnos- 
tic frequencies for nonrecurrent or noncylic 
psychotic depressions were stable through- 
out the current decade. Therefore, it seems 
likely that the recent increases in affective 
disorders relate to increased attention to 
states of mania or excitement, or of cyclic 
recurrences of mood disorders, either manic 
or depressed. 

It is further suggested that some of un 
cases might ordinarily have been diagnosec 
as "schizophrenic, with affective features, 
or “schizophrenic with a marked tendency 
toward recurrence or periodicity.” These 
diagnostic changes correlate significantly 
with the introduction of lithium on 
into the clinic in 1965 and 1966 and wit 
growing enthusiasm for its use in the perio 
1966 to 1968. It is suggested that a signili 
cant factor in the physician’s readiness * 
Perceive the affective features of ambigu 
ously psychotic patients is a function 03 
the availability of a popular, new, and a 
fective psychopharmacologic agent and Y 
the physician's need to perceive a disea E 
as “treatable.” Yet another possible source 
of bias is that favorable results with x 
chotic patients treated with lithium sa 
may be interpreted as a confirmation ? 
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their having had an affective disorder and 
may thus tend to bias their discharge diag- 
noses in the direction of a schizo-affective 
or even a manic-depressive disorder. 
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Hatred comes from the heart; contempt from the head; and neither feeling is quite 


within our control. 
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The Serious Suicide Attempt: 
Epidemiological and Follow-Up Study of 886 Patients 


BY DAVID H. ROSEN, M.D. 


Of 886 patients in Edinburgh who attempted 
suicide, 21 percent made serious attempts 
and 79 percent nonserious attempts. One- 
year follow-up revealed that patients making 
serious attempts had more than twice the sui- 
cide rate of the other group. The author feels 
that patients with depression or insomnia, or 
both, plus three or more other high-risk 
signs—older than 40 years; married: recently 
separated; widowed, retired, or living alone; 
middle class; good employment record— 
should be taken seriously, treated, and hos- 


pitalized ifnecessary. 
P ROBABLY 20 percent of suicide attempts 
are serious, premeditated, and the indi- 
viduals do wish to kill themselves. Serious 
attempts contrast markedly with the remain- 
ing suicide attempts, which are impulsive, 
manipulative, and discoverable. If people 
who make serious suicide attempts could be 
carefully characterized, they could be recog- 
nized and protected against their suicidal im- 
pulses. Since, as Stengel has stated, “The 
resources available are limited and ought to 
be used where the need is greatest," it is im- 
perative to identify this high-risk group (1). 
The person who makes serious suicide at- 
tempts is in reality an “aborted successful 
suicide attempter," for he would have been 
dead had there not been timely medical inter- 
vention. This leads to the assumption that 
people who make serious attempts are simi- 


At the time this work was done, Dr. Rosen was a med- 
ical student at the University of Missouri School of 
Medicine. He is now an intern in Psychiatry at San Fran- 
cisco General Hospital, University of California Service, 
1001 Potrero Ave., San Francisco, Calif, 94110, 

This study was supported in part by Public Health 
Service grant MH-06040 from the National Institute of 
Mental Health (research fellowship in suicidology). It 
was completed under the joint direction of the University 
of Missouri and University of Edinburgh departments 

of psychiatry, at the Medical Research Council Unit for 
Epidemiological Studies in Psychiatry, Royal Edin- 
burgh Hospital, Edinburgh, Scotland. 
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lar epidemiologically to suicides. Tuckman 
and Youngman maintain that among at- 
tempted suicides, the more closely individ- 
uals approximate the personal and social 
characteristics of those who commit suicide, 
the greater is the likelihood of their eventual 
suicide (2, 3). Therefore, in the present study, 
people making serious attempts may well be 
similar epidemiologically to the suicides of 
Edinburgh and also to those of urban Great 
Britain. 

Previous studies (table 1) seeking to define 
the person who makes serious suicide at- 
tempts have been of two kinds: 1) acute ep 
sode with no follow-up and 2) follow-up 
studies. bes. 

The two acute episode studies yield a 
flicting results as to whether psychi 
serious attempts correlate positively M. 
medically serious attempts. Weiss and b 
ciates investigated 35 consecutive noe 
admissions for attempted suicide and A 
firmed the above correlation (4). Re T 
ported a negative correlation in his e 
522 patients representing one year's pr at 
Sions to the poisoning treatment M 
the Edinburgh Royal Infirmary (5, a 
possible explanation for this ie E 
may be the cultural differences in t pe 
lations, for example, the greater use 0 ae 
lethal means such as guns, jumping, CU 
or slashing in the American population. sie 

Follow-up studies have also yielded fase 
cal findings. Schmidt and associates amt 
the difference between the number 0 rious 
tually successful suicides in their S€ aon) 
group (two percent) and those in Es dr] 
Serious group (none) was “statistica i 
nificant” (7). Motto's study revealed 3 ade 
rates for people who made serious an 13 
Serious attempts of 10.8 percent an uS 
percent respectively (8). Greer and Lee i 
cluded from their findings, “Cone i 
expectations, the long-term suicidal © at- 
patients who make potentially letha 
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TABLE 1 
Previous Studies Contrasting Serious with Nonserious Suicide Attempts 


INVESTIGATOR, TOTAL ATTEMPTS COMMITTED SUICIDE 

DATE, AND PLACE NUMBER SERIOUS NONSERIOUS FOLLOW-UP (PERCENT) 

OF INVESTIGATION OF PATIENTS (PERCENT) (PERCENT) INTERVAL SERIOUS NONSERIOUS 

Weiss and associates 35 28.5 71.5 4 . . 
(1961) 

St. Louis, Mo. 

Kessel (1965) 522 19 81 te s ^s 
Edinburgh, Scotland 

Schmidt and 109 32 68 8 months 2 0 
associates (1954) 

St, Louis, Mo. 

Greer and Lee 524 10 90 1 to 4-1/2 38 2.5to5 
(1967) years* * * (unselected 
London series of 

attempted 
suicides) 

Motto (1965), 195 19 81 5 to 8 years 10.8 73 
San Francisco, 

Calif. 
"No follow-up. 


No follow-up according to serious and nonserious attempts. 
Two and one-half years = mean interval 


lempts appears to be no higher than that 
reported among attempted suicides in 
general. This preliminary finding, which 
requires verification, suggests that the degree 
of medical danger in a suicidal attempt is not 
à reliable indicator of subsequent risk" (9). 


One objective was to test three hypotheses: 

l. Psychiatrically serious suicide attempts 
Correlate positively with medically serious 
Suicide attempts. 

A Epidemiologic characteristics of people 
Who make serious suicide attempts differ sig- 
nificantly from those of people who make 
nonserious attempts. 

* People who make serious suicide at- 
pts represent a high-risk group for subse- 

Quent suicides, 

BS second objective was to identify high- 

preda that could be used in preventive 

4 icine and psychiatry to deter serious sul- 
* attempts in the future. 


Method 


Mrd includes 886 patients who repre- 
ifie 1968 admissions to the poisoning 
Rt center at the Edinburgh Royal In- 
Sen m The center receives about 95 per- 
sonis all adult patients with acute self-poi- 
s mee total population area of 750,000. 
Slated mission policy is liberal. As Kessel 
myta] "Whether a patient has taken 100 
ifer tablets or a dozen aspirin makes no 
Sane Every case of poisoning is ac- 
(S, 6). Each patient admitted is thor- 


An 
ter Psychiat. 127:6, December 1970 


oughly evaluated and treated medically. 
When the patient is medically sound he is 
seen by a psychiatrist for evaluation and dis- 
position. 

In order for a suicide attempt to be clas- 
sified as medically serious, one or more of 
five criteria —barbiturate, methaqualone and 
diphenhydramine (Mandrax),' or other drug 
coma level III or IV (deep coma),? salicy- 
late, more than 50 mg./100 ml. blood level, 
and carbon monoxide, more than 30 percent 
carboxyhemoglobin blood level—had to be 
present. Patients who did not fulfill one of 
these criteria were classified as medically not 
serious. The patient's suicide attempt was 
considered psychiatrically serious if he had 
made preparations to avoid discovery. With- 
out these preparations, he was classified as 
psychiatrically not serious. 

The designs of Stengel and Cook (11) and 
of Weiss and associates (4) were utilized; i.e., 
the degree of medical and psychiatric seri- 
ousness was assessed and scored separately. 
After this sorting procedure the separate 
groups were correlated; four groups emerged: 
medically and psychiatrically serious, psy- 
chiatrically but not medically serious, med- 
ically but not psychiatrically serious, and 
neither medically nor psychiatrically seri- 
ous. Patients who made serious suicide at- 
tempts were in groups 1, 2, and 3. Patients 


! British trade name of a frequently prescribed non- 
barbiturate hypnotic. The United States trade name is 


Tuazole. 
2 As described by Matthew and Lawson (10). 
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who made other (nonserious) attempts were 
in group 4. This delineation of the serious 
and nonserious attempts was similar to that 
used by Schmidt and associates (7). 

The next step in the study was to charac- 
terize people who made serious attempts by 
analyzing the following four epidemiological 
areas (which included 36 variables): 

1. Personal factual data (sex, age, religion, 
civil state, social class, address, length of 
time at present address, number of dwelling 
changes in the last five years, and length of 
time at present job). 

2. Medical and psychiatric information 
(history of physical illness, insomnia prior 
to the attempt, problem with alcohol, drug 
dependency, previous suicidal attempts, pre- 
vious inpatient and/or outpatient psychi- 
atric treatment, personality and psychiatric 
diagnoses, and actual psychiatric disposal). 

3. Personal and family history (permanent 
separation from mother and father, history 
of violence—1) patient violent, 2) patient 
subjected to violence, and 3) subjected to 
brutality as a child, psychiatric treatment 

received by family members, attempted or 
completed suicide by near relative, separa- 
tion from spouse and its duration, present 
household—household composition at time 
of the attempt, history of debt, and over- 
crowding). 

4.The suicide attempt (method, precip- 
itating factors—both personal and environ- 
mental stress, and whether alcohol was con- 
sumed at the time of the act). 

A six- to 18-month (mean interval, 12 
months) follow-up study was carried out to 
compare and contrast the incidence of sui- 
cide in the serious and nonserious groups. 

Statistical analysis was carried out 
throughout and significant differences noted. 
The chi-square test was used most frequently, 
but the t test, critical ratio test, and Fisher’s 
exact probability test were also used (12). 


Results 


Sample Population and the Acute Episode 
Of the total 886 patients, 21 percent (186 
patients) made serious suicide attempts. One 
percent (11 patients) of these were medically 
and psychiatrically serious, five percent (42 
. patients) were psychiatrically but not medi- 
cally serious, and 15 percent (133 patients) 
were medically but not psychiatrically seri- 
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ous. Patients who made nonserious att 
made up the remaining 79 percent (7 
tients). Chi-square tests revealed that 
cal seriousness of the suicide atte 
not correlate with psychiatric seriou 
In the total sample there were 354 
(40 percent) and 532 women (60 pei 
Of the patients who made serious atte 
83 were men (45 percent) and 103 
women (55 percent). Of the patients m 
nonserious attempts there were 271 mi 
percent) and 429 women (61 percent), 
sex differences were not statistically $ 
cant. 
Epidemiological Characteristics 
Inspection of table 2 shows that p 
who made serious suicide attempts 
significantly from those making nons 
attempts in 12 variables.’ 
Follow-Up Study 
During a 12-month follow-up period, 
percent (eight patients) committed § 
This is lower than Kessel and McC 
figure of 1.6 percent for a similar pop 
followed for one year (13). Of thes! 
suicides, three (1.6 percent) were fr 
group of serious attempts (186 pa 
while five (0.7 percent) were from the 
of nonserious attempts (700 patient 
spite the fact that the serious-attempl 
had 2.3 times the suicide rate of the 
with nonserious attempts, the diffe 
not statistically significant. 
The Eight Suicides : 
Examination of table 3 discloses thal 
three patients who made serious sult 
tempts and who finally suicided had 
lowing general characteristics: two Me 
one woman, average age 42 years, 
ried, all suffering from depression | 
somnia, The men were both alcohol 
actual psychiatric disposal of two of | 
tients was outpatient care, while one 
the poisoning treatment center. Case 
a previous history of inpatient hosp 
tion for depression and should h 
hospitalized as an inpatient. In a 
highly significant epidemiological | 
teristic of the person who makes Se 
cide attempts, i.e, actual psychi 
posal, case 2 should also have been 


. >There were no statistically significant 
in the remaining, previously noted variables. 
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Significant Epidemiological Differences Between 
Patients Who Made Serious and Nonserious Suicide Attempts 


VARIABLE SERIOUS ATTEMPTS 


NONSERIOUS ATTEMPTS 


VERY HIGH SIGNIFICANT DIFFERENCES (p < 0.001) 


Mean age 
Method More barbiturates 
More carbon monoxide 
More salicylates 

Less other drugs 

More > 5 years 

More housewives only 
More retired 

Less unemployed 

Less < 3 months 


Length of time 
at present job 


Actual psychiatric 


40.36 years (SD=15.64) 


More psychiatric inpatient 


32.97 years (SD=13.99) 
Less barbiturates 

Less carbon monoxide 
Less salicylates 

More other drugs 

Less > 5 years 

Less housewives only 
Less retired 

More unemployed 

More < 3 months 


Less inpatient hospitalizations 


disposal hospitalizations 
Less with outpatient and More with outpatient and 
general practitioner general practitioner 
follow-up follow-up 
Less with no psychiatric More with no psychiatric 
disposal disposal 
HIGH, SIGNIFICANT DIFFERENCES (p < 0.01) 
Civil state More married Less married 


(includes cohabitators) 
More widowed 

Less single 

More depression 
More schizophrenia 
More organic disorders 


Psychiatric illness 


Less of no psychiatric illness. 


Less widowed 

More single 

Less depression 

Less schizophrenia 

Less organic disorders 

More of no psychiatric illness 


SIGNIFICANT DIFFERENCES (p « 0.02 to p « 0.05) 


Overcrowding (more Less overcrowding 
than 1.5 persons 


per occupied room) 


p < 0.02 

Address (socioeconomic More from inner and outer 
saa middle-class suburbs, which 
P < 0.03 have the lowest attempted- 


suicide rates 


Length of time at 
present address 
P < 0.05 

Present household 
(household composition at 
the time of the attempt) 
P < 0.05 


More > 5 years 
Less < 3 months 


More with spouse 

More with children 
More alone 

Less with parents 


Less in lodgings, hostels, 


and institutions 
More never separated 
Less unmarried 


Separation from spouse 
(because of marital disharmony) 
nd duration of separation 


Ta poos to be for less than 1 month 
Omnia 3 ¢ 
(prior to More insomnia 


the sui 
p « 0.05 icidal attempt) 


If separation in past, it tended 


More overcrowding 


More from the lower-class old 
town tenements and the new slum 
clearance housing developments, 
which have the highest attempted- 
suicide rates 

Less » 5 years 

More « 3 months 


Less with spouse 

Less with children 

Less alone 

More with parents 

More in lodgings, hostels, 
and institutions 

More separated 

More unmarried 

If separation in past, for more than 
one month 

Less insomnia 


Zed as an inpatient. 
Maur ve other people who had made non- 
fide Suicide attempts and who committed 
women were composed of three men and two 
Md with an average age of 45 years. 
us E married, one was separated, and 
i. never married and lived alone. 
* were afflicted with depression and in- 
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somnia, while two characterized as having 
“no psychiatric illness" were described as 
having personality disorders (sociopathic 
and alcoholic). Two of the three depressed 
patients were discharged with outpatient 
follow-up, and the other was hospitalized. 
One of the two who had no psychiatric 
illness received follow-up by a general prac- 
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TABLE 3 
The Eight Suicides 
THE CASES 
SERIOUS SUICIDE 
ATTEMPTS (SSA); PSYCHIATRIC 
OTHER (NONSERIOUS) p IAEA 
Gen CI UM AGE SEX CIVIL STATE VOCATION METHOD (PERSONALITY) 
SSA 1* 31 F Married Housewife Other drugs** Depression 
only (normal personality) 
SSA 2 53 M Married; Skilled worker Severe Depression 
separated less coal gas (alcoholic) 
than 3 months poisoning 
SSA 3 41 M Married Clerk Other drugs Depression 
(alcoholic) 
OSA 1 28 F Married Housewife Barbiturate Depression 
only (normal) 
OSA 2* 53 R Married Housewife Other drugs Depression 
only (normal) 
OSA 3 32 Married Manager Other drugs No psychiatric 
illness (alcoholic) 
OSA 4 43 Separated Sales repre- Salicylates No psychiatric 
less than 3 sentative illness 
months (sociopath) 
OSA 5 71 M Never married; Retired Barbiturates Depression 
lived alone clerk (normal) 


t history of inpatient hospitalization for depression. 
ther than those mentioned in the table. 
* * * British trade name. 


titioner and the other, no aftercare. It is 
noteworthy that cases 1, 2, and 5 exhibited 
similarities to the significant epidemiological 
characteristics of the serious-attempt group, 
i.e., two were elderly (over 50 years); two 
were married and housewives only; two used 
barbiturates; all three were depressed and 
had insomnia; and one was hospitalized as 
an inpatient (as the other two should have 
been). Cases 3 and 4 were similar to each 
other and to the epidemiological character- 
istics of the nonserious-attempt group in 
general. 


Discussion 


The following epidemiological character- 
istics of the serious-attempt group suggest 
that it harbors a large number of patients 
with manic-depressive depression: 1) older 
(» 40 years), 2) stable job history, 3) less 
marital friction, 4) less divorce, and 5) more 
insomnia (14, 15). Sainsbury has empha- 
sized that suicidal risk is correlated with de- 
pressions in the elderly and with the primary 
medical symptom of insomnia (16). It is 
noteworthy that depression and insomnia 
were present in all three patients who had 
made serious attempts and three out of the 
five with nonserious attempts who suicided. 
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The cohort will continue to be followed care- 
fully, especially during the next three years. 
for, as Stengel has noted, “The critical pe- 
riod seems to be the four years following the 
attempt" (17). d 

The follow-up study disclosed that the sul- 
cide rate of the person who made serious at- 
tempts was 2.3 times that of the person with 
nonserious attempts. This finding is impor- 
tant, as are the statistically significant epi- 
demiological differences between the serious 
and the nonserious groups for suicide pre 
vention, Watts has stated: 


In my experience depressive disorders are m 
commonest reason for suicide ... if the suic e 
rate is to be lowered then non-psychiatric dog 
must help as spotters and the general peace 
bears the main responsibility ... by being E s 
diagnosticians, by being more aware of the zii 
gers or disguises of depression, we in genere e 
cine and in general practice can do more to m 
the suicide rate than the psychiatrists themse 
(18). 

Assuming that the significant diffe y 
derived from a hospitalized population je 
to a general practice population, the Urs 4 
ing eight high-risk signs for patients Ms ed: 
lethal potential for suicide are outln e- 
older (more than 40 years); married Er 
cially housewives only); separated (for 
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ACTUAL METHOD AND DATE 
PSYCHIATRIC OF 
INSOMNIA DISPOSAL SUICIDE - 
+ Outpatient Fall from height, 
4 multiple injuries, 6 
days after discharge 
+ Outpatient ' Hanging. 8 months 
after discharge 
+ Died “Other drug overdose 
+ Outpatient, amitrip- ` Overdose, amitrip- 
tyline (Tryptizol)^ **  tyline, 1-1/2 months 
therapy after discharge * 
+ Inpatient hospitali- - Coal gas poisoning 5 
zation , months after discharge 
- General practitióner ' Overdose, bther drug, 
11 days after discharge 
= None Hanging. 2 weeks 
after discharge 
ip Outpatient Barbiturate overdose, 


4 months after discharge 


than one month); widowed, retired, or living 
alone; middle class; good employment rec- 
ord (five years at present job); depression; 
and insomnia. Patients with depression or 
Insomnia or both, plus three or more other 
high-risk signs, should be taken seriously, 
treated, and hospitalized if necessary. If a 
patient has made a serious suicidal attempt 
he should be hospitalized as a psychiatric 
inpatient following medical recovery. If 
these high-risk signs had been applied to 
the eight patients who committed suicide 
(table 3), either before their attempts or even 
at the time of their attempts, the suicides of 
SIX might well have been prevented. 

In inspecting table 4, it is apparent that 
Patients who made serious suicide attempts 
appear to resemble Sainsbury's London sui- 
"ug in all respects except sex ratio and the' 
ie of increased divorce (19). The pa- 
th 3 who made serious attempts parallel 

€ Edinburgh suicides described by McCul- 
ie and associates in age, sex ratio, civil 
he (except for divorced) and method, but 
m *r in socioeconomic status and over- 

Owding (20). These similarities with the 

Dara Suicides and differences with the 
pis suicides were unexpected, since 
oe, who made serious attempts are 
cid ally Edinburgh “aborted successful sui- 

es.” The serious group’s similarity to the 
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London suicides is striking when one con- 
siders Stengel’s observation that since 1957 
there has been an increase in the rate of fe- 
male suicides (21). - 

The discrepancy with the Edinburgh sui- 
cides needs clarification, Assuming that the 
Edinburgh suicide rates are valid, one ex- 
planation might be that Edinburgh has es- 
tablished effective (although not perfect) 
suicide prevention measures for people who 
make serious suicide attempts. When at- 
‘tempts are serigus the epidemiological data 
have shown that these patients are hospital- 
ized as,inpatients, and in a sense “we are 
taking action to make it unlikely that they 
will commit suicide" (22). Hence, people 
who make other or nonserious attempts re- 
main as the: population from which the bulk 
of Edinburgh suicides originate, explaining 
the similarities in socioeconomic status and 
overcrowding. ' 

In a recent study of suicides in Dublin, 
McCarthy and Walsh found, by investigating 
city and county coroner records, a suicide 
rate twice the official rate (23). Sainsbury's 
study of suicides in London was carried out 
utilizing coroners’ records, for he was aware 
that “in the more prosperous and respectable 
districts a family will go to considerable 
lengths to avoid the stigma of suicide: when 
there is the smallest doubt regarding suicide 
there are means by which the verdict may be 
avoided” (19). Since people who made seri- 
ous attempts were found to be middle class 
and from respectable wards in Edinburgh, 
the possibility exists that they are underrep- 
resented in the Edinburgh suicide figures used 
by McCulloch and associates. 

The differences between the people who 
made serious suicide attempts and the sui- 
cides of Edinburgh need interpretation and 
clarification by further investigations. 


Conclusion 


The present study reaffirms Carstairs’ 
statement: 
It is abundantly clear that the warning of a sui- 
cidal gesture, and even of expressed suicidal in- 
tent, must never pass unheeded. This is particular- 
ly the case when it occurs in a person who may be 
suffering from depression and when the attempt 
has been a serious one. It is true to a lesser extent 
for patients who show hysterical, psychopathic 
or alcoholic symptoms and for previously stable 
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SERIOUS SUICIDE ATTEMPT 


TABLE 4 
Comparison of Studies of Patients Who Made Serious Suicide Attempts to Suicides in Great Britain 


PATIENTS WHO MADE SERIOUS 


SUICIDE ATTEMPTS 


SUICIDES 


EDINBURGH, SCOTLAND 
ROSEN (1969), 186 PATIENTS 


EDINBURGH, SCOTLAND 
McCULLOCH AND ASSOCIATES 


LONDON, SAINSBURY 
(1955), 


VARIABLES WITH SERIOUS ATTEMPTS (1967), 216 SUICIDES 409 SUICIDES 
Age Older than 40 years Older than 45 years Older than 40 years 
Sex M:F = .81:1.0 M:F = .93:1.0 M:F = 2:1 
Civil state Married, widowed, alone Divorced, widowed, alone Married, divorced, widowed, 

alone 

Socioeconomic status Middle-class Lower-class Middle-class 
Unemployment Not correlated ki Not correlated 
Overcrowding Not correlated Correlated Not correlated 


Methods (2 most common) 
Psychiatric illness diagnosis 


Barbiturates, coal gas 
Depression 


Drugs, coal gas 


Coal gas, poisons 
Depression 


* Not evaluated. 


persons who find themselves confronted with sud- 
den, seemingly overwhelming stress. These are 
cases for which the physician must keep a vigi- 
lant watch (24). 
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ALFRED ADLER 
1870-1937 


Tl 


Recollections of My Father 


BY ALEXANDRA ADLER, M.D. 


This year marks the 100th anniversary of the 
birth of Alfred Adler. His daughter offers 
some vignettes that provide insight into his 
life and the development of his Individual 
Psychology. 


HE PERMISSIVE home atmosphere in 
5 which my three siblings and I grew up in 
Vienna afforded us a good opportunity to 
know our father and to gain an insight into 
his way of thinking and dealing with human 
beings. He was by temperament a very so- 
ciable man and enjoyed the company of his 
friends, who often gathered at our dinner 
table, where lively discussions would take 
Place, frequently continuing until after mid- 
night. We children, who always joined the 
grown-ups at meals, were permitted to re- 
main as long as we wished; we were encour- 
aged by our parents to use our own judgment 
about when to take leave and go to bed. The 
ay position laid down was that we should 
Ene to be in school on time the next 
Me I remember our listening with rapt 
i st and disappearing, one by one, as 
sleep threatened to overtake us. 
pons World War I my father was away 
oni E for almost four years; when he 
tied t his time gradually became so occu- 
iia at we saw less and less of him. When 
i Rd patients he would be busy writing 
Euro s and papers. In the evening he 
offe Rab take a short walk to a nearby 
"nM ouse where his pupils and friends— 
e So some of his patients—would fore- 
er to discuss recent events as well as 
ems of psychology. 
ihe 1926 and until his death in 1937, my 
State spent the academic year in the United 
s and only the months from June to 
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September in Vienna. Since he expected vio- 
lent political upheavals in Europe, he kept 
urging us to prepare to join him in the United 
States, and each year he had the required 
affidavits renewed. 

In 1933, a short time after Hitler had 
seized power in Germany, a report was circu- 
lated in the press that a woman accused of 
plotting against his life had been hanged and 
that Hitler himself had attended the execu- 
tion. I remember how deeply shocked my 
father was; he said, “It is unimaginable, ab- 
solutely unimaginable, what may be expect- 
ed from a man who will choose to go to see a 
woman executed, once he has come to 
power." Adler was thus ahead of others in 
his political thinking as well, since at that 
time the world at large was still pondering 
what to expect from Hitler. Adler had judged 
Hitler's total personality from à single act. 
This is an illustration of the use of the con- 
cept of the unity of the personality, a basic 
principle of Individual Psychology. 

My father reacted quickly to emergencies, 
physical or psychological. Once, during à 
therapy session, he noticed two small chil- 
dren sitting in an open window of the build- 
ing across the street from our fourth floor 
flat. He immediately left his patient and hur- 


„ried across the street to alert their mother to 


the danger. 
My father was very modest about honors 


bestowed on him. I remember his coming 
home on a furlough during World War | 
with a medal he had received for his medical 
service. He gave it to my brother, then in his 
early teens, who did not show much interest 
in it either. 


Adler as a Lecturer 


Anyone who heard my father lecture will 
recall the deep impression he made on his 
audiences. The lecture halls were always 
filled to capacity when he spoke. Once when 
I arrived with him at a hall where he was to 
lecture we were refused entrance because of 
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the lack of space. My father tried to identify 
himself as the lecturer, but the ushers replied 
that others before him had tried the same 
ruse. Additional efforts had to be made be- 
fore we were allowed to enter. 

My father exerted a strong educational in- 
fluence on his listeners. Once, when he was 
lecturing on criminality to a capacity audi- 
ence of over a thousand at the Ford Hall 
Forum in Boston in the early 30s, a man as- 
serted during the question period that all 
those problems discussed by Adler had al- 
ready been solved in the Soviet Union. My 
father calmly replied that if this was really 
so, the Communist regime must have found 
a way to increase social interest in the entire 
population. However, he added, he had 
never been in the Soviet Union; he said he 
made it a habit never to judge a situation 
without exact knowledge, and he advised the 
gentleman to do the same. The audience 
responded with a standing ovation. 


Adler always spoke without a text; he felt 
this promoted closer contact with his listen- 
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ers. He never was fazed by the unexpected, 
Once, at a meeting of a medical society in 
England, the chairman quite inappropriately 
introduced him by making some hostile re- 
marks about his school of thought. My father 
appeared amused, smiled, and before start- 
ing to speak walked over and patted the 
chairman gently on the shoulder, much to 
the latter’s embarrassment and the delight of 
the audience. 

Although keenly aware of all the cruel 
problems facing mankind, Adler was always 
optimistic about their solution. He revealed 
the same insight and optimism in anticipat- 
ing the future of his school of Individual Psy- 
chology. It would be understood by some 
but misunderstood by more, he predicted; 
rejected more often than accepted; consid- 
ered too simple by some, while those with 
greater knowledge would comprehend its im- 
plications. He felt that its concepts would be 
used increasingly, but that their origin would 
gradually be forgotten—and that its follow- 
ers would learn from the mistakes of their 
opponents. 
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The Relevance of Adler’s Psychology to 
Present-Day Theory 


BY KURT A. ADLER, M.D., PH.D. 


Adler's Individual Psychology is an ego 
psychology. One of its bases is adaptation 
leading to goal-directed striving for mastery 
superiority. Heredity, instincts, and en- 
‘vironment are not seen as determining per- 
sonality; they are only the building materials 
- "the child used to construct his unique person- 
ality. Man therefore strives freely for his 
"progress rather than being a slave to his 
instincts. Another basis of Adler's psychol- 
ogy is man's social nature, which totally 
permeates his thinking, feeling, willing. and 


| acting. 
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Omnia ex opinione suspensa sunt. 
— SENECA (1) 


E 
MD HIS is THE Morro of Alfred Adler's first 
«x major book, The Neurotic Constitution: 
'Everything is subject to (one's) opinion 
(of it” (my translation). This was the max- 
im of Adler's ego psychology, to which he 
gave the name Individual Psychology, as 
a to the instinct, drive, or libido psy- 
Aiology of his psychoanalytic colleagues. 

ler's first basic assumption was that life 
movement and that it must endlessly strive 
B adaptation to the environment. 
"This compulsion to achieve a better adap- 


lies a said Adler, “can never end. In this 

S the basis for our concept of striving for 
riority’’ (2). 

à 1 I child, in his attempts at adaptation, 
“choose what he thinks or feels is the 

st method for adaptation—what in his 

On is the best way to achieve adapta- 
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tion. 

With such a concept as the basis of Adler's 
Individual Psychology, the century-old di- 
chotomy between heredity and environment 
was readily resolved. Neither heredity, in- 
cluding the instincts, nor the environment, 
physical or social, determines the person- 
ality or its development. Heredity and en- 
vironment are for the child only the building 
materials from which he constructs his 
unique individual personality. Within the 
limits of the realities of these materials—the 
heredity and the environment—the child 
has great autonomy and latitude in the kind 
of personality he will construct. It is, there- 
fore, not reality per se that determines think- 
ing, feeling, willing, and the behavior, but 
what that person thinks and feels reality is. 
Adler said: “More important than predis- 
position, environment, and objective experi- 
ences is their subjective evaluation; an 
evaluation that stands in a certain, though 
often strange, relation to reality” (3) (my 
translation). 

How relevant is Adler’s ego psychology 
today? Gordon Allport, the late dean of 
American psychology, said: “We may safely 
predict that Ego-psychology in the twentieth 
century will flourish increasingly. For only 
with its aid can psychologists reconcile the 
human nature that they study, and the human 
nature they serve” (4, p. 139), And Gardner 
Murphy said: 

The mass of data relative to the problem of 
the ego that has come to us from Adler and his 
school is tremendously rich; we shall remain 
forever indebted for the ruthlessness and sim- 
plicity with which such problems were described 
in an era when Adler was generally ridiculed by 
the analysts, and ignored by the “hard-headed” 
medical men. Adler did as much as any individual 
to make clear that ego-problems are as central 
as sex, or any other problems—indeed, that for 
most civilized men they are the most burning 
problems of all (5). 
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Allport also wrote that he was "inclined 
to believe history will declare that psycho- 
analysis marked an interregnum in psy- 
chology between the time when it lost its 
soul, shortly after the Franco-Prussian war, 
and the time when it found it again, shortly 
after World War II" (4, p. 116). To this 
the Ansbachers added: “If this is true, then 
Adler was one of the voices in the wilderness 
of pre-World War I days, crying that the 
self or the soul must remain the focal point 
if psychology is to provide satisfactory ex- 
planations" (6, p. 62). 

Adler himself always deplored that psy- 
chologies—experimental, ^ psychoanalytic, 
Gestalt, and others—had forgotten the 
child, the creator of the personality. With 
his Individual Psychology he was setting 
the rider back on his steed. In doing so, 
Adler helped prevent psychology and per- 
sonality theory from falling entirely into the 
cynicism that aids and abets the self-aliena- 
tion of man. 


Goal-Directed Behavior 


A further logical consequence of Adler's 
basic assumption about adaptation was the 
postulate that all behavior, as well as all 
thinking and feeling, is goal directed. The 
child who endlessly strives for better adap- 
tation will create for himself concepts, how- 
ever vague, of an ideal goal of perfect adap- 
tation. Such a goal becomes necessary for 
him as a guiding light toward which to direct 
all his striving. Adler said: 


... this struggle is in accordance with an uncon- 
sciously formed, but ever-present goal—a vision 
of greatness, perfection and superiority. This 
struggle, this goal-forming activity reflects, of 
course, the peculiarly human faculty of thinking 
and imagining, and it dominates all our specific 
acts throughout life. It dominates even our 
thoughts, for we do not think objectively, but in 
accordance with the goal and style of life we have 
formed (7). 


George Gaylord Simpson said: 

Man’s essential nature is defined by qualities 
found nowhere else .... It is part of this unique 
status that in man a new form of evolution begins 
.... Plan, purpose, goal, all absent in the evolu- 
tion to this point, enter with the coming of man 
and are inherent in the new evolution, which is 
confined to him (8). 


In his characteristically neat and concise 
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manner, Adler said: “We cannot think, fee], 
will or act without the perception of some 
goal" (9, p. 3); and: “Every psychic phenom- 
enon, if it is to give us an understanding of 
a person, can only be grasped and under- 
stood if regarded as a preparation for some 
goal" (p. 4). 

Gordon Allport, quoting Wertheimer, 
wrote: "If a personality is rightly under- 
stood, it will always be found to lie under 
the domination of one controlling goal, one 
ruling passion, possessing one radix" (10). 

With these statements Adler introduced 
teleology or “soft determinism” into his 
psychology. Epistemologically, teleology is 
the view that the mind is guided or governed 
by purposes, values, interests, and final goals. 
According to the Ansbachers (6, p. 179), the 
self, with creative power as part of its inner 
nature, is the important intervening variable. 
They quote Murphy's declaration that “soft 
determinism" (that is, the participation of 
the person as cause) is one of the most valu- 
able working concepts available and note 
his recognition of the necessity for adopting 
this principle. 

The introduction of goal-directedness or 
teleology into personality theory, psychol- 
ogy, and psychopathology had a powerful 
impact. Adler said: i 

No longer could causes, powers, instincts, 1M- 
pulses and the like serve as explanatory principles. 
The final goal alone can. Experiences, taunan 
sexual-development mechanisms, could not yiel 
us an explanation; only the perspective in whic! 
all these are regarded by the individual—his 
individual way of seeing them, which subordi- 
nates all life to the final goal, can yield an & 
planation (11). 

This principle of goal-directedness or 
teleology is extremely relevant for today be- 
cause it rescues psychology and personality 
theory from their mechanistic bondage, puts 
humanity into them, and gives man and | P 
mind the dignity and autonomy of is 
drive psychology, reflexology, and hehe 
ism had threatened to rob him. It 4 i 
negates completely the superficial comin 
sons and conclusions drawn from anim 
psychology to man. 


Freedom and Determinism 


E ; eat 
But most important of all, it has Es 
relevance to the questions of freedom 
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determinism. While Freud had argued that 
the instinct-ridden individual was striving 
| backwards toward an ego ideal, consisting 
of his lost, absolute, primary narcissism, 
| Adler insisted that the individual was press- 
ing relentlessly forward toward his self- 
created goal of mastery, perfection, and 
"superiority. Adler contended that civiliza- 
tion, culture, art, and science could never 
have been created by man if his basic striv- 
ing had been “back to the womb.” All hu- 
man history is, after all, nothing but the 
activity of man, aiming at his own goals. 

Is it possible in this day and age to fail 
to recognize that man's conquest of the 
moon is only the invariable striving for 
mastery and superiority? Can psychiatrists 
or analysts still be satisfied with explana- 
tions that regard this exploration of nature 
by man as mere sublimations of repressed 
heterosexual or homosexual drives, leading 
lo the symbolic penetration of the male or 
female moon by the phallic lunar module 

| projectile? 

Animals are creatures of instinct or im- 
pulses, acting they know not why, subject 

| lo the whims of nature, prey to other ani- 
mals and to geographic and climatic condi- 

. tions, Animals are at the mercy of the stark 
Necessities of nature, including their own 
Dature—their instincts. Instincts, Adler ex- 
painea; would be a pitifully inadequate guide 
hrough the intricacies of our complex world; 
only goal-directed man can find his way. 
: mals are therefore less free than man, 
tak ao his own history, while animals 
Yin i Of course man only makes his history 
in the limits of given conditions. But 
ue his consciousness of nature and at 
ott Eu Consciousness of his own nature 
a ch we as psychiatrists endeavor to in- 
ase), man drives toward control and 
TON mastery of nature, including his own 
tas i so that he can, Prometheus-like, 
and B external and internal nature 
Stincts, at he will not be a slave to his in- 
E iones insistence on the central 
Strivin E: individual and his goal-directed 
validi 8, he could not of course accept the 
"ly of behaviorism and reflexology. 
ler said: 


Educational ; 
A Bon influences are likely to be accepted 
1 en they seem to hold a promise of suc- 
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cess for the individual's style of life. This fact 
must be considered an objection to behaviorism 
and reflexology. It will probably never be pos- 
sible to produce conditioned reflexes, which 
would lead to a feeling of defeat (12, p. 7). 


Adler would have agreed heartily with the 
following statement quoting Kimble: 


Perhaps the singular lesson ... to be learned 
from behavioral science experimental approaches 
to man has been that people, when presented 
with impoverished experimental situations and 
suitable directions, do what the experimenter 
wants them to do—unless they happen to be 
negativistic, in which case they don't (13). 


Man's Social Nature 


Adler's Individual Psychology is a social 
psychology. It is totally socially directed. 
Adler’s second basic assumption was that 
life is first and foremost social life. Adler 
repudiated those psychologies that at- 
tempted to study and explain human be- 
havior in isolation from its social environ- 
ment. *No psychologist," Adler said, “is 
able to determine the meaning of any expres- 
sion, if he fails to consider it in its social 
relation to society (14, p. 155). 

Long before the various schools of Inter- 
personal Relations, such as those of Horney, 
Sullivan, and Fromm, came into being, Ad- 
ler had already propounded that the "I— 
thou " relations (feelings for others, social 
interest, solidarity, the feeling that one is 
part of the community of man) are the cri- 
teria of mental health. Adler said: 


Character traits are the external aspects of 
the social relationship of an individual to the 
problems of the outside world, and are to be re- 
garded as indices as to how the style of life of a 
certain individual will express itself in reaction 
to an external stimulus, or to a stimulus which 
may even originate within himself (12, p. 8). 


Adler's commitment to the social nature 
of human life was complete; he stated: “Rea- 


- son, logic, ethics, and aesthetics could only 


originate through human communal life, 
and these are at the same time the bonds 
that function to protect culture from col- 
lapse" (15) (my translation). 

It is not surprising, therefore, that Gard- 
ner Murphy found that "Adler's was the 
first psychological system in the history of 
psychology that was developed in what we 
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should today call a social-science direction” 
(16). 

Adler’s stress on interpersonal relations 
also led him to investigate the relationships 
of birth order in the family and to develop 
its use for the investigation of a person’s 
life style as well as for therapy. Ford and 
Urban have said: “Adler seems to have been 
the first theorist to call attention to the other 
children in the family and their effects upon 
the child’s development” (17). 


While Adler’s main activity was the treat- 
ment of his patients and lecturing to bring 
about better personality education and pre- 
vention of neurosis, his main concern was 
with the state of the world. He admonished: 


The honest psychologist cannot shut his eyes 
to social conditions which prevent the child from 
becoming a part of the community and from 
feeling at home in the world, and which allow him 
to grow up as though he lived in enemy country. 
Thus the psychologist must work against nation- 
alism when it is so poorly understood that it 
harms mankind as a whole; against wars of con- 
quest, revenge and prestige; and against all other 
obstacles which interfere with the spreading of 
social interest in the family, the school, and so- 
ciety at large. We should be concerned to create 
and foster those environmental influences which 
make it difficult for a child to get a mistaken 
notion of the meaning of life and to form a 
faulty style of life (18). 


And in his last book, Social Interest, long 
before World War II and the atom bomb, 
he said that mankind might be doomed un- 
less it developed more social feelings, nation- 
ally and internationally, and he warned: 
“The belief that the cosmos ought to have 
an interest in the preservation of life is 
scarcely more than a pious wish” (14, p. 272). 
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Alfred Adler: A Historical Perspective 


BY HEINZ L. ANSBACHER, PH.D. 


The author presents some reasons for the 
current renaissance of interest in Adlerian 
psychology. He deals mainly with Adler's 
relationship to Freud, with Adlerian terms 
that have now achieved a new significance, 
with the consensual validation of Adler's 
theories by other psychologists, and with 
the relevance of Adler's psychology to cur- 
rent social movements. 


N THE 100th anniversary of his birth 

Alfred Adler (1870-1937) can be ap- 
preciated much better tham at any time be- 
fore. Due to the general advance in psycho- 
therapeutic theory and practice: 1) his rela- 
tionship to Freud is seen in a different light; 
2) we have numerous new concepts through 
which Adler’s original terms may be more 
fully understood; and 3) numerous workers, 
having independently arrived at similar con- 
clusions, have provided consensual valida- 
tion. In addition, the private and public 
problems we are facing today are very much 
in line with what Adler considered to be the 
teal problems of mankind. 

Today a training psychoanalyst may still 
admit that he knew Adler “principally from 
Second sources” and that in general “Adler’s 
Own works are not widely read.” Yet the 
S of a recent paperback edition of one 
of Adler’s works in which these words ap- 
Pear is a favorable review. Its author finds 

Some very interesting and important ideas 
is s life style, . . . inferiority feelings, 
i Ua interest, goal striving. The emphasis 
athe amelioration, pragmatism, operation- 
tac and educational reform, all of which 
e n congenial to the Zeitgeist of 
(nud [today] than to that of Adler's na- 

* Austria [in his day]" (1). From this re- 


Read at the i 7 
aot 123rd annual meeting of the American 
s rd g \ 
dud Association, San Francisco, Calif, May 
Dr. "Ansba T 

ogy p Ansbacher is professor, department of sychol- 
8Y, University of Vermont, Burlington, Vt. 05401. 


Amer. J, Psychiat. 127:6, December 1970 


view, published this year, we may take it 
that on the 100th anniversary of his birth 
Adler is still emerging. I wish to deal here 
with some of the factors of this emergence. 


Relationship to Freud 


Adler was born in Vienna in 1870, re- 
ceived his medical degree there in 1895, was 
one of the four originally invited by Freud 
to discuss problems of neurosis at his home 
in 1902, became president of the Vienna 
Psychoanalytic Society in 1910, and sepa- 
rated from Freud in 1911. 

Adler’s first major book, The Neurotic 
Constitution (2), appeared in 1912 and his 
first volume of collected papers, Heilen und 
Bilden (3), in 1914. Adler’s subsequent ac- 
ceptance in the United States was astound- 
ingly fast; it came from important people 
who were in fact friendly toward Freud. 

Among psychologists, G. Stanley Hall, 
who had invited Freud to the United States 
in 1909, took an immediate interest in Ad- 
ler’s books, studying them in seminars with 
his students (4). This soon led to an invita- 
tion to Adler to give a lecture series in the 
United States (5). The visit did, not take 
place, undoubtedly because of the outbreak 
of World War I in August 1914. 

Among psychiatrists, William Alanson 
White and Smith Ely Jelliffe, at that time 
editors and publishers of the new Psycho- 
analytic Review, became interested in Adler. 
White wrote an introduction to The Neu- 
rotic Constitution, which appeared in Eng- 
lish translation in 1917, and Jelliffe supplied 
a translation of Adler's earlier monograph 
on organ inferiority (6) that also appeared 
in 1917. In addition, Adler’s original essay 
on homosexuality was published in English 
that year (7), simultaneously with its Ger- 
man publication. 

After such early successes, how does one 
explain the subsequent gradual decline, 
which is now being followed by a renais- 
sance, of interest in Adler? My hypothesis 
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is that the early acclaim rested on an inade- 
quate understanding of his work. This is 
explicable in part by the fact that the acclaim 
occurred at a time when Adler was at the 
mere beginning of the development of his 
ideas, whereas the current renaissance rests 
essentially on Adler’s later writings (8). 

But a more important factor is that during 
the early years Adlerian psychology was 
understandably taken to be a form of psy- 
choanalysis. Furthermore, in the scientific 
climate of the time Freud believed he had 
discovered ‘‘facts” and they were apparently 
accepted as such, When Adler arrived on the 
scene his contributions were considered to 
be additional “facts” that could be added to 
those of Freud to provide a more balanced 
picture, 

Such positivistic, elementaristic thinking 
is certainly to be found in Hall, who con- 
sidered himself an eclectic. He believed he 
could at the same time accept Freud and 
Adler. A similar idea of supplementation 
is to be found in White’s introduction to 
The Neurotic Constitution, in which he 
states that Adler’s theories are “admirably 
calculated” to help the internist and the 
psychoanalyst understand each other better, 
since Adler's views offer *a common ground 
upon which to meet” (2, p. xxiii). All this 
was so poorly understood then that even the 
word “psychoanalyst” had the broad mean- 
ing of a person "devoted to an understanding 
of human conduct"—the subtitle of the 
journal of which White was co-editor. 

Since Adler was seen as augmenting or 
perhaps balancing Freud, but in any case 
a kind of psychoanalyst, Freud’s accusations 
against Adler in 1914, which appeared in 
English in 1916 (9), eventually had their 
Impact. Freud’s main accusation was that 
ReaD theory “is actually nothing else 

ut psychoanalytic knowledge, which the 
author . « . has now labelled as his own by 

changing the terminology of it" (p. 342). 

; Freud had, to be sure, dealt with essen- 
tially the same problem areas to which 
Adler was addressing himself, but when 
Adler used different names for the same 
phenomena it was not merely for the sake 
of being different. It was because Adler 
took a fundamentally different approach 
that altered the understanding of each de- 
tail and thus required different terms. For 
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reality-testing and . . . 
pleasure principle," whereas Adler's paral 
"fiction" is a very useful thought proo 
(10, p. 97). 
The difference was not merely that whil 
Freud stressed sex, Adler stressed power 
as the chief dynamic force. If this had been 
so, Freud might have been right when he | 
said that “there is no room in the Adlerian 
system for love . . . a cheerless view of life” | 
(9, p. 347). 
Rather, Freud built his system around sex 
because it was physiologically based and 
thus suitable to his general orientation, 
which was mechanistic, elementaristic, caus- | 
alistic, and reductionistic. Adler’s theory 
of striving for power had the significance of 
replacing a drive with a value, representing 
a humanistic, holistic, and teleological ap- 
proach. Freud’s approach, best characterized 
by the phrase “nothing but,” is actually the 
cheerless view of life, whereas Adler’s view, | 
characterized by the phrase “something 
more” (11, pp. 204-207), is forward look- 
ing and optimistic. Regarding emphasis 0n 
sex, it has been observed (12) that, in Scho 
penhauer as well as in Freud, this went toz 
gether with “radical anthropological pes: | 
simism” and *'an irrationalistic conception 
of man,” as Ellenberger (13, p. 209) noted. 
The subsequent developments of both 
Freud and Adler confirm this: Freud even- 
tually augmented his theory with the com | 
cept of the death instinct and Adler aug - 
mented his theory with the concept 0 
community feeling or social interest. Today» 
it is widely recognized that it was inde 
Freud, not Adler, who drew a “dreary pic- 
ture" of man and that it was Adler who 
"restored to man a sense of dignity am 
worth that psychoanalysis had pretty largely 
destroyed" (14, p. 127). i 
It has gradually come to be appreciated 
that the approaches of Freud and of Ade 
differ fundamentally; Ellenberger, insted 
of classifying them together in his recent 
history of dynamic psychiatry, introduc! 
Adler by stating: “When studying Ade 
the reader must temporarily put aside e 
that he learned about psychoanalysis oi 
p. 571). Adler’s own appraisal of his rela: 
tionship to Freud was: “I profited by "^ 
mistakes" (15, p. 254). Ellenberger concurs: 
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“It is certain that Freud influenced Adler 


negatively. . . . Adler seems to have used 
Freud largely as an antagonist who helped 
him . . . by inspiring him in opposite ways 


of thought" (13, p. 627). Ellenberger con- 
sidered Freud, together with Jung, to belong 
to Romanticism, and Adler, together with 
Janet, to belong to the Enlightenment (p. 
648). 


Relationship to New Theoretical 
Developments 


Only in recent years has it become pos- 
sible to categorize Adler meaningfully by 
placing him in categories that did not even 
exist before. In the light of these, many of 
Adler's simple terms have achieved a sig- 
nificance and status that they certainly did 
not have when Adler, at the risk of being 
considered outside the scientific fold, first 
presented them. Let us consider some of 
the most important. 

Creative Power of the Individual 


Central to Adler's theory almost from the 
Start was the concept of self-determination 
based on the “creative power" of the individ- 
ual. This is what Kurt Goldstein called the 

attitude toward the possible’ (16), the 
ability to think conceptually, or simply hu- 
, Man intelligence. Today the entire move- 
ment of humanistic and existential psychol- 
98y and psychotherapy are founded on 
this "third force," namely, the self-deter- 
mination of the individual, as opposed to 
the other two determining forces: Freud’s 
Psychogenetic determinism and the envi- 
ronmental determinism of behaviorism (17). 
aac Adler was far from denying the 
Besrace of biological determinants or 
is a pament, he insisted that the individual 
the Ot passively shaped by them but “uses” 
rn ]n accordance with his style of life. He 
pad quoted Pestalozzi: “The envi- 
RUM molds man, but man molds the 
^ onmes (8, p. 28, p. 321). This thought 
d contained in Karl Marx's “Men are 
ira of circumstances,” yet “It is men 

“Change circumstances” (18, p. 244). 

Striving for Goals 

pat, follows directly from man’s creative 
stingts Hee he is not blindly driven by in- 
pation: ut is guided by his goals or antici- 

DS; Psychotherapy is not as concerned 
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with discovering causes as with changing 
the individual's goals and interpretations, 
and thereby his actions. Thus Adler's the- 
ories can be classified with today's rational 
psychotherapy or cognitive change therapies. 
Successful therapy is based on a cognitive 
reorganization; the criterion is a change in 
behavior. 


Masculine Protest 


Goals are actually values. One of Adler's 
first formulations of such a value in neu- 
rotics was the masculine protest—wanting 
to be a real man or not wanting to be a wom- 
an, because the man is more powerful and 
more highly valued culturally. Only today do 
we have a category to express Adler's for- 
mulation, i.e., not biological sex, but the 
social sex role. The new category is gender, 
with the corollary concept of gender iden- 
tification. 

The Three Main Ties 

While man has a certain amount of free- 
dom in interpretation and goal setting, and 
thus in his actions, he stands in firm trans- 
actional interdependence with three in- 
escapable ties: man’s existence is tied to 
this earth and the cosmos, it is tied to other 
men, and it is tied to the fact that we “are 
living in two sexes” (19, pp. 5-7). 

Adler referred to the second tie early in 
his work (20) as a relational social system. 
Today such thinking in terms of social sys- 
tems has become a wide area of its own, e.g., 
in family therapy, with its own journal, 
Family Process. Speaking of man's con- 
nectedness with the earth and the cosmos 
may in Adler's day have sounded like pure 
rhetoric; today it has achieved focal interest 
through our concern with waste and pollu- 
tion. 

Failures in Life 

For Adler, all mental disorders, far from 
being disease processes with their own 
etiology, were the arrangements of an in- 
dividual engaged in a mistaken way of living, 
striving for mistaken goals, with resulting 
failure in life. Today this view is widely rep- 
resented and has been captured in the slogan 
coined by Szasz, "the myth of mental ill- 
ness" (21). 

The mistake consists in striving “on the 
useless side of life,” at the expense of others, 
so to speak, a goal of private intelligence 
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rather than of common sense. Some behav- 
ior therapists today recognize that “dis- 
turbed behavior is disturbing behavior.” 
Organ Dialect 


The neurotic symptom serves a purpose in 
the patient’s goal striving. It is an excuse 
from responsibility and it safeguards the 
self-esteem. Today some people, especially 
the communications people around the late 
D. D. Jackson, such as Jay Haley, have 
stated that the symptom is a means of con- 
trolling others without accepting responsi- 
bility for doing so (22). The symptom is to 
be understood as a form of communication, 
intended unknowingly to create a certain 
effect, e.g., the pragmatics of communica- 
tion, often paradoxical communication (23). 
How much this is in line with Adler’s think- 
ing can be seen from the fact that he referred 
to psychosomatic disorders as “organ dia- 
lect.” 

Life Style 

The individual’s unique, self-consistent 
way of living, including his opinions, goals, 
and expressive movements, was eventually 
called by Adler the individual's life style. 
He adopted this term in 1926, probably in- 
directly from Max Weber, the sociologist 
(24). In recent years this term has, of course, 
become most ubiquitous. The Adlerian us- 
age of it has been closely approached by the 
existentialistic concept of mode-of-being in 
the world. 

This list of Adlerian terms that can only 
today be properly placed in the larger 
Scheme of things could be greatly expanded. 
But it may suffice to show that from the 
start Adler and his movement of Individual 


Psychology were forerunners of present- 
day trends. 


Consensual Validation 


While the early appreciation of Adler 
rested on mistaken conceptions of him 
today's renaissance of interest is founded 
on the situation described here, ie. he 
anticipated so much that today has been 
reformulated, generally quite independently 
This amounts to consensual validation. Tt 
is perhaps best expressed in the followin 
sample of current evaluations of Adler (25). 

A. H. Maslow's appraisal is: *For me 
Alfred Adler becomes more and more cor- 
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rect year by year. As the facts come in, they 
give stronger and stronger support to his 
image of man” (25, p. 13). 

Rollo May relates, “I appreciate Adler 
more and more. Adler' thoughts as I 
learned them in studying with him in Vienna 
in the summers of 1932 and 1933 led me 
indirectly into psychology, and were very 
influential in the later work in this country 
of Sullivan and William Alanson White, 
etc." (p. 13). 

Viktor E. Frankl sees in Alfred Adler, 
with whom he worked in the 1920s: 

... the man who was the first creatively to oppose 
Sigmund Freud. What he, in so doing achieved 
and accomplished was no less than a Copernican 
switch. No longer could man be considered as 
the product, pawn and victim of drives and in- 
stincts; on the contrary, drives and instincts form 
the material that serves man in expression and 
in action. Beyond this, Alfred Adler may well 
be regarded as an existential thinker and as à 
fore-runner of the existential-psychiatric move- 

ment (p. 12). ] 

Albert Ellis considers Adler “more than 
even Freud, [as] the true father of modern 
psychotherapy" (p. 11). 

Finally, Gardner Murphy believes that 
"there will be more and more recognition 
and application of the- basic Adlerian com 
ception of the need of the living individual 
to fulfill and complete itself in an environ- 
ment which can be less competitive and less 
hostile; less impersonal; more and more 
genuine and socially meaningful" (p. 14). 


Individual and Social Applicability 


Adler used to present his dynamics as 4 
simple “line of movement" drawn from be- 
low to above(26), the direction of growth. 
It was derived from “that mysterious crea” 
tive power of life which expresses itself in the 
desire to develop, to strive and to achieve 
(27, p. 1). It finds expression as a goal 0 
Success, an ideal. The movement can |. 
toward purely personal success and pone 
over others, on the useless side of life; 0r f 
can be toward the kind of success that 1 
also in accordance with the interests 9 
others—social interest (28). The former 1$ 
found in the “failures in life”; the latter, I? 
mental health—based not on repressim 
but on enlightenment as to how the Wor” 
actually functions. Such enlightenment 1 


i) 
Amer. J. Psychiat. 127:6, December 197 


HEINZ L. ANSBACHER 


cludes the awareness that others are also 
moved by this great upward striving and are 
to be treated as equals in this respect: “The 
supreme law . . . is this: the sense of worth 
of the self shall not be allowed to be dimin- 
ished” (10, p. 358). Otherwise the individual 
will center on safeguarding his self-esteem 
instead of responding to the requirements 
of the situation. 

This simple dynamic is so universal that 
it applies to social as well as individual con- 
ditions (29). If a social condition violates 
“the supreme law,” it must be changed: 

The honest psychologist cannot shut his eyes 
to social conditions which prevent the child from 
becoming a part of the community. ... He must 
work against nationalism when it harms mankind 
as a whole; against wars of conquest, revenge, 
and prestige; against unemployment which plung- 
es peoples into hopelessness; and against all 
other obstacles which interfere with the spread- 
ing of social interest (10, p. 454). 

Any kind of oppression is a devaluation 
and must be fought. Thus Adler was con- 
cerned from the start with the fact that in 
our culture women are still not considered 
fully equal to men: “A girl feels that she is 
Valued less than a boy" (10, p. 452), with 
Various dire consequences. 

For Adler, mentally healthy living was 
not merely adjustment to existing conditions; 
It was not conformity, but active striving in 
the interests of mankind as a whole. Thus 
Adlerian psychology is relevant to current 
jii movements, and this has been ac- 

nowledged in several places. 

E B. Clark, a well-known black 
ei gen found that in his work and 
PM 4 the most significant and persis- 
(CM uence on my own thoughts . . . had 
Adler” social dynamic theories of Alfred 
1961) S p. 181) Frantz Fanon (1925- 

a a ack revolutionary in Algiers who 
that ane psychiatry in Paris, believed 
Ae er will help us to understand the 
tolor" (UT. of the world held by the man of 
Beoble, th P. 62). A characteristic of his 
cli a e Antilleans, is their inferiority 
" 2h at makes Antillean society neurotic 
"Supe ). Fanon concluded his book thus: 
TE pany? Inferiority? . . . I want the 
oed 9 recognize, with me, the open door 
D P. aad (pp. 231-232). This 
Norma uch like a passage from Adler: “The 

Person does not have .. . a sense of 
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superiority. He has the striving . . . to be 
successful, but so long as this is expressed 
in work it does not lead to false valuations” 
(27, p. 31). 

The new feminist movement is also very 
much in accord with Adlerian psychology. 
The cult in Mexico (and Latin countries in 
general) of manliness—machismo—and its 
undesirable consequences has for some time 
been explained in Adlerian terms as stem- 
ming from excessive inferiority feelings (32, 
33). If one takes the Freudian view, which 
bases male superiority on biology, female 
equality can never be attained. This was 
correctly perceived by Betty Friedan, who 
launched a broad attack on the Freudian 
concept of femininity in a book that became 
the starting point for the new feminism (34). 
In contrast to Freud’s penis envy, Adler’s 
masculine protest among women can be 
discouraged by basing “the relations of the 
sexes on . . . equality"; this equality of the 
sexes must, however, be "fitted into the 
natural scheme of things” (27, p. 67). 


Turning to the cultural scene in general, 
the outstanding features are less sexual re- 
pression and greater sexual freedom than 
ever before. If instinctual repression was 
really the important factor in mental dis- 
turbance, it should now be far less prevalent. 
But as Rollo May recently showed so suc- 
cessfully, man's real problems—achieving 
a sense of personal worth and of meaning 
in life—remain (35, pp. 267-268). As long 
as man believes his behavior is determined 
by external or unconscious internal forces, 
he loses initiative and feels dehumanized, 
and as technology gains such a belief is facil- 
itated; even sex becomes meaningless. 


Adler placed individually created values 
and goals ahead of drives. He also recognized 
the necessity for judging the excellency of 
goals; he held and demonstrated that the 
better personal goals are in line with man- 
kind’s age-old striving for competence, 
dignity, freedom, and responsibility. Adler 
assumed that the aptitude for such striving 
in the better direction is common to all and 
that it also implies an aptitude for living 
in peace and harmony. Such an aptitude 
must, however, be consciously developed in 
each individual, and unfortunately we have 
not yet perfected methods for such training. 
It was this aptitude that Adler called the 
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aptitude for social interest or communal 
feeling. This conception was Adler’s crown- 
ing achievement, the full recognition and 
utilization of which still lies in the future. 
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Adler’s Psychology and Group Psychotherapy 


BY HELENE PAPANEK, M.D. 


Adler's concept of the social nature of man 
favored the use of group treatment, as ex- 
emplified by the Child Guidance Clinics in 
Vienna. Adler considered social interest 
the criterion of mental health, and the in- 
teractions in group therapy foster the de- 
velopment of this social interest. The author 
deals with the growing use of group therapy, 
its bases in the principles of Individual Psy- 
chology, and the value of a social setting as 
the mode of treatment. 


Ae WonLD War I and the collapse of 
the Austro-Hungarian Empire in 1918, 
à new Weltanschauung, a new philosophy, 
prevailed in Austria, especially in Vienna. 
The strongest political party, the Social 
Democrats, wanted to change society to 
uA Bumanistic democracy a reality in 
m aily lives of the people. Alfred Adler's 
LUN of man's social nature fitted well 
n is democratic and humanistic philos- 
d With the help of the newly elected 
hild G school authorities, he founded the 
gl uidance „Clinics (1). These clinics 
fno: rganized in the school setting and 
Yctioned as follows. 

Pulls. di worker or teacher described a 
af eau à culties in front of an audience 
E aude psychologists, and parents. 
ting. Th was interviewed in the same set- 
and the SM, presenting professionals, 
concerned lence joined ina lively discussion 
vith pe with the child's problems and 
evolved ies remedies. This technique 
m Mes Adler's conviction that a per- 
treated in lems can be best understood and 
Out that me social context. Adler pointed 
Bae was helpful for the child to be 
are that his problems were not a 


Based 
oF the et Paper read at the 123rd annual meeting 
Sisco, Calif pean Psychiatric Association, San Fran- 
bt Papan May 11-15, 1970. 

ew vof tk is dean of the Alfred Adler Institute of 


O 
Ny, 10083 Her address is 1 W. 64th St., New York, 


Amer, 
J. Psychiat. | 27:6, December 1970 


private affair but impinged upon the whole 
society and that a democratic group, in a 
spirit of cooperation and helpfulness, has 
useful therapeutic leverage. 

Everyone in the audience was dealt with 
on equal terms as long as the statements 
made contributed to the elucidation of the 
child’s difficulties. An authoritarian or pun- 
ishing approach was strictly avoided. At 
that time, and for many years afterward, 
there were indignant comments about vio- 
lation of privacy, which was considered all- 
important for the psychotherapist-patient 
relation, particularly by the influential 
Freudian school of psychoanalysis. Alfred 
Adler’s technique, as well as that of his 
pupils in Vienna, was observed by many 
teachers, social workers, and psychothera- 
pists, including some from abroad, who 
had come to study the Viennese post-war 
school reform of which the child guidance 
clinics were a part. In 1934 these 30-odd 
clinics were ordered closed by the reaction- 
ary Fascist regime, which favored an au- 
thoritarian approach even in the field of 
education. 

Adler himself recommended groups not 
only for the education of parents and teach- 
ers but also as a treatment method for the 
reeducation of delinquents (2, p. 348). 

The Adlerian idea that the individual's 
life style evolves within society has far-reach- 
ing consequences for the understanding and 
treatment of the human psyche. The basic 
Adlerian proposition of man's social em- 
beddedness and man's capacity for social 
feeling leads to the recognition that there 
is a constant reciprocal effect between the 
individual person, his family, his immediate 
social environment, and society. Adler in- 
troduced the concept of social interest, bej 
the aptitude for cooperation and social 
living, as the criterion for mental health. 
This concept can be applied to individuals, 
to groups large and small, and to the soci- 
ety in which individuals and groups are em- 
bedded. In keeping with the holistic and 
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social approach of Individual Psychology, 
the patient’s real life situation, his family, 
and his milieu are taken into consideration 
to clarify his life style; they become impor- 
tant tools in any therapeutic endeavor. 


Contributions of Adler’s Followers 


Adler’s followers in Vienna showed con- 
stant interest in group techniques. Oscar 
Spiel published widely on the use of group 
discussions in education (3). His son, Walter 
Spiel, a psychiatrist, wrote a comprehensive 
paper on group therapy (4). Rudolf Dreikurs 
has practiced group psychotherapy since 
1928, first in Vienna and then in Chicago, 
and has written many papers on this sub- 
ject (5), as have his co-workers at the Alfred 
Adler Institute of Chicago, especially R. 
Corsini (6). 

At the Alfred Adler Clinic and Institute 
in New York, group techniques have been 
practiced and taught for over 20 years, Many 
of these methods have now been rediscov- 
ered in the fields of family therapy and com- 
munity psychiatry, without much recogni- 
tion of previous Adlerian contributions. 
The realization of having pioneered in the 
right direction is, however, a reward in itself. 

Danica Deutsch, executive director of the 
New York clinic, conducts group discus- 
sions with mothers in a child guidance set- 
ting; newcomers and visitors are always 
intrigued by the material produced in these 
sessions (7). 

Alexandra Adler, following her father's 
practice, uses open sessions with parents, 
children, and staff members in her initial 
psychiatric interview (8). Asya Kadis applies 
Adler’s holistic conceptualization of the 
family as a gestalt, a constellation, that be- 
comes the therapeutic focus in group and 
family therapy (9). 

The crucial importance of a therapeutic 
milieu is now widely recognized. The Alfred 
Adler Clinic has for many years successfully 
rehabilitated psychiatric patients in its 80- 
cial club, directed by the staff. The patients 
gather on Saturday afternoons for discus- 
sions, art and music therapy, dancing, and 
other social activities, The patients itive 
become greatly interested in and attached 
to their club, and they are steadily encour- 
aged to use their own initiative in improving 

its efficiency. One often hears the comment: 
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“Here I finally have a place to go when I 
feel lost.” The ages of the group’s members. 
range from 18 to 35, and various diagnostic 
categories are represented, including am- 
bulatory schizophrenia. 

Ernst Papanek, after studying with Alfred 
Adler in Vienna, taught there and in New 
York the techniques necessary to create and 
use a therapeutic milieu in a school or in an 
institution for juvenile offenders (10), The 
treatment approach at Wiltwyck School, 
for example, was based on Adlerian coni 
cepts of social interest, creativity, and en- 
couragement. Democratic group activities 
helped to decrease aggressiveness and im- 
proved feelings of responsibility and trust | 
in relationships with authority figures and 
peers. a 

Several panels at the 11th Congress of the 
International Psychology Association in 
July 1970 dealt with group psychotherapy 
and group counseling. The importance of 
social interest in education and in mental 
health work was discussed by authors from 
many countries. 


Bases of Group or Milieu Therapy 


The use of small or large groups and of 
the social milieu for purposes of therapy 
have developed from the basic propositions 
of Individual Psychology. Social interest | 
as the criterion for mental health is the per | 
sonality trait that reflects the relationship 
of an individual to his environment, Adler 
wrote: 

It is almost impossible to exaggerate the n 
of an increase in social feeling. The minum 
proves, for intelligence is a communal funera 
The feeling of worth and value is heightened, E 
ing courage and an optimistic view, and there 
a sense of acquiesence in the common advan 
and drawbacks of our lot. The individual E y 
home in life and feels his existence to be p is 
while just so far as he is useful to others ane 
overcoming common, instead of private, ies 
of inferiority. Not only the ethical nature, r: 
the right attitude in aesthetics, the best va js 
standing of the beautiful and the ugly, will al 
be founded upon the truest social feeling (11): 


ona the 
this is the only way to reach success- Pe 


therapeutic group or milieu the Eo 
develop social interest in various an4 


Amer. J. Psychiat. 127:6, December "m 


HELENE PAPANEK 


peated experiences. They have the oppor- 
tunity to realize that their attitudes of fear 
and distrust, of jealousy and vanity, of 
oversensibility for the self and undersensi- 
bility for others, do not produce the desired 
result, ie., respect, acceptance, and friend- 
ship from others. 


A therapeutic group is based on equality 
of all members, with the therapist as a 
model, demonstrating his respectful attitude 
and his understanding for the patients. Thus 
group members, frequently for the first time, 
observe social interest in an authority figure 
and, through insight or by following the 
therapist's example without clear awareness 
of what is going on, relate to other group 
members as fellow human beings. They dis- 
cover that belonging to the group and feel- 
ing at home in it gives them new, much de- 
sired security. Thus they dare to relate to 
others with mutual empathy. As they feel 
genuinely connected to them, they desire 
Satisfaction from productive cooperation 
and usefulness in the community of the 
group. Social interest, as pointed out by 
Ansbacher, who compares Adler's ideas 
With Maslow's (12), is not just expansion 
or self-transcendence. 

Adler cautioned (13): “We must not be 
Confused by the fact that some neurotics 
T to be benevolent and wish to reform 
n. Whole world. This . . . can be merely a 
^m to a keenly felt minus situation." 
Rn quce the concept of "usefulness" 
ane e social situation as a qualification 
did € social interest. Interactions in the 
thi «d group include a constant testing of 

Is kind of usefulness. 


ds therapist's remarks, interpretations, 
of an TR can be just as useless as those 
is ri er group members if no response 
"comm seming: „Through cooperation and 
ORD sense” (another important ther- 
these i actor repeatedly stressed by Adler) 
eons and interventions may 
ual eu Common sense, or consen- 
e bom ation (Sullivan’s term), refers to 
humans ty of thinking that enables 
0 an 9 understand each other, to come 
and co, agreement, and to share opinions 
NVictions. 
others Ss of being useful and helpful to 
tach ^ 2 Powerful factor that increases 
member's self-worth and self-esteem. 
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If we understand ego strength as the ability 
to solve problems and as resourcefulness 
and adaptability, the feeling of being use- 
ful and important to others enhances ego 
strength even more than being loved or 
accepted by others. To be useful means to 
deserve being loved and respected. Adler 
emphasized usefulness and productivity for 
others thus: “The normal man is an individ- 
ual who lives in society and whose mode of 
life is so adapted that—whether he wants 
it or not—society derives a certain advan- 
tage from his work" (14). In the therapeutic 
group or milieu the patient perceives his 
contributions to the whole group or to in- 
dividual members. He also sees that mere 
conformity does not achieve this. Only 
genuine interest in and empathy for others 
will be a useful, valued contribution. 

A neurotic person, with his anxieties, his 
narrow and rigid set of expectations, and 
his feelings of hopelessness and helplessness, 
discovers in the group a new-found freedom 
for active striving. Gaining better under- 
standing of self and others enables members 
to interact with honesty and consideration. 
Encouragement by group members and 
successes with purposeful communication 
bring about a change of cognitive structure. 
Adler accepted the working hypothesis of 
the free will: “as if nothing in man's life 
were causally determined, and as if every 
phenomenon could have been different" (2, 
p. 91). Each member of the group develops 
opinions, attitudes, ideals, standards, and 
values—cognitive structures that enable him 
to evaluate and judge alternatives of behav- 
ior—that facilitate choice and decision. In- 
stead of preoccupation with the past, Adler's 
approach is a goal-oriented value psychology 
that implies concern with the future. The 
group is a laboratory situation in which each 
member learns to shape his future according 
to his wishes, within the limits of reality. 


The Value of the Social Setting 


Perhaps at present everybody agrees that 
man is a social animal. Adler's Individual 
Psychology states unequivocally that man is 
only human in a social setting. A group, 
therefore, is the ideal vehicle to make man 
more human, if the group represents values 
that are experientially considered right and 
healthy for present-day man: equality, re- 
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latedness, responsibility, usefulness. These 
values become institutionalized in the sub- 
culture of the group. Rigid patterns of a 
hostile or exploitative patient may come 
into destructive conflict with the neurotic 
needs of another. Anxiety results about the 
disruptive forces threatening the group as 
a whole. This is counteracted by the need 
of each member to contribute toward cohe- 
siveness and to preserve the group. The in- 
dividual patient is thus motivated to select 
behavior and interaction that have the pur- 
pose of strengthening mutual ties. Conse- 
quently, the value system of the group 
beomes internalized in the patient. 


The group offers a new experience: group 
needs and the obligation to contribute to 
the welfare of others do not stifle the individ- 
ual’s critical attitude and creativity. The con- 
flict between values and the contradictions 
between self-assertion and relatedness ex- 
perienced in family and in society are re- 
placed in the therapy group by more con- 
stant and integrated values. The patient 
learns to join “value and action, action and 
consequence," as Ackerman (15), an uncon- 
scious Adlerian, expressed it. The group 
member not only perceives his weakness, 
but also his strength, by observing that his 
actions can have consequences of either 
helping or hurting others. By choosing the 
right behavior he is able to contribute to his 


own growth and happiness and to that of 
others. 


The close connection between the main 
tenets of the school of Individual Psychology 
and those that have formed the basis of 
group psychotherapy makes a therapeutic 
group or milieu the natural habitat for an 
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Adlerian psychotherapist. 
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This Month’s Special Section 
Racism 


Dimensions of Institutional Racism in Psychiatry 


BY MELVIN SABSHIN, M.D., HERMAN DIESENHAUS, PH.D., AND 
RAYMOND WILKERSON, M.D. 


Defining institutional racism in terms of 
self-perpetuating barriers to blacks’ partici- 
pation as equals in all areas of psychiatry, 
the authors review the influence of white 
racism on the image of the black patient, 
neglected problem areas, treatment accessi- 
bility, community mental health, research, 
and the professional functioning of psychia- 
trists. These analyses lead to specific recom- 
mendations for new institutionalized prac- 
tices to be supported by the white power 
Structure of psychiatry if eradication of rac- 
ism in psychiatry is to be accomplished. 


MUS PAPER is an attempt to examine the 
i dimensions of institutional white racism 
5 P natry, Since it is gratuitous to speak 
Hes s a the presence of institutional 
Buy f and since we believe that it is neces- 
[UR or white psychiatrists to change the 
Bie tices of their organizations and 
io "Pai this paper is intended primarily 
whit ct the thinking and the behavior of 
ite mental health professionals. 

Riot models of institutional racism have 
the im E Our own definition emphasizes 
PNE i as well as explicit institutional- 
People's, arriers that serve to reduce black 
ast access to meaningful participation 

quals in all aspects of a group’s function. 
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Such structuralization leads to a relative 
diminution of the status of black members 
as well as to a depreciation of the black com- 
munity as a whole, circularly providing re- 
newed force and justification for the original 
barriers. We believe that substantial evidence 
indicates that psychiatry has such a struc- 
turalized pattern of racism. 

Our examination of the dimensions of rac- 
ism in psychiatry does not imply a greater 
component of racist trends within psychia- 
try than in other professions; indeed, recent 
events indicate that psychiatry has begun 
to come to grips with the problem more 
than most analogous professions. We be- 
lieve, however, that it is timely to begin an 
even more thorough examination of racism 
in psychiatry. We recognize that some mem- 
bers of the American Psychiatric Association 
believe that the time for words has ended. 
Others in the Association react with gross 
denial of the presence of institutional racism 
in psychiatry. In our opinion, however, most 
members of this organization will be recep- 
tive to information and objective data re- 
garding institutional racism in psychiatry 
and will, we hope, commit themselves to its 
eradication. 

When confronted with crises in black- 
white relations, most white psychiatrists 
tend to focus on the helping role that they 
can play in resolving these conflicts for other 
organizations rather than looking closely 
at the ways that psychiatry has perpetuated 
myths of black inferiority. In this paper we 
wish to avoid externalizing; we intend to 
concentrate upon the existence of institu- 
tionalized white racism within psychiatry 
itself. 
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One way we can attempt to ascertain the 
structures and practices within psychiatry 
that bar black participation as equals is by 
asking “What has been American psychia- 
try's treatment of the black, and to what 
extent has this treatment reflected white 
racism?" We do not pretend to have been 
exhaustive in our search for the answers, but 
what is most striking in the mainstream of 
psychiatric literature has been the lack of 
realistic concern, until recently, for the black 
American. This has been manifested in 
stereotypes regarding black character struc- 
ture, gross discrimination in providing 
needed clinical care, and overemphasis up- 
on psychological explanations in areas 
where economic and social factors have been 
preemptive. Indeed, institutionalized white 
racism in psychiatry has simultaneously over- 
emphasized psychological processes in areas 
where psychiatry could not effect change 
while underemphasizing other areas where 
significant changes could be effected in de- 
livery of services. 

As Pettigrew (1) points out, for years the 
black American has had to face the charges 
of white racists that he is supposed to be 
innately lazy, unhealthy, unintelligent, and 
criminal. White American psychiatry has 
its equivalent racist Sterotypes about the 
black psychiatric patient: hostile and not 
motivated for treatment, having primitive 
character structure, not Psychologically 
minded, and impulse-ridden. 

The utilization of psychiatric data to de- 
fend American racist practices began with 
the 1840 U. S. Census, which purportedly 
showed over ten times as much black mental 
illness in the North as in the South, with no 
appreciable regional differences for whites. 
Proslavery spokesmen immediately inter- 
preted these findings, later shown to be er- 
Toneous, to mean that slavery was a “benign 
institution" that protected the "inferior" 
Negro from the stresses of our competitive 
society. 

Stereotyping of black people by psychia- 
try is well illustrated in Dollard (2); one ex- 
ample he finds a need to refute is the follow- 
ing quote from Lind (3): 


If we accept unreservedly Freud’ 
especially the essence of it, that a dream repre- 
sents a wish fulfillment and that wherever it is 
not immediately recognized as such, the activities 
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of the censor are responsible. we must admit that i 
the colored race fails to show distorting activity, 
consequently their psychological activities are 
analogous with those of the child, and investiga- 
tion of them might prove to be of considerable. 
value in studying the genesis of the psychosis. 


It is impressive to note how psychiatric 
observers underemphasize the operation 
of institutionalized racism. For example, | 
Rosen and Frank (4) state that the only two 
barriers that black psychiatric patients must 
overcome are, first, their own cultural ex- 
periences and attitudes and, second, the 
biases of the white therapist, who must over- 
come his cultural blind spots, reactive guilt, 
and unconscious prejudice. Their focus on 
guilt and individual prejudice in the white 
therapist and on resentment, distrust, "self. 
hatred," and pseudostupidity in the black 
patient obscures their own point that “Mem- 
bership in a minority group tends to lead 
to certain habitual ways of relating to 8 
member of the majority. . .." Membership | 
in a majority group also leads to certam l 
habitual ways of relating to the lower caste 
member; the white therapist is as affected 
as the black patient by these institutionalized 
practices. 


How much need do black people have for - 
mental health services? In a 1969 review, - 
Crawford (5) reports a failure to be able i 
answer questions of prevalence and ind 
dence of mental illness in blacks definitively 
because professionals have failed to collect | 
the necessary data in the face of numerous | 
opportunities to do so. 


The lack of data is in itself a clear mani 
festation of an institutionalized avoidance 
of dealing with the mental health needs 0 
blacks. Black-white variations in admission 
rates also demonstrate institutionaliz 
racist practices. Variations in rates D 
on admissions clearly reflect accessibi y 
to treatment facilities; our discriminatory 
policies have limited blacks’ access t0 P. 
vate care(6, 7) and often constrained 4 
delayed their entry into the psychiatric no 
system by forcing them into the legal syst ts 
initially and then on to the state hospita 
where they are often stored as untreata 
chronic patients (8). These practices TE 
plete a racist circle since they perpetuate 
myth of black inferiority. 


We concur with Crawford (5), wh! 
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cludes “. . . that Negroes still have less 
chance of receiving the full range of services 
utilized by whites, that Negroes are not 
kept under treatment as long as are white 
patients, that Negroes do not utilize multi- 
ple sources of help as frequently as whites 
and consequently inequality of care still 
exists." Our own review also suggests that 
black males are even more likely than black 
females to be denied access to treatment, 
be viewed as sicker, and languish longer in 
custodial settings. 


Institutional Racism and the 
Neglected Areas of Psychiatry 


The subsystems of psychiatry that are 
most neglected by white professionals often 
have the greatest significance for the black 
community. These include the medico-legal 
aspects of psychiatry, the public health and 
mental health delivery systems, problems 
of alcoholism and addiction, and the men- 
tal health of children. While each of these 
underdeveloped areas also involves class 
discrimination, we wish to reiterate that 
discrimination against blacks still occurs 
When class is held constant. To a more 
Significant extent than has been acknowl- 
edged by White psychiatrists the blocking 
st professional and economic support for 
ealing with these neglected areas is a mani- 
festation of institutional racism. 
sosleckage may occur at any point. White 
etn forces have created a network of 
ud and gateways that regularly 
ded the disvalued black away from 
BRA treatment. by failing to provide ac- 
tain aoe facilities, by defining cer- 
ii ehavior as criminal in blacks but as 
: Ness in whites, and by defining blacks 
5 untreatable. 
eR uos of psychiatric services avail- 
M merican blacks reflects at the same 
eect € blocking of paths to psychiatric 
oer persons manifesting "disturbed" 
lain bat while simultaneously defining cer- 
id die aviors as psychopathological that 
bile re appropriately explained on social 
(D e levels. Unfortunately, greater 
Hine nm has been paid by white psychia- 
ick 9 extending mythical definitions of 
yeh; Psychopathology than to providing 

atric services for actual black patients. 
is neglect is apparent whether we are 
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talking about the North or the South and 
oue. we are talking about adults or chil- 
ren. 


Psychiatric Services Available 
To Blacks 


In criticizing psychiatric services for emo- 
tionally disturbed children, Mackler (9) 
makes the following points: 1) for emotion- 
ally disturbed youngsters, in contrast to 
physically handicapped youngsters, place- 
ment is determined not only by personal 
problems but by ethnic status; and 2) white 
students are likely to be defined as troubled 
and placed in treatment schools, while mi- 
nority groups (Negroes and Puerto Ricans) 
are likely to be defined as troublesome and 
placed in custodial situations. As Gordon 
(10) states: “All too often the intake policies 
of ... agencies are geared to meet the needs 
of maladjusted children from intact, middle 
class, white families.... At the elementary 
school level, especially in predominantly Ne- 
gro schools it is usually the case that not a 
single emotionally disturbed child is in treat- 
ment at any clinic or social agency... .” 

The absence of the private or public psy- 
chiatrist from the predominantly black 
inner city long ago dropped him from the 
list of potentially available mental health 
resources for the urban slum school child 
or working class adult. For example, a 
1966 report to the Chicago Board of Health 
(11) included an examination of the avail- 
ability of physicians’ services to poverty 
area residents as contrasted with their avail- 
ability to other residents of the city. Using 
location of physicians' offices as the index 
of their availability, it was found that far 
fewer doctors practice in the poverty areas, 
which have 88 percent black residents. This 
discrepancy is especially marked when the 
availability of psychiatrists and neurologists 
is examined; psychiatry was the specialty 
least available to black areas. Churches, 
not psychiatrists or clinics, are seen as 
providing needed services to the black psy- 
chiatric patient; community leaders seeking 
to develop local psychiatric resources have 
had to go outside the medical system and 
work primarily with these churches and 
other lay groups. 

Few articles have addressed themselves 
primarily to the question of race in mental 
health planning for new resources. The most 
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relevant have been written by members of 
the National Institute of Mental Health 
biometry group as part of their efforts to 
correlate epidemiological findings more di- 
rectly to mental health planning proposals. 

Bahn and associates (7), using case reg- 
ister data, demonstrated that previously 
noted high black admission rates to state 
hospitals are not solely a function of the 
utilization of public facilities by the lower 
socioeconomic classes. Early intervention 
or sustained clinic treatment is less likely 
for the black psychiatric patient, resulting 
in greater need for hospitalization, longer 
hospitalizations, and chronicity. Bahn also 
points out how the sequelae of severe men- 
tal illness and hospitalization create further 
family disruption and potential maladjust- 
ment in the next generation. 

The major means by which psychiatry 
can realistically expect to aid blacks in need 
of psychiatric care is to provide *no-barrier" 
community-based and controlled clinical 
services to meet specific clinical needs. Nev- 
ertheless, institutional racism has become 


a major problem in community mental 
health. 


Community Mental Health and 
Institutional Racism 


In part, the forces leading to the com- 
munity mental health movement of the 
1960s involved realization that an enormous 
disparity existed between the psychiatric 
care provided for poor people and that pro- 
vided to the more affluent. Correcting this 
Bross imbalance was one of the primary 
goals of community Psychiatry. In accom- 
plishing this task, however, relatively little 
Systematic attention was paid to the fact 
that an overwhelming majority of black 
people fell into the category of those re- 
ceiving the poorest psychiatric care. While 
energetic efforts have been made to give 
high priority to mental health services in 
the urban ‘ghettos, insufficient Tepresenta- 
tion was given to black Professionals and 
black consumer groups in both the early 
and the continuing planning of community 
mental health services. t 

In response to this form of institutional 
racism, black groups have become much 
more vociferous in demanding services un- 
der their own community auspices. For 
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many white "liberal" mental health workers, 
a rude awakening occurred when their pro- 
posals to do something for poor blacks were 
rejected by blacks who wished to take lead- 
ership in program planning and implemen- 
tation. Rather than examine their paternal- 
ism and its racist roots, the whites often 
engaged in withdrawal, scapegoating, or 
the assumption of even greater power, thus 
leading to increased distrust and alienation. 


Black communities are sensitive to the 
"psychiatrization" of social issues. To the 
extent that community mental health work- 
ers imply that militancy indicates psycho: 
pathology, blacks will reject this approach 
as gratuitous at best and malignantly racist 
at worst. These trends support the black 
community's wish to define priorities and 
to indicate areas where they wish to seek 
help. Not surprisingly, some of the issues 
rated as high priority by blacks have until 
quite recently received short shrift by white 
professionals. And the recent emphasis on 
these problems can be interpreted as racist 
in origin: when addiction was viewed pri- 
marily as a black problem, it was largely 
ignored by whites; but now that it has 
spread to include white youth, funding and 
attention seem to be more available. 


Viewing addiction and alcoholism 1 
blacks only in terms of social pathology, 
which the psychiatrist must combat through 
social action at the community level rather 
than providing clinical services, is alsog 
racist practice when the "'sociologizing" 9 
psychiatric problems reinforces our historie 
neglect of black clinical needs (12). Thus 
"psychiatrization" of social issues and a 
ciologizing" of psychiatric needs go han 
in hand to maintain institutional racism. 

Another example of institutionalized T2 
ism can be found in several major em 
tions underlying community mental hea ol 
programs. Many white mental health We 
fessionals regard black communities 
seething cauldrons of psychopatholoB" 
They create stereotypes of absent fathead 
primitive rage, psychopathy, self-depre 
tion, promiscuity, deficits in intellec 3 
capacity, and lack of psychological sr 
tivity. Gross pathological caricaturiZ2 ior 
ignores the enormous variation of pea 
in black communities. It omits consider 
tion of areas where blacks have adapt 
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a fashion superior to whites (13, 14). The 
obsession with black psychopathology has 
been so great that it has retarded serious 
consideration of racism as it pertains to 
white psychopathology. It is not surprising 
that many blacks are suspicious of commu- 
nity mental health as further contributing 
to stereotypes of black inferiority and vul- 
nerability. Not uncommonly, blacks respond 
to our programs based on these stereotypes 
by saying, "It's your sickness, whitey. Set 
up your program where you really need it 
in your racist communities.” 

While many blacks have supported the 
moral and pragmatic concepts inherent in 
the community mental health movement, 
recognition of the danger of its racist ele- 
ments has recently come to the fore. Sig- 
„nificant confrontations have taken place 
across the country and are still in process. 
Unless practical steps are undertaken to re- 
duce the racist elements, the urban com- 
Munity mental health programs will be 
sharply circumscribed, and one of our major 
Means of revamping the psychiatric care 
system to be less racist will be curtailed. 


Racism and the Black Psychiatrist 


There is a distinct under-representation 
packs in psychiatry. Until quite recently 
ea Bp eiateists had few possibilities for 
in ership roles in psychiatric institutions 
Ü Lonieues. Little attention had been given 
NEL a ad age of black ,Psychia- 
ive in planning, decision making, and 
it ae Significant policy issues. Cur- 
ds i Orts to alter this pattern cannot dis- 
gish Ye fact that psychiatry has been slug- 
Biss" moving toward involvement of 
dae today’s efforts are at best meager 

at worst tokenism. 
HGH pine efforts have been made to recruit 
by Wil ee into psychiatry, but as reported 
dj i Tera Lightfoot, Williams, Jones, 
Situs mer (15), there are many problems 
sti md black residents, who most often 
tots T in predominantly white institu- 
irati eir description of the “hallucina- 
fiin "ening" of the black trainees by 
shi Sors and fellow residents is a poi- 
 qrips deg of avoidance of coming to 
hie ith institutionalized racist practices. 
must es Practices are to be overcome we 
€-examine and alter our tendencies to 
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try to indoctrinate blacks into the white psy- 
chiatrists’ myth about black psychopathol- 
ogy. Rather, we must seek the blacks’ help 
in eradicating our institutional racist vestiges. 
Unless we are vigorous in these efforts our 
capacity to recruit blacks into psychiatry 
will be seriously hampered. 

As pointed out by Harrison and Butts (16), 
the stereotypes of both black patients and 
black psychiatrists persist throughout career 
lines and profoundly affect the referral pat- 
terns of black psychiatrists. The most salient 
issue from the Harrison-Butts study for this 
paper is that the referral patterns do not 
simply represent individual racist tendencies 
in white psychiatrists. Rather, they reflect a 
deeply institutionalized process. 


Institutional Racism and 
Psychiatric Research 


Few white psychiatrists have commented 
upon the multiple effects of institutional 
racism in psychiatric research, although 
blacks in recent years have frequently com- 
mented upon their exploitation by white 
mental health workers. In our judgment the 
days of non-negotiated research by whites 
in black communities are over. 

In addition to overt forms of institution- 
alized racism, psychiatric research has re- 
flected more subtle racism. Once again a 
simultaneous tendency to overemphasize and 
underemphasize race issues is in operation. 
In many areas where it is important to have 
race data for epidemiological investigation 
there is a striking paucity of such informa- 
tion. At the same time, race has been over- 
emphasized in many studies where blacks 
have been characterized as vulnerable and 
deviant. With only few exceptions the psy- 
chiatric literature is devoid of investigations 
of superior coping by blacks. 

There has also been a striking underem- 
phasis on the need for black mental health 
workers to assume research careers. While 
this tendency may reflect choices for activist 
rather than investigatory careers by black 
psychiatrists, it also reflects our institution- 
alized underemphasis on the need for black 
research workers to raise their own ques- 
tions and develop their own research pri- 
orities. 

Finally, there has been a significant omis- 
sion of research on the impact of institu- 
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tionalized racism on white psychopathology. 
While a few efforts have been made to cor- 
relate institutional practices in the South 
with special problems of white southerners, 
research efforts in this area have been mea- 
ger. More significantly, there has been a 
striking lack of systematized investigation of 
the more subtle and yet pervasive impact 
of institutionalized racism upon psychologi- 
cal development in whites, including white 
mental health professionals. 


Recommendations for Change 


Current psychiatric structures do not 
seem viable for rapidly producing the 
changes necessary to eradicate institutional 
racism. New "counterstructures" are re- 
quired in which black professionals and con- 
sumers truly share with whites in the deter- 
mination of all service practices. Institutional 
racism is a subtle phenomenon; white psy- 
chiatrists functioning as they have in the 
past can continue to act to reinforce the 
myth of black inferiority while espousing 
equality. It is the commitment to change 
and the implementing of behavior that 
flows from this commitment that will de- 
termine whether American Psychiatry will 
continue to manifest institutional racism. 
The only means to counter institutional 
white racism is to create new and powerful 
antiracism mechanisms that will operate 
continuously and publicly throughout the 
country in all aspects of the psychiatric care 
system. 

Therefore we recommend that our here- 
tofore essentially white controlled profes- 
sional organizations as well as federal and 
State agencies take the lead in exposing and 
significantly diminishing institutional racism 
by working with black psychiatrists to create 
à special network of task forces on racism 
with more than token black participation. 
Their task will be to point out the presence 
of local racist practices, to Suggest means 
to eliminate them, to provide leadership in 
the actual task, and to Teport the success or 
failures of their efforts to the profession. 

We are asking white Psychiatrists to 
become increasingly aware of how their 
everyday practices continué to perpetuate 
institutional white racism in Psychiatry and 
to support the search for realistic solutions 
to providing psychiatric services to black 
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people. We ask white psychiatrists to pro- 
vide strong sanction and support to these 
efforts. This means making available the 
necessary resources of money, manpower, 
and authority—and not just in the current 
token amounts. It means not defending the 
vested white interests in old institutional 
forms of professionalism when new strate- 
gies and roles are suggested; it means a sig- 
nificant reduction in economic barriers to 
psychiatric care; it means relinquishing neg- 
ative stereotypes of the black patient; it 
means truly sharing administrative decision- 
making with black colleagues and black 
communities. 


One way to begin to focus attention on the 
institutional white racism of psychiatry is 
to devote a special section of The American 
Journal of Psychiatry to racism's origins, 
history, and current status in psychiatry 
and in our nation as a whole as well as to 
present strategies for change. Following 
this visible national focus there should be 
discussions and analyses of local practices 
that perpetuate or work to eradicate bar- 
riers created by racism; these analyses could 
be carried out within the structure of district 
branches of the American Psychiatric Asso- 
ciation, in conjunction with other psychiatric 
organizations and local mental health asg 
ciations, in dialogue with legislators an 
health administrators, and in dialogue with 
the local black community, which inci 
those most likely to know and to have fe 
the practices. 


Bringing together a composite national 
picture of local practices, North and So : 
can thus serve to begin our effort. Rat ji 
than merely exhorting other professione 
change their racist practices, psychia 
can provide a role model for realistic one 
by creating a voluntary mechanism : 
changing its own functioning. Next, mi 
must be done on those psychiatric proble x 
seen by the black community as being RM 
pressing; for example, hospital accredita! s 
should become more dependent on sepe 
the expressed needs of the black as djor 
as the white community. Progress à 
failure can be regularly communicate 
all of us through The American Journ? 
Psychiatry and Psychiatric News. 


Such an effort would represent the 
cleus of a mechanism for continuing 
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examination as well as monitoring our 

achievements; racism is an erosive process 
negatively affecting black and white. We 
can no longer pretend it does not exist in 
psychiatry; we must counter our earlier 
denial with a hyperawareness that we hope 
will be temporary during a period of transi- 
tion. Our own openness and effort can en- 
courage other professional groups to also 
bring the efforts to combat white racism 
out of the shadows to the center stage of 
everyday life where this struggle belongs— 
ifracism is to be eradicated. 
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Benjamin Rush and the Negro 


BY BETTY L. PLUMMER 


The author describes Rush's interest in the 
Social problems of his day, particularly his 
Concern with relations between blacks and 
Whites. Rush. was active in the abolition 
kn ovement; his tracts and extensive corre- 
Pondence especially emphasized the detri- 
mental effects of slavery on the mind. He 
a also frequently involved in such activ- 
es of Philadelphia's black community as 
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- "lé securing of funds for the construction of 
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physician who, due to his early interest in the 
care and treatment of the mentally ill, has 
been called the father of American psychi- 
atry. Rush’s interests, however, were not 
confined to medicine and the securing of 
American independence. He was a true 
humanitarian, in the broadest sense of the 
word, who advocated reform in the penal 
institutions and the educational system of 
his day, especially in regard to the equal 
education of women. Moreover, he was an 
ardent supporter of the crusade against 
Negro slavery. 

The earliest evidence of his antislavery 
convictions is found in the two antislavery 
pamphlets he wrote in 1773 (at age 28) in 
which he voiced strong opposition to the sys- 
tem of slavery (1, 2). Rush’s correspondence 
relating to abolition is voluminous, even 
though there is reason to believe that many 
of his letters have been lost. His participation 
in abolitionist activities is also noteworthy. 
In 1787 he participated in the reorganization 
of the Pennsylvania Society for Promoting 
the Abolition of Slavery. In 1795 he served 
as National President of the American Con- 
vention for Promoting the Abolition of 
Slavery and Improving the African Race. 

Rush's concern with the Negro was not 
confined to abolitionist writings and activ- 
ities. He was also involved with Philadel- 
phia's free black community. From 1791 to 
1793 he was active in the movement to estab- 
lish African churches in the city of Philadel- 
phia, Moreover, Rush's correspondence 
provides evidence that he assisted free blacks 
in a variety of other situations. 


_ Many of the arguments that Rush used in 
his first. antislavery pamphlet (1) were cer- 
tainly familiar to readers of abolitionist 
literature. However, his interest in medicine, 
particularly psychiatry, enabled him to 
emphasize the detrimental effects of slavery 
on the mind or mental health of the Negro. 
For example, in refuting the common pro- 
slavery argument that the mental capacity 
of the African was inferior to that of the 
European, Rush emphasized the necessity 
of differentiating between an enslaved Afri- 
can and a free African. He maintained that 
one could not accurately evaluate the mental 
capacity of a slave. Slavery, he argued, was 
so foreign to the human mind that the moral 
faculties, as well as those of understanding, 
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were rendered torpid by it (1, p.2). 

In this same pamphlet Rush attempted f 
arouse additional antislavery sentiment 
his readers by describing the traumatic ej 
riences of the African en route to the 
World. He suggested that his readers att 
to visualize the numerous Africans who 
ished because of extreme melancholy (| 
tive depression) or grief, as well as the rm 
others who committed suicide rather 
accept the slavery that awaited them. 1 

The primary purpose of his second anti 
slavery pamphlet (2) was to defend 
reemphasize several of the antislavery argu 
ments that he had voiced in the first. Moi 
over, he presented additional proof of. 
ill effects of slavery on the Negro's mei 
health. Certain proslavery advocates 
maintained that the African’s apathy to 
his family and friends was additional pro 
of his mental inferiority. Rush stro! 
argued that this observation was fallacio! 
Travelers’ accounts clearly showed that th 
African did experience separation am 
On being removed from his family 
friends as the cargoes were being sold 
shipment to the New World. 


Medical Articles on Blacks 


Besides his works devoted specifically 0 
abolition, Rush wrote articles and medica 
treatises dealing with blacks, as well 
medical texts in which he referred to blaci 
when describing a particular malady. In one 
article relating specifically to the Negro ( 
he was concerned with both the mental a 
physical effects of slavery. 

Among the ailments cited was hypoc 
driasis or mal d'estomac, as it is called inu 
French islands. This disease, which was 9 
of the most common ailments among © 
slaves, was described by Rush as being 4 | 
painful; moreover, it was undoubtedly P 
chosomatic. It usually occurred quite € 
during the period in which the African 
becoming acclimated (acculturated) to 
vicious and brutalizing system of slà 
(Today this would be termed culture sho 
Hypochondriasis, which was usually 
had been erroneously attributed tO 
slaves’ administering a slow poison t 
other. In reality, Rush maintained. '' 
disease was wholly occasioned by grief i 
consequently justly attributed to slave? 
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(3, p. 82). Actually, they are examples of 
acting out. 

Another manifestation of the ill effects 
of slavery on the black mind was to be 
found in the Negro’s songs and dances. 
Contrary to what many slave masters be- 
lieved, these songs and dances were not out- 
ward expressions of contentment and joy. 
Rush was of the opinion that these songs 
and dances were “physical symptoms” of 
the slave’s melancholy and madness, and 
therefore were certain proofs of his misery 
(3, p. 82). Actually, they are examples of act- 
ing out. 

One of the many subjects that Rush dis- 
cussed in Medical Inquiries and Observa- 
tions upon the Diseases of the Mind (4), the 
first textbook in American psychiatry, was 
madness or insanity induced by grief. He 
discovered that this variety of insanity had 
been observed among the slaves in the Car- 
ibbean. It appeared that some Africans be- 
came insane soon after they entered into 


perpetual slavery in the West Indies (4, p. 41). 


References to blacks also occur in Rush's 
lectures to his medical students at the Uni- 
versity of Pennsylvania (5). For example, in 
discussing the pleasures of the mind and the 
forces that affect mental pleasure, he used 
the experiences of two Negroes as cases in 
point, 

In the first example he maintained that a 
certain pleasure was derived from the mind’s 
Biosiotion of pleasant experiences, such as 
iue of childhood. Rush related the story 
9! an old African who had obtained per- 
VUE from his master to go to see a lion 
E hig being conducted through the state 
ut T Jersey as an exhibit. The moment 
cue Aes saw the animal, “inspite of the 
by 2 abits of mind and body contracted 
"spe years of slavery," he was moved with 
E [o (5, p. 448). Rush maintained that he 
^n een familiar with the lion as a child in 
jefa Consequently, the sight of the ani- 
PA rought back memories of the liberty, 

edom, and pleasure that he had once 
nown in childnood. 

a second example dealt with the mental 
edu that are derived from exploits of 
Bi thy Thomas Fuller, a slave from Vir- 

b ad experienced this type of pleasure. 
» Over, he had received frequent rewards 

amusing strangers and travelers by ex- 
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hibiting his ability to perform mental com- 
putations (5, p. 450). 

By using blacks as well as whites as ex- 
amples of individuals affected by certain 
medical conditions, Rush provided addi- 
tional clinical evidence of the lack of inher- 
ent racial differences. 

In a brief paper written in 1799 (6), Rush 
was concerned with uncovering the cause or. 
causes of the Negro's blackness. His con- 
clusion was that the black complexion of 
the Negro stemmed from a leprous-type 
disease. He maintained that by seeking a 
cure for this condition and subsequently re- 
moving the Negro's blackness, a great ser- 
vice would be rendered to mankind. The 
idea of the oneness of the human race would 
be strengthened and many advocates of 
white supremacy would lose one of their 
basic premises if the blackness were re- 
moved. 

Moreover, Rush was cognizant of the 
fact that the reactions of whites to the 
Negro's blackness had caused a psycholog- 
ical problem for some blacks. He there- 
fore maintained that the removal of the 
Negro's blackness would render him a cer- 
tain amount of happiness since it was obvi- 
ous that some Negroes had difficulty ac- 
cepting their blackness: "Forever how well 
they appear to be satisfied with their color, 
there were many proofs of their preferring 
that of the white people" (6, p. 297). Thus we 
see that almost two centuries ago the Negro 
lost the identity that he is now desperately 
trying to recapture with the slogan “Black 
is beautiful." 

Rush's understanding of early American 
race relations, particularly the acceptance of 
blacks by whites, is rather obvious in his 
leprosy paper. He seemed to believe that ra- 
cial harmony would be more easily achieved 
by turning black men white than by expect- 
ing white men to accept black men. In es- 
sence, he understood well the impact of 
physical differences on mental attitudes that 
is a vital factor in racial prejudice and that 
has persisted into our time. 


Correspondence with Abolitionists 


For many years Benjamin Rush corre- 
sponded with abolitionists in the United 
States and in England. The majority of the 
people he wrote to were statesmen, physi- 
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cians, clergymen, and scholars, and most 
of them were actively engaged in the aboli- 
tionist movement. There were a few who 
might have been lukewarm in their anti- 
slavery convictions, but they were influential 
persons who could exert a favorable influ- 
ence for the cause if they so desired. None 
appeared to be firmly opposed to abolition. 

In the majority of his letters Rush was 
concerned with the progress being made by 
abolitionists and abolition societies in the 
colonies. In others he was primarily con- 
cerned with plans and proposals that he felt 
would facilitate the process of emancipa- 
tion. In some letters he showed an interest 
in the mental achievements of blacks in an 
effort to gain support for the cause of aboli- 
tion. 

The extensive correspondence of Benja- 
min Rush and British abolitionist Granville 
Sharp (1735-1831) dealt with many aspects 
of the movement, particularly the progress 
of abolition in the colonies (7). In a letter 
to Sharp dated November 1, 1774, Rush 
stated his belief that the success then being 
experienced by abolitionists was an indica- 
tion that slavery would soon be extinct in the 
colonies. He expressed doubt that there 
would be a Negro slave in America in 40 
years (7, p. 13). 

Ina later letter to Sharp, dated November 
28, 1783, Rush wrote that some progress 
was still being made by the abolitionists in 
the colonies. In the middle colonies, he 
observed, the abolitionists were being 
looked upon as the benefactors of mankind. 
In the South, however, he noted a very dif- 
ferent trend; in South Carolina, for ex- 
ample, the *negromania" (for certainly it is 
a species of madness) still prevailed (7, p. 20). 
Hence Rush considered racism, i.e., racial 
prejudice, a form of mental illness. 

Significant evidence of Rush's attempts to 
find measures to aid recently emancipated 
blacks is found in an undated letter that he 
wrote to the Pennsylvania Society for the 
Abolition of Slavery and the Relief of Free 
Negroes Unlawfully Held in Bondage (8). 
This letter contained a proposal for the soci- 
ety to establish a black agricultural commu- 
nity in Bedford County, Pennsylvania. Rush 
believed that such a community would en- 
able these blacks to engage in independent 

agricultural pursuits rather than be forced 
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to accept menial jobs in the city of P 
phia. Provisions were made for the d 
tion of land as well as for the establi 
of churches and schools in the pr 
community. If the plan could be ex 
successfully, the benefits derived fi 
would be numerous. Moreover, it 
lead to similar enterprises in the soul 
states. 3 
Another significant letter was write 
Benjamin Rush on behalf of the Penn: 
vania Society for the Abolition of Slav 
A group of London abolitionists had 
quested that the Pennsylvania society 
them accounts of mental achievement that 
they had observed in blacks with whom 
they had come into contact. In a letter | 
written November 14, 1788, Rush descri 
the achievements of James Durham, a 
mer slave, who was practicing medicin 
New Orleans. Rush questioned him rt 
ing diseases that were prevalent in. 
Louisiana territory. He found that Durhai 
was perfectly acquainted with modern prac 
tices. He added, “I expected to have $ 
gested some new medicines to him, 
he suggested many more to me” (9, p. 497). 


Involvement in the Black Community 


ty 

Rush’s interest in the Negro was not 
fined to the abolitionist movement. He was 
involved in the activities of Philadelphia's 
free black community, particularly those ol 
the Free African Society. Consequently, 
when an effort was being made to establish 
churches for blacks, Richard Allen, founder. 
of the African Methodist Episcopal Church, 
and Absalom Jones, first director of the 
African Episcopal Church of St. Thomas 
sought the aid of Benjamin Rush. ^ 
This same Richard Allen responded to 
Rush's appeal for help during a yellow i 
epidemic in 1793. Allen organized a group: 
of blacks to assist in providing nursing oF 
spiritual solace, blood letting, and pU! st 
for the stricken whites. Rush had incorrectly — 
believed Negroes were immune to yë 
fever because of their blackness; he cot 
not detect the yellow tint in their sK 
Jaundice, a late symptom of yellow fevel 
only became clinically evident in the SC 
or the whites of their eyes four to six 
after the onset of the illness. The abo 
ample shows Rush's use of the param 
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concept that we now think of as innovative, 
ie, the use of nonmedical personnel in the 
care of the ill. i 

In an effort to provide the financial assis- 
tance that was needed to establish black 
churches, Rush solicited funds from several 
individuals in England and the United 
States. In the case of Absalom Jones’s 
church, he persuaded the comptroller gener- 
al of Pennsylvania, John Nicholson, to ne- 
gotiate a loan with the blacks for completing 
the construction of their church. It should 
also be noted that the free blacks sought 
Rush’s assistance when they were drafting 
their plans for church government. 

Rush’s correspondence regarding the 
free black community is particularly signif- 
icant, One easily senses that in many of 
these letters he was actually making an effort 
to acquaint whites with the black commu- 
nity. Moreover, it appears that he was 
attempting to disprove certain stereotypes 
about Negroes that were commonly ac- 
cepted by 18th century whites. For example, 
when writing to John Nicholson in an effort 
to negotiate the loan for the free blacks, he 
felt it necessary to state that he had found 
the members of the African Society to be 

affectionate and grateful,” and he attempt- 
ed to reassure the comptroller general that 
the loan would be repaid, stating that “from 
their numbers, their increasing prosperity, 
and the punctuality in all their engagements” 
he had no doubt that the interest “will be 
paid to a day every quarter” (9, p. 624). 

E apparent need to acquaint whites 
m black people is also seen in a letter 
Bote to his wife, Julia, in the summer 
ME 3. In this particular instance, he was 
Se the incidents surrounding the roof- 
"mite ceremony at the African church. He 
ae that the “company broke up in good 
bos T, few or perhaps any of them having 

i nk more than three or four glasses of 
wine” (9, p. 639). 
dibertape Rush's most significant relation- 
me ie a black was that with James Dur- 
fud eir Correspondence, covering many 
Pole reus that theirs was both a pro- 
is Ti and a friendly relationship. There 
E ence that the two men exchanged 
Bade a formation; In 1789 Rush read 
Sor am’s paper “An Account of the Putrid 

* Throat at New Orleans" before the 
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College of Physicians of Philadelphia. ' 
Conclusions 


In evaluating Rush's involvement with 
blacks, one must first consider him as an 
18th century abolitionist. He falls into the 
group of moderates who lacked the prose- 
lytizing spirit that was typical of certain 
19th century abolitionists. He was primarily 
a writer of tracts and related literature. It is 
difficult to actually measure the effectiveness 
of his writings since he exchanged ideas, for 
the most part, with individuals who were 
already committed to the cause. It would 
appear that Rush’s most significant contri- 
bution to the movement was his emphasis on 
the ill effects of slavery on the black mind. 
Perhaps the circle of abolitionists with 
whom he corresponded made use of these 
ideas; it is only today that some are begin- 
ning to see the brutalizing effects of slavery 
and racism. 

In regard to Rush’s personal involvement 
with Negroes, it appears that his attitude 
toward the Negro was not paternalistic. The 
correspondence of the members of the Free 
African Society clearly indicates that they 
sought Rush’s aid. In fact, he noted in his 
Commonplace Book that he had read a plan 
for church government to the blacks and 
they had agreed to deliberate upon it before 
it was laid before the public (11). 

Rush’s understanding of race relations in 
early America certainly poses some ques- 
tions. At times, he appeared overly optimis- 
tic. For example, in 1774 he believed that 
slavery would soon be extinct in the colonies. 
At other times, he appeared quite pessimis- 
tic. For example, in 1783 he considered the 
spread of slavery and racism in South Caro- 
lina to be indicative of what he called “ne- 
gromania” or an actual form of mental ill- 
ness. 

In his dealings with the free black com- 
munity Rush seemed quite realistic. For ex- 


1 [n a manuscript volume of the proceedings of the 
meetings of the College of Physicians of Philadelphia, it 
is noted that on July 7, 1789, Dr. Benjamin Rush pre- 
sented *An Account of the Putrid Sore Throat at New 
Orleans,” by James Durham, Practitioner of Physic at 
that place, but for want of time the reading was post- 
poned until the next meeting. An entry for August 4, 
1789, states that the communication from Dr. James 
Durham, presented at the last meeting, was now read 


(10). 
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ample, he thought that the establishment of 
African churches was necessary. He also 
advocated the establishment of black agri- 
cultural communities. Rush's suggestion was 
in line with some of today's proposals for 
separation on the part of blacks. Rush 
wanted integration but obviously became 
disillusioned and compromised for separa- 
tism, much as some blacks have currently 
done. Consequently it appears that he was 
more a realist than an idealist in his dealings 
with free blacks, i.e., Rush's ideal society 
would have been completely integrated but 
he knew that for all practical purposes sepa- 
ratism was necessary to some extent in the 
18th and 19th centuries. A 
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Problems of Black Psychiatric Residents 
in White Training Institutes 


BY BILLY E. JONES, M.D., ORLANDO B. LIGHTFOOT, M.D., 
DON PALMER, M.D., RAYMOND G. WILKERSON, M.D., AND 
DONALD H. WILLIAMS, M.D. 


The authors, who recently completed resi- 
dencies in three predominantly white psy- 
choanalytically oriented training programs, 
believe that such programs are failing to 
produce psychiatrists—black or white—who 
are prepared to address themselves to the 
mental health needs of the black commu- 
nity. They offer a number of recommenda- 
tions for correcting this situation. 


Read at the 125th anniversary meeting of the Ameri- 
can Psychiatric Association, Miami Beach, Fla., May 
5-9, 1969. 

Dr. Jones is a captain in the U.S. Army; he is cur- 
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jn three predominantly white psychoanalyt- 
ically oriented training programs in metro- 
politan areas of the East and Midwest. The 
issues raised and the experiences related 
sometimes reflect the experience of all the 
authors and in some instances only of one. 
It is our thesis that predominantly white 
psychoanalytical oriented residency pro- 
grams are failing to produce psychiatrists, 
black or white, who are motivated or pre- 
pared to address themselves to the mental 
health needs of the black community. Al- 
though there are many factors that have con- 
tributed to this failure, we believe a major 
one has been the ethnocentric white middle 
class, psychoanalytic orientation of these 
programs and their faculties. This can be 
subsumed under the heading of “white 
institutionalized | racism"—covert in its 
design and insidious in its practice. We 
believe that during their training, residents 
tend to incorporate and identify with this 
Orientation. Classical psychoanalytic theory 
teaches us that some forms of mental illness 
derive from insoluble intrapsychic conflicts 
lhat are unconscious and that represent 
inadequately resolved infantile conflicts. 
Other contributing factors such as persis- 
lent socio-environmental factors are largely 
ignored or minimized. We believe that this 
is a significant oversight when one tries to 
understand the developmental history of 
black patients and the interaction between 
patient and therapist when they are of dif- 
ferent racial and ethnic backgrounds. 
: Today race is an emotionally charged sub- 
Ject. It is generally considered one of our 
major domestic issues, yet in our residency 
Programs it was not mentioned except in 
e identifying data along with age, sex, 
and marital status. The distinctive difference 
En in a psychiatric illness because of race 
| "s rarely considered. Rarely was the ques- 
On asked: How does race specifically af- 
€ct the nature, dynamics, prognosis, and 
course of therapy? 
Be, is our contention that white middle 
nifi » Psychoanalytic values and biases sig- 
cantly affect residency training programs 
x influencing resident and faculty selection, 
Pervision and content of didactic courses, 
o selection, assessment and treatment 
Nuus, and attention to community 
: tal health needs. The institutional 
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policies, values, and biases lead to an ab- 
sence or scarcity of blacks at every level 
and in most roles. Although we cannot dem- 
onstrate that this is the purpose of the 
policies, the end result is the same and is in 
effect white institutionalized racism. 


Relationships Among Residents, 
Peers, and Institutions 


Blacks who are chosen to enter the sys- 
tem as patients, residents, or staff members 
must in some manner share these values 
and demonstrate that they will uphold, con- 
tinue to support, and reaffirm the white in- 
stitution's concept of itself as liberal, un- 
biased, and nondiscriminatory. Should their 
attitudes, actions, or views be perceived as 
challenging, threatening, or contrary they 
may be considered unsuitable for the sys- 
tem, or if they are accepted, they may be in 
for a difficult time. 

The black resident chosen for these train- 
ing programs must demonstrate a willingness 
to accept the institution’s values and biases. 
Once chosen, however, he presents a prob- 
lem for all concerned. In the early stages 
of his residency, attempts are frequently 
made to make him feel wanted. He is told 
that he isn’t thought of as a Negro, that he 
really knows how to talk to white people, 
and that color doesn’t matter. In one insti- 
tution where all the residents in the same 
year are in group therapy together there 
was almost a “hallucinatory whitening” of 
the black resident in an attempt to assimilate 
him. When viewing a video tape of them- 
selves the white residents’ most common re- 
mark was that they had forgotten that the 
resident was black until he was seen on the 
screen. The black resident receives high 
praise for what would be considered ordinary 
achievement by other residents, and there 
is a reluctance to criticize him for his short- 
comings. It would be nice to think that these 
statements and attitudes indicated that race 
was unimportant in these institutions, but we 
think they are more likely reactions to latent 
anti-black sentiment. 

The black’s unique feelings and difficulties 
are frequently overlooked, and others not 
infrequently find it difficult to empathize 
with him. The best example probably is the 
difficulty many whites had in understanding 
the impact of Dr. Martin Luther King’s 
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death. The day following the assassination 
a white colleague asked one black resident 
why he appeared so despondent that day. 
In an abortive attempt to console the resi- 
dent, he then said that he had seen a news- 
clip of Dr. King receiving the Nobel Peace 
Prize that reminded him of the black resi- 
dent. When racial matters are discussed or 
situations occur that would stress black- 
white relations, the black resident is ex- 
pected to display personal restraint and a 
stability of character rarely expected of 
others. If he fails to do this, he is labeled as 
hypersensitive about race. We may even say 
that when questions of racism come up the 
black resident is expected to deal with them 
as if he were himself white, lest he disturb 
the apparent peaceful black-white relations. 


Patient Selection and 
Training Programs 


In each of the three residency programs 
we have felt that a preselection process is 
operant that by design or otherwise limits 
the number of black patients initially seen 
and those ultimately treated. Part of this 
preselection process involves the referring 
person or agency, which is aware that the 
clinic is interested in “good” treatment 
cases. “Good” refers to young, motivated, 
introspective patients with few reality dif- 
ficulties who are students, suburban house- 
wives, upwardly striving junior executives, 
or others with whom it is relatively easy to 
identify. Thus the referring person is likely 
to send white middle class people who they 
feel can benefit from psychotherapy. 

The psychiatric clinic is the other link in 
this selection process that makes it difficult 
for black people to be treated. Because of 
admission policies based on criteria that ad- 
here primarily to training needs, research 
endeavors, and minimal service obligations 
the clinic looks for referrals that can be 
considered good treatment cases. They 
readily accept such cases. The chance that 
a black person would fit these criteria is 
minimal. 

The impact of this selection process is 
graphically illustrated by a survey initiated 
by the psychiatric residents at one of our 
institutions located in a medical center sur- 
rounded by the black ghetto. They first ex- 
amined the patients who applied for treat- 
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ment to the psychiatry clinic and compared 
them to the patients who applied for treat. 
ment to the medical and surgical clinics, 
The first 50 patients applying for care on 
three randomly selected days to the psychia- 
try and to the medicine and surgery clinics 
were compared for diagnosis, race, home 
address, and disposition. The overwhelming 
majority of applicants at the medicine and 
surgery clinics were black, lived within a 
three-mile radius of the hospital, and were 
accepted for treatment. The overwhelming 
majority of applicants to the psychiatry 
clinic were white, lived in the suburbs, and 
were accepted for treatment. 

The residents then studied the disposition ! 
of the black patients who were accepted for 
treatment by the psychiatry clinic. They 
first listed all the patients they were seeing 
in either individual or group psychotherapy; 
these totaled over 100. Of this group only | 
five were black, and they all were seen as 
middle class. Of the total psychiatric clinic 
patient population, only ten percent wert 
black; they were overwhelmingly assigned 
to the drug clinics, 15-minute clinics, or to 
programs with a rapid turnover of inex- | 
perienced therapists. Mn 

In each of the three institutions insight 
oriented psychotherapy is valued as the ap- 
propriate referral for "good" patients. 
Group psychotherapy is somewhat less 
valued and is on a par with family treatment. 
The supportive therapies, including drug 
clinics, 15-minute clinics, and medical stu- 
dent training programs are least valued. AS 
the previous example indicated, there We 
paucity of black patients in individual, 
group, and family therapy. k | 

In one institution the number of blac 
patients seen on the inpatient service was 
minimal before the assumption of chief e 
dent duties by one of the black réside 
After this the number of black patients 0 
the ward increased due to the combined €- 
forts of two other black residents and à T 
dent from Southeast Asia. The resistane 
offered by the staff were all couched in 
guage suggesting that these patients did n 
seem: to be able to benefit from our kin 
treatment, did not seem to be FÉ 
were not sufficiently introspective, etc. So id 
of the patients have turned out to be MeL 
ly good therapy cases. We are greatly € 
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cerned about the process within and without 
the hospital that either resists admission 
of black people or shunts them to the least 
valued programs; we view this as a major 
problem area. 

It is our feeling that too many intake 
workers in our psychiatric facilities approach 
the black person with a bias indicating that 
“a black person is not a good candidate for 
intensive psychotherapy." The intake work- 
er then supports his point of view by using 
the theoretical assumptions evolved from 
psychoanalytic theory. This theory stresses 
that those people who will most benefit 
from intensive psychotherapy are those 
whose ego strengths of motivation, intelli- 
gence, introspection, delay of gratification, 
and repudiation of action in favor of think- 
ing are rated highly. Invariably a black per- 
son is rated as having few of the desired ego 
Strengths and is therefore not a good candi- 
date for anything more than the supportive 
therapies. We feel that too many intake 
Workers are not empathic enough to make 
‘accurate assessments of black patients be- 
Cause they are unable or unwilling to deal 
With the subtleties and nuances present in 
the material presented by these patients. 

The diagnostic and initial treatment pro- 
Cess requires sufficient empathy so that en- 
gagement occurs rather than a mutual deci- 
Sion that further involvement would be fruit- 
less. A black being screened for admission 
to a Psychiatric clinic by a white intake 
| Er will probably respond to the white 
E € same way he has learned to respond 
| 5 all other unknown whites. He will quickly 

E. lo assess this white person and his atti- 

eae blacks; until convinced that 

3 tite is not anti-black he will be guarded, 

"retive, and reluctant to reveal himself. 
le intake worker may not recognize that 

Bret is reserved for “whitey” only and 

abili ude that the black person lacks the 

lity to relate in an intensive one-to-one 

Telationship, 

E major problem in this area is the loss 

MN well as to other residents and the 

m ions, of a chance to understand the 

thay Patient and the unique problems he 

b. oe Such policies also prevent us 
E. s Serving and understanding the 

4 gths and methods of adaptation of a 

Pressed and oppressed minority. 
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Supervision in each of the three programs 
is handled primarily by successful, white up- 
per middle class psychiatrists whose training 
and background do not give them sufficient 
understanding of the special, and at times 
realistic, problems of the black patient. (At 
the time of this writing only one training 
institution had a black supervisor.) Many 
of these supervisors have never treated a 
black patient and too often minimize the 
influence and impact of sociological fac- 
tors on personality development and the 
resulting intrapsychic process. Sufficient 
emphasis is not given to the adaptive point 
of view. One supervisor who has been in 
psychoanalytic practice for more than 15 
years was able to state that he had an in- 
creased awareness of the difficulties that 
one of his black patients was experiencing 
after reading Black Rage (1). He not only 
increased his empathic understanding of the 
patient but felt that because of his own blind 
spots his previous treatment of this patient 
had left untouched many important areas. 

Supervisors deal with us around the issue 
of our blackness in three characteristic ways: 
—avoidance, reaction formation, or con- 
frontation. With some supervisors the issue 
of our blackness never comes up, and the 
supervisory process moves along as if they 
have never noticed we were black. With 
others there is the tendency to accept any- 
thing we offer as more than adequate: 
they are consequently less critical and less 
exacting with us than with white residents. 
It is as if any criticism concerning our work 
will be taken as evidence of racial bias 
or prejudice. 

The supervisor who confronts us im- 
mediately with what he notices first and our 
patient notices first—our blackness—is the 
most helpful. This confrontation, which can 
immediately change the nature of the super- 
visory process, is an important influence on 
the treatment of the patient we are present- 
ing to him, whether the patient is black or 
white. One of us had been in residency 
about 15 months before a new supervisor, 
in an initial session, stopped his routine 
presentation of a patient and said he won- 
dered whai the effect of the therapist’s 
blackness had been up to this point on the 
treatment process. The author until this 
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day feels that this was one of his most use- 
ful and instructive supervisory experiences. 
Supervision often fails to deal directly 
with our identity problems of being black 
and functioning in a white institution. The 
black resident brings to the residency pro- 
gram many of his own distortions concern- 
ing his “supposed” inferior training and 
second-class status. He also brings his mis- 
perceptions about the need to have the 
stamp of approval of the white institution 
for him to really “make it.” The black resi- 
dent, having lived in a society that says you 
are black and hence inferior, is likely to have 
in part accepted this distorted view of him- 
self and made it an integral part of his con- 
cept of self. Seldom dealt with is the issue 
of our ambivalence in terms of what we feel 
is the pull of the institution toward the treat- 
ment of white middle class patients and away 
from the black patient. All of us have experi- 
enced a tendency for some supervisors to 
deal with us as if we were “special,” **dif- 
ferent,” less like the masses of black people 
and more like the supervisor. This tendency 
to minimize the difference in race and to 
offer themselves as models with whom we 
should identify is strong and very seductive. 
The resulting ambivalence often interferes 
with the treatment of our patients; we feel 
it should be a concern of the supervisor and 
not dismissed as only important as part of 
our personal therapy. 

Another factor in the supervisory process 
is the personal reaction of the resident and 
the supervisor to their differences in race, 
which may seriously interfere with a produc- 
tive supervisory experience. Too often this 
issue is left as something unspoken and 
unresolved, which has the effect of creating 
a bland and superficial supervisory process. 

As stated previously all of the supervisors 
in the three programs are white (with the ex- 
ception of one institution) and we continual- 
ly wonder where our black models are. Each 
of these residency programs is located in a 
large city; there is in three of the cities a 
minimum of nine practicing black psychia- 
trists, but none of them is on our supervisory 
lists. Black supervisors would be as useful 

to the white residents in our programs 
as to us in helping all of us consider the 
special contribution of racism and dis- 
crimination to the psyche of both white and 
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black patients. 


Recommendations 
Patient Selection and Training Programs 


1. The subtle selection process of each in- 
stitution should be examined and more black , 
patients should be sought out and treated in 
the training programs, particularly through 
individual, group, and family therapy, and in 
the inpatient service. 

2. Intake workers should become aware 
of their blind spots in their work with black 
patients and be more aware of the fine line 
distinguishing pathology and adaptation. 
Perhaps a training course should be given to 
emphasize the special contributions of race 
to personality development. 

3. The training programs should examine 
their white middle class orientation and 
their psychoanalytic bias in an effort t0 
broaden the base of psychiatric knowledge 
to include those black patients they are cur- 
rently excluding. 

4. Each institution should do some soul 
searching and examine its institutional 
practices for subtle forms of racism mani- 
fested by acts of omission or commission. 


Supervision 


1. Black supervisors should be sought out 
and utilized as participants in the training 0 
residents. 

2. White supervisors should be more 
attuned to the identity problem that black 
residents may be experiencing in the training 
program and be willing to deal with this issue 
openly. i 

3. Direct confrontation about the i 
differences in race as it may involve the etur 
tiveness of the supervisory process should be 
an integral part of supervision. j if 

4. Bringing black professionals into t i 
institution will be helpful but carries the der 
ger that the rest of the faculty may use M 
presence to further segregate thena A 
from confronting their racism and class las. 


ssue of 


It is therefore strongly urged that all gu 
visors and residents rotate through 4 ia 
ment program located in and controlled P 
the local black community. This will enê 5 
the faculty and residents to learn about o 
community firsthand from persons 


? init. 
know the ghetto and respect the people 1? M 
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General Recommendations 

_ |. Lectures, seminars, and small group 
discussions should be utilized to disseminate 
current and relevant information from other 
disciplines such as sociology and anthropol- 
ogy. Autobiographical material should be 
used to understand what individual blacks 
eve have been significant influences in 


their lives. 
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2. Finally, a major commitment of re- 
sources should be made in institutions to 
generate new information about the special 
affect of race and racism on emotional health 
and illness. 
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s Beware of Whites Bearing Gifts 


BY GERALD MELCHIODE, M.D., SAM C. GOULD, M.D., AND 
^ PAUL JAY FINK, M.D. 


Wis 
The authors describe their study of four 
Kk students who participated in a special 
Sth year of schooling in predominantly 
White private schools. They found that the 
‘Students’ difficulties in the program resulted 
ina loss of self-esteem and the precipitation 
Of an identity crisis to which they were par- 
ticularly vulnerable because of inadequate 
Preparation and the lack of peer support. 
The authors present a set of recommenda- 
lions for prevention, of these difficulties in 
Other programs. 


LE RECENT TIMES the social conscience of 

A this country has been stimulated to make 
| Teparation for past injustices to the black 

n One of the most important rights 
nied him has been that of an adequate 
education. This paper deals with how four 
«i», Were affected by the attempt to be- 
low this right through a special educational 
am. The effects in each case were par- 
cal. We believe it is important to illus- 
these cases and the unintended conse- 
ces of a program sponsored by a sincere 
well-meaning social institution. We 


d at the 123rd annual meeting of the American 
1550 Association, San Francisco, Calif., May 
i g time this paper was written, the authors were 
i the department of psychiatry, Hahnemann 
j College and Hospital, 230 North Broad St., 
pee, Pa. 19102, where Dr. Melchiode is clin- 
Tuctor, Dr. Gould was a resident, and Dr. Fink 
ciate professor and director of education and 
Dr. Gould is now in the U.S. Army. 


^J. Psychiat. 127:6, December 1970 


hope to obviate repetition of this pattern 
by alerting social and philanthropic institu- 
tions, as well as the psychiatric community, 
to certain pitfalls, 

The four black students are patients at 
the Hahnemann Community Mental Health 
Center, a comprehensive mental health fa- 
cility serving a Philadelphia inner city catch- 
ment area population of over 200,000. Sixty 
percent of this population is black, and an- 
other five percent is Puerto Rican. 

Although each patient had individual 
problems, a common theme was noted. All 
were young black people from the ghetto 
who developed overt onset of symptoma- 
tology just before or during a special 13th 
year of education in predominantly white 
private high schools. 

This case study will discuss the psycho- 
logical and social stress placed on these 
individuals, the ways in which they tried to 
cope with the stress, and the mental health 
center’s involvement in trying to help them. 

In each case, the patient’s charts were 
extensively reviewed and all contacts with 
therapists were investigated. All therapists 
were interviewed. One investigator conducted 
the patient interview; another investigator 
recorded the session. We were unable to 
contact one of the patients, There were 
numerous interviews with the social worker 
currently in charge of the 13th year pro- 
gram, and written reports of the program 
were studied in detail. 
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13th Year Program 


The 13th year program was established 
by a settlement house in Hahnemann’s 
catchment area to involve white private 
schools in Philadelphia in helping young 
black people bridge a portion of the educa- 
tional gap between high school graduation 
and successful performance in college. The 
plan was to select a group of about 12 high 
school graduates a year from the two large, 
predominantly black public high schools 
in the neighborhood and to offer them a 
13th year of education in the 12th grade of 
a white private school. It was assumed that 
the youngsters picked would be on shaky 
academic grounds but would have poten- 
tial for at least provisional acceptance by 
some college. It was hoped that they would 
achieve one or more of the following ob- 
jectives: 1) have a better chance of doing 
creditable work in college and be less apt 
to fail; 2) make a better social and emotion- 
al adjustment to college and campus life; 
and 3) be admitted to a more demanding 
college than would otherwise have accepted 
them. 

At the time of the study the program was 
in its third year, with a grant from a national 
foundation for two more years of operation; 
the program was subsequently discontinued. 


Case Reports 


Case 1. N. F., age 18, was seen at Hahne- 
mann in February 1969 at the request of his moth- 
er, who desired treatment for him because he 
had dropped out of the 13th year program, was 
drinking heavily, and wanted to leave home. 
Furthermore, she suspected that he might be 
homosexual. After initial evaluation, he was as- 
signed to a third-year resident for individual 
psychotherapy. 

The patient revealed feelings of being “fenced 
in,” unlucky, depressed, confused, and anxious. 
He was lonely and resorted to drinking to relieve 
his problems. He recalled his first awareness of 
feelings of tension and uneasiness around his 
classmates in the 11th grade. He handled this by 
withdrawing and not seeking friends. After grad- 
uation he became depressed and suicidal and 
drank to avoid these ideas. He entered the 13th 
year program but found that he was unable to 
concentrate and keep up; he resigned from the 
program after two months. 

N. F. was the second of four children. His 
father spent ten years in prison for burglary. The 
patient had no contact with him from the time 
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he was four, when his father left home, until he 
was 16. His only memories of his father were of 
beatings. He felt that his mother had always had 
high expectations for him, was close to him, and 
wanted him to do well in school. He remembers 
not wanting to attend elementary school because 
he didn’t want to leave her. She supplemented 
his formal education with museum trips and 

would not allow him to associate with the neigh- 

borhood boys because she believed they were a 

bad influence. . 

He had done well in elementary school, but his 
grades began dropping in tenth grade. He grad- 
uated from high school in the lowest third of his 
class. He had no close friends at school, did not (| 
date because he felt girls only wanted to “get 
something” from him, and was not involved in 
extracurricular activities. ^ 

No evidence of psychosis was present during 
the first interview, and an initial diagnosis of 
depressive reaction in an inadequate personality 
was made. : 

The patient was seen six times during two 
months in individual psychotherapy. Initially he 
discussed his relationship with his mother, fears 
of women, and mistrust of all people. He said 
he was unhappy at work and expressed a desire 
to return to school. At the last session he talked 
about feeling enclosed and discouraged while 
attending the white private school. He never 
believed he would complete the school year. It 
was depressing for him to compare his neighbor- 
hood with that around the suburban school. n 
believed that in trying to improve himself he i 
become unacceptable to both whites and blacks. 
After this session he discontinued treatment be- 
cause a new job prevented him from attending 
during clinic hours; the case was closed. 

During our follow-up interviews in Janean | 
1970, he talked about his feelings while d 
ing the white private school. Everything t d 
seemed strange and new, and he felt eas 
for the difficult work expected of him. He ait 
increasingly depressed when he could not co 
work despite trying very hard. He got a 
with the white students in class but 
friendships did not extend outside school. kids. 
like a stranger, beneath the wealthy white d 
He was ashamed when he was assigned d not 
seventh grade math class because he or jit 
do more advanced work; a week later, eq 


long wel 

ld | 

school. This disappointed his mother but pines 
see no sense in continuing. At the time 0 


felt their 
|. He felt 


r. 
up, he was working as a clerk and bookk eiio 
He hoped to become an accountant but 
idea how he would go to college. i de 

Our impression was that he was stil put 
pressed. He admitted thinking about suici¢ own 
expressed confidence that he could handle his ^r 
problems. We recommended that he retur 
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therapy but he has not done so. 


Case 2. L. M., age 17, was referred from the 
medical clinic, to which he had been sent by his 
mother, with a two-month history of headaches 
and chest pain. He was admitted to the psychiat- 
ric clinic in August 1969 and was treated by a 
senior medical student therapist. He had been 
well until his graduation from high school in 
June. He had a summer job in an office and was 
scheduled to begin the 13th year program in 
September. He was worried about his ability 
to do well in the new school, had problems with 
his girl friend, and was dissatisfied with his job. 
He believed his symptoms were unrelated to his 
emotional state. 

L. M. described himself as a good student until 
llth grade. In elementary school he considered 
himself the "teacher's pet." He had no close boy 
friends, did not like sports, and preferred to 
“mess around” with girls. 

He lived at home with his parents and three 
younger sisters. His parents have never separated. 
His father worked steadily as a welder. The pa- 
tient regarded his father as poorly educated and 
felt he could not communicate with him. He 
admitted to competing with his father and taking 
great pride in dressing better and having more 
money. He felt very close to his mother, a high 
school graduate and housewife. He regarded his 
Sisters as noisy, childish, and stupid. 

The patient has a half-brother with the same 
name, one year his junior, the child of his father's 
divorced first wife. Although his father has never 
admitted siring this boy, he has paid support for 
him. The two boys know each other and are 
Superficially friendly, but the patient is disturbed 
when people say they are brothers. 

Mental status examination revealed no evidence 
of Psychosis, and the initial diagnosis was anxiety 
Teaction, 

E. patient was seen weekly in individual psy- 

Otherapy for three and a half months, with 
Ped improvement in his symptomatology. He 
n With problems in his relationships with 
dg expressed fears about homosexual feelings, 
ath iscussed problems in coping with the work 

€ private school and his difficulties with his 
in A major area of discussion involved his 
in E about his half-brother and his problem 
tite a lishing his own identity. Therapy was 
Ea Tupted in November 1969, because the ther- 
SR had to leave the psychiatric service. The 
MT was free of symptoms, was doing better 
ten in school, and could see no need for further 
ment. 
Pi our follow-up interviews in December 
Bue January 1970, L. M. was free of symp- 
ith and still attending the 13th year program. 
Ough he had some difficulty with his school- 
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work, he expressed confidence in his ability to 
do better. He believed that the program was val- 
uable for him and would enable him to do better 
in college. He found the work harder than antici- 
pated and felt his public school education had 
been inadequate. He thought the atmosphere in 
class was very competitive. He had difficulty ad- 
justing to the greater freedom in class and to the 
need for self-discipline. 

He was very aware of being black in a white 
school and did not associate with many people 
there; he said, “White schools change black stu- 
dents, but they won’t change me.” He felt gen- 
erally accepted by his fellow students but was 
aware of some resentment. He knew that both 
his parents wanted him to attend college and 
that he would disappoint them greatly if he 
failed. His goal was to be an accountant, al- 
though mathematics gave him his greatest aca- 
demic problems. 

During the two interviews we were impressed 
with his competitiveness toward his father and his 
attempts to impress us with his sexual success 
with women. He said he was doing well and 
felt he had benefited from therapy. 

Case 3. W. B., age 17, was referred to the men- 
tal health center in February 1968 by the settle- 
ment house that had placed her in the 13th year 
program. She had upset her teachers by frequent 
arguments and continual writing about death, 
agony, and confusion. She had been dropped 
from the program after a month because of poor 
schoolwork and emotional distress; she was 
enrolled in a local junior college at the time of 
admission. She admitted to two previously un- 
reported suicide attempts by wrist-cutting in 
September and December 1967. 

The patient was the youngest of seven siblings. 
Her parents were separated at the time of her 
birth. Her relationship with her mother was 
described by her therapists as symbiotic. W. B. 
admitted that her mother was very “enthusiastic” 
about her as a child and pushed her into school 
work at an early age. By the time she was five, 
she could read, write, and do arithmetic, She 
entered school in the second grade and skipped 
another grade. By junior high, however, her grades 
were extremely variable, with As in some courses 
and Fs in others. She graduated from her high 
school’s college preparatory program and was 
accepted in the 13th year program. 

Her father, a 65-year-old unemployed alcohol- 
ic, returned to the family when he became ill sev- 
eral years prior to her admission. The patient says 
she never felt close to him. Her 49-year-old moth- 
er was described as ambitious and never satisfied 
with her lot in life. She had attended night school 
for several years to get her high school diploma 
and worked as a community coordinator at an 
elementary school. She had a very close relation- 
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ship with W. B. and was always involved in her 
activities. The rest of the family consisted of a 
step-brother who had received a dishonorable 
discharge from the service, a step-brother in jail 
for rape, and a step-brother, step-sister, and two 
full brothers who were doing well. 

Mental status examination on admission 
revealed marked thought disorder; a diagnosis 
of schizophrenia, schizo-affective type, was 
made. W. B. has been hospitalized with little im- 
provement in the day hospital or inpatient unit 
of the mental health center almost continuously 
since her admission. At the time of our investiga- 
tion, she was grossly psychotic and was in our 
inpatient unit. 

Case 4. B. W., age 17, was referred to the men- 
tal health center in January 1969 by his mother, 
who complained of his poor schoolwork and her 
difficulty in controlling his behavior. 

The patient, when seen alone, complained of 
his mother's possessiveness and expressed dis- 
content with his life situation. He was angry at 
his mother's attempts to dictate what he should 
do and he deeply resented demands that he wash 
dishes and do laundry at home. He felt he was 
a "thing" to his mother and that she wanted 
status through his achievements. 

His mother described B. W. as passive, com- 
pliant to her wishes, and socially isolated before 
entering the 13th year program. He did fair 
to poor work in school; after being accepted in 
the 13th year program, he failed every subject 
in 12th grade, In the 13th year program he saw 
his role as an activist; his goal was to change the 
existing attitudes of the whites in the school to- 
ward blacks. He perceived the faculty as being 
condescending toward him. He was angry at them 
for notifying the parents of a white girl he had 
been dating who was then withdrawn from 
school. During the school year B. W. also rebelled 
at home. He became angry at his mother for her 
interference in his affairs and refused to help her 
around the house, The patient revealed that his 
ghetto friends always regarded him as a “goody- 
goody mama's boy", and his peers who were in 
college saw him as an “Uncle Tom” before his 
shift to militancy, 

B. W. was an only child. When he was two 
years old his father left home and he has had no 
further contact with him. He described his 
mother as possessive and domineering. An uncle 
seemed to play a significant role in the patient's 
life, and he had many positive feelings toward 
him. 

The patient was scen as an intelligent, articu- 
late young man without evident thought disorder. 
He was angry and frustrated. He was preoccupied 
with separating from his mother and his inability 

to achieve his goals at school. The social worker 
who evaluated him diagnosed him as an oral 
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character in the midst of an identity crisis, He 
was referred for individual psychotherapy but 
failed to keep his appointment. There was no 
record of further contact with the center, 

We were unable to contact him for follow-up 
but we received a report about him from the pri- 
vate school he had attended. They said that his 
militant and disruptive behavior had succeeded 
in destroying faculty support for the program. 
They had reservations about having any 13th 
year students there the next year because of 
hostility among faculty and students toward B. 
W. He did not complete the year at school and 
we later discovered that he had joined the Navy 
and was subsequently discharged for inability to | 
adapt to the service. 

1 


Discussion 


Our discussion will stress both the intra- 
psychic factors in the lives of the individual 
students and the social problems raised by 
their backgrounds and the deficiencies of 
the program. In order to understand the 
problems of such patients and programs, 
mental health personnel must be well 
grounded in both psychodynamics and 
psychosocial principles. In discussing the 
individual cases, we will attempt to explain 
the developmental problems of these stu: 
dents that contributed to their failure in à 
program with many sociological hazards. 


The Program 


At the time of our investigation, the di 
rector of the [3th year program reveal 
there was some doubt that the program 
would be continued, even though it was 
funded for two more years. They have em 
countered many problems, specifically: 

1. The program is too expensive. 
directors of n private schools have to pro 


e has 
i iti ttlement hous 
vide tuition and the settle 


The 


to pay for food, transportation, an 
activities, 

2. There are no provisions for on-cam = 
living for these students; this contributes 
their isolation from the rest of the stu vii 
body. A lot of time is spent each day trà 
ing to and from school. ; esi- 

3. The private schools would like 4 ra 
er variety of students and want to ree 
from many schools. in 

4. The private schools want more Say 
student selection. 

5. Both the private schools anc 
ment house feel that one year of thi 
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program is not sufficient. The schools feel 
that the differences in scholastic pace, race, 
and culture are too great to be overcome in 
one year. 

6. The quality of the students selected is 
not satisfactory to the private schools. Many 
better students go directly to college without 
wanting an extra year of school. The 13th 
year program is thus left with relatively in- 
ferior students. 

7. There is need for a more meaningful 
relationship among the private schools, 
settlement house, and public schools. The 
guidance counselors at the public schools 
do not cooperate with the settlement house 
as well as might be hoped. 

8. A review of the program reveals a pro- 
gressively increasing number of dropouts 
and failures. In the first year of operation, 
1967-68, 11 students were enrolled (seven 
boys, four girls); nine students were accepted 
by colleges and two went to work. However, 
the follow-up is not accurate. One of the 
students listed as in college is a psychotic 
inpatient at Hahnemann. In the second 
year, 1968-69, of the 11 students enrolled, 
five students entered college and six dropped 
out of the 13th year program (including 
two of our patients), In 1969-70, eight 
Students were enrolled; four students cur- 
rently attend private school (one is a patient), 
one was expelled from private school, two 
quit, and one received a college scholarship 
and dropped out of the program, 

_ These problems reflect poor administra- 
live organization; lack of adequate controls, 
Support, and follow-up of the students in 
a Program; and a degree of ambivalence 

‘at contributes heavily to the disintegration 
E the program and the demoralization of 

€ various participants. 
The Students 


ie were impressed with the ways in which 
Patient tried to handle the scholastic 
ue and social isolation of the program 
Thin the context of his own character for- 
mation, 
oni four patients had dominant and pos- 
their yee who instilled high ideals in 
vue ildren. Their academic difficulties 
the e ed the gulf between the actual self and 
E £0 ideal and in each case resulted in a 
7 of self-esteem and identity diffusion. 
t is interesting to note that the patient 
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who progressed furthest in the program 
(L. M.) seemed to have a conflict on the 
oedipal level and exhibited healthier de- 
fenses. Although his relationship with his 
father was stormy, this seemed to differ- 
entiate him from the other three patients, 
whose relationships with their fathers were 
distant or nonexistent, The three other pa- 
tients seemed to have conflicts on the oral 
level, marked by struggles over dependency 
needs and separation anxiety. They corre- 
spondingly used the more primitive defenses, 
i.e., denial, introjection, and regression, 

In each case we noted a feeling of isolation 
and alienation that existed before entrance 
to the 13th year program. At a recent meet- 
ing in Philadelphia of black college stu- 
dents in integrated colleges, it was reported 
that the black students were able to over- 
come these feelings by working together to 
form black activist groups within the schools. 
But the students in the 13th year program 
had no peer support and no opportunity to 
form groups, and were therefore unable to 
counteract the additional isolation that they 
were subjected to in the private school. L. M., 
the patient who was still in the program, 
was in a black activist group outside of 
school. 


Recommendations 


Such patronizing programs can easily be 
attacked on the basis of racism, although 
they were planned and organized with no 
such intent, It is our feeling that great care 
should be taken in planning such programs 
if, indeed, they should be undertaken at all, 

Our primary recommendation is that 
such programs should not be created unless 
they are planned very carefully to avoid var- 
ious pitfalls of student selection, student 
isolation, exaggerated racial imbalance, and 
arbitrary unilateral development of the pro- 
gram. For example, in this program the 
agency did not involve the community, the 
families, or other supporting agencies in its 
design and operation. 

If this program or other such programs 
are to continue,certain preventive measures 
should be taken. 

Primary Prevention 

1. Improved screening techniques should 
focus on the emotional health of the student 
and should aim to keep the student with 
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severe emotional problems from having to 
face a stressful situation that serves to in- 
tensify his already existing personality prob- 
lems. " 

2. Several alternatives exist for overcom- 
ing the isolation felt by these students in the 
private schools. One is to conduct the pro- 
gram within an existing black high school. 
Another alternative is to have a separate, 
academically elite, black preparatory school 
within the urban community to supplement 
public school education. A third alternative 
is to send all the black students in the pro- 
gram to one private school so that they could 
more easily form a group. 

3. To avoid the sudden exposure to a 
more demanding work load, we recommend 
that the black student with potential be 
tutored more intensively in the earlier grades 
and perhaps enter the private schools long 
before the 12th year; or at least not be pe- 
nalized by additional years of precollege 
education. 


Secondary Prevention 


1. There should be very close supervision 
by psychologically sensitive counselors. 
There might also be group meetings of the 
black students, led by psychologically ori- 
ented persons. Central to both of the above 
methods should be the recognition of early 
signs of emotional difficulties. 

2. There should be liaison among the 
schools, the community mental health cen- 
ter, and the settlement house to provide 
immediate professional consultation with 
the counselors, the group leaders, or the 
students themselves. 
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3. We also suggest that group: 
among the white students and facu 
they can explore their prejudicial 
attitudes. 


Tertiary Prevention 


1. The student with emotional 
should be treated by the commun 
health center. Recognizing that the 
treatment depends largely on the 
the disorder, we would recomm 
therapy along with individual thera 
these patients have problems with 
logical and social isolation. If our 
any indication of the types of pr 
be encountered, we predict that a 
problem in treatment would be bui 
restoring the patient's self-esteem, — 

2. Finally, we recommend better. 
up studies of students who have pa 
inthe program. 

We believe that if the black 
enjoy the same place in our socii 
white he must choose between two 
effect change: he can try to destroy U 
tem through revolution and build | 
social order or he can work for 
within the existing system. It is na 
think that the black man will work 3 
the system unless more opportu 
adequate education is available to hi 
ever, we recognize that problems ài 
special educational programs are 
thrown together without proper © 
tion for the psychological and sot io 
disruptions that may occur. To be 
ful, these programs must avoid S 
defeating factors as those in th 
we have described here. 
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The Social Psychiatry of Frantz Fanon 


BY PAUL L. ADAMS, M.D. 


Frantz Fanon, a black psychiatrist, was both 
concerned with human liberation and com- 
mitted to a cult of violence. His own life ex- 
emplified the lack of gratification in practic- 
ing a psychiatry focused on the individual in 
asocial milieu where the glaring ills were not 
intrapsychic fantasies but real problems of 
poverty, racism, and colonialism. Fanon's 
experience in denouncing a bourgeois psy- 
chiatry and becoming a revolutionist points 
up some contrasts with the North American 
style of social psychiatry. 


. . . psychiatry is the medical technique that aims 
to enable man no longer to be a stranger to his 


environment. 
F ANON’S LIFE GOAL was to divest disin- 
herited people from their double burden, 
$ he saw it, of sociogenic madness and of 
aan psychiatry. He was born in Fort- 
e-France, Martinique, in 1925, was edu- 
cated as a psychiatrist in France, and was in 
d M às a psychiatrist and revolutionary 
M geria. Fanon served as an anti-French 
iüeran emissary to Ghana and other Afri- 
di Countries, After his leukemia had been 
SR in Ghana, a country of the Third 
Mone i sought a cure in the other two 
DU us : e went briefly to the Soviet Union 
Shia, ment of his leukemia but finally 
Health up at the National Institutes of 
he S Bethesda, Maryland, where he 
fis ecember 7, 1961. He was inter- 
ing hie y eosmopolitam, and humanistic dur- 
um Short span of life; he has become an 
, e tectual figure of great importance since 


—FRANTZ FANON 


i 
To He was not a simple thinker whom 
an discuss lightly; psychiatrists in the 


Read a 
Pochi the 123rd annual meeting of the American 
15, 1970. ° Association, San Francisco, Calif., May 11- 
Dr, Adam i 
and di. 5 is professor of psychiatry and pediatrics 
l vera eet of the Children’s Mental Health Unit, Uni- 
lorida, Gainesville, Fla, 32601. 


A 
mer. J. Psychiat. 127:6, December 1970 


United States must begin to consider his 
contributions. 

Four volumes of his writings had appeared 
in English translation by the end of 1969 
(1-4). I have drawn the materials for this 
brief presentation of Fanon’s social psychia- 
try from these sources. 


Biographic Sketch 


Fort-de-France was the old capital of 
Martinique, which had been part of France’s 
colonial empire since 1635. The Martini- 
queans who surrounded Fanon in his child- 
hood and youth felt a strong positive identi- 
fication with all things French. Although 
only a minority in Martinique was white and 
European, French colonization (while pro- 
claiming its softness) had been both thor- 
ough and brutal. As a result, the blacks de- 
rived positive self-esteem when they made 
themselves to be as white and French as 
possible. When they set up a "group to be 
unlike" they chose the Africans. Blackness 
was a feature of the negative reference- 
group. Fanon grew up in a milieu where 
French was good, even as black or African 
or West Indian was bad. 

Fanon perceived the stunning impact of 
the fall of France and the Pétain submission 
to Nazi Germany. What were the adulating 
colonies to make of this defeat? They saw 
fulfilled the wish that “the great be brought 
low." Fanon also observed the impact of the 
marooning of several thousand French sol- 
diers and their families in the French West 
Indies during World War II. A contempt 
grew out of their proximity that was never to 
leave him and many of his contemporaries. 
Late in the war, after joining the First French 
Army, Fanon served in North Africa, and in 
Oran he saw that North Africans despised 
him both for being in the French forces and 
for being black. Strangely, despite having 
these two strikes against him, it was to Ai- 
geria that Fanon later returned for the revo- 
lutionary activities that, by absorbing him, 
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assisted in materializing his ultimate identity. 
After the war, Fanon went to France to 
complete his medical studies in Paris and to 
study psychiatry in Lyons. In France he mar- 
ried a white woman, joined the Présence 
Africaine, a group of intellectuals, and met 
Jean-Paul Sartre. His psychiatric thesis was 
to be about racism. He surveyed 500 persons 
in France concerning their associations with 
such words as “Negro.” The final result was 
the book Peau Noire, Masques Blancs (1), 
published when Fanon was 27 years old: “In 
this work I have made it a point to convey 
the misery of the black man. Physically and 
affectively, I have not wished to be objective. 
Besides, that would be dishonest: It is not 
possible for me to be objective" (1, p. 86). 
Nevertheless he asserted: “I do not trust 
fervor. Every time it has burst out some- 
where, it has brought fire, famine, misery 
. . . . And contempt for man. Fervor is the 
weapon of choice of the impotent" (1, p. 11). 

In 1952, in short, he was militant but still 
liberal. By late 1953, Fanon was appointed 
medical director of the psychiatric hospital 
at Blida-Joinville, Algeria. That hospital 
now bears Fanon's name. During 1954 and 
1955, and into 1956, he functioned as a *dou- 
ble agent" while earning his living at that 
post. He was officially and publicly a psychi- 
atrist for the French colonial establishment, 
but underground he became ever more deeply 
involved in the anticolonial struggle led by 
the Algerian Front de Libération Nationale 
(FLN). 

By 1956 the liberal searching that charac- 
terized Black Skin, White Masks had ceased 
and Fanon, now radicalized, had adopted a 
position of total commitment to violent 
struggle against the French. In 1956 he re- 
signed his job at the psychiatric hospital, 
protesting that psychiatry should not be 
used to add to the estrangement and aliena- 
tion of the Algerians. In September 1956 he 
attended the First Congress of Black Writers 
in Paris; but he returned to North Africa, 
now to Tunis, where he functioned as chief 
political editor of A? Mujahid, a periodical 
issued by the FLN. Fanon was shifting 
decisively from a brooding, inward-turning 
intellectual (for whom psychodynamic the- 
ory was of value) to an externalizing guer- 
rillero (for whom a more Marxian rhetoric 


was congenial). 
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In March 1960, Fanon was sent to Ghana 
by the Algerian Provisional Government, 
Toward fulfillment of a dream to unite white 
and black Africa, Fanon went on a recon- 
naissance to northern Mali in the summer of 
1960 to determine if supplies could move up 
into Algeria from the southern frontier. By 
this time his leukemia had been diagnosed 
and Fanon began the hopeless quest for a 
cure in the Soviet Union and the United 
States. Shortly before his death Les Damnés 
de la Terre (3) was published, its title echo- 
ing the battle cry of the Internationale. 
“Arise ye prisoners of starvation, arise ye 
wretched of the earth." In this book, with a 
preface by Sartre in which he appeared to be 
trying to outdo Fanon in espousal of vio- 
lence, Fanon's earlier humanism and social 
psychiatry were muted in favor of a shrill 
preachment of violence: 
... for the colonised people this violence, because 
it constitutes their only work, invests their charac- 
ters with positive and creative qualities. The prac- 
tice of violence binds them together as a whole, 
since each individual forms a violent link in the 
great chain, a part of the great organism of vio- 
lence which has surged upwards in reaction to the 
settler’s violence in the beginning (3, p. 73). 
As Isaacs (5) pointed out, there was some- 
thing exceedingly French, and ever more 
French, about Fanon's perspective In be- 
coming *'an apostle of violence" who em- 
braced "the primeval doctrine that man 
hood is won only by the drawing of blood. 
The violence of French colonialism had in- 
deed brought in a bitter harvest. Fanon ae 
on the “imperialistic soil” of the Unite 
States, agitated and confusedly paranoid a 
his final hours, according to his friend p 
mone de Beauvoir (6). The Algerians, wit 
whom he had felt a bond of fraternity, 
brought his body back to Tunis, and â us 


5 ial. 
mando transported it to Algeria tor eat: 
It likely that the U.S. Centra 

seems likely tha S final 


telligence Agency assisted Fanon 
weeks, and even made the buria a 
ments.! His widow and young son are | 
sumably now in Algeria. Several of dod 
political essays were published posthumo 


ly (4). 


| arrange” 


= tional 
! The story of the CIA's role was reported sensat! 
ly in Der Spiegel (7). 
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From Soul to Social Structure 


In briefly discussing the psychiatric con- 
tributions of Frantz Fanon, I will focus on 
the psychiatric theorist more than on the po- 
litical theorist or street fighter, as Robert 
Coles (8) called two other roles Fanon 
played. Perhaps one of the most striking 
characteristics of Frantz Fanon is just that— 
his playing of diverse, unexpected roles and 
his shifting from the metaphors familiar to 
psychoanalysis into those familiar to social 
science and, then again, into those familiar 
tothe street man or the guerrilla fighter. 

Fanon’s major psychiatric contribution 
came in his presentation of the psychology 
of colonialism and racism, of systematic po- 
litical violence and counter-violence, of the 
reactive or situational psychoses, and of 
family roles and relations. Each of these 
topics will be reviewed briefly. 

„Fanon repeatedly contended that the af- 
flictions of mankind are reality problems, 
not merely fantasies. The poor are plagued 
by poverty, for example, the Jew by perse- 
Cution, the black by exploitation and self- 
derogation, and the colonized by being on 
the bottom in their own land. Fanon railed 
against a *psychologism" that dealt with all 
of these estranging afflictions as if they were 
purely fantasies or mere states of mind. Re- 
peatedly he reminds us that torture hurts the 
victim more than it does the torturer. Re- 
Peatedly he proclaims: psychiatry, if it works 
Successfully, brings on disalienation, not al- 
‘nation, and a psychiatry that supports 
alienation is itself pathologic. For Fanon 
there was no question of inducing “adjust- 
Ment” to a vicious social system. 


Colonialism and Racism 


ol Fanon would have us understand that ide- 
ogical analyses are often inadequate, inas- 
aie as colonialism is not a thinking ma- 
lotis In another context he stated: “Co- 
üi en. is not a type of individual relations 
* € conquest of a national territory and 
nói Oppression of a people: that is all. It is 
BS certain type of human behavior or a 
4 ™ of relations between individuals 
> P. 81). 
ninety, racism is not just a state of 
ter ve also an elaborately structured sys- 
un exploitation. “Beside phylogeny and 
98eny stands sociogeny” was his maxim. 


4 
mer. J. Psychiat. 127:6, December 1970 


811 


Fanon's psychology was a social psycholo- 
gy; his psychiatry, a social psychiatry. In his 
studies of both colonialism and racism he 
manifestly relied upon the concepts and 
tools of social analysis. He realized that 
psychodynamics, by keeping attention cen- 
tered on the individual, was easily suscepti- 
ble to conservative application. 

In all his writings Fanon resorted, from 
time to time, to psychoanalytic terminology 
and conceptualization, but it was typically in 
the service of "unmasking" Negrophobia, 
colonialism, moral cowardice, or conven- 
tionality. Herein lay his “brilliant knack for 
transforming clinical insights into political 
poetry" (9). Yet, as we shall soon see, that 
other grand cognitive system, Marxist cri- 
tique, itself devoted to unmasking, became 
the preferred metaphoric and mythic system 
for Frantz Fanon (4, p. 187). Fanon was not 
an avowed orthodox Marxist, but he habitu- 
ally wrote in a vein that attracted Marxists— 
or their heirs the Leninists or Maoists, who 
cherished the peasantry, not the proletariat. 
Beginning with the psychic alienation of 
subjugated persons, Fanon felt it necessary 
to "extend into the domains of other sci- 
ences” (1, p. 48). Ultimately he would pro- 
claim that “in some circumstances the socius 
is more important than the individual” (1, 
p. 105) and, later in the book: “. . . we are 
driven from the individual back to the social 
structure. If there is a taint, it lies not in the 
‘soul’ of the individual but rather in that of 
the environment” (1, p. 213). 

Clinical psychiatry in itself was no longer 
sufficient; in order to become sufficient it had 
to be a psychiatry that had been illuminated 
and enriched by social science, Fanon put 
the setting, the context, the situation, the 
environment, the culture, and the social 
truths at the forefront in any efforts at rea- 
sonable explanation. In short, he propound- 
ed the basic tenets of comprehensive medi- 
cine, of social medicine, and of social psy- 
chiatry—all in relation to the problems of 
racism and colonialism. 

The entire literary output of Frantz Fanon 
might well be viewed as a rich and subtle 
playing and replaying of the theme of ex- 
ploitation of man in the modern world. 
Fanon was a social psychiatrist driven by 
his humanism to unmask inhumanity. Of 
course, man is exploited by man, and that 
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requires an analysis of both exploiter and 
exploited, their interacting delusional sys- 
tems, their basic patterns of defense and 
ideology formation, and their basic social 
and economic positions with respect to each 
other. Fanon would remind us that, despite 
our "exhaustiveness" and concentration on 
the psychology of the exploiter, it is the 
exploited who comes off worse and is more 
alienated or deranged. 


Violence in Racist and Colonialist Society 


Fanon probably stands second only to 
Georges Sorel (10) in his efforts toward le- 
gitimizing political violence in modern 
times. Fanon and Régis Debray (11) have 
made a related contribution to this subject, 
as | have shown elsewhere (12). For the 
present, it must suffice to touch on only some 
of the sociopsychiatric features of Fanon's 
emphasis on violence. 

Fanon portrayed violence as a tactic of 
the utmost timeliness for the Third World in 
its efforts to overthrow the colonial exploi- 
tation to which it had been subjected. Vio- 
lence as a tactic was considered by Fanon to 
have the characteristics of activism, visibili- 
ty, and concreteness; all of these, he thought, 
commended it to win. It was said to have 
pragmatic superiority over ideology. The 
use of violence was accompanied by an array 
of militaristic virtues (manly solidarity, hero- 
ism, youthfulness, physical prowess, etc.). 

In Fanon’s opinion the readiness to en- 
gage in violence is fused to a set of anti- 
urban sentiments that approximate an agrar- 
ian romanticism: ". . . in the colonial coun- 
tries the peasants alone are revolutionary, 
for they have nothing to lose and everything 
to gain. The starving peasant, outside the 
class system, is the first among the exploited 
to discover that only violence pays” (3, p. 
48). It has been suggested that the French 
would have proceeded straight away to mur- 
der the followers of Ghandi had the French 
colonized India(13), and Fanon reacted 
strongly against colonial violence with his 
advocacy of “revolutionary” or anticolonial 
violence: “The colonized man finds his free- 

dom in and through violence. This rule of 
conduct enlightens the agent because it in- 
dicates to him the means and the end" (3, 
p. 67). 

By the time he died, Fanon had embraced 
the cult of violence for its own sake. He be- 
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came a sick man obsessed with cataclysm, 
whereas the younger Fanon had expressed 
horror at the excesses of killing and wanton- 
ly brutal murder that were set on foot when 
people rose up against oppression: 

Because we want a democratic and a renovated 
Algeria, because we believe one cannot rise and 
liberate oneself in one area and sink in another, 
we condemn, with pain in our hearts, those 
brothers who have flung themselves into revolu- 
tionary action with the almost physiological bru- 
tality that centuries of oppression give rise to and 
feed (2, p. 25). 

Situational (or Reactive) Psychic Disorders | 


The mental disorders to which Frantz 
Fanon gave most attention, inaptly tram : 
lated as "reactionary," were those that in 
North America are known as reactive and 
situational disorders. Whatever our disdain 
for Fanon's tendency to oversimplify intra- 
psychic experiences, we can only respect his 
inclination to emphasize the importance of 
the social structure in the genesis. of mental 
disorder. The cases of madness that were 
presented in Black Skin, White Masks and 
in The Wretched of the Earth are lacking | 
psychiatric sophistication but they are 
in recognizing what society and culture can 
induce in human beings. 


Importance of the Family 


Fanon acknowledged, as do psychount 
lysts, the paramountcy of the family, but he 
saw the family as all of one piece with t | 
national social system. He stated baldly be 
oedipal conflicts were virtually nonc 
in Martinique, that homosexuality did no 
occur in the Antilles, that adolescence E 
not appear in Algerian females, and so we 
all standing as examples of how m 
pathology, family structure, and society 
interrelated and mutually dependent. "o 

In his apt zeal to interconnect famil eo. 
society, Fanon likely erred in his ovn 
tion of what a national struggle agains a 
lonialism could do to the family. For €* ing 
ple, when he attributed the most far-rea 
effects to the Algerian struggle for in 
dence, he was required to ignore w^ The 
nity in and of itself changes family life: (© 
conjugal pattern, as Goode (14) sho cor 
becoming the mode in diverse socl# "p 


texts, worldwide. It is hardly due to p^ 1 
political mU f 
“The mingli 


December ad 


tification” resulting from 
despite Fanon’s opinion: 
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experience with conjugal life deep- 
‘ens the relations between husband and wife 

‘and cements their union, There is a simul- 
taneous and effervescent emergence of the 
citizen, the patriot, and the modern spouse" 
(2, p. 114). Likewise, Fanon would appear to 
have given an overly political or "politi- 
cized” interpretation of the utilization and 
abandonment of the veil by North African 
women. Nonetheless, his depiction of the 
pervasiveness of modern social change is 
well founded. 

Fanon, in summary, used dynamic psychi- 
airy in three ways: 1) he employed psycho- 
dynamic theory at times to aid his argumen- 
lation and resorted to Freudian concepts 

Marxist ones) to “unmask” what he 
l ed as distortion and obfuscation; 2) 
he turned away from psychiatry in the 

Course of his intellectual development and 

ng commitment to revolution by vio- 
ence, and came to prefer social and political 

Mo: and 3) he returned, invariably, to 

"the soul" of the individual as a result of his 
humanistic drives and passions, His adop- 

tion of dynamic psychiatry served two op- 
p^ functions—on one hand, to moderate 
intolerant partisanship, and on the other 
hand (as in The Wretched of the Earth), to 
heighten and sharpen the polemic effect of 
Partisan writing, 

Sartre began asking him about his psychiatric 
Experiences and he came to life. He had been 
Wery disappointed by Russian psychiatry; he dis- 

very strongly of confinement and want- 
Mental patients to be treated without removal 
ir home environment; he attributed great 
ance to economic and social factors in the 
formations of the psychoses and dreamed of sup- 
ing psychotherapy with civic education 
patients. “All political leaders should be 

trists as well" he said (6, p. 596). 


Social Psychiatry: Science and Politics 


o Fanon the social psychiatrist was 
| a being unambivalent, simple, and 
Like Mensional, as Seigel (15) contended. 
P" Many social psychiatrists, Frantz Fan- 
genie with the problem of whether to 
ame an activist and, having decided in the 
A mative, he became an eloquent revolu- 
awn i His was an engaged life that was 

; E political action at the expense of 

work or clinical practice. 

The 20th century has P emanstrated that 
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two types of truths (and many forms of un- 
truths) are regnant in human affairs—the 
truths of propositions and the truths of com- 
mitments, Psychiatrists typically have justi- 
fied their support of the status quo by pro- 
claiming the hegemonic domination of 
propositional truths and the secondary im- 
portance, or irrelevance, of commitments. 
Uncommitted, a nihilist does what he is told 
to do. Witness how some French psychia- 
trists in Algeria administered electroshock 
to members of the FLN, and how some 
German psychiatrists carried out lethal “ex- 
periments” on the mentally ill and retarded 
Germans of the Nazi era, Frantz Fanon 
committed himself, took stands, and took 
sides, against exploitation and for murder- 
ous revolution. 

Twentieth century psychiatry has wit- 
nessed its own movement away from “un- 
social medicine." The psychiatrist has found 
himself to be, however reluctantly, a revolu- 
tionary. Of the psychiatrist as “reluctant rev- 
olutionary," Seeley has written: 

I think I know and understand the unease many 
psychiatrists feel as they move across the continu- 
um ... from containment, through mitigation, 
improvement or cure, to “secondary” or “pri- 
mary prevention" to “positive mental health”. I 
know the parallel unease that accompanies the 
transition from a limited relation to one patient, 
to such “units” as families, communities, institu- 
tions, . . . “international arenas" to “worlds,” 
sane or insane (16, p. 33). 

Although Simone de Beauvoir (6) remem- 
bered his saying, “Above all, I don't want to 
become a professional revolutionary," Frantz 
Fanon was a revolutionist quite openly, and 
with minimal reluctance. He did not appear 
to be under stringent imperative to disguise 
his politics as “Social Psychiatry," nor to re- 
strict his politics to social psychiatry. Fan- 
on's importance might lie in the fact that he 
remained "always a man who questions" 
but a man who can at the same time be an 
activist. 
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Reflections on Racism 


ACISM is today’s fashionable label for an old symptom-com- 
Risa euphemism of man's basic insecurity related to imper- 
manence. The essential ingredient is rooted in each of us. Its evolu- 
tion parallels and is an analog of psychosocial development. From 
the beginning—before object relationships were conceptualized, 
before theoretical stratification of the psyche and during the long 
dependency of infancy, the prejudiced teaching processes that occur 
in childhood, the developmental differentiation of the ego and its 
mechanisms of defense—there has been this built-in fear. It exists 
in individuals and in groups. In the latter, as a group phenomenon, 
institutional racism first became evident in the so-called herding 
instinct: there is safety in numbers. 

Man's early realization of and studied preoccupation with his im- 
permanence have changed and refined his defenses with the seasons 
and through the years. The youth of today (disillusioned, agitated 
depressives) question the absurdities of history, the phenomenon of 
repetition, and the reasons for living. Successive generations during 
their period of idealism seem to get hung up on this issue. Imperson- 
alized, institutionalized racism is a rationalization and manifests 
itself as nationalism in the races of mankind. It is often consciously 
built-in to the governmental apparatus. South Africa's theories and 
practices of apartheid are classic; in other organized groups they are 
more or less unconscious. 

One oft-repeated technique for coping with impermanence was 
Scapegoating—a primitive ego defense of externalization and/or 
displacement to the minute. This phenomenon has a mischievous 
and turbulent history. Aspirants for political office (scapegoat artists) 
too often are exploiters of group fear (insecurity) of impermanence 
and thus are perpetrators or vectors of racism. Scapegoating game 
into existence via magic and archaic thinking, the beginning of man’s 
ever-continuing search for security and the nihilistic denial of his im- 
permanence. Scapegoating became the art and practice for cathartic 
release of the associated tensions of insecurity and anxiety in individ- 
uals and groups. It is one of the many by-products—a pollutant of 
psychosocialization. a a 

The youth of today, in their attempt to cope with impermanence, 


In this section the Editor samples varied opinions on topical problems. The 
opinions expressed herein are not necessarily those of the Editor, nor can they 
in any way be construed as marking the official policy of the Journal. 
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drop out. Literally, they would like to stop the world and get off. 
They are in conflict with the old order of things; members of the older 
generation are distorted images—a Thanatos—of what they will 
inevitably become in the élan vital, the eternal life-death struggle. 
This revolt-surrender morass, this up against the wall double bind, 
prompts them, in fantasy, to want to push the button before some- 
one else does. Never before has catastrophic and instant total imper- 
'manence (via nuclear weaponry) been more immediately evident than 
today, giving rise to credibility of world destruction fantasies. Their 
inner conflicts are now manifesting themselves in a variant form—a 
new rendition of the same old tune, comparable to racism and labeled 
“ageism.” Its dynamism comes from the same place, deep within 
man’s psyche, as does racism. Some weaker group—somehow dif- 
ferent as to skin color or some other external characteristic—seems 
always to be a convenient target in this nefarious victimizer-victim 
charade. 

The history of racism suggests mutational virulent strains. Similar 
to Freudian slips, racist slips are everyday occurrences betraying 
its dynamic presence. Its universality appears incontestable. In many 
respects it is analogous to the schizophrenic symptom-complex, or 
maybe it is part and parcel of this ubiquitous syndrome. 

Specifically, let us look at the American strain of racism as it per- 
tains to black-white relations. This strain has been mutationally 
unique and virulent from the days of slavery. Its psychological con- 
tagion is hardly debatable. It is responsible for a broad spectrum of 
affective reactions and counter-reactions. Litigious positions and 
hot rhetoric have led to critical confrontations; annihilation has 
sometimes followed in its wake. Blacks, the victims, have developed 
an exquisite sensitivity and preceptivity to this protean and virulent 
Strain of racism after many years of exposure to its often lethal dos- 
ages. It is remarkable that blacks have survived and increased in 
numbers. They have had to learn, in the service of survival, to be able 
to listen to, tune in, and turn off unconscious racism (not to mention 
its conscious variety). It is remarkable that their own deep-rooted 
is etai TG gai have not been potentiated by 
danh diate ppling affects associated with living from day to day in 

anizingly cruel racist environment. In a less stouthearted 
group, extinction would likely have been their fate. Their past adap- 
tational defenses, patience and hope, have coalesced and resulted in 
an increasingly tougher and rugged character structure, as we are 
now witness to. 
Mu dut goneetaenad equation—the old world plus the new 
E A gest resistances to change—must yield. A ma- 
oe b. A cm (people of color), having conceptu- 
ale iN T Pi dpi proclaiming and trying to perfect an 
: MU , World—still another delusional order against 
i insecurities of impermanence. If this is accomplished, mankind 
b lise es deese structuring the world after 
sic oedipal trilogy and its inevitable tragedies, which 


[116] Amer. J. Psychiat. 127:6, December 1970 


* 


EDITOR'S NOTEBOOK 


also stem from the roots and insecurities of impermanence. 
CHARLES PRUDHOMME, M.D. 


Editor's Note: Dr. Prudhomme is a vice president of the APA and 
university psychiatrist, Howard University Health Services, Wash- 
ington, D. C. 


Research and Careers for Blacks 


P ROBABLY FEWER than one in 25 doctors gives major and sustained 
effort to research inquiries. This group of men represents a price- 
less national resource. Few professionals would quarrel with the ob- 
vious need for quality research even as priorities concerning service 
and education are being modified. In order to assure such quality re- 
search, it is necessary to make provision for funds both for the conduct 
of investigations and support for the investigators. In the past, such 
support has included funds to nurture and develop researchers. 

The public and private patrons of research now must be persuaded 
that it is crucial, even in times of a threatened cutback of research 
funds, to make special plans to encourage and develop Black research- 
ers. Without such deliberate effort it seems doubtful that even one in 
25 Black doctors will be engaged in research. The long-range conse- 
quences of such a situation are alien to the best interests of the country. 

An ever-growing social and economic awareness of the need to 
supply better health services to minority populations will make certain 
that a good proportion of medical manpower concern itself in such 
delivery. During the next decade there will be an absolute increase in 
the number of Black doctors, who will aid in this cause as they labor 
in and out of the ghettos. However, compelling circumstances reflect- 
ing the temper of the times and the life experiences of the young Black 
doctors may make research careers seem irrelevant and/or out of 
reach. Thus the already small cadre of researchers would not be aug- 
mented by the infusion of more significant numbers of minority doc- 
tors. All of society is diminished in this regard. 

Since psychiatry will appeal to large numbers of Black doctors, and 
the ghettos even now are requesting more mental health services, the 
need for Black mental health researchers is critical. Yet it must be 
emphasized that although it is a hopeful and justifiable expectation 
that Black researchers will contribute to the eradication of the psy- 
chosocial ills gripping our country, the Black doctor must not be 
forced into limited and narrow areas of investigation. Research in- 
terest cannot be legislated, but there is no doubt that many young 
Blacks between now and 2000 A.D. will pursue problems related to 
the ghetto. However, the very need of these ghettos to become vibrant, 
dynamic, proud, independent, contributing places will demand that 
other young doctors work on an unrestricted number of topics. 

Accordingly, it is suggested that psychiatrists today make plans to 
encourage, select, and train Blacks in research careers. The fabric of 
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this plan is not only sufficient financial support for livelihood and ex- 
perimentation but also active proselytizing and guidance. Indeed the 
American Psychiatric Association should encourage the controllers 
of private and public research funds to insist upon a research career 
development plan for minority physicians, be they Spanish-speaking, 
Indian, Oriental, or Black. 


CHESTER M. Pierce, M.D. 


Editor's Note: Dr. Pierce is professor of education and psychiatry in 


the faculty of medicine and the graduate school of education, Harvard 
University, Cambridge, Mass, 


Many things having full reference 

To one consent, may work contrariously; 
As many arrows, loosed several ways, 
Fly to one mark; 
As many several ways meet in one town; 
As many fresh streams meet in one salt sea; 
As many lines close in the dial's centre; 
So may a thousand actions, once afoot, 

- End in one purpose, and be all well borne 
Without defeat. 


— SHAKESPEARE 


Amer. J. Psychiat. 127:6, December 19 


819 


BRIEF COMMUNICATIONS 


Adverse Marijuana Reactions: A Critical Examination 
of the Literature with Selected Case Material 


BY DONALD S. BIALOS, M.D. 


After reviewing the literature the author 
concludes that there is a tendency to desig- 
nate as adverse any reactions to marijuana 
that are psychotomimetic or anxiety pro- 
voking or that interfere with functioning. 
He feels that the definitions of the term 
adverse marijuana reactions” are ambig- 
uous. Before the term is applied, the user's 
character structure, expectations’ of the 
experience, environmental factors present 
at the time of ingestion, and the amount 
ingested should be taken into account. 


‘| aa HAS BEEN recent interest in defin- 
he effects of marijuana and in as- 
TA * e results of its use. Concomitantly, 
i e d been reports of psychopatholog- 
jim cie romes associated | with marijuana 
d ^ aa ed “adverse marijuana reactions" 
toin and others (2). The usual and 
Ricco effect of a drug and an individual's 
that in (pleasurable or unpleasurable) to 
bii um are two different, although re- 
304 enomena. In an area as emotionally 
VE Js marijuana use or abuse, we must 

ne our terms as clearly as possible. 


VERS 

health quor is with the department of university 

versity. A of student mental hygiene, Yale Uni- 

er auth -A Yale Station, New Haven, Conn. 06520. 

M.D., for his wishes to thank Robert L. Arnstein, 

LeMay, wh is guidance and help, and Mrs. Audrey 
» Who provided secretarial assistance. 


Keeler (1) reported 11 cases that included 
people experiencing symptoms of anxiety, 
depersonalization, paranoia, and  recur- 
rences of unpleasant effects. However, nine 
of the 11 reported that they would continue 
to use marijuana because for them the ad- 
vantages outweighed the disadvantages. 
Keeler discussed the difficulty inherent in 
defining adverse marijuana reactions and 
came to the conclusion that “marijuana, 
depending on dose and subject, can precipi- 
tate acute brain syndromes, panic and delu- 
sional thinking during the reaction. The use 
of the drug can initiate changes in style of 
life. It is left to others to decide whether 
this constitutes psychopathology.” Keeler 
later reported that 28 out of 40 continuing 
marijuana users had experienced paranoid 
thinking (3). Fourteen of the 40 experienced 
temporal disorientation and impaired recent 
memory. He stated that, “it is doubtful how 
serious an adverse reaction this is if gross 
confusion does not occur and if the individ- 
ual so affected does not become panic strick- 
en.” Keeler has also called attei jon to 
spontaneous recurrence of the 
effect (4). He stated that this effe 
be relatively common and that th 
may often be accompanied by a d 
anxiety sufficient to constitute a ps 
emergency.” McGlothlin and West ( 
that panic reactions are not un 
among inexperienced users and thi 
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although time-limited, may assume psychotic 
proportions. Ungerleider and Fisher in a 
questionnaire study (6) reported 1,887 ad- 
verse marijuana reactions in an 18-month 
period in the Los Angeles area. They defined 
adverse drug reaction as “a drug induced 
state which led individuals to seek profes- 
sional help." Murphy and associates (7), also 
in a questionnaire study, divided adverse 
reactions into psychotic’ episodes, errors 
of judgment, panic states, pathological sex- 
uality, and other pathological reactions (in- 
cluding suicide attempts and assaultive be- 
havior). The above definitions are ambiguous 
and incomplete. I will discuss this and offer 
alternatives. 
Recent work has attempted to define the 
effects of marijuana in a research setting. 
These reports do not attempt to define these 
effects along a positive-adverse (good-bad) 
continuum. Isbell (8) suggested that there is 
a dose-related response to tetrahydrocan- 
nabinol (THC), one of the psychoactive in- 
gredients in marijuana. At low doses there is 
a feeling of relaxed euphoria, Moderate 
doses produce perceptual distortions and 
high doses produce psychotomimetic effects. 
Some individuals are idiosyncratically sus- 
ceptible to psychotomimetic experiences 
after low doses of THC, but Isbell does not 
describe these people further. Weil and asso- 
Ciates (9) noted that persons who had never 
smoked marijuana did not get “high” (pre- 
sumably equivalent to Isbell’s “relaxed eu- 
phoria”) on their first exposure to a mari- 
Juana dose that enabled ‘chronic users to 
experience a ‘high.’ " Thus, we are con- 
fronted with the fact that we cannot state 
with certainty what the effects of a given 
amount of marijuana are. Weil’s data sug- 
gest that the effects are greatly influenced by 
the user’s character Structure, his expecta- 
tions of the experience (often referred to as 
"psychological set" or simply "set"), and 
the environmental factors present at the 
time of the ‘drug ingestion (“setting”), as 
well as by the amount ingested. i 
Chronic effects of marijuana use are said 
to include decreased expression of“ 
aggressive drives, increased lassitude; and 
a tendency to “drop out” of society, Some 
call this the “amotivational syndrome” (5). 


normal" 


! I wonder if they meant *psychotomimetic." 
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The relationship between marijuana and 
these chronic effects is an interesting area 
for study but beyond the scope of this paper, 
Value judgments are often attached to 
these effects and the user's reaction to them, 
Viewed in historical perspective, it is not 
hard to see why. Early reports of dire con- 
sequences of marijuana use (2), mostly from 
foreign countries, led to the classification of 
marijuana as a hard narcotic. This automat- 
ically imputed to it certain agreed-upon ad- 
verse effects of narcotics use, including phys- 
ical addiction, lawbreaking activity (in order 
to support the cost of obtaining such drugs), 
general physical debilitation, and possible 
death by overdose. Marijuana use in the 
United States increased greatly in the 
1960s, but there was no evidence that the 
above-mentioned results of hard narcotic 
use accompanied the use of marijuana (10). 
Burroughs(11) claimed that its use was 
beneficial to his creative capabilities. — 
The controversy centered around marijua- 
na use has been exciting but rarely marked 
by scientific evidence. Medical professionals, 
faced with this dearth of direct scientific ob- 
servation on reactions to marijuana use but 
in a position to see individuals showing Cer- 
tain effects of its ingestion, began to record 
their observations. In some instances, these 
Observations were called adverse marijuana 
reactions, without clear definition of the 
limits of the word "adverse." These reports 
have been cited as "scientific evidence" for 
support of the status quo regarding mari- 
juana laws (12). This is regrettable because 
it tends to confuse objective observation 
with the advocacy of particular social an 
legal positions in regard to marijuana use. 


Case Reports 


Eleven patients, illustrating some of the 
previously mentioned phenomena, Were 
seen in the mental hygiene division of the 
university health department of a large GM 
dent population of 8,500) private easter 
university during the academic year | ho 
1969. The total number of students W 
used the service at least once during t " 
academic year was 1,020. Some of the F 
lowing material was gathered coincidental} 
to ongoing psychotherapy and some ve 
gleaned from emergency contacts. wit in- 
clinic. The observations can be divided ! 
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to three categories: 1) anxiety reactions, 
2) psychotomimetic symptoms that were 
frightening to the patient, followed by anx- 
iety, and 3) psychotomimetic symptoms 
that were frightening to the patient, followed 
by anxiety and recurrences. The material 
that follows suggests that it is as important 
to look at “set” and "setting" when evaluat- 
ing these reactions as it is to look at the drug 
dosage alone. 

Anxiety Reactions 

There were three cases of mild to mod- 
erate free-floating anxiety associated with 
marijuana use. 

Case 1. A 22-year-old male marijuana user 
became anxious after smoking marijuana with* 
another man and a woman. While all of them 
were "high" the other man and woman engaged 
in sexual play. The patient denied any jealousy 
or anger at that time or afterward. His anxiety 
abated with brief supportive contact and small 
doses of chlordiazepoxide HCI (Librium). 


Psychotomimetic Symptoms Frightening 
to the Patient, Followed by Anxiety 


There were five cases of moderate to severe 
anxiety following psychotomimetic symp- 
toms frightening to the patient, including 
Perceptual distortions, paranoia, and audi- 
tory and visual hallucinations. 


face 2. A 19-year-old man was seen in our 
Clinic because of loneliness and difficulty adjust- 
ing to college life. There was no evidence of overt 
Bee but the diagnosis of schizoid character 
ee Made. Soon afterward, the patient began 
ee _Severe paranoid delusions after 
her Ing marijuana in large quantities. Although 
vu E by restriction to the infirmary and 
um phenothiazines and psychotherapy, his anx- 
iN remained on such a high level that he had to 
sion, Out of school. On application for readmis- 
i one year later, he was found to be only slight- 
Y better adjusted. 
EM J. A 22-year-old woman smoked mari- 
dm e the first time with her boyfriend. Al- 
gh things were going well between them, 
i s Were at a period in their relationship when 
Mere Betting serious and the question of 
"hio was in the air. During the time she was 
yd She became afraid that she had turned 
gern; monster and hallucinated long, "scary" 
would ails growing. She became afraid that she 
(Site: Strike out at her boyfriend and went back 
en, room. Later that night she feared striking 
three nut. Her symptoms abated within 
thec ays and it was another three days before 
ame to the clinic. She seemed to be mildly 
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histrionic and gave a history of easy suggestibility, 
but there was no evidence of psychosis. She did 
not feel that she had to return for follow-up. 
Psychotomimetic Symptoms Frightening to 
the Patient, Followed by Anxiety and Recur- 
rences 


There were three patients who experienced 
recurrences without reexposure to marijuana. 
These recurrences lasted up to three months. 

Case 4. A 20-year-old man experienced percep- 
tual distortions (objects standing out from the 
background, a building turning into a face) dur- 
ing a “high” on marijuana. This marijuana, un- 
like other marijuana he had used, was sold as 
“Acapulco Gold,” reputed to be a potent type. 
For weeks afterward, he reexperienced the per- 
ceptual distortions. He became afraid of per- 
manent brain damage and came to the clinic. 
Psychological testing revealed rigid use of re- 
pression and denial to cover paranoid ideation, 
which was not apparent in the interview situa- 
tion. Later the patient revealed that he had had 
similar distorted perceptions in the past, includ- 
ing childhood nightmares that seemed real and 
hypnogogic phenomena. 


Discussion of the Case Material 


The three kinds of reactions described 
seem to be on a continuum of increasing 
severity. They belie the allegation that all 
of the effects of marijuana and the reactions 
to these effects are completely controllable. 
There is still no explanation for the recur- 
rences of marijuana effects without marijua- 
na ingestion (4, 13). Each type of reaction 
is the product of a complicated interaction 
among three variables: 1) drug dosage, 2) 
the person’s character structure and expec- 
tation about the drug reactions (set), and 
3) environmental factors at the time before, 
during, and after drug ingestion (setting). 


Drug Dosage 

Isbell’s work (8) indicates that with suffi- 
ciently high doses of THC, most people ex- 
perience psychotomimetic effects. This alone 
does not define an adverse reaction; some 
people find this pleasurable and easily con- 
trollable and desire to repeat the experience. 
Although most marijuana users restrict them- 
selves to a dose sufficient to produce a eu- 
phoric “high,” there seems to be an increas- 
ing tendency to use high doses of marijuana 
to produce psychotomimetic effects as LSD 
use falls out of favor (3). 
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Character Structure and Expectation 

It is important to know how the drug ef- 
fect becomes integrated into the indivdual’s 
currently functioning character structure. 
The overtly psychotic, or those undergoing 
psychotic decompensation (patient 2), are 
acutely sensitive to the inner changes that 
marijuana produces. Their psychoses may 
be unmasked or worsened. Those individ- 
uals whose personality structures are tenu- 
ous enough for us to think of them as *bor- 
derline" psychotics (patient 4) often rely on 
archaic defense mechanisms when stressed. 
They too may become overtly psychotic 
after marijuana ingestion.. A third group, 
those individuals who are often categorized 
as “hysterical” or *histrionic," who often 
rely on rigid repression and denial of con- 
flict and who are easily suggestible (patient 
3), are particularly susceptible to the effects 
of marijuana. They may become anxious as 
they become aware of conflicting material. 

It can be said that adolescents as a group 
are at risk to adverse marijuana reactions 
because of the internal turmoil inherent in 
that. period of life. However, the low num- 
ber of these reactions seen in our clinic, com- 
pared with the relatively high proportion of 
those who have at least tried marijuana at 
our university (14), would argue against such 
a formulation. Of course, it could be that 
many people who experience these reactions 
retain perspective of their time-limited na- 
ture with sufficient success and are supported 
by their friends to a sufficient degree that 
they recover psychic equilibrium without 
coming to a physician’s attention. 
Environmental Factors 


A patient may describe a particular setting 
as benign, but on closer scrutiny it becomes 
obvious that the setting was anxiety-provok- 
ing. Patient 3 denied any problems with her 
boyfriend; however, her relationship with 
him was approaching the point where she 
would have to make a decision about a forth- 
coming marriage proposal Her reaction 
while smoking marijuana with him may have 
reflected the denied, negative part of her am- 
bivalent feelings toward him. 

Fears of homosexuality that have remained 
unconscious have been brought out in a set- 
ting in which a group of male adolescents 
were smoking marijuana together with the 
intention of pursuing a "meaningful rela- 
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tionship." 

Many of these people do not see them- 
selves as patients in need of psychotherapy, 
and they terminate treatment after the crisis 
is over. This makes it difficult to obtain in- 
depth material about their character struc- 
ture or the specific stressful aspects of drug 
ingestion at the time of their reactions. A 
psychological formulation, based on the 
information gathered during the first (and 
often only) few interviews with an individual 
in this type of crisis situation must be con- 
sidered speculative at best. However, if we 
evaluate set and setting, as well as drug type 
and dosage, we should get more understand- 

» able results than if we only look at drug type 
and dosage. 


The Concept of Adverse Marijuana 
Reaction 


Adverse marijuana reaction may be de- 
fined by many groups of people; however, 
drug users, the nondrug user friend, the pro- 
fessional clinical observer, the researcher, 
the law enforcement official, and the middle- 
aged, middle-class citizen might all have 
different criteria for defining the syndrome. 
Although most professionals who address 
themselves to this problem acknowledge 
the difficulty in attempting a definition, there 
has been a tendency to label certain results 
of marijuana use "adverse." This suggests 
a certain exclusive causality to marijuana 
and incorporates a definite value judgment 
My observations suggest that these re 
may have multiple causes and that some € 
fects considered adverse by some pros 
als and users may not be considered so by 
other professionals or users. ; [the 

Thus, in any careful consideration Pt i 
effects of marijuana use there are severa : 
mensions that must be taken into aec. 
There has been a tendency on the led 
some observers to designate any pac 
mimetic effect as adverse, and certainly they 
may be labeled as such if one is june 
versity against the standard of ge 1 
usually expectable experience. It m 
reemphasized, however, that even psy 
mimetic effects may be experienced as P 
surable, neutral, or unpleasurable 
Another dimension on which adverse et 
tions are frequently scaled is the develop 
of anxiety. Adverse reactions are at bring 
defined as reactions serious enough to 
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the user to the attention of a professional 
person. It seems fairly clear that intolerable 
anxiety and a feeling of inability to control, 
master, or integrate this anxiety might well 
be considered an adverse reaction, but even 
the assessment of the degree of anxiety is 
not without complicating factors. It is not 
difficult to speculate that an unexpected re- 
action creates greater anxiety than an ex- 
pected reaction. This fact probably accounts 
for some of the individuals who seek psychi- 
atric consultation because of recurrence re- 
actions. On the other hand, it is probably 
reasonable to believe that as marijuana use 
becomes more widespread and the variabil- 
ity of reactions becomes known, such phe- 
nomena as recurrence reactions will not 
necessarily create an overlay of anxiety. 

We may also use the criterion of inter- 
ference with function to define an adverse 
reaction. If a college student who states (at 
least consciously) that he wishes to com- 
plete his course of study and then becomes 
Brossly psychotic has to be hospitalized, 
and is dropped from school (patient 2), I 
feel safe in calling this an adverse reaction. 
Similarly, if a person's capacity for good 
Judgment is inhibited, e.g., if a person under 
the influence of marijuana fails to perceive 
the importance of a stop sign at a busy inter- 
section, I feel that this may also be called an 
adverse reaction. It should be noted that, 
although there have been instances in which 
Marijuana use was associated with reactions 
that moderately interfered with an individu- 
al $ functioning and with reactions in which 
anxiety occurred, the results of reviewing our 
es for one academic year revealed only 
ea where marijuana use was part of the 
of FIL OIHDURAE to a severe breakdown 
Ms Ictioning and no case of a decrease in 
Du City to use good judgment. However, 

ealize that there may have been instances 


us latter that did not come to our atten- 


Summary 


cer (motivation for this study. was a con- 
marijuan, ut possible adverse reactions to 
Ure an ae use. After considering the litera- 
f comes cl reviewing clinical material, it be- 
| n ice HE the term "adverse marijua- 
|. Value set is a complex one and includes 
* judgments as well as clinical observa- 
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tion. As a label it seems to have little etio- 
logical significance and practically no prog- 
nostic value. Because use of marijuana cur- 
rently is an emotionally charged issue with 
considerable polarization, it is particularly 
important to clarify clinical data and under- 
stand the application of judgmental terms 
when they are used. Clearly we need to know 
more about the properties of marijuana, 
more about the personality of the people 
using it, and a detailed description of the 
setting before, during, and after drug use be- 
fore we can attach value judgments to its use. 
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Effect of Lithium Carbonate, Placebo, and 
Thioridazine on Hyperactive Children 


BY PAUL L. WHITEHEAD, M.D., AND LINCOLN D. CLARK, M.D. 


The authors describe a pilot study of hyper- 
active children given lithium carbonate al- 
ternately with placebo and thioridazine. 
There was no difference between the activity 
level and behavior occurring with lithium in- 
take and that occurring with placebo intake; 
thioridazine produced some reduction of 
activity. Six of seven children were described 
as improved in activity and general behavior, 
which is attributed to the placebo effect of 
the treatment. 


L ITHIUM CARBONATE is now recognized as 
valuable in the manic phase of manic- 
depressive psychosis. This is well docu- 
mented in the literature (1). In a recent ex- 
tensive survey of the literature through 1968, 
however, we found no studies concerning the 
use of this chemical in children (2). Assuming 
that there might be a similarity in drug re- 
sponse between manic adults and hyperactive 
children, we felt that lithium carbonate mer- 
ined a pilot clinical trial in hyperactive chil- 
ren, 


Method 


Five boys and two girls between the ages 
of five and nine, diagnosed as hyperactive by 
history and observation, were selected for 
this Study. These children all had formal 
psychiatric examinations by the same ex- 
aminer. In addition to hyperactivity four 
children showed neurotic behavior traits and 


Drs. Whitehead and Clark are with the department of 
psychiatry, University of Utah Medical tier Salt 
Lake City, Utah, where Dr. Whitehead is instructor in 
psychiatry and Dr. Clark is professor of Psychiatry. Dr. 
Whitehead is also director, Children’s Psychiatric Cen- 
ter of Primary Children’s Hospital, Salt Lake City, 
Utah. d 

Reprint requests should be sent to the department of 
psychiatry, University of Utah Medical Center, Salt 
Lake City, Utah 84112. 
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two were diagnosed as psychotic. None of 
the children demonstrated gross evidence of 
organic brain damage. 


Parents were told that their children would 
receive a chemical that might or might not 
change the children’s activity levels and be- 
havior. The research plan, handling of mis- 
behavior, and therapeutic expectations were 
not discussed. Parents were informed of pos- 
sible side effects of the drug. 


The children were given lithium carbonate 
in doses from 6-10 mg. per pound per day 
for periods of four to 12 weeks, alternating 
with four- to eight-week periods of placebo. 
Six of the children were also given thiori- 
dazine in doses from 0.6-1.5 mg. per pound 
per day for periods of three to six weeks. 
Doses of lithium carbonate and thioridazine 
were varied to assess possible dose-deter- | 
mined behavior changes. All medicum 
capsules were identical in appearance. Fac | 
child was his own control. The chile 
behavior while taking lithium carbonate am 
thioridazine was compared with their v 
havior while on placebo. Each child and at | 
least one parent were seen for evaluation In 
terviews each week for a period of 40 to f | 
weeks. The parents were asked to M 
both activity levels and general behavior 
their children. 


In addition, during the last six months df | 
the study, each child’s activity level wat ag 
corded by a trained observer. During M 
procedure the child was placed alone 2 ] 
small room containing only a table vif 
chair and was observed through a one- 
mirror. The presence of specific beh 
categorized as self-manipulation, 
manipulation, whole body movement, V 
ization, and withdrawal was recorden 
five-second intervals for 100 consec oil 
observations. The frequency of cha e 
each category was plotted as an activity 
file. 


| 
1 
] 
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Results 


All the children completed the study. No 
side effects were observed nor did parents 
report any untoward reactions. Analysis of 
the parents’ comments indicated that six 
of the seven children showed some degree of 
improvement in activity level and behavior. 
One autistic child was described as un- 
changed. Although there was general im- 
provement in these children in that their 
behavior was more acceptable to their par- 
ents, there was no difference between the 
activity level during lithium carbonate intake 
and that when the children were taking 
placebo. Objective measurement of behavior 
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also failed to show any difference between 
activity level of children taking lithium car- 
bonate and the same children taking place- 
bo. Activity level during treatment with 
thioridazine did, however, show reduction 
in all cases, although this was not marked. 
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Alienation-Reduction in Brief Group Therapy 


BY WILLIAM B. DONOVAN, M.D., AND ROBERT C. MARVIT, M.D. 


The authors describe a controlled study of 
patients in brief group therapy that was 
designed to determine whether this kind of 
therapy reduces alienation. They found that 
While alienated attitudes were not reduced, 
the participants became more sociable and 
Content; affective and behavioral, but not 
Geen components of alienation were 


LIENATION EMBODIES feelings of es- 
iion eee futility, despair, and isola- 
of alien ) Anomie is the societal extension 
social xd and is associated with reduced 
in ehavior (4). In our experience follow- 

€ up group therapy participants, we found 
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McGuire in erg, Alexander H. Leighton, and Michael 
in the preparation of this article. 
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that these patients describe their “good 
effect” in terms of a reduction in the level of 
symptoms. They attributed this to their 
being able to share common feelings and 
problems in the group. We concluded that 
this effect represents the sense of universali- 
zation commonly occurring in the early 
phases of any group experience (5, 6). This 
sense of universalization may be viewed 
from the standpoint of its obverse, aliena- 
tion, and may be measured in terms of alien- 
ation-reduction. 

Our survey of the group therapy literature 
revealed no studies that measured either uni- 
versalization or alienation-reduction. Those 
relevant variables that have been measured 
included: 1) increased social adjustment level 
(7); 2) observed interpersonal relationships 
within the group (8); 3) discontentment be- 
fore and after treatment (9); 4) individual 
behavior with the group (10); 5) interpersonal 
behavior in family and community outside 
the group (11); 6) group cohesiveness and 
mutual support (12); and. 7) changes in the 
presenting problem over time (13). 

From these studies we concluded that it 
is important to assess in a controlled fashion 
both attitudinal and behavioral changes that 
result from treatment. 
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TABLE 1 
Wilcoxon T Values for Score Differences Before and After Treatment 
GROUP SOCIAL ATTITUDE CONTENTMENT SOCIAL BEHAVIOR 
> 3" 

Treatment 15 p E 
Control 19 

*p<.005 

**p<.01 
On the basis of our review of the literature Results 


concerning effectiveness and our own experi- 
ence following up short-term groups, the 
following questions appeared to require 
study: Does brief group therapy reduce alien- 
ation? Does only the passage of time during 
which treatment occurs result in reduced 
alienation? 


Method 


The design consisted of dividing the pa- 
tients into two groups, a treatment group 
and an untreated control group. Each group 
was tested with instruments measuring alien- 
ation both before and after the study period. 

The subject pool from which treatment 
and control groups were drawn consisted of 
patients evaluated in the ambulatory psychi- 
atric service of a large general hospital and 
subsequently referred for group therapy. 

The three psychological instruments used 
in the assessment included: 1) the Hanna 
Social Attitude Test (14), which is empirical- 
ly derived from the Srole Scale of Anomia 
(3), the Dean Alienation Scale (15), and the 
Rotter Internal-External Scale (16); 2) a 
series of questions derived from Bradburn 
(17) that taps the area of contentment; and 
3) a series of questions, also derived from 
Bradburn, that measure social behavior. 

After all patients were tested, they were 
told that they would be receiving group as- 
Signments within a month, Patients were 
then randomly assigned to the treatment 
group and the control group. The treatment 
group met for one and one-half hours twice 
a week for four weeks. On the fifth week 
both treatment and control groups were 
retested. At the time of retesting the patients 
in the control group received their group 
therapy assignments. Out of the pool of 24 
patients initially tested, five were dropped 
prior to assignment because of their inability 

to participate. As finally constituted, the 
treatment group numbered ten patients and 
the control group numbered nine patients. 
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The Mann-Whitney U test (18) was applied 
to the Social Attitude, Contentment, and 
Social Behavior pretreatment scores of both 
groups to determine the effectiveness of ran- 
domization and comparability, U values 
were 51, 42, and 38, respectively, for Social 
Attitude, Contentment, and Social Behavior. 

All three U values showed no significant 
difference between the two groups. F 

Following the study period, the Wilcoxon 
Matched-Pairs Signed-Ranks Test (18) was 
applied to the difference between the pre- 
and post-treatment scores of both groups 
(table 1). This test determines the relative 
magnitude as well as the direction of differ- 
ences. The T values are inversely related to 
raw score differences, i.e., the larger the T 
the smaller the true difference. i 

For the control group there were no sig- 
nificant differences in either magnitude or 
direction among any of the scores. In i 
treatment group there was no significan 
difference between Social Attitude scores 
before and after treatment; significant dif- 
ferences did exist between pre- and pot 
treatment scores on both the Contentmen 
and Social Behavior Scales. 


Discussion and Conclusions 


The results clearly show that the o 
and control group were comparable in Uu 
of Social Attitude, Contentment, and Soci 
Behavior scores prior to treatment. CM 

The pre- and post-score differences os 
control group answer the question whe a 
Passage of time alone during a waiting 5 4 
od reduces alienation. There was no seve? 
in the control group in terms of aliena ds 
attitudes (Social Attitude Test), content 
with the self (Contentment Scale), en 
action with others (Social Behavior Sca m 

The two significant changes in the ne 
ment group were found in Conten usn 
Social Behavior. The fact that the E 

Amer. J. Psychiat. 127:6, December 19 


BRIEF COMMUNICATIONS 


Attitude Test shows no difference indicates 
that brief group treatment increases social 
behavior and contentment while not affect- 
ing attitudinal patterns. This seems to indi- 
cate that behavioral changes precede atti- 
tudinal changes or that they are independent 
of one another (19-21). 

It is our conclusion that brief group ther- 
apy does not modify negative social atti- 
tudes. This form of treatment does, however, 
enhance the individual’s sense of content- 
ment and facilitates social interaction both 
inside and outside the group setting. Sur- 
prisingly, brief group therapy seems to en- 
able participants to become more sociable 
and content without altering alienated atti- 
tudes. Thus, affective and behavioral, but not 
attitudinal, components of alienation are 
reduced, 
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Evaluation of an Amitriptyline-Perphenazine 
Combination in Chronic Schizophrenia 


BY ROBERT E. BECKER, M.D. 


he author describes a controlled study of 

. amitriptyline-perphenazine combination 
yn to 58 chronic schizophrenic patients. 
TRÀ Was no evidence of the combination's 
od iid effectiveness over perphenazine 
i AULA He discusses the possibility of 
p peutic incompatibility between per- 
Asi and amitriptyline at some dosage 
thar ne concludes that there is no evidence 
WIE RAE using a perphenazine-aniitrip- 
TUE combination. 


A 
mer. J. Psychiat. 127:6, December 1970 


SED WITHOUT the addition of tranquil- 
| Hj ciis in schizophrenic patients, the tri- 
cylic antidepressants activate the psychotic 
process(1-5). The increased psychopa- 


The author is associate professor, department of ps: 
chiatry, University of Connecticut Health Center, 2 
Holcomb St., Hartford, Conn. 06112. 

The medication and the grant-in-aid for data analyses 
were supplied by Merck Sharp & Dohme Research Lab- 
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thology may be accompanied by increased 
energy, psychomotor responsiveness, alert- 
ness, and mood elevation (6). But this has 
not been a consistent finding in all studies 
(5, 7). Using chronically hospitalized schizo- 
phrenic patients, Brooks and Weaver dem- 
onstrated a direct relationship between psy- 
chomotor performance and subjects’ capac- 
ity to respond appropriately to social stimuli 
(8). 


In hopes of achieving improved psycho- 
motor speed, alertness, increased energy 
level, and elevated mood in chronic schizo- 
phrenic patients, antidepressant compounds 
have been clinically combined with pheno- 
thiazines to provide mixed tranquilizer- 
stimulant or -antidepressant action. In con- 
trolled studies, stimulant (9) or antidepres- 
sant(10) combinations with tranquilizers 
have not been more effective than the single 
agents alone. The combination of perphen- 
azine and amitriptyline has shown the great- 
est therapeutic potential of all tranquilizer- 
antidepressant combinations tested to date 
(10). Yet there is no clear evidence of thera- 
peutic superiority for a perphenazine-ami- 
triptyline combination (11, 12). This study 
was designed to investigate under controlled 
conditions the therapeutic efficacy of ami- 
triptyline combined with perphenazine in 
a chronic schizophrenic population and to 
determine the therapeutic interaction of 
this combination on selected psychopatho- 
logical symptoms. 


Recent attention to drug combinations 
(13, 14) dramatizes the need for more strict 
and careful experimental-standards in stud- 
les evaluating them. Increased clinical effec- 
tiveness of a combination compared with 
that of its individual components is not com- 
monly proven prior to widespread clinical 
use of the combination. The recent National 
Academy of Sciences-National Research 
Council (NAS-NRCO), drug efficacy study 
panels (14) turned attention to drug com- 
binations used in everyday clinical practice. 
Their studies of fixed dosage antibiotic com- 
binations reported hazardous side effects, 
subtherapeutic dosage levels of one element 
of the combination, unnecessary adminis- 
tration of one of the combination drugs 

lack of increased effectiveness of particular 
combinations, and drug incompatibility in 
some therapeutic combinations, The poten- 
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TABLE 1 
Results 
AMITRIPTYLINE-PERPHENAZINE | 
INITIAL 3 MOS. 

VARIABLE MEAN S.D. MEAN — $0 | 
Tension 320 1.56 2:51 77172 | 
Emotional 

withdrawal 344 1.66 337 1^ 
Mannerisms and 

posturing 2.55 2.04 2.72 183 
Motor retardation 1.58 121 151 108 
Uncooperativeness 1.37 126 168 141 
Conceptual 

disorganization 2.75 2.01 255 191 
Deb noun 2.65 2.12 248 206 
Anxiety 1.79 1.56 2.03 140 
Guilt feelings 1.37 0.90 117 065 
Grandiosity 1.17 0.92 1.37 129 
Depressive mood 1.93 1.53 162 104 
Hostility 141 1.05 120 0,94 
v idi 137 1.08 165 11 
Pitre 1.75 1.94 193 201 | 
Suspiciousness 172 1.55 120 061 
Blunted affect 372 170 3.55 152 
Summed items 33.86 9.61 3262 937 | 
Ward behavior ! 

rating 3147 11.96 
Age at entry Mean 59.89 

to study SD 9.74 


*F ratio not significant using analysis of covariance 
**Not signficant at p = 0.05 level 


tial hazards of fixed dosage drug combina- 
tions support as a minimal standard fo | 
drug efficacy study the adoption of increased 
clinical effectiveness for the combination 1n 
comparison to its components used alone 
in adequate dosage. Without proving 1M- 
creased effectiveness, the investigator Tun ] 
the risk of overlooking the combinations" 
ineffectiveness, therapeutic incompatibility, 
or subtherapeutic dosage levels of one 0 
the drugs. In this case clinical use of a fiX A 
dosage combination may deprive the pac 
of maximum potential therapeutic ber 
while exposing him to the increased toxicity 
inherent in a drug combination. a 
Accordingly, the hypothesis ador 
for testing in our study was that the M 
bination of amitriptyline and perphena ri 
would show increased effectiveness over M 
phenazine used alone. It was predicted t D 
patients under treatment with the combi 
tion would have significantly greater 3a 
provement in psychopathologic sympto ats 
tology and social behavior than pate 70 
9 
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TABLE 1 
Results Continued 


PLACEBO-PERPHENAZINE 


SIGNIFICANCE TESTS 


9 MOS. INITIAL 3 MOS. tances VEN EU 
uad ao wed so, Mean sp, wean O So; ‘os MOS 0-9 MOS. 03 MOS. 0-9 MOS. 

2.76 1.25 3.17 1.33 2.72 1.55 2.90 1.41 NS. N.S. 

2.58 1.22 3.51 1.52 2.44 1.68 2.90 1.58 536" N.S. 0.07 

241 1.36 2.27 2.05 241 1.95 1.95 1.53 N.S. N.S. 

141 0.87 2.06 143 134 0.85 1.95 1.09 N.S. N.S. 

147 0.87 1.51 1.05 1.51 1.37 1.60 1.09 N.S. N.S. 

2.11 1.57 2.31 1.83 1.62 1.42 1.50 1.23 N.S. N.S. 

2.82 2.03 3.20 2.25 3.82 2,12 2.10 1.61 NS. 444* 0.12 

194 1.14 2.24 1.52 1.65 1.26 1.55 0.94 N.S. N.S. 

1.05 0.24 1.10 0.30 106 0.25 1.10 0.44 N.S. N.S. 

1.00 0.00 1.20 1.11 1.20 1.11 1.20 0.89 N.S. N.S. 

1.64 1.05 2.34 1.26 144 0.94 140 1.04 N.S. N.S. 

1.11 0.33 1.44 1.05 1.37 0.94 1.00 0.00 N.S. N.S. 

2.23 1.30 1.51 1.08 1.44 1.12 1.55 0.82 N.S. NS. 

2.35 1.96 2.00 2.05 1.96 1.76 1.65 1.34 N.S. N.S. 

1.52 1.06 1.82 1.46 1.41 1.21 1.30 0.80 N.S. N.S. 

3.17 1.23 4.03 1.61 3.13 1.76 3.05 1.50 N.S. N.S. 
31.35 7.88 35.79 9.85 29.62 9.70 28.70 7.49 429° 285'' 0.05 0.05 
2837 16.73 32.56 16.14 34.85 17.59 N.S. N.S. 

Mean 61.58 
S.D. 8.95 


treated with perphenazine and placebo. The 
hypothesis would be supported by greater 
moment in psychopathology measured 
ie e Brief Psychiatric Rating Scale (BPRS) 
) and by an increased hospital discharge 
rate for patients receiving amitriptyline. 
re our interpretation, increased effective- 
E een some evidence of clinically signif- 
x and not merely statistically significant 
Bey in the use of the combination. 
oue significance meant a statistically sig- 
mu difference on measures of psycho- 
Een ology, a nontrivial index of association, 
and statistically significant difference in the 
dm er of patients discharged under each 
£ condition. 


Method 


Endo chronic schizophrenic female 
Eu without organicity were randomly 
atric from a population of 270 psychi- 
dea patients hospitalized for at least two 

ts in Woodward Hall, Connecticut Val- 
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ley Hospital. During the selection, 14 pa- 
tients refused to participate. Subjects ranged 
in age from 44 to 80 years (with a mean age 
of 60.3 years and a median age of 62 years). 
All patients were discontinued from medica- 
tion and randomly assigned to one of two 
wards. The program on these wards differed 
solely according to whether patients were 
managed as individuals or as members of 
recognized groups, as reported elsewhere (16). 
During the second week following termina- 
tion of all medication, the subjects were rated 
by two teams (psychiatrist and psychologist 
or social worker) on 16 items from the BPRS 
and by ward nursing personnel on a ward be- 
havior scale (16). Patients were then placed 
on 8 to 16 mg. of perphenazine (Trilafon) 
daily and randomly assigned to receive 75 
mg. of amitriptyline (Elavil) daily or an equal 
number of placebo tablets of similar appear- 
ance. All subjects and the treatment and 
research personnel were blind to the ami- 
triptyline-placebo dimension of the study. 
After one week the prescribed dose of per- 
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phenazine was increased where clinically in- 
dicated. All patients were reevaluated by the 
same group of raters three months later. Fol- 
lowing this rating, medication was reduced 
to 50 mg. of amitriptyline daily or equiva- 
lent placebo, During the initial three months 
of this second “maintenance” phase of the 
study, an aggressive effort by hospital per- 
sonnel succeeded in placing 43 patients out- 
side the hospital. Nine months after initia- 
tion of the study, following six months at 
maintenance levels of medication, all pa- 
tients were reevaluated on the BPRS items 
by the same teams of raters and on a ward 
behavior scale by nursing personnel under 
whose care they were at that time. 

At each interview two raters evaluated all 
subjects on all items. Ratings were com- 
pared, disagreements reconciled, and a com- 
posite score assigned the subject for each 
item. Interrater reliability greater than 0.75 
(Pearson product moment correlation) was 
achieved for each of the 16 BPRS items 
prior to initiation of the study, Reliability 
for ward behavior items used by the nurses 
was not established. 


Results 


Fifty-eight patients completed the first 
phase of the study; six patients were dropped 
for reasons unrelated to the drugs used. The 
initial dosages of perphenazine for both the 
amitriptyline and placebo groups were dis- 
tributed between 4 and 16 mg. daily without 
Statistically significant differences between 
groups. Two patients on amitriptyline and 
six patients on placebo were later increased 
to 24 or more mg. of perphenazine daily. 

During the maintenance phase a number 
of subjects in nursing homes received incor- 
rect medications or dosages. These subjects 
were excluded, leaving data on 37 patients 
available for the total nine-month study 
period (see table 1). 

A During the initiation phase the perphena- 
zine-placebo group improved significantly 
more than the perphenazine-amitriptyline 
group on the summed BPRS items using 
separate analyses of variance on change 
scores. All significant F ratios were recalcu- 
lated using an analysis of covariance, which 
yielded no significant F ratios. A nonsig- 
nificant trend for improvement in the per- 
phenazine-placebo group compared with 
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the perphenazine-amitriptyline group y 
found for the overall nine-month study p 
od on the summed BPRS items. Perp 
zine dosages for the amitriptyline and 5 
bo groups did not differ significantly. Ther 

were no significant differences between treat- 
ments in the nurses’ behavior ratings of those. | 
on the ward (amitriptyline—six patients in 
the hospital; and placebo—nine patients in 
the hospital) and those residing outside the 
hospital at nine months. ^ 


Discussion 


Our data provide no support for the in- 
creased clinical effectiveness of a perphena- 
zine-amitriptyline combination with chronic. 
schizophrenic patients. In fact, there is some 
suggestion that amitriptyline may have inter 
fered with the antipsychotic effects of per 
phenazine, causing intensification and ag- 
gravation of psychopathology. We were 
unable to demonstrate a therapeutic incom- 
patibility in the amitriptyline-perphenazine 
combination. We hypothesized that the ap- 
pearance of this incompatibility would be 
related to the level of perphenazine adminis- 
tered. A prediction of increased disorganizi- 
tion among subjects receiving both amitrip- 
tyline and lower doses of perphenazine com 
pared with those receiving higher doses of, 
perphenazine (the amitriptyline dosage Was 
constant) was tested using the same data. 
No significant differences were found. 

Therapeutic incompatibilities have n 
been reported between tranquilizing " 
tricyclic antidepressant compounds i! 
should not be totally unexpected. Tricycll 
antidepressants have been shown to m 
fere in animal tests of tranquilizers (17 20) i 
and clinically to induce a moderate to a 
symptomatic deterioration and psychopat 
logical disorganization when administer 
to schizophrenic patients. This overt Re 
drome is prevented by the addition of Ü 
quilizing agents to the regimen (11, To. 
This study suggests that the adverse behavior 
al effects of antidepressants in schizophre 2 
patients may merely be more subtle or i 
tially masked by the addition of the E 
izer without evidence of increased therape? 
effectiveness of the drug combination 9 
perphenazine used alone. "PET 

After a comprehensive review of the 
ature, Freeman concludes: “With the PO 


ems da 
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ble exception of a combination of perphen- 
azine and amitriptyline in schizophrenic 
patients with depressive features the com- 
binations have shown no improvement over 
single drugs" (10). Our present study and 
review of the published literature do not 
support the clinical use of a perphenazine- 
amitriptyline combination in schizophrenic 
patients. In terms of the available published 
literature (10) and the standards emphasized 
by the NAS-NRC (14), combination ther- 
apy with psychotropic drugs seems to be 
without proven clinical significance. 
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Criminal Recidivism and Psychiatric Illness 


BY SAMUEL B. GUZE, M.D., DONALD W. GOODWIN, M.D., AND i 
J. BRUCE CRANE, M.D. 


The authors describe a study of criminal re- 
cidivism during an eight- to nine-year period; 
it indicated that increased recidivism rates 
were associated with the following factors: 
“‘flat-timer” status (reflecting a more exten- 
sive criminal career), relative youth, and di- 
agnoses of sociopathy, alcoholism, and drug 
dependency. Remission of the latter two 
conditions was correlated with a decline of 
recidivism. 


N 1959 A LONG-TERM PROJECT was begun 
I: characterize and measure associations 
between criminality and psychiatric dis- 
orders, The investigation began with a Sys- 
tematic psychiatric study of a consecutive 
series of convicted male felons. The goal as 
originally stated was “to determine the prev- 
alence and kinds of psychiatric disorders in 
such a population, and to note any possible 
associations, . between Psychiatric illness, 
family history, parental home experience, 
delinquency and crime history, and school, 
job, military, and marital histories” (1), 

The results of the original study were 
supplemented by systematic parole and re- 
cidivism data after three years of follow-up 
(2, 3) and an extensive Psychiatric study of 
first-degree relatives carried out three to five 
years after the index study (4, 5). For the 
purposes of this paper, the following conclu- 
sions are relevant: 1) sociopathy, alcoholism, 
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and drug dependence were the only psychi- 
atric disorders found more frequently among 
the index subjects than in the general popula- 
tion; 2) the only psychiatric disorders seen 
more frequently among the subjects’ first- 
degree relatives than in the general popula- 
tion were sociopathy, alcoholism, drug de- 
pendence, and hysteria; 3) the first three were 
found chiefly in the male relatives and hys- 
teria was found only in the female relatives; 
4) both among the index subjects and among 
their relatives, sociopathy, alcoholism, and 
drug dependence were frequently seen in the 
same individual. ; 

A recently completed eight- to nine-year 
follow-up of the felons(6) confirmed the 
findings of the original investigation and of 
the study of their first-degree relatives that 
the principal psychiatric disorders associated 
with male criminality are sociopathy, alco- 
holism, and drug dependence. 5 

This paper will present an analysis of the 
effect of these disorders on criminal recidi- — 
vism rates during the follow-up period. Pre- | 
vious study of criminal recidivism in these 
same subjects, based upon FBI reports after 
three years of follow-up, showed that the 
Tearrest or reimprisonment rates were nen 
among *'flat-timers"' (who differed from t j 
parolees principally by having had more ud 
tensive criminal careers), Negroes, e 
under age 40, and subjects who receive! í 
diagnosis of alcoholism. The last observa; 
tion was particularly true for parolees (2, d 
The new data extend the period of observ 
tion an additional five to six years. 


Method 


3 inter- 
The selection of subjects, research oe 
view, follow-up procedures and experi 


E on 
' The term “flat-timer” is used to designate ^ dis 
victed criminal who is serving a prison senten enter? 
passed over for parole: He must serve his fu 
less time off for good behavior. 
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Criminal Recidivism Rates—Total Sample 


REARRESTED REIMPRISONED RECONVICTED OF A FELONY 
ATLEAST MORETHAN ATLEAST  MORETHAN ATLEAST MORE THAN 
m iu ONCE ONCE ONCE ONCE ONCE ONCE 
(PERCENT) (PERCENT) (PERCENT) (PERCENT) (PERCENT) (PERCENT) 
Total 176 85 62 49 24 41 17 
First interview 
Parolee 94 80 53 33 14 
2 
Flat-timer 82 90 72* (eg 35** e» «ie 2 x 
Age « 40 156 89 68 53 27 46 19 
Age » 40 20 50'** 15*5* 10*** o* 10'* te) 
White 125 84 62 49 24 42 16 
Negro 51 86 61 49 23 39 20 
Sociopathy 
First interview +t 137 86 64 53 26 
46 20 
o 39 80 54 36 15 26° 8 
Second interview + t 106 89 66 64 30 54 25 
0 70 79 56 be 14° 23007 ras 
Alcoholism 
First interview +t 91 87 68 56 35 45 22 
: (o 85 82 55 41 14** 38 10 
Second interview + t 93 88 70 49 31 39 18 
o 83 81 3* fi 
Second interview i ý; i i a 
Active t 55 98 84 67 47 49 27 
Remitted t 38 74'* 50'* 24'** t phi 24* 5* 
Drug dependence 
First interview +t 15 93 80 67 60 60 53 
o 161 84 60 47 20** 40 14°** 
Second interview + t 26 92 69 69 42 62 42 
o 150 83 61 45° 21° 38° 13*"* 
Second interview 
Active t 13 100 85 77 62 77 62 
Remitted t 13 85 54. 61 23 46 23 
LP «05 
rp <0 
p < 001 


t Includes definite and probable cases. See references 1 and 6 for diagnostic criteria. 


and diagnostic criteria have been described 
Previously (1, 6). 

Six measures of recidivism were used: the 
Percentage rearrested, reimprisoned, and 
Teconvicted of a felony, at least once and 
more than once for each criterion. 

Recidivism rates were based upon infor- 
m obtained from the men at follow- 
dim FAN it was not possible to get up-to- 
and "BI reports, and the available police 
for enam records were not equally complete 
that a man. There is evidence, however, 
fiio e men report more arrests and im- 
A Eun than the FBI does. At the eight- 
men! follow-up interviews, the men 
tte 9s 975 arrests and 486 imprisonments 
FBIs e time of the three-year. follow-up 
fro eports (2,3). The corresponding figures 

m the FBI reports were 926 arrests and 

Imprisonments. 
2 the distribution of psychiatric diag- 
E pened somewhat between the original 
Ollow-up studies (6), recidivism rates 
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were calculated for each diagnosis at each 
interview. In addition, recidivism rates were 
calculated for active and remitted alcohol- 
ism and drug dependence. Remitted alco- 
holism or drug dependence were the diag- 
noses for subjects who had either stopped 
drinking or abusing drugs for at least two 
years before the follow-up interview or 
whose drinking or drug use had moderated 
to the extent that they had experienced no 
social, psychological, or medical complica- 
tions for at least two years before the follow- 
up interview (7). 


Results 


The recidivism rates for the entire sample 
were very high (table 1). Eighty-five percent 
were rearrested at least once, 62 percent 
more than once. Nearly half were reimpris- 
oned at least once, almost a quarter more 
than once. Over two-fifths were reconvicted 
of a felony at least once, more than a sixth 
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more than once. 

Table 1 indicates that flat-timer status, rel- 
ative youth (under age 40), sociopathy, al- 
coholism (particularly active alcoholism), 
and drug dependence (on opiates, barbitu- 
rates, and amphetamines) were all associated 
with one or more increased recidivism rates. 

None of the differences between whites and 
Negroes was statistically significant. 

Because of the striking differences in re- 
cidivism associated with criminal status (pa- 
rolee vs. flat-timer) and age, recidivism rates 
were calculated separately for all parolees, 
for all flat-timers, for parolees under age 40, 
and for flat-timers under age 40. The number 
of subjects aged 40 or older was too small 
for further separate analysis. 

There were 120 comparisons between pa- 
rolees and flat-timers controlling for age, 
race, and the presence or absence of each 
psychiatric diagnosis at each interview. The 
recidivism rate for the flat-timers exceeded 
that of the parolees in 108 of the compari- 
sons. Of these, 47 were statistically signifi- 
cant. 

The age differences observed for the en- 
tire sample were also noted for the parolees 
and flat-timers separately. Each of the 12 
comparisons (six recidivism measures for 
each criminal status) revealed higher rates 
for subjects under age 40; five were statis- 
tically significant. 

Similarly, the diagnoses of sociopathy, 
alcoholism, and drug dependence were as- 
sociated with increased recidivism rates 
when all parolees, all flat-timers, parolees 
under 40, and flat-timers under age 40 were 
analyzed separately. The diagnosis of soci- 
opathy was associated with higher recidi- 
vism rates in 45 of the 48 possible compari- 
sons between those with and those without 
the diagnosis in these four groups; three 
were statistically significant. The diagnosis 
of alcoholism was associated with higher 
rates in 40 of the 48 comparisons; seven 
were statistically significant. The diagnosis 
of drug dependence was associated with 
higher rates in 40 of the 48 comparisons; 
four were statistically significant. 


The diagnosis of active alcoholism was 
associated with higher rates than the diag- 
nosis of remitted alcoholism in each of the 
24 comparisons made; 12 were statistically 
significant. Finally, the diagnosis of active 
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drug dependence was associated with higher 
rates than the diagnosis of remitted drug 
dependence in 20 of the 24 comparisons 
made; four were statistically significant. 


Discussion 


To recapitulate, a more extensive crimi- 
nal career, relative youth, sociopathy, alco- 
holism, and drug dependence are all associ- 
ated with one or more increased rates of 
criminal recidivism. These variables appar- 
ently predict criminal recidivism; each vari- 
able at the first interview was associated with 
one or more significantly increased recidi- 
vism rates at follow-up. 

The two factors most closely associated 
with recidivism were the extent of prior 
criminal behavior and age. For example, 
27 percent of the parolees had been in prison 
prior to the index crime compared to 80 per- 
cent of the flat-timers; only 12 percent of the 
parolees had been paroled prior to the index 
conviction compared to 67 percent of the 
flat-timers (2). The increased risk of recidi- 
vism associated with the diagnosis of soci- 
opathy may simply be an extension of the 
same observation, since the diagnosis indi- 
cates a history of recurrent delinquency and 
antisocial behavior that characteristically 
begins in childhood or adolescence and that 
usually antedates serious police trouble. 

The mean age of the entire sample when 
first studied was 27; the median age was 23. 
There was no significant difference between 
parolees and flat-timers (1). The lower Te- 
cidivism rates for subjects age 40 or older Is 
consistent with the general view that crime 
is a manifestation of youth. The extent 0 
the prior criminal career and age apparently 
summate in their effect upon recidivism rates. 
For example, rearrest varied between 56 per 
cent for parolees age 40 or older to 94 per 
cent for flat-timers under 40, reimprisonment 
varied between six percent and 69 percente 
and reconviction of a felony between six 
percent and 60 percent. 

The increased recidivism rates ass g 
with sociopathy, alcoholism, and drug E 
pendence are further evidence that these € 
orders are related to criminality. In addition, 


the differences between active and er 


ociated 


indicate that these disorders play IMP‘ 
roles in aggravating sociopathic and cr! 
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tendencies. The data suggest that vigorous 
treatment directed at the excessive drinking 
and drug abuse, if successful, could lead to 
reduced recidivism rates. 

The absence of significant racial differ- 
ences in recidivism warrants comment, since 
at the three-year follow-up there was an in- 
creased rearrest rate for Negroes. As noted 
then, however, the absence of a parallel in- 
creased reimprisonment rate probably indi- 
cated only that Negroes were more vulner- 
able to arrests for “suspicion” (2,3). Further, 
the very high rearrest rates for both whites 
and Negroes at the recent follow-up suggests 
that the principal racial difference is that 
Negroes are likely to be rearrested sooner. 
At any rate, there were no differences in the 
more important measures of reimprison- 
ment and repeat felony conviction. 

The overall results of this phase of the 
investigation present a pessimistic picture. 
Nearly half of the men under age 40 were 
reconvicted of a felony, and almost 20 per- 
cent were reconvicted more than once. 
Further, although youth, sociopathy, alco- 
holism, and drug dependence are highly 
correlated with recidivism, rearrest and re- 
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imprisonment may occur even when these 
features are absent. Much work remains to 
be done before prediction and control of 
criminality are on a sound scientific basis. 
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A Comparison of Care 
Given by Family Practitioners and 
Psychiatrists in a Teaching Hospital Psychiatric Unit 


BY K. I. PEARCE, M.D. 


The author compared a group of psychiat- 
ric inpatients treated by general practition- 
ers with a group treated by psychiatrists 
a general hospital. The groups differed 
little except that the one treated by psy- 
chiatrists was sicker, more chronic, and had 
4 longer inpatient stay during follow-up. 
He concludes that in a general hospital 
where psychiatric consultation is available 
general practitioners can treat psychiatric 
Patients as successfully as psychiatrists. 


poss PAPER will examine the standard 
R of care received by patients admitted 
the psychiatric unit of a teaching hos- 
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pital. It represents the first practical appli- 
cation of the computerized psychiatric 
records system developed at that hospital, 
one of the purposes of which is to audit the 
standard of patient care. The limitations of 
the study are outlined and some conclusions 
are drawn from the data. The relevance of 
these data to contemporary administrative 
and teaching problems in the mental health 
field is briefly discussed. 


The author is professor and head, division of psychi- 
atry, University of Calgary, Calgary 44. Alta., Canada, 
and director, department of psychiatry, Foothills Hos- 
pital, Calgary, Alta. 
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TABLE 1 
Sex* 
GENERAL 

PSYCHIATRIST PRACTITIONER 
SEX NUMBER PERCENT NUMBER PERCENT 
Male 128 37.5 41 38.3 
Female 213 62.5 66 61.7 

tx? 7.02. ns 

The Sample 


The sample included all patients admitted 
to the psychiatric unit of the Foothills Hos- 
pital who completed the Minnesota Multi- 
phasic Personality Inventory (MMPI) from 
April 1967 through August 1968. It excluded 
those patients who did not complete the 
MMPI because they were in the hospital 
too briefly for this to be accomplished or 
were too organically deteriorated or retarded 
to make this possible. 

The sample comprised 448 patients, or 
48 percent of the 938 who were first admit- 
ted during the sampling period. Readmis- 
sions of sample members are included in 
the study through February 12, 1969. On 
this basis 341 (76 percent of the sample) were 
the patients of a psychiatrist; the remaining 
107 (24 percent of the sample) were the pa- 
tients of doctors in general practice. 


Method 
The data were collected through the com- 


puterized psychiatric record system’ cur- 
rently under development at the Foothills 


FIGURE 1 
Education * 


Bem. See. 

te de) iS 
LAST GRADE ATTENDED 
"X551, ns. 


'This program was supported for two 
Foothills Hospital research aga develop ien Mrd dA 


is currently being supported by Fede 1H N 
fare grant 608-7-122. E o. E 
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Hospital in Calgary. The system is modular _ 
and is described in detail by Pearce (1). The _ 
date the patient sample commenced was 
dictated by the date the record system was 

considered reasonably effective. 


Sources of Error 


The sample is skewed by a number of 
patients whose stay in the hospital was too 
brief to be included. These patients were | 
generally admitted by family physicians, 
usually because of the latter's insecurity with 
psychiatric emergencies. For the purposes of 
this study the MMPI profile was the measure, 
of psychopathology; the excluded patients 
were in the hospital for insufficient time to 
complete this test. A larger proportion of 
family practitioners' patients were thus ex- 
cluded from the sample. In fact, we know 
that the proportion of family practice pa- 
tients admitted to the psychiatric unit is clos- 
er to 40 percent, while that admitted by psy- | 
chiatrists approximates 60 percent. Another 
skewing effect occurred because many elderly — 
patients were confused and thus incapable 
of completing the MMPI; they were omitted 
from the study. 

As the record system is being constantly 
improved by the addition of new data mod- 
ules duly validated, these difficulties are 
being overcome and we hope in the future 
to publish a similar review using a different 
index of psychopathology, so that the sam- 
ple of patients considered may be more rep- 
resentative. 

In a study such as this there are three 
other sources of error that have to be kept 
in mind. 

1. Origin of patients. Three major general | 
hospitals in Calgary have some psychiatric — 
facilities. In a meeting approximately two 
years ago they agreed that for the purpose 
of assisting the community with the e 
agement of acute psychiatric problems. can 
hospital would in turn take one week a 
call." During its week on call each hospital 
undertakes to admit all such psychiatrie 
emergencies. Where their facilities are b 
sufficient for treatment, they try to prov! 
a bed for the patient until such time 4s 1 
can be transferred to the local mental hos 
pital, approximately 120 miles distant. 2 
this unit it is the policy not to transfer P 
tients if at all possible, and in fact this 
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FIGURE 2 
Occupational-Economic Level* 


1 —A— Psychiatrist 
- General practitioner 


PROPORTION 


500599 600-799 


200299 300-399 400-499 


DOMINION BUREAU OF STATISTICS OCCUPATION LEVEL 
(BASED ON BLISHEN SCALE) 
‘y's 4.42, n.s 


done rarely. Since the opening of the psy- 
chiatric unit the rate of transfer to the men- 
tal hospital has varied but has never reached 
ten in any one year. There is evidence to 
Suggest that the sample of patients treated 
at the Foothills Hospital psychiatric unit 
is skewed toward the “sicker” end of the 
scale, For example, the follow-up clinic for 
this mental hospital is located within the 
Psychiatric unit and carries a case load of 
about 600 discharged and generally chronic 
mental hospital patients. These patients 
are supervised by a physician who has ad- 
mitting privileges to the psychiatric unit. 
He routinely admits and treats relapses or 
exacerbations of these discharged patients 
in the psychiatric unit. These chronic patients 
are included within the sample under de- 
scription. 
2. Problems with follow-up. The follow- 
Up period ranged from six months to two 
years. During this time all readmissions were 
included within the sample. However, to be 
fully effective a computerized record system 
of the type being described needs to be com- 
Munity-wide. As yet this is not the case in 
may: so the possibility exists of some 
0w-ups being lost within other agencies 
* the community. However, referral pat- 
erns render this likelihood somewhat slim, 
Since patients who relapse and appear at 
| Some other hospital are normally referred 
| ay to their original physician. 
Nes Disposal of patients. If a significant 
E of difficult or long-stay patients 
ere transferred to the mental hospital, the 
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difficulty of interpreting the data would be 
increased. During the period under study 
15 patients were transferred to the provin- 
cial mental hospital at Ponoka from the 
Foothills psychiatric unit. 

Part of the reason that our average length 
of stay was short, even though the most 
severely ill patients were included within 
the sample, may be attributed to our home 
and day care programs and community re- 
ferral facility. The contribution of these 
services has been ignored in this review since 
data from these programs were not com- 
puterized during the entire period under 
study. Such data are now being routinely 
stored, and we hope to publish this in the 
future. 


The Role of the Family Practitioner 
in the Psychiatric Unit 


The psychiatric unit consists of 70 inpa- 
tient beds and the community program, 
which is capable of supporting approxi- 
mately the same number of active day or 
home care patients. The psychiatric staff 
consists of the director and four other psy- 
chiatrists. All 30 or so family physicians 
on the staff have either full or provisional 
admitting privileges. The principal require- 
ment of the provisional status is that the 
physicians seek consultative help from a 
psychiatrist for the management of their 
patients within 48 hours of admission, After 
six months, and depending on how active 
they may have been in the psychiatric unit, 
they may be granted full privileges, which 
allow them to admit and treat patients with- 
out consultation. This includes the decision 
for and administration of electroconvulsive 


FIGURE 3 
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MMPI Scores, Patients of General Practitioners* 
(N+111) 
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therapy. However, it has been our experience 
that the consultation rate remains consis- 
tently high (around 60 percent); this rate is 
maintained by a good informal relationship 
not only between the family practitioners 
and the psychiatric staff but also between 
both groups of doctors and the psychiatric 
nursing staff. In fact, it is quite clear that 
à good psychiatric nursing staff acts as a 
catalyst in guiding the family practitioner 


toward getting help when he is beginning 
to run into trouble. 


Comparison of Psychiatrists’ Patients 
and Family Practitioners Patients 


There was no significant difference in the 
Sex distribution of patients between the two 
groups (table 1). 

Figure | shows that there was no signifi- 
cant difference in the distribution of the 
educational level of patients between the 
two groups. The statistic used here was chi- 
square for goodness of fit of the two curves, 

No difference existed in the Occupational- 
economic level of the two groups of patients, 
using the Dominion Bureau of Statistics 

occupational level figure, which is based on 
the Blishen scale (2) of social class (see figure 


[138] 


BRIEF COM MUNICATIONS 


2). Blishen made use of census data on edu- 
cation and income characteristics of incum- 
bents of occupations listed and used during 
the 1951 Canadian census. The statistic 
used was again chi-square for goodness of 
fit. 

Figure 3 shows no significant difference 
in marital status between the two groups, 
using chi-square for goodness of fit tests. 
However, a trend to a somewhat greater 
number of people in the married category 
was noticed in the group treated by family 
practitioners. ' 3 

MMPI is given routinely early in admis- 
sion to each patient. This test has been in 
existence for a long time and a great deal of 
published work is available on it (3). While 
it cannot be considered to have an ordinal 
scale, the scores on each scale are converted 
to T scores so that 50 is the mean for a nor- 
mal population, with a standard deviation 
of ten. Thus patients whose scores fall above 
70 may be considered, statistically speaking, 
to be outside the normal range (see figures 
4 and 5). The L, F, and K scores at the m 
tom of the figures refer to validity scales an 
do not reflect "sickness" except indirectly. 
The numbers 1 to 0 detail a number of clin- 


FIGURE 5 T 
MMPI Scores, Patients of Psychiatrists 
(N=345) 
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FIGURE 6 
Prior Hospitalization for Mental Health Reasons * 


—à——— Psychiatrist 


i =---0---- General practitioner 


4ormore 


o 1 2 3 


NUMBER OF TIMES IN HOSPITAL PRIOR TO SAMPLING 


“yim 17.12. df- 4, p«.01 


ical scales that are not relevant to the study 
and need not be outlined here. Without 
embarking on any discussion of the validity 
of this test, one can fairly conclude that ele- 
vations on different scales at least reflect 
the degree of disturbance perceived by the 
patient himself. Insofar as this can be 
, taken to reflect the degree of psychological 
disturbance, we can say that the psychia- 
trists’ patients (whose individual scale scores 
have been summed and averaged) were a 
Somewhat sicker group than the general 
Practitioners’ patients. But configuration 
Of the profiles indicates that in other respects 
the two groups were similar. From this one 
May conclude that no particular type of syn- 
drome was being treated exclusively by 
either general practitioners or psychiatrists. 
Figure 6 tends to confirm the impression 
that While the character of the patient groups 
id not vary greatly, a somewhat more 
chronic or perhaps slightly sicker group were 
treated by the psychiatrists. Thus one can see 
that the family practitioner tended to admit 
more patients who have had no or only one 
Previous admission and fewer patients who 
ave had two, three, four, or more previous 
Admissions. The statistic used was chi-square 
for goodness of fit. 
ti Figure 7 shows that the general practi- 
ners had a higher readmission rate for 
Bs Who were admitted once but a lower 
“4° when readmissions numbered two. 
aiee, four, or more; the converse was true 
? the psychiatrists. This finding is difficult 
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to understand until one looks at a further 
breakdown of the data. The average number 
of admissions per patient during the follow- 
up period was 1.26 for general practitioners 
and 2.72 for psychiatrists; that is, the psy- 
chiatrists were readmitting more frequently. 
The average duration per admission was 
only 15.6 days for psychiatrists and 23.2 
days for general practitioners, Thus one can 
conclude that the general practitioner keeps 
his patients in the hospital for a longer time 
but readmits less frequently than the psy- 
chiatrist. 

The average total number of days in the 
hospital per patient was 42.5 for psychia- 
trists, compared with 29.3 for family practi- 
tioners. 


Conclusions 


A sample of psychiatric inpatients treated 
by general practitioners and psychiatrists 
was compared on the basis of which kind 
of physician treated the patient. Little dif- 
ference was noted between the groups except 
that there was some evidence that the group 
treated by psychiatrists was "sicker," more 
chronic, and experienced a somewhat longer 
inpatient stay during the follow-up period, 

These data support the contention that 
in an effective psychiatric unit in a general 
hospital where consultation is readily avail- 
able, general practitioners are able to treat 


FIGURE 7 
Readmission Rates* 
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their psychologically ill patients. They do 
so as successfully as psychiatrists, and very 
few of their patients require transfer to a 
mental hospital for long-term care. The 
short duration of stay (compared with the 
usual larger mental hospital admission) sug- 
gests that the overall cost of general hos- 
pital treatment is not much more than men- 
tal hospital treatment. The benefits to the 
patients are many, including a reduced risk 
of institutional syndrome and dependency 
since they are being treated by their family 
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doctor in more congenial surroundings close 
to their homes and families. 
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The happiest life consists in ignorance, 
Before you learn to grieve and to rejoice. 
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LETTERS TO 


A Check on the Check Lists 


Sir: Dr. Cancro's paper, “A Classificatory 
Principle in Schizophrenia” (May 1970 issue of 
the Journal) contains the statement, “The flatten- 
ing of affect is also not unique and may be seen in 
severe apathetic depressions.” 

Eugen Bleuler considered the affective reso- 
nance impairment one of the cardinal symptoms 
of schizophrenia. For the psychiatrist trained in 
psychiatric phenomenology (which is more than 
pure description) it is a means to make a differen- 
tial diagnosis between an apathetic depression 
and a catatonia. Dr. Cancro, himself, in discuss- 
ing the results of his investigation, admits “the 
more severe the index rating, the more likely was 
the patient to show schizophrenic affect distur- 
bances, ...” 

Having had the opportunity years ago to work 
with psychiatrists who had been Eugen Bleuler’s 
assistants, I was interested in the details of facts 
leading to his well-known monograph on the 
group of schizophrenias. May I emphasize that 
due attention was paid to the formal thought dis- 
order without analysis of the content? Although 
research leading to an attempt at quantification 
is fully justified, one has to bear in mind the differ- 
ence between a nomothetic and an ideographic 
approach. 

There has been a tendency in this country to 
contrast dynamic approaches with descriptive ap- 
Proaches, so that a whole generation of psychia- 
trists has not had a chance to observe an actual 
unprejudiced interview. Confusion has been cre- 
ated because some basic concepts have not been 
Clarified; for instance, affect, feeling, and mood 
as often used interchangeably. Such significant 
actors as the experience of alienation in the 
World around the patient is not fully understood. 

Dr. Cancro also does not mention the sub- 
Broupings of his cases at all. There are many 
Cases of schizophrenia, for instance, with isolated 
reno ideas in certain spheres or with distur- 

ances in the affective resonance in which the 
Symptoms cannot be registered in any of the 
Usual "check lists," 


BEN A. FINKELSTEIN, M.D. 
Norwalk, Ohio 


tue to the Editor are welcomed and will be published. 
mit two copies (typewritten, double spaced), the length, 
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THE EDITOR 


Dr. Cancro Replies 


Sir: I am grateful to Dr. Finkelstein for 
highlighting several areas of my paper that were 
unclear. There is much less substantive disagree- 
ment between us than it seems, and some further 
clarification may help to reconcile or at least re- 
duce our actual differences. 

It is certainly true that Eugen Bleuler paid 
“due attention” to the formal features of thought 
disorder, as I have emphasized in earlier publica- 
tions utilizing data derived from this same study. 
The Index of Formal Signs is in many ways an 
attempt to return to this more traditional type of 
clinical emphasis. It is not the content of the 
thought that is unique to this nosological cate- 
gory but rather the formal features of the thought 
disorder, I did not specify the subgroupings of 
patients after they had been rated on the Index of 
Formal Signs because the size of the population 
was too small (N = 51) and such a list might 
have been misleading to the reader. 

It is correct for Dr. Finkelstein to say that “‘af- 
fect, feeling, and mood are often used inter- 
changeably”; but despite the frequency of this 
misusage it remains very much an error, This un- 
fortunate state of affairs has not, in my opinion, 
derived from the emphasis on dynamic psychia- 
try in the United States. When we are faced with 
imprecise use of language reflecting superficial 
understanding it is more parsimonious to look to 
the man rather than to a theoretical framework. 
Dynamic psychiatry developed in Europe out of 
a tradition of descriptive psychiatry. No mean- 
ingful dynamic psychiatry exists in the absence of 
a solid clinical descriptive base. There have been 
failures in some circles of American psychiatry to 
teach and in some residents to learn this truism, 
which may reflect, at least, our wish for a simple 
explanation of complex phenomena. 

There is no single correct way to conceptual- 
ize and describe affect. However, a popular meth- 
od has been to consider its range, intensity, and 
appropriateness. Affect disturbances may im- 
pinge upon any or all of these parameters, and 
Bleuler certainly emphasized them all in his clas- 
sic studies. It is in the area of appropriateness 
that one is most likely to find the affect distur- 


if found suitable, as space permits. Please 
if possible, not to exceed 500 words. Letters 


Subject to the usual editing. 
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bance that is pathognomonic for schizophrenia. 
The term “flattening of affect” referred to in the 
sentence quoted by Dr. Finkelstein is used to as- 
sess and communicate an observation concerning 
the affective range displayed by the patient. I did 
not mean to imply that there are no differences 
between a severe apathetic depression and the 
various forms of schizophrenia. However, one 
can see a flattening of affective range in depres- 
sion that, if presented in isolation (e.g., on a 
short video tape), would be difficult to distinguish 
from the affective range disturbance in schizo- 
phrenia. The clinician, of course, does not make 
his observations in isolation but rather uses the 
context or total picture to arrive at his conclu- 
sions. Herein lies much of the problem. What is 
the source of impaired contact between doctor 
and schizophrenic patient? And may not this im- 
pairment of contact lead the clinician to falsely 
conclude that the flattening of affect is different 
in these syndromes? 

In order to localize the pathological findings 
more specifically we often try to isolate the sys- 
tem under study. This results in a different class 
of error, peculiar to certain researchers, wherein 
the interactions of the larger, more complex sys- 
tem are lost. I hope that my own efforts have 
avoided this danger. Part of my reason for choos- 
ing thought as the object for study is my belief 
that it represents the end product of interactions 
among variables that we artificially separate into 
perceptual, affective, and cognitive categories. 

I share with Dr. Finkelstein a recognition of 
the very real limitations of check lists and mea- 
Surement devices in general. It is to be hoped that 
astute clinicians will not only share their experi- 
ences but will contribute more actively to the de- 
velopment of scales that do not sacrifice clinical 
validity in a vain quest for seeming rigor. 


Robert Cancro, M.D. 
Hartford, Conn. 


More on Psychiatrie Practices 
in the Soviet Union 


Sir: Since the publication of i 
i my letter in the 
March 1970 issue of the Journal, a number of 
articles have come to my attention in which the 


fate Of General Grigorenko is described in more 
detail, as well as the fate of other dissidents who 
were also declared insane and sent to asylums 
run by the Soviet secret Police. In several cases 
the city of Kazan was Mentioned, since one of the 
central asylums for political “patients” is located 
there. 

_ In Kazan there is a 400-bed institution for po- 
litical prisoner-patients located on the same 
premises as another regular mental hospital. 
From the description of methods currently used 


[142] 


LETTERS TO THE EDITOR 


there and other similar institutions it appears that 
nothing much has changed since World War Il, 
i.e., “At times prisoners were swathed from head 
to toe in wet canvas. The canvas shrinks as it 
dries” (1). 

In 1941 one of the “patients” in the mental 
hospital for political prisoners in Kazan was lan 
Pilsudski, the brother of the late Polish dictator, 
Joseph Pilsudski. He was discharged from the | 
hospital a few weeks after an agreement on Polish 
political prisoners was reached between the Soviet 
Union and the Polish government in exile, headed 
by Sikorski. Needless to say, Pilsudski’s admis- 
sion to the hospital, as well as his discharge, was 
dictated by political considerations. By the stani 
dards of Soviet “justice” he was one of the lucky 
ones since he happened not to be an inmate of the 
Katyn Camp near Smolensk, where high Polish 
dignitaries and Army officers were detained, All 
10,000 of these prisoners were executed by the 
Soviet secret police in June and July 1941, after 
the Germans attacked the Soviet Union. 

In their drive toward Moscow the Germans ap- 
proached Smolensk in about one week. It was 
the Soviets’ policy to execute political prisoners 
and let the criminals go if there was no possibility 
of evacuating them to deep Russia; such a possit 
bility did not exist in Katyn at that time. Political 
prisoners and mental patients were in the 2 
gory to be the first evacuated. This is understan i 
able if we consider that a number of political 
prisoners were confined in mental hospitals. I do 
not know the fate of the mental patients who 
could not be evacuated; however, I did see mental 
patients evacuated before the Germans We 
reach them. They were given the same wen 
that the Soviets gave to political prisoners. A 
only now that, due to the underground press E 
Russia, there is more information available 0 
the lot of political “patients.” ur s hide 

During World War II the Nazis tried to E 
their crimes behind the smoke screen ole M. 
At the end they proved to be unsuccessfu E. 
they lost the war. Their crimes are now MS 
mented and publicized. The policy of the N mil 
GKB during World War II was not to No 
political prisoners to fall in the hands of t E. 
vancing Germans alive. The smoke scree! 
World War II still surrounds these crimes. E. 

At this point the American psychi A 
munity may ask: Is the American Psychie m 
sociation prepared to take some steps E. E 
the Council on Psychiatry and Foreign A f peo- 
the World Health Organization on behalf o' ie 
ple declared insane in the Soviet Union Nr. [ 
their scientific endeavors or beliefs run coun this 
the present official party line? Victims ala 
policy are not only Soviet citizens but also 
citizens and others who have had the mis smell 
to come under Soviet tyranny. A £0" 
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that is notoriously guilty of putting sane people 
into mental hospitals for political reasons has no 
right attending international scientific councils 
and teaching everybody a lesson in ethics, e.g., 
the 23rd World Health Assembly in Geneva and 
many others. What is more astonishing is the 
fact that representatives of free and democratic 
nations tolerate these Soviet exercises in cynicism 
and hypocrisy. 


The reference is: 


1, Soviet Union: political malpractice. Newsweek. 
June 1, 1970, pp 43-44 

AN OBSERVER 
Editor's Note: The name of the writer has been 
withheld upon his request. While it is not usually 
the policy of this journal to print anonymous let- 
ters, we are satisfied with the credentials of this 
writer, who has been an APA member for many 
years. 


Manic-Depressive Illness and 
Schizophrenia 


3 Sir: Regarding Dr. Sheldon Roth’s article, 
“The Seemingly Ubiquitous Depression Follow- 
ing Acute Schizophrenic Episodes, A Neglected 
Area of Clinical Discussion” (July 1970 issue of 
the Journal), the familiar observation that “acute 
schizophrenic” (alias “‘schizo-affective,” alias 
“schizophreniform,” alias "reactive") psychoses 
F Ren followed by depression indeed suggests, 
E Roth mentions, that this remitting dis- 
ithe she be classified with manic-depressive 
wee ave is considerable evidence (1) that 
FERE sc \izophrenia closely resembles severe 
Rak its confusional, affect-laden picture; its 
Sd Rae course; the presence of typical depres- 
hia due preceding and/or following the 
fies pe uture episodes of typical mania or de- 
di on; and the presence of bipolar affective 

pied near relatives. 
"ab a (or possibly identical nature) of 
tie ip and acute schizophrenia is easier to recog- 
deat One does not fall into the trap of equating 
E ssion with sadness and mania with an over- 
Nom es happiness." These two phases of the 
Erde are much more than mood distur- 
in bodil eing accompanied by profound changes 
ception y function, thought processes, and per- 
order d well. Manic-depressive illness is a dis- 
Roth's gs causes are thus far unknown, Dr. 
ing, pg Iscussion to the contrary notwithstand- 
in lea ehodynamies are important to a greater 
Ree cee in every ‘disorder, although not 
hse si D y etiologically. But it is essential not to 
s t of the syndromic woods for the psycho- 
may a nO however fascinating the latter 
- Doing so might lead us to base our ap- 
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proach too much on psychotherapy at those 
times when drugs or electroconvulsive therapy 
might be what the suffering patient really needs. 


The reference is: 


T: Winokur G, Clayton PJ, Reich T: Manic Depres- 
sive Illness. St Louis, Mo, CV Mosby Co, 1969 


RICHARD W. HUDGENS, M.D. 
St. Louis, Mo. 


Dr. Roth Replies 


Sır: In my rather brief allusion to manic- 
depressive illness I spoke of a continuum between 
schizophrenia and schizo-affective and manic- 
depressive disorders. There is great doubt of any 
identity between manic-depressive illness and 
acute schizophrenic episodes. In the 11 cases 
presented in my article only one could have been 
mistaken for manic-depressive illness during the 
first acute episode; this was due to a psychotic de- 
pression rather than an acute manic episode, 
Subsequently this man had two more breaks, 
both of which were due to unequivocal paranoid 
schizophrenic psychoses. Jacobson (1) has de- 
lineated a number of factors that differentiate 
schizophrenic from “melancholic” depressions, 
centering around the nature of the conflicts, ego 
and super-ego differences, and the different meth- 
ods of handling guilt, paranoia, feelings of 
shame, inferiority, self-consciousness, and loss of 
identity. The kinds of depression I saw were gen- 
erally of the order she described for schizophrenic 
depressions. 

For didactic purposes allow me to polarize and 
note that, historically, schizophrenias have been 
more amenable and seen as more successfully 
treated in psychoanalytic therapies than manic- 
depressive illness (2). This has been discussed in 
terms of relative abilities to form and respond to 
interpretations oí the transference, which is the 
keenest statement an analytically oriented ob- 
server can make about differences in capacities 
for interpersonal relations. Thus, in terms of a 
continuum between these “remitting” (cyclic) 
states of illness, the point to be emphasized is 
that one’s capacity for dealing with depression 
and the surrounding factors of this defensive af- 
fect are the psychic reflections of the disordered 
body. One's personal history with depression, 
mourning, sadness, withdrawal, and apathy is the 
developmental resumé of his capacities and abili- 
ties to love and hate other people. The continuum 
thus exists along the line of ways of being with 
people (object relations); embedded in the han- 
dling and quality of the depressive constellation is 
the psychic summary of the psychotic’s interper- 
sonal difficulties. The assumption here is that in 
these illnesses depression is not an epiphenome- 
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non but that the specific form and quality of its 
expression is a very specific reflection of specific 
defects, however currently unelucidated, in the 
"biological bedrock.” That the human environ- 
ment plays a significant role in enhancing, in- 
hibiting, or being influenced itself by these bio- 
logic potentials is part of this thesis. In these 
terms, psychodynamics become a part of the 
“syndrome” and are very specifically important 
in the formulation of a relevant psychothera- 
peutic approach. This view in no way excludes or 
advises against the use of somatic therapies such 
as electroconvulsive therapy or drugs where they 
are indicated (as review of my case material will 
bear out). Juxtapositions and mutual exclusions 
that occur in arguments of “syndromes” versus 
“‘psychodynamics” seem a latter-day echo of the 
old “mind-body” dilemma; the literature of psy- 
chosomatic medicine is rich in cogent argument 
for the limited advantages of such reasoning (3). 


The references are: 


l. Jacobson E; Problems in the differentiation be- 
tween schizophrenic and melancholic states of de- 
pression, in Psychoanalysis—A General Psycholo- 
gy. Edited by Lowenstein RM, Newman LM, 
Schur M, et al. New York, International Universi- 
ties Press, 1966, pp 499-518 

2. Rosenfeld H: On the treatment of psychotic states 


by psychoanalysis: an historical approach. Int J 
Psychoanal 50:615-630, 1969 

ak Reiser MF: Toward an integrated psychoanalytic- 
physiological theory of psychosomatic disorders, 
in Psychoanalysis—A General Psychology. Edited 
by Lowenstein RM, Newman LM, Schur M, et al. 


New York, International Universities Press, 1966 
pp 570-582 


SHELDON Rotu, M.D. 
Bethesda, Md. 


New Therapy? 


_ SIR: In view of the recent wide publicity 
given to the work of Dr. William Masters and 
Mrs. a Johnson, Human Sexual Inade- 
quacy, I was amused that the July 1970 issue of 
Medical Aspects of Human Sexuality carried two 
articles, one by Masters and Johnson, and one, a 


panel discussion on “Viewpoints: Why Do Mar- 
ried Men Visit Prostitutes?” A vd 


I would like to encourage my colleagues to read 
them, since they clearly demonstrate that what 
Masters and Johnson call new therapy prostitutes 
have been doing since time immemorial. 


JOANNA MAGDA POLENZ, M.D. 
Briarcliff Manor, N.Y. 
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Guidelines for Psychoanalysts 


Sir: Dr. Nicholi's extravagai 
Motorcycle Syndrome," May 19 
Journal) for the ability of psy 
“. . . significantly lower the rap 
number of motorcycle accidents 
not supported by his data. His 
treatment and follow-up contains 1 
case selection, method of treat 
rate, or controls. A report eval 
tropic drug with such naive meth 
certainly be rejected by the Journal, 
analytic psychiatry would not be 
publication. 

Surely it is time to exact some 
jectivity from our psychoanalytic 
else risk turning them into the laughing 
the scientific community. : 


RICHARD ABI 
Ne 


Dr. Nicholi Replies 


Sir: Dr. Abrams’ comments appt 
so irrelevant to my article that I find i 
believe that he writes without tongue 
feel much like the man who, whil 
new hybrid peach, mentions that t 
sembles an apple’s and is criticized for 
ficial treatment of apples! i 

His criticism focuses on "the 
claims" I make for psychotherapy à 
al account of treatment and follow- 
per makes absolutely no statement i 
effectiveness or superiority of psychoai 
chotherapy. Rather I tried to dese! 
and simply as possible a cluster | 
based on my clinical experience. Ti 
follow-up were mentioned only in 
der to give a full-orbed picture of that 
Discussion of what type of treatm 
best mode of therapy for people 
this syndrome not only demands fui 
but also exceeds by far the scope an 
tations of the paper. 

The article stresses that people $ 
the motorcycle syndrome tend to be 
sented among cyclists involved in. 
serious accidents. If this observation 
the statement that “the recognition 
of this syndrome may be an effective ' 
ducing the rapidly rising rate of un 
dents and deaths in this country 
called extravagant. ‘ 

I am not unfamiliar with metho 
selection, controls, chi square, etc 
that a paper describing a clinical sym 
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in purpose and format from “a report evaluating 
apsychotropic drug." 


ARMAND M. NIcHOLI, JR., M.D. 
Cambridge. Mass. 


Death and Confidentiality 


Sim; Recent book reviews indicate that a 
psychiatrist has revealed confidential information 
about a former patient, Zelda Fitzgerald, to 
Nancy Mitford, the author of the new best seller, 
Zelda. Nothing in the Hippocratic oath or amy 
other body of medical ethics releases a physician 
from the bonds of confidentiality after a patient's 
death and fame. Such ethical abuses offer yet an- 
other impediment in a patient's trusting his psy- 
chiatrist. Indecent exposure of this sort could 
particularly discourage those in the public eye 
from therapy. 


ARNOLD D. Bucove, M.D. 
Pleasant Valley, N.Y. 


Coordination: A Needed Factor 
in the Certification Process 


Sir: I would like to make a few brief com- 
ments on Dr. Morgenstern’s paper criticizing the 
American Board of Psychiatry and Neurology 
and on Dr. Boyd’s discussion. 

Human nature being what it is, I see no way 
around some type of certification. I am confident 
the Board is striving to improve its methods on a 
too-limited budget. From my recollection, how- 
ever, some of the criticism is clearly justified and, 
More important, correctable. The chief problems 
are: marked emphasis on minutiae rather than 
observation, judgment, and problem solving; in- 
Sufficient time devoted to training the examiners 
ma Standardized approach to assessment (the 
Variability in my own examiners’ approaches, 
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especially in that of one or two with narrow aca- 
demic interests, was striking); and lack of clear 
guidelines for a curriculum that would lead to 
competency and adequate assessment by exami- 
nation. 

Many residency programs throughout the coun- 
try would be much improved and more relevant 
if they had a curricular design coordinated with 
the assessment techniques that would later be 
employed. 


W. G. SMITH, M.D. 
Rockford, Ill. 


Psychiatry Made Easy 


Sir: The current argument about the elimi- 
nation of the internship as a requirement for 
Board certification is silly. Why should a psychia- 
trist go to college or medical school? Freud said 
he never “considered himself a medical doctor,” 
and we are well acquainted with his approval of 
nonmedical analysts. Since it is scientific fact that 
every human complaint of ill health is purely 
psychic, why should it be necessary to spend four 
years learning anatomy, pathology, etc.? 

Furthermore, since most Americans no longer 
read (television is the great medium of communi- 
cation) or, if they are literate, they avoid read- 
ing—or even talking—by getting stoned, there is 
no need for the psychiatrist to be knowledgeable 
in literature, art, history, and so on. 

And if we really want to save time, why not 
eliminate high school? A psychiatrist doesn’t even 
have to know how to write. He receives so many 
samples he doesn’t have to write prescriptions. 
Now that I come to think of it, why elementary 
school? The psychiatrist no longer has to use his 
head; computors think for him. 

Ain't I right? Huh? 

James A. BRUSSEL, M.D. 
New York, N.Y. 
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Gawpurs TrutH: ON THE Oricins or. Mimant 
Nonviotence. By Erik H. Erikson. New York: 
W. W. Norton & Co., 1969, 461 pp., $10. 


This is one of the most important books of the 
decade for all persons interested in finding ways 
to decrease violence and aggression. It demon- 
strates in detail the workings of a man's personal 
life in relation to a massive political movement of 
militant nonviolence with attention to the socio- 
cultural and economic systems that informed 
both. 

Erikson's search for *Gandhi's Truth," as the 
latter called his key insights, began in 1962 with a 
visit to the industrial city of Amedabad. Utilizing 
the natural history and clinical methods of pains- 
taking observation and organization of myriad 
facts, Erikson came to conclusions that are strik- 
ing and convincing. The facts were compelling 
because he had unparalleled opportunity to live 
with a family that was at once the seat of some of 
Gandhi's activities and also of the millowner who 
was the target of the 1918 strike. For months at a 
time over eight years, Erikson saw, heard, and 
talked with many of the principals of the move- 
ment and intimates of Gandhi. 

Eventually his inquiries extended to the major 
officials in government, millowners, workers and 
labor union officials, biographers, librarians, and 
others who had a part in this odyssey, and he was 
able to reconstruct a detailed personal history in 
conjunction with the economic and political 
Scene. The sheer mass of these facts, often color- 
fully written, invite a deliberate, contemplative 
mood suitable both to the intricate transactions 
and the ancient culture. 

Clinicians will be impressed with the power of 
the clinical method if there are enough signifi- 
cant facts in hand and mind of the germinal think- 
er. The impressive documentation that supports 
the interpretation has won for Erikson unprece- 
dented critical acclaim, rare for this field, in the 
form of three major awards: the National Book 

Award; the Frederick G. Melchior Book Award 
as “the book published in America in 1969 which 
makes the most significant contribution to reli- 

gious liberalism”; and one of 1969's “Twelve 
Books of Uncommon Excellence" by the New 
York Times Book Review Magazine. 

Erikson has met to an extraordinary degree the 
usual criticisms by professional historians and re- 
viewers as to accuracy and validity of firsthand 
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evidence, methodologies for collection and inter 
pretation of data, and problems of selection and 
bias. For those readers who wish to learn more 
about his methods, Erikson's article “On the Na- 
ture of Psycho-Historical Evidence: In Search of 
Gandhi" will be of interest (1). 

The plan of the book takes the reader from the. 
events in Gandhi's life that formed the origins of 
the first fast in 1918. Here Gandhi risked his life 
and career in an obscure city on behalf of a rela 
tively small local labor dispute in a factory as he 


leadership and then went on to his ascenden 
one year later as the charismatic leader of the fir 
nationwide act of disobedience. 

Gandhi's Truth is our best single example 
psychohistory and psychobiography applying psy 
choanalytic principles, and it is a worthy suce 
sor to Young Man Luther (2). There is also mudi 
material in Erikson's presentations about cultural 
anthropology, social structure, religion, e 
ship, and the complex and demanding “rituals. | 
(methods) that make possible a large politica 
movement based on militant nonviolence. — 

Erikson repeatedly examines with rare P. 
insight the elements of deeply religious fee 
that “introduced into human politics the stron P 
religious impetus of the last two hundred a 
(page 32). Readers of Erikson’s books an it 
cles will be prepared for his tremendous scope 
depth, but there is much that is new and unexP 
ed that merits close study and that ream 
position as one of our most innovative bu i 

There have been many excellent books m E. 
cles written about violence, aggression, an int 0 
Movements, but from the psychological po! 
view Gandhi's Truth is in many ways the M 
sightful book of our generation on human "a 3 
and political action. It challenges the i. for 
wonder if the disciplines required are pots 
some groups in our culture even if the oe 
adaptations were made to current uu the 
attempted by Martin Luther King, to W » | 
book is dedicated. ioral 

What is the probability that talented beha 
scientists, including psychiatrists, can help 
Op appropriate methods for militant. 
better than those we now have? Or will si ndhi, 0 
ers come from the field of law, as did G2 inist 
politics, economics, or professional adn 
tion positions in industry, labor, or govo to 
or from none of these? In searching for 5 
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our readers will be richly rewarded by a study of 
Gandhi's Truth. 


The references are: 


1. Erikson EH: On the nature of psycho-historical evi- 
dence: in search of Gandhi. Daedalus 97:695—730, 
1968 

2. Erikson EH: Young Man Luther. New York, WW 
Norton & Co, 1958 


Henry W. Brosin, M.D. 
Tucson, Ariz. 


COUNSELING AND THE CorLEGE SrupENr. Interna- 
tional Psychiatry Clinics, vol. 7, no. 3. Edited 
by Dana L. Farnsworth, M.D., and Graham 
B. Blaine, Jr.. M.D. Boston: Little, Brown and 
15 1970, 314 pp., $21.50 (annual subscrip- 
tion). 


This 314-page, comfortably readable book is 
edited by Dana L. Farnsworth, director, and 
Graham B. Blaine, chief of psychiatry, Harvard 
University Health Services. They have brought 
together in the form of statements or essays the 
Philosophy and practices that prevail within a 
Service that for many years has been cited by 
writers on the subject of student mental health. 

If a general thrust can be derived from reading 
the book, it might be said to aspire to imparting 
a counseling attitude to those who might wish to 
participate, or are now engaged, in student men- 
tal health services either as workers or adminis- 
trators, 

_ This presentation should go far toward calm- 
ing the misgivings occasionally voiced by ortho- 
dox analysts and therapists that such college 
mental health service is lamentably superficial 
in its scant emphasis on emotional insight. In- 
cluded are numbers of quotations from analytic 
theorists of renown, some of which seem more 
to serve the purpose of authenticating than eluci- 
Hose the point at issue. The answer, implicit in 
he papers of both psychiatrists and psycholo- 
PU is that whatever the personal orientation 
w the psychiatrist, the prime objective of those 
is cing with the student within the college set- 
9s is to evoke an intelligent self-awareness that 
dev permit him to get on with the business of 
pikes intellectual resources and skill that 

Y sumed under the heading of education. 

Bl 3n students who are unable to utilize the 
ns available and require intensive therapy Or 
RE it is the policy of the service to effect 
dies to outside facilities or to individual 
PUE To the reader whose experience Is 
ee older people or children, it may seem 
dilem y appropriate to explain the psychological 
year ma of young adults of not only 18 to 20 

$ but up through the mid 20s on the basis of 
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accepted adolescent phenomena. It is not quite 
clear if clients consulting the mental health ser- 
vice have been arrested in their pursuit of a 
mature identity, compared to the student body as 
a whole, or if our “system” freezes all young 
people into a less than mature emotional status 
until they are well beyond college. 

The 15 contributors effectively present their 
theses, beginning with a theme-setting paper by 
Coles, who points toward an attitude that can 
bridge the chasms between generations, races, 
and life styles. He tries to ask of himself and of 
the reader the "right questions"; from this might 
evolve better answers. 

Within the stipulated confines of this review, 
it is impossible to do more than refer to topics 
that give little more than a hint of the book's 
content. For example: "Ego Function and Re- 
gression” (Randolph Catlin, M.D.), “Special 
Problems of Precocious Youth” (Douglas H. 
Powell, Ed.D.), “Difficulty in Concentration as 
a College Mental Health Problem” (William 
S. Appleton, M.D.), “Vocational Guidance” 
(Charles McArthur, Ph.D.), “Sexual Morality” 
(Dana L. Farnsworth, M.D)), “Abuse of Drugs" 
(Preston K. Munter, M.D.), “Depression” (Paul 
A. Walters, Jr., M.D.), and “Suicide Attempts” 
(Lida R. Carmen, M.S., and Graham B. Blaine, 
Jr., M.D.). 

Part 2 deals with the organization of col- 
lege mental health services. There is a considera- 
tion of the requirements of a major university, 
a multi-college service (Vernon Patch, M.D.). 
and a small private college (Herbert I. Posin, 
M.D.) Perennial issues, such as confidentiality 
in its observance and in its breaches, are dealt 
with by attorney William J. Curran. 

I predict that this small volume and its 15 
contributors will be quoted for a long time by 
students of the field. 


Duncan C. STEPHENS, M.D. 
Exeter, N. H. 


Tue Turonv AND Practice or GROUP Psycho- 
nerapy. By Irvin D. Yalom, M.D. New York: 
Basic Books, 1970, 386 pp., $10. 


Group psychotherapy is one of the fastest 
growing fields in psychiatry today—perhaps the 
fastest —and it is gratifying, indeed, that a book 
has come along that manages to stay one step 
ahead of the field. Irvin Yalom, associate pro- 
fessor of psychiatry at Stanford University and 
chairman of the American Psychiatric Associa- 
tions's first task force report on Encounter 
Groups and Psychiatry (1). is eminently well 
qualified to attempt an integration of the expand- 
ing body of knowledge about group processes. 

Dr. Yalom examines in depth the role and 
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technique of the group therapist. He stresses a 
transactional approach—or, as he refers to it, 
a dynamic interactional approach—in conduct- 
ing group psychotherapy. In this approach em- 
phasis is placed on interpretations of current 
interactions between members of the group 
rather than on the evocation of past experiences 
to explain present behavior. 

Dr. Yalom also tackles the problem of whether 
or not the patient must acquire genetic insight— 
that is, an understanding of how he got to be the 
way he is—in order to effect behavioral change. 
On the basis of his own research and that of 
others, he states that there is no demonstrated 
relationship between the acquisition of insight 
and clinical change. 

I suspect that this position will be anathema 
to many group therapists, most of whom use 
the psychoanalytic model in the theory and prac- 
tice of group psychotherapy. Dr. Yalom’s discus- 
sion of this issue is well done; but it seems to this 
reviewer that the superiority of the transactional 
approach has to be demonstrated. The coexis- 
tence of a multitude of approaches in the group 
field suggests that none is superior. 

Dr. Yalom, who researched group work both 

in England and in this country, has outlined a 
series of curative factors at work in every psy- 
chotherapy group—regardless of the therapist's 
technique or theoretical orientation. These fac- 
tors include such processes as imparting of in- 
formation, altruism, instillation of hope, the 
development of socializing techniques, inter- 
personal learning, and group cohesiveness. In 
outlining the curative factors, he explains in clear 
terms the efficacy of the group method of treat- 
ment. 

The chapters on the selection and preparation 
of patients for a group therapy experience and 
the composition and organization of a group are 
excellent. Dr. Yalom has incorporated into them 
much of his own research interests over the years. 
He offers an extensive survey of the reasons 
why patients drop out of group psychotherapy 
and ways to prevent dropping out. 

In a chapter titled “Group Psychotherapy and 
the New Groups” Dr. Yalom does the field a 
great service by describing the differences be- 
tween traditional group psychotherapy and the 
recent encounter methods and sensitivity train- 
ing. Although the two kinds of groups resemble 
each other in form and there are interfaces be- 
tween the two, they differ in important ways, 

The psychotherapy group is, ideally, composed 
of people who are emotionally ill; the group 
offers treatment. The encounter group should be 
composed of normal people; this group offers a 
type of education. 
The author reports that “more troubled in- 
dividuals seek help from these new groups than 
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from traditional sources of psychotherapy,” The 
danger in this phenomenon is that the emotion- 
ally maladjusted may suffer severe psychological 
decompensation. He cautions mental health pro- 
fessionals to be careful to differentiate between 
responsibly led encounter and sensitivity training 
groups and those groups that indulge in excesses, 
among which he includes nude group therapy, 

In his concluding remarks Dr. Yalom states 
that his book has two purposes: to train group 
therapists and to explore the scientific basis of 
group therapy. He has attended to both tasks 
exceedingly well. This book is highly recom- 
mended to all who want an overview of this 
important therapeutic modality. 


The reference is: 


l. American Psychiatric Association: Task Force 
Report |: Encounter Groups and Psychiatry. 
Washington, DC, 1970 


BENJAMIN J. Sapock, M.D. 
New York, N. Y. 


Basic Psycuoanatytic Concerts ON THE Lt 
spo Turogv; Basic PsycHoanatytic CON 
CEPTS ON THE THEORY or Dreams. Edited by 
Humberto Nagera, M.D. New York: Basic 
Books, 1969, 185 pp., $6.50; 116 pp. $5. 


Here are the first two publications of the 
Hampstead Clinic Concept Research Group. 
They are welcome arrivals for the student of psy- 
choanalysis. Dr. Nagera and more than a dozen 
Psychoanalysts from the Hampstead Clinic 
have made a much-needed contribution to efforts « 
to follow specific psychoanalytic concepts from 
their point of origin in Freud's early writing’: 
Freud’s early formulations are carefully docu 
mented, and the reader is carried step-by-step 
through the redefinitions, reformulations, v 
the siftings of clinical trial and error that d 
Freud to his final statements. This careful dos 
mentation represents an enormous task ues 
done by a group of dedicated scholars. EN Ait 
best read psychoanalytic theoretician Wi " 
doubtedly find his understandings cis 
and sharpened as he follows the step-bY- cent 
historical unfolding of each term and con 
selected for discussion. a 

Other volumes are in preparation, 
indeed appropriate that these are the 
The volume on libido theory is most ive on 
its carefully maintained historical perspect ent! 
each aspect of the libido concept. How ers 
confusion reigns in the literature c 
such issues as autoerotism, narcissism, pri 
and secondary masochism, activity-Pas thes? 
and masculinity-femininity! The essays 9n 
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topics force the reader to develop clear and con- 

cise definitions and conceptualizations of these 

- terms and many more. 
The volume on the theory of dreams pulls to- 
gether the essentials of all of Freud’s writings on 
- dreams. In their effort to be clear and particu- 
late, the contributors to this volume have tried 
to separate sharply the various intricate and 
closely related psychic operations involved in 
dream construction, such as distortion, dis- 
placement, regression, and representability. At 
the same time, this approach results in a feeling 
of disconnection for the reader. Occasionally a 
series of fragments from Freud’s writing are 
strung together with little or no editorial com- 
ment, the use of which could have added to the 
impact of the idea being presented and certainly 
increased the readability of the material. 

These books must be read carefully. They are 
- highly condensed summaries of complex issues. 
j The sources of all quotations are carefully listed 
- in footnotes, allowing and, in fact, urging the 

Serious student to return to the original papers. 
- Inthe opinion of this reviewer, the Clinic Con- 

“cept Research Group is achieving its goals. The 
- researchers invite the student to criticize their 
approach, selection, and organization of mate- 
' rial They request a dialogue with the serious 
scholar and ask that he make corrections or ad- 
ditions or call attention to any misrepresenta- 
tions, 

As Anna Freud states in the foreword, the 
Various psychoanalytic concepts are traced 
through their changes in the standard edition of 
| P Complete Psychological Works of Sigmund 
reud (1) “to a point from where they are meant 
tobe taken further to include the writings of the 
l most important authors of the post-Freudian 
a." Certainly this is an effort in the spirit of 

Serious scientific endeavor. 


. The reference is: 


DE Freud S: Complete Psychological Works, standard 
edition, 23 vols. Translated and edited by Strachey 
J. London, Hogarth Press, 1963 


Epwin C. Woop, M.D. 
Hartford, Conn. 


Treatment oF ScuizopHrenia: A COMPARATIVE 

po" OF Five Treatment MrrHops. By Philip 
13 A. May, M.D. New York: Science House, 
968, 320 pp., $12.50. 


oY after the end of World War II, L. S. 
d Noted, “An objective evaluation of the psy- 
lenge Tapeutic process is the most urgent chal- 
 DSychi that confronts the psychiatrist, the clinical 
chologist, and the psychiatric social worker. 
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Yet, it is so difficult that it has never been met 
adequately .... In essence, it is because there are 
so many powerful variables whose effect on ther- 
apy must be assessed" (1). Twenty-two years 
later, a National Institute of Mental Health Re- 
search Review Committee was unfortunately still 
echoing much the same sentiment: “There have 
been few convincing research studies of the effec- 
tiveness of the various psychotherapies. The stud- 
ies of large scope have typically had insufficient 
or inadequate controls. Other studies, often more 
adequate in methodology, have been so limited 
in scope that any generalization of their findings 
must be very tenuous” (2). 

The work of May and associates presented in 
the monograph under review is, of any research in 
the field of psychiatric therapy, probably the 
most meticulous in its concern with design details 
and the most comprehensive in terms of the size 
of the samples and the range of therapies com- 
pared. To a considerable extent it does provide 
an objective evaluation of what is therapeutic to 
the psyche. Given the current trend in federal 
financing, which is away from long-term project 
support, and given the rapidity of social and tech- 
nical change that makes today’s answers often 
irrelevant to the situation five years hence, this 
study could well be both the first and the last of 
its kind, 

This book presents only the first phase of a 
long-term project, comparing different thera- 
peutic approaches to the treatment of schizo- 
phrenia and their outcomes, long-term and im- 
mediate. It describes the overall project design 
and the outcome of the inpatient hospital phase. 
Promised in the near future is a series of reports 
dealing with posthospital outcome. 

Despite the complexity of the research design 
and the extensive and detailed evaluations that 
were part of the program, the general reader will 
find the report sufficiently fascinating and imag- 
inatively presented that it will be difficult not to 
read the entire book at the first few sittings. This 
will be true whether one is basically a clinician or 
is more interested in research issues. 

The monograph deals with the results of the 
hospital phase of treatment of first-admission 
schizophrenics who were randomly assigned to 
one of five treatment methods commonly used or 
advocated: psychoanalytically oriented, individu- 
al psychotherapy alone; ataraxic drugs alone; 
psychoanalytically oriented, individual psycho- 
therapy in addition to ataraxic drugs; electro- 
shock; and milieu therapy. Two hundred twenty- 
eight schizophrenic patients, essentially without 
previous hospitalizations, were selected from 
Camarillo State Hospital (California). Initial 
selections and clinical estimates were made by a 
team of two experienced psychoanalysts who had 
spent much of their professional life treating 
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schizophrenics. They chose patients on the basis 
of a clinical estimate that the patients’ “prognosis 
was in approximately the middle third of the 
prognostic range.” 

The patients were then randomized “in an un- 
biased manner in as many respects as possible, 
including their assignments to treating physi- 
cians." In the initial screening the investigators 
attempted to eliminate the relatively mild, acute 
schizophrenics who may spontaneously recover 
within a few days and the very chronic patients, 
who, for multiple social, physiological, and psy- 
chological reasons are seldom able to live ade- 
quately outside a very sheltered hospital-type 
environment. Before, during, and on termination 
of hospital treatment, the patients were given a 
comprehensive evaluation by the staff. 

Dr. May's report on the design, execution, and 
analysis of this project is a magnificent travelogue, 
taking one through the vicissitudes of clinical 
research. It might well serve as valuable supple- 
mental reading in any graduate program in psy- 
chology or psychiatry concerned with clinical 
research methodology. It is only necessary and 
possible to note in this review that most, if not 
all, contingencies were carefully considered and 
dealt with insofar as possible. 

While one can argue at length about the “con- 
struct validity" of schizophrenia as a diagnostic 
term, Dr. May largely avoids this by a common- 
sense operational definition that inevitably re- 
sults in extremely high inter-rater agreement in 
diagnosis. His selection of diagnostic instruments 
and change indicators is carefully described, and 
one is impressed with the basic validity of the 
overall evaluational battery. The statistical anal- 
ysis is described in detail, and again one is im- 
pressed with the sophistication of the analysis 
and the ingenuity and newness of the presenta- 
tion of evaluational data. 

A word about Dr. May's findings would seem 
to be in order if for no other reason than to 
stimulate readers of this review to obtain the 
book as soon as possible. Many will disbelieve 
his results, but I suspect more for emotional rea- 
sons than on the basis of any critical analysis of 
his work. Others will say that this is true, of 
course, and they have known it from the first. 

Dr. May reports the following findings. For 
the hospital phase of treatment of the “average,” 
middle-range schizophrenic, ataraxic drugs alone 
(in this case, trifluoperazine, with or without 
chlorpromazine) were as effective as the same 
drug regime with the addition of psychoanalyti- 
cally oriented individual psychotherapy and were 
considerably less expensive. Rating below these 
two treatments was ECT. Equally least effective 
were psychoanalytically oriented individual psy- 
chotherapy alone and milieu therapy alone. For 
practical reasons every group received essentially 
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the same milieu therapy. 

It would be inappropriate in this review tọ 
describe in detail the schedule of drug administra. 
tion, how the milieu was operated, what consti- 
tuted psychotherapy, who delivered it, how it 
was supervised, and so on, nor is a discussion of. 
outcome criteria possible at this point. One thing 
is clear, however: These findings are of the great- 
est importance, both to clinical psychiatry and to 
mental health program administration concerned 
with the allocation of manpower and other re- 
sources in the treatment of major mental illness, 
This study is important as a research model and 
should serve to make all of us most skeptical of 
much of the “conventional wisdom" that guides; 
our efforts. It also leads us to wonder about the 
relative efficacy of the various therapies we use 
in outpatient work with ambulatory patients, 
both schizophrenics and others. 


The references are: 


l. Kubie LS, cited in Bronner AF, Kubie LS, Hi 
rick I, et al: The objective evaluation of psycho: 
therapy: roundtable, 1948. Amer J Orthopsych 
19:463-491, 1949 E. 

2. Fiske DW, Hunt HF, Luborsky L, et al: Plannin 
of research on effectiveness of psychotherapy 
Arch Gen Psychiat 22:22-32, 1970 


Rosert H. Barnes, M.D. — 
San Antonio, Tex. 


Tue Puysician’s Guipe TO MANAGING Evora 
Prosiems. By A. H. Chapman, M.D. Pail h 
phia: J. B. Lippincott Co., 1969, 363 pp., $11. 


There is a need for a book that would m 
help the nonpsychiatric physician in his m 
ment of the emotional problems he must Mí 
with in his daily practice. Whether this is suc 
book is the issue of this review. 


The book has certain merits. Dr. € from. 
writes clearly, if at times dully. He refrains 
jargonizing, and that is all to the good. Ha 1 ric 
sents a commonsense approach to pSyc E à 
assessment and management and does $0 ! 
traditional, medically oriented manner 
his frequent use of such expressions a: ‘all 
normal limits” might rub the psychodynam al 
oriented reader the wrong way) that no those 
will appeal to many physicians, particularly ; 
who approach the book with an anti-psy° 
bias. ious 
Most importantly, the author makes 4 <n 
(if somewhat repetitious) attempt to ee, at 
what the generalist should and should E a 
tempt. It can be said that Dr. Chapm? 
sents a fairly eclectic, orderly, and pra’ 
synthesis of what he has learned over the Y 
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as a clinician. 

But this is not the definitive guidebook one 
would like it to be. While forsaking the jargon 
that tends to attach itself to theory, the author 
often takes leave of the theory itself. His “‘inter- 
personal" perspective is, at best, dilute psy- 
chodynamic, and it sometimes seems a trifle 
deprecating of the psychoanalytic position. Too 
often, his commonsense approach is no more 
than that; in fact, one might be led to wonder 
why psychiatry was even a specialty. For me, the 
main trouble with the book is that it does not 
tell the nonpsychiatric physician a great deal 
about psychiatry as a science. It is certainly 
neither well referenced nor scholarly, and I am 
sure it was not meant to be. 

In short, Dr. Chapman succeeds in being 
simple and practical. He pays a price. The price 
is, in essence, a function of how well he has 
succeeded; i.e., he comes across at times as being 
simplistic and “atheoretic.” I suspect Dr. Chap- 
man would make an excellent attending man in 
a psychiatry training program. His views, how- 
ever, in that situation would be intermixed with 
those of others of different backgrounds and 
persuasions. If I could be assured the book 
would be used in the same spirit—as the dis- 
tillate of one sound clinician's experience that 
needed to be balanced with other viewpoints— 
I would recommend it highly. 


RoNALD S. Rervicu, M.D. 
Kansas City, Kans. 


Tue Ricur To Treatment: A Symposium. Edited 
by Donald S. Burris. New York: Springer 
Publishing Co., 1969, 229 pp., $3.75 (paper). 


There is an old'southern proverb to the effect 
that you don’t stir up any more snakes than you 
can kill with one stick. This volume, a series of es- 
Says reprinted from the Georgetown Law Journal, 
raises a number of issues that cannot be answered 
in didactic fashion. 

In the introductory essay Judge David Bazelon, 
who is the major proponent of the right to treat- 
ment for the mental patient, argues along familiar 
lines that the courts have a right to insist that pub- 
lic hospitals give adequate treatment to all pa- 
tients assigned to them through court commit- 
ment or other involuntary procedures. Ideally, he 
notes, “we should be able to insure that each in- 
voluntarily committed patient receives the best 
and most appropriate treatment." However, he 
Tecognizes both the powerlessness of the court to 
aes such treatment and the corollary diffi- 
th ty of enunciating standards of treatment when 

ere is so much disagreement within the psychi- 
atric profession itself. 

Most of the contributions from the lawyers re- 
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mind one of Thomas Aquinas’ metaphysical spec- 
ulations on how many angels could dance on the 
point of a needle. They are sterile exercises in 
forensics, curiously removed from the anguish of 
the individual mental patient. On the psychiatric 
side of the coin the contribution of Dr. Thomas 
Szasz is equally obfuscatory; he indulges in his 
usual tirades against medical guilds, imposed psy- 
chiatric diagnoses, and so on. 

To all of this sound and fury, the several case 
histories of patients who languish in institutions 
with no legal recourse provide a desperately need- 
ed counterpoint. The plight of Arnold H. Mar- 
man, indicted by a federal grand jury in Miami 
for violating the postal laws but adjudged to be of 
unsound mind, cries out for the pen of a Zola, He 
was remanded to St. Elizabeth’s Hospital in 
Washington, D. C., where he has spent the last 20 
years, although the hospital has constantly plead- 
ed before the courts that he does not belong there. 
However, the Justice Department will not drop 
the indictment, and his native Florida refuses to 
take him back under a civil commitment. 

The essay that most realistically covers the 
whole sticky parameter of problems connected 
with the right to treatment is that by Dr. Morton 
Birnbaum, who is both a doctor and a lawyer, Dr. 
Birnbaum admits that the standards by which ad- 
equate treatment might be evaluated are much too 
vague. The former APA staffing standards (the 
staff-patient ratios were dropped from the 1969 
revision) were admittedly low, but most state hos- 
pitals did not even achieve them. Then there is the 
nice little problem of how many times a physician 
should see a patient—once a week, once a month, 
or incredibly, as an NIMH 1952 draft act govern- 
ing hospitalization of the mentally ill suggests, 
once every six months. The courts have really 
ducked any definition of adequate treatment; this 
is understandable, since testimony for the state or 
for the plaintiff is frequently confusing. Further- 
more, as he notes, the major medical organiza- 
tions have no effective method of policing public 
mental institutions. 

Although Dr. Birnbaum was the major architect 
in the drafting of the Pennsylvania statute propos- 
ing a right to treatment, he confesses to some seri- 
ous second thoughts. He now feels that court deci- 
sions in many cases hinder rather than further the 
process of trying to achieve better standards of 
care for mental patients. For example, litigation 
through the habeas corpus or tort damage route is 
tremendously time consuming for understaffed 
mental institutions, and the results are seldom 
satisfactory. 

From his point of view, backed by à decade of 
effort in trying to achieve the right to treatment 
through legal means, state legislatures offer the 
only hope for improving levels of care. You can't 
mandamus the legislature to appropriate more 
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funds, but you can educate it through strong pro- 
fessional and citizen efforts. 

In summary, we have had more than a decade 
of litigation and additional attempts to guarantee 
the right to treatment through statutory fiat. Now 
that the forensic fireworks have evaporated to 
some degree, should we not accelerate our efforts 
to convince state governors and legislatures that 
early, intensive treatment for the mentally ill is 
economically and morally sound? In these efforts, 
there is clearly implied the right of every mental 
patient to adequate treatment. 


MIKE Gorman, M.A. 
Washington, D. C. 


Tueortes or Anxiety, By William F. Fischer. 
New York: Harper & Row, 1970, 167 pp., 
$4.95. 


The simple, modest title of this book gives lit- 
tle indication of the ambitiousness of its under- 
taking or the breadth of its coverage of psycho- 
dynamics and psychopathology. 

The author had three aims for the volume; the 
first two were realized to varying degrees and the 
third one was tentatively attempted. His first 
goal was to set forth a representative sampling 
of various theoretical approaches to the phenom- 
enon of anxiety. He accomplished this in the 
first eight chapters, providing a compact textbook 
of comparative psychopathologic theory. These 
chapters will be most useful for the psychiatric 
reader who wishes an overview of leading con- 
temporary approaches to theories of psycho- 
therapy and experimental Psychopathology. 
Fischer begins with Freudian metapsychology 
and then turns to Sullivanian concepts as the 
most viable neo-Freudian approach. 

The author touches the high spots of the ego 
psychology of Hartmann, Kris and Loewenstein, 
Erickson, and Rapaport and then gives attention 
to Edith Jacobson’s concepts concerning affects, 
On physiological approaches, he reviews the 
James-Lange theory and Canon’s rejection of 
it, touches on neurophysiology, and concentrates 
on Schachter’s account of the interaction of cog- 
nitive and physiological arousal components of 
emotion. He presents Psychodynamically mean- 
ingful summaries of learning theory as exempli- 
fied by Dollard, Miller, and Eysenck. He adroitly 
tackles existentialism with details summarized 
from the writings of Kierkegaard and Heidegger. 
Finally, Ernest Schachtel and Kurt Goldstein 

are each accorded a chapter. Fischer’s compre- 
hensive coverage of a variety of Psychological 
theories in summary form is an outstanding 
achievement. 

It is not surprising that the author’s reach ex- 
ceeds his grasp when he is addressing himself to 
his second purpose, “to explore the reasons for 
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nimity" among the theorists. In the last three 
chapters he undertakes to dissect out the experi. 
ence of anxiety from the descriptions of two any. 
ious individuals and from the accounts of allthe 
theorists whose approaches have been summarized, 
The author concludes that the cluster of truths 
concerning the phenomenon of anxiety has been 
obscured by each set of metaphysical assump- 


the simultaneous presence and absence of una. 


tions, and he rejects natural scientific philosophy 
as a basis for psychology. In the introduction he 
wisely describes the integration of these widely 
differing sets of theories as “an initial attempt" 
at the “third, rather tentative, aim of this work.” 


W. DoNALD Ross, M.D, 
Cincinnati, Ohio 


Tue ILeosromy Patient. By Edith Lenneberg 
and John L. Rowbotham, M.D. Springfield, 
Ill.: Charles C Thomas, 1970, 208 pp., $12.50. 


The plight of the patient with a permanent 
ileostomy has been long neglected. All too often 
these individuals are discharged from the E 
geon's care when their wounds have healed, us 
the process of adjustment to a new method 0 
handling a basic body function is left to their 
own efforts of trial and error. The rehabilitation 
of these individuals has been of little concern to 
the internist or to the psychosomatically oriente 
Psychiatrist, since the interesting be 
colitis that necessitated the surgery has been r 
moved along with the colon. ided Us 

Lenneberg and Rowbotham have provide ^ 
with an extensive study of patients with po^ 
tomies. Their study was based on 1,355 i 
sponses to lengthy questionnaires ate 
answer the question: What is it like to live es 
an ileostomy? The authors' results indicate S 
the patients’ general state of health was L^ 
prisingly good after a year of adjust ae 
trasting favorably with their extreme Mes di 
before surgery. Functioning in the ees 
social areas appeared to be satisfactory as We! ay 

The book’s major shortcoming for the d 
chiatric reader is that so little space is pe 
to intrapsychic problems. For example, p s 
questions regarding sexual functioning sdb 
colectomy were “reluctantly abandoned so ai à 
to jeopardize answers to other questions a 
authors attempted to rectify these dete 
by having a psychiatrist “visit” a sanni em 
patients during the operative period an NES 
a social worker conduct interviews with 27 0 
one to two years after the operation. h 

It was during these interviews that chee 
more serious psychologic problems were t citis 
on. It would have been good if the ae 
had explored the concerns about making 4 


970 
Amer. J. Psychiat. 127:6, December | 


ints of 


BOOK REVIEWS 


and soiling, the morbid fears of odor, and the 
worries about physical unattractiveness that so 
many individuals with ileostomies (or colos- 
tomies) must contend with. The respondents 
mentioned major alterations in body image 
following surgery, but this was not investigated. 

A most useful chapter describes mutual-aid 
groups for ileostomy patients. These groups are 
now over 20 years old and exist in many cities 
throughout the United States. Their work is 
accomplished through meetings and in visiting 
patients in the hospital both before and after 
surgery. Members provide the new stoma pa- 
tient with practical guidance in management, and 
they can serve as successful figures for identi- 
fication. 

This book will be of primary interest to psy- 
chiatrists active in general hospital consultative 
work, A copy might well be purchased for one’s 
surgical colleagues, for whom these pages should 
be mandatory reading. 


RICHARD G. Druss, M.D. 
New York, N. Y. 


CHANGING HOMOSEXUALITY IN THE MALE: TREATMENT 
FOR Men Trousiep sy Homosexuatity. By 
Lawrence J. Hatterer, M.D. New York: 
McGraw-Hill Book Co., 1970, 486 pp., $15. 


In this book, Dr. Hatterer reports on work he 
has been doing with homosexuals since 1953. In 
it he presents information gained from evalua- 
tion of over 700 men he has studied with homo- 
sexual problems of one sort or another. His 
experience in the treatment of over 200 men is 
Condensed and presented in a concise manner. 

In his handling of these patients Dr. Hatterer 
has experimented with a variety of approaches 
including supportive, directive, psychoanalytic, 
therapeutic, and confrontative attitudes and 
techniques. During his years of experimental 
approach, Dr. Hatterer has used a detailed study 
9f taped interviews and has had patients replay 
these tapes as well as condensations of inter- 
views previously held. These taped “capsules” 
are a selection of portions of taped sessions that 
Dr. Hatterer believes to be the most significant 
transactions between patient and therapist. 
These capsules were replayed by the patient at 
Suggested times, and Dr. Hatterer regards this 
approach as contributing substantially to the 
beneficial results obtained in a high percentage 
Of those treated. 

d a chapter on “Perspectives and Definitions," 

T. Hatterer reviews and quotes from Sexual 
Phe in the Human Male (1) along with use- 
j „excerpts from treatises on anthropological, 

ociological, and historical perspectives of the 
Problem. He reviews psychiatric, psychoanalytic, 
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and operational perspectives in valuable fashion. 
The chapter on the “Etiology of Homosexuality” 
gives an excellent review of many of the factors 
that contribute to the development of the homo- 
sexual. 

In the remaining chapters, all dealing with 
different aspects of the problem, Dr. Hatterer 
clearly expresses his views on such subjects as 
“Overcoming Resistance to Change,” “Methods 
for Sustaining Change,” and “Final Transi- 
tional Stages.” At the end of each chapter he 
gives a great number of excerpts from tape re- 
cordings in which he clearly demonstrates the 
manner in which he handles the material brought 
forth in the interview. In some instances the 
dialogue is dramatic and enables one to under- 
stand better the success that Dr. Hatterer reports. 

The text is at all times easy reading, and one is 
carried through the phases of treatment in a 
gratifying manner. In appendix 1 the author 
presents a summary of the variables that are to 
be considered in the evaluation of each patient 
considered for treatment. He classifies these 
variables, when present in a patient, as deter- 
mining whether they can be considered as mak- 
ing a patient a “highly treatable prospect,” 
“moderately treatable,” or one the therapist 
can hope only to palliate. Although these vari- 
ables cannot be regarded as rigid criteria, they 
are useful to one studying a particular case, and 
this appendix, together with the direct quota- 
tions from tape recordings, makes this an ex- 
cellent reference book to anyone treating a homo- 
sexual patient. 

In appendix 2 a full description of the tech- 
nique utilized is clearly presented, and tables 
summing up the results of treatment confirm 
further the growing psychiatric awareness that 
homosexuality is a treatable illness. This book 
is one to which those interested in treating the 
problem can refer with assurance that they will 


receive help. 


The reference is: 

|. Kinsey AC, Pomeroy WB, Martin CE: Sexual 
Behavior in the Human Male. Philadelphia, WB 
Saunders Co, 1948 


SAMUEL B. HADDEN, M.D. 
Philadelphia, Pa. 


Community Lire ror THE MENTALLY Iu. By 
George W. Fairweather, David H. Sanders, 
David L. Cressler, and Hugo Maynard. Chi- 
cago: Aldine Publishing Co., 1969, 349 pp., 
$10. 


The undertaking reported in this monograph 
consists of three discrete but integral programs. 
each noteworthy in its own right and all directed 
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to a single subject population: chronic mental 
patients who are permanent fixtures in custodial 
wards or in the revolving door of hospital dis- 
charge and readmission procedures. 

The first of the three programs represents an 
advance in conceptualizing an escalator of social 
roles that can be created in an open community 
to free such intractable people from the role 
deprivations of long-term hospitalization. 

The formulation is presented in the book’s 
two opening chapters and in broadened form, 
for all “marginal people," in its three con- 
cluding chapters. The reader may find it profit- 
able to read all five conceptual chapters as a 
stimulating curtain raiser to the rest of the 
volume. 

The second and perhaps most absorbing of the 
three programs centers on the creation, no less, of 
a relatively new kind of social unit in the Ameri- 
can community, designed along lines suggested 
by the authors' conceptual program. 

This social unit took the structural form of a 
commune-cooperative called “the lodge,” 
which broadly parallels the Israeli kibbutz as a 
round-the-clock residence and work-based so- 
ciety, Crucially important is that the new unit 
assigned nonpatient status and roles to a group 
of hospitalized chronic patients and sought to 
escalate the group from initially complete ad- 
ministrative dependence on professional staff to 
full operational responsibility and autonomy. 

The heart of the report is a suspenseful, often 
moving, blow-by-blow account of the group’s 
problem-ridden internal evolution and the 
bumpy, unfolding course of its interchanges with 
the surrounding community. 

We are witness here to the labor pains of a 
new and daring kind of institution, one initially 
problematic for its disabled members and 
problematic as well for the lay community that 
has long preferred to consign such members to 
distant pariahdom. 

The institution on several levels was an ex- 
periment reaching for answers to the following 
questions: 1) Would it win acceptance by the 
reluctant environing community? 2) Would its 
initial internal structure prove viable for its dis- 
abled members? 3) Would its members in time 
move as a group from dependent to independent 
status and roles? 4) Would such movement be 
followed by significant positive changes in “the 

community adjustment of lodge members"? 

The last question was the focus of the under- 
taking's third program: research evaluation of 
the effects of the second program. This was 
carried out by the administration of a battery 
of adjustment measures to a cohort of patients 

on seven occasions over a period of 40 months. 
The cohort numbered 151 VA hospital patients 
who volunteered for assignment to the lodge. 
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Seventy-five of these were randomly assij 
the experimental lodge group. 
matched patients served as a contro 
randomly assigned to traditional 
facilities in the community. The results 
evaluation are, on the whole, encour: 
specific details about the findings, howe: 
less important to underline in a book 
than the sophistication with which each p 
was planned, conducted, and reported. 

All three programs are integral t 
thors’ venture into “experimental so 
vation.” 

To this psychiatric sociologist, as to m 
clinical and community psychiatrists, tl 
ent volume emerges as one of the most ji 
contributions of recent years. , 


LEO SROLE, 
New Yo 


IN THe Service of THER COUNTRY: 
SISTERS IN Prison. By Willard Gaylin, 
New York: Viking Press, 1970, 344 pp.. 


The final chapter of this highly reat 
interesting book is titled “With Libert 
Justice for All.” In it the author points 0 
we face a serious problem in our “corr 
institutions” and the entire prison sys 
just for war resisters, but for many if not 
those incarcerated. 4 

The bulk of the volume consists of six 
well done case reports undertaken with the cl 
psychoanalytic method of case study. Thi 
many quotations from patients from th 
association and dream material. These 
ports reveal a great deal about the autho 
ception of the individuals he studied and ci 
reveal his empathy and sensitive con 
their feelings and predicaments. Any 
person who cares about his fellow mai 
these case reports touching and informa! 

The fact remains, however, that 
cannot claim this as legitimate scientific 
really should not draw some of his c 
from the documentation with which he p 
the reader. 

In both the opening and closing chapter 
book Dr. Gaylin refers to a number of wel 
stood and carefully studied sociolo 
economic facts that are well accepted 
scientific community; the role of the fa 
ghetto home, from which he is frequenti 
is one example. 

In summary, this book cannot be 
as a research study of war resisters in f 
as serious case studies that are prece! 
lowed by personal reactions to and s0 
mentary on the conflict in Southeas 
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reaucracy, and penal systems. Even the summary 
chapter is heavily larded with the author’s per- 
sonal opinions, combined with direct quotations 
from the subjects he interviewed at length. 

Dr. Gaylin refers to his subjects as “gentle 

felons,” and indeed his descriptions of them re- 
veal this genuine feeling. If this is the case, his 
opinions on the current state of our penal system 
are shared by many of his colleagues as well as 
by many informed, intelligent, and concerned 
laymen, ministers, and other members of the 
helping profession. In the opinion of this review- 
er, war resisters should not claim or have the 
status of a privileged class any more than should 
the mentally ill. It should, however, concern all 
citizens that decent, humane rehabilitative treat- 
ment is as much a privilege of the convicted, 
however "gentle," as it is of those who suffer ill- 
ness, whether physical or psychological. 
Y The author makes this abundantly clear, and 
itis to be hoped that the message will get across 
to those who are responsible for administering 
our institutions, which are purported to serve 
the interests of the individual and the society in 
which he lives. 


DoNALD C. Greaves, M.D. 
Kansas City, Kans. 


Frontiers or Auconousm. Edited by Morris E. 
Chafetz, M.D., Howard T. Blane, Ph.D., and 
Marjorie J. Hill, Ph.D. New York: Science 
House, 1970, 414 pp., $12.50. 


The editors and their colleagues at Massachu- 
setts General Hospital have presented their ideas 
and research findings for the past ten years in this 
and other journals. This most interesting book is 
an attempt to take the piecemeal and present their 
findings in a coordinated whole. 

_ How better to illustrate this than to list the sec- 
tion headings: The Alcoholic: Psychodynamics 
and Personality Structure; Engaging the Alcohol- 
ic to Enter into Treatment; The Context of Enter- 
reais Staying in Treatment, Recognizing Alco- 

lolics: Social and Professional Attitudes; Evalua- 
ae Studies; Broadening the Clinical Base: 
pioondthe-Clock Psychiatric Services; Trends in 
ia Making Alcohol Use and Problems 
à ejectable, In other words, what is an alcoholic, 
aie do we catch him, how well does it work, and 

at can we do to stop the whole thing from hap- 

Pening in the first place? We could hardly expect 
aes from one volume, and it is no reflection on 

€ editors that these questions are only partially 
answered, 

The editors’ work is with that least treatable 
n of alcoholics—the destitute, often homeless 
j rootless. From a psychoanalytic frame of ref- 

rence, it is enlightening how this group, which at 


Amer. J. Psychiat. 127:6, December 1970 


BE 


855 


first glance seems so homogeneous (repugnantly 
so), begins to break down into real and different 
human beings. It has always been discouraging 
that these people are so unmotivated, or at least 
that is how it appeared until the editors demon- 
strated otherwise. Starting with two matched 
groups of 100 emergency room patients, the edi- 
tors were able to improve on the control group's 
response to referral to the alcoholism clinic from 
five percent (one percent coming five or more 
times) to the experimental group’s response of 65 
per cent (42 percent coming five or more times). 
Read the book to see how they did it! 

From this point we are led on to many small re- 
search projects. One can sense the team’s curiosity 
as it follows each thread it finds, hoping that the 
accumulation of the studies will lead to an inte- 
grated picture of the alcoholic and his treatment. 
One fascinating example is the finding of the cor- 
relation between the affects revealed by the refer- 
ring physicians' voices (word content blocked out) 
and the success of their referrals. In fact, the 
whole issue of who gets identified as alcoholic and 
referred for help is vital since the trend is to pick 
the least treatable for referral and ignore those 
who might have been treated more successfully. 

The section on evaluative studies should be a 
basic primer for anyone considering doing an 
evaluative study. In the appendix the editors list 
46 such studies and show what is wrong with them 
(the reviewer is embarrassed to find his included 
and accepts the criticisms). About all the possible 
errors were made—inadequate sampling, lack of 
controls, unvalidated measuring devices, and so 
on. The essence of these studies is that we do not 
know for sure what results can be expected with 
various treatment techniques. Perhaps the most 
important point made is that evaluative studies 
should be planned anterospectively, not retro- 
spectively where the study must be limited by the 
patchy and often irrelevant data, The chapter on 
proper research design is most helpful. 

In the last section Dr. Chafetz discusses his 
ideas about prevention by education, He accepts 
the fact that basic etiological factors would be 
most difficult to eradicate. Hope then lies in 
teaching proper use and control of alcohol and 
setting standards of drinking that deny alcohol 
its value as a sick solution for those uneradicable 
problems. Perhaps this is an oversimplification, 
or is at least overoptimistic, but certainly his 
ideas merit consideration. 

This is a fine book. It suggests research ideas 
and how to pursue them—it makes the reader 
want to do some research himself. It also speaks 
empathically about legions of sufferers toward 
whom we have extended inadequate concern. 


Rosert A. Moore, M.D. 
San Diego, Calif. 
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Sicmunp FREUD as a CONSULTANT. By Edoardo 
Weiss, M.D. New York: Intercontinental 
Medical Book Corp., 1970, 82 pp., $5. 


This little book affords an intimate glimpse 
into the many facets of Freud’s personality. Dr. 
Weiss's recollections of his contacts with Freud 
and the letters he received from him reveal Freud 
as a man of genius who was committed both to 
the welfare of his patients and colleagues and 
to the development and promulgation of a 
theory that would explain human behavior and 
alleviate psychological distress. 

When Freud was thwarted or when his goals 
conflicted with each other he manifested the 
human qualities of impatience, irritability, and 
even poor judgment. He was tactful, com- 
passionate, and brilliantly helpful in the wise 
counsel he offered to those he thought were 
earnestly trying to further psychoanalysis, To 
colleagues he believed were loyal, he readily 
acknowledged the limitations of his own knowl- 
edge and the need for further investigation. He 
was angered by those who misunderstood or 
misrepresented him and was at times intolerant 
of some who disagreed with him even though 
their ideas merited consideration. 

It was when Dr. Weiss was a medical student 
in Vienna in 1908 that he met Freud. He main- 
tained contact with him both in person and 
through letters until Freud’s exile. The corre- 
spondence that forms the bulk of this book dates 
from 1919, when Weiss returned to his native 
Italy to practice psychoanalysis. 

In his letters Dr. Weiss consulted Freud about 
patients and sought advice not only on how to 
establish psychoanalysis in Italy but also on how 
to proceed with the translation of some of 
Freud’s writings into Italian. Preceding each 
letter is Dr. Weiss’s description of the circum- 
stances that prompted the communication. 

Freud's comments about Patients are most 
interesting. His psychodynamic formulations are 
trenchant, his suggestions are illuminating, and 
he states his disagreements with tact. Freud did 
not expect Dr. Weiss to accept all of his sugges- 
tions because he recognized the importance of the 
therapist's subjective experience and intuition. 
He cautioned against therapeutic zeal and too 
rapid revelations to patients. In some instances 
he advised Dr. Weiss to talk with the patient's 
family. 

When Dr. Weiss requested that Freud see his 
patients, Freud preferred to have Dr. Weiss 
present during the consultation. Freud expressed 
strong feelings about patients and had little 
patience with those whose motives for under- 
taking psychoanalysis he suspected. Dr. Weiss 
considered Freud an excellent consultant for 
neurotic patients but did not find his opinions 
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about psychotic patients very helpful. Dr. Weiss 
attributes this to Freud’s insufficient apprecia- 
tion of the ego deficiencies of psychotic pa- 
tients. 

Although there is little that is new in this 
volume, it is rewarding for its fresh insights into 
Freud’s courage, persistence, and humanness 
as he struggled in the face of considerable 
hostility to make his historic contribution to the 
understanding of man. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


PRINCIPLES OF INDUSTRIAL THERAPY FOR THE 
Mentatty Itt. By Bertram J. Black, M.S.W. 
New York: Grune & Stratton, 1970, 185 pp., 
$9.75. 


In this generally optimistic volume the author 
describes a broad array of industrial therapy and 
rehabilitation programs for the seriously ill hos- 
pitalized psychiatric patient. Excellent balance is 
achieved between programs in this country and 
abroad, allowing for realistic comparisons and 
suggesting features of overseas programs that may 
be ripe for importation. The review is comprehen- 
sive and as thorough a documentation of individu- 
al industrial therapy programs as exists in print 
today. £M : 

It is something else as well, summarizing as It 
does the concepts of a career rich in experience In 
the field. Professor Black's credentials are above 
reproach. He has been deeply involved at the lo- 
cal, state, and national levels as a leading expo- 
nent of occupational rehabilitation. He moved the 
Altro Health and Rehabilitation Workshop o 
York City) to its position of leadership in the ki 
before assuming his present role of professor i 
psychiatry (rehabilitation) at Albert Einstein Col 
lege of Medicine. 

His prior surveys of industrial therapy pro- 
grams both here and abroad have been publishe 
to considerable acclaim; this volume represents s 
distillation both of his experiences and his O 
servations of the work of others. This volume, 


e 

then, represents in one sense the summary 
sige ai career. It goes ! 

first phase of a distinguished ca describes 


ther, however, and in a reportorial sense 
in fine detail more than 50 applicatio! 
principles upon which the author has 
career. 

This book is essential reading for anyo Fi 
cerned with the transition from hospital Eu Die 
organization of the psychiatric patient. It Wi in 
of major importance to individuals wore 
psychiatric hospitals without industrial di 
programs and with little resource to effect Conv 
tion of their patients to a productive woe 
ronment. I think particularly of the over! 
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ing majority of private psychiatric hospitals, 
which have thus far demonstrated little interest in 
this area. Perhaps this book will also stimulate 
many otherwise competent public psychiatric fa- 
cilities to develop such activities for their patients. 

In reading this document, I occasionally wished 
for additional information, Many of the pro- 
grams are demonstration projects. How many 
continued? How many were eliminated, and for 
what reasons? Further, the author glosses over 
many of the pitfalls and complex difficulties in- 
volved in the administration of such activities. 
Little conceptual or theoretical material is pre- 
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sented, but this is available elsewhere (1). None- 
theless, this small volume is a gem to be read and 
frequently referred to by all professionals con- 
cerned with vocational rehabilitation. 


The reference is: 


1. Goldstone S, Collins RT: Concepts of vocational 
rehabilitation, in Mental Health and Work Organi- 
zations. Edited by McLean AA. Chicago: Rand 
McNally & Co, 1970 


ALAN A. McLean, M.D. 
New York, N. Y. 


incinnati College of 


eritus, University of 
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The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


PERCEPTION AND Its Disorpers. By the Association 
for Research in Nervous and Mental Disease. 
Baltimore: Williams & Wilkins Co., 1970, 
385 pp., $21. 


Nicotinic ACID IN THE TREATMENT OF ScHizo- 
PHRENIAS. Progress Report I. By Thomas A. 
Ban, M.D., and Heinz E. Lehmann, M.D. 
Toronto, Ontario, Canada: Canadian Mental 
Health Association, 1970, 32 pp., $2.50 (paper). 


LSD, Marinuana, Yoca, AND Hypnosis. By 
Theodore Xenophon Barber. Chicago: Aldine 
Publishing Co., 1970, 318 pp., $8.95. 


Tue pe Lance Synprome. By J. M. Berg, M.B., 
B.Ch., M.Sc., B. D. McCreary, M.D., M. A. C. 
Ridler, L.I.Biol., and G. F. Smith, M.D. 
Elmsford, N. Y.: Pergamon Press, 1970, 115 
pp., $8.40. 


Tuomas Jerrerson: A WELL-Temperep MiND. 
By Carl Binger. New York: W. W. Norton 
& Co., 1970, 203 pp., $6.95. 


INrANTILE Autism (1962). By Gerhard Bosch, 
translated by Derek and Inge Jordan. New 
York: Springer-Verlag, 1970, 151 pp., $10.50. 


NEVER IN ANGER: PonrRAIT OF AN Eskimo FaMiLYy. 
By Jean L. Briggs. Cambridge, Mass.: Harvard 
University Press, 1970, 379 pp., $15.25. 


Kinetic FAMILY Drawincs (K-F-D): AN INTRO- 
DUCTION TO UNDERSTANDING CHILDREN THROUGH 
Kinetic Drawincs. By Robert C. Burns and 
S. Harvard Kaufman, M.D. New York: 
Brunner/Mazel, 1970, 157 pp., $8.95. 


THE TREATMENT OF ALCOHOLICS: AN EVALUATIVE 
Stupy. By Sidney Cahn. New York: Oxford 
University Press, 1970, 239 pp., $7.50. 


BackcRoUND TO Micraine: TuHirD MIGRAINE 
Symposium. Edited by A. L. Cochrane, C.B.E., 
M.A., M.B. New York: Springer-Verlag, 1970, 
182 pp., $7.40. 


No Lancuace Bur a Cry. By Richard D'Ambrosio. 
Garden City, N. Y.: Doubleday & Co., 1970, 
252 pp., $6.95. 


BnaiN-DaMaGED CHILDREN. By Cynthia P. Deutsch, 
Ph.D., and Florence Schumer, Ph.D. New 
York: Brunner/Mazel, 1970, 162 pp., $7.95. 
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Firrv Years or THE Tavistock Cuinic. By H, y, 
Dicks. London: Routledge & Kegan Paul, 
1970, 402 pp., £4 4s. 


CumicaL HANDBOOK OF  PSYCHOPHARMACOLOGY. 
Edited by A/berto DiMascio, Ph.D., and 
Richard I. Shader, M.D. New York: Science 
House, 1970, 384 pp., $17.95. 


Cuoice Points: Essays ON THE EMOTIONAL 
Prosiems or Living with People. By John C. 
Glidewell. Cambridge, Mass.: M.LT. Press, 
1970, 144 pp., $5.95. 


OvrncowiNc THE Fear or Deatu. By David Cole 
Gordon. New York: Macmillan Co., 1970, 
115 pp., $3.95. 


Tue DevELOPMENT OF A FAMILY THERAPY PROGRAM 
IN A Private Psycuiatric Hosprrat. Monograph 
Series. By Alexander Gralnick, M.D. Leonia, 
N. J.: National Association of Private Psychi- 
atric Hospitals, 1970, 9 pp., no price listed 
(paper). 


Tue Wut ro Happiness, revised ed. By Arnold A. 
Hutschnecker, M.D. New York: Trident Press, 
1970, 192 pp., $4.95. 


R. F. K. Must Die: A History or THE ROBERT 
KENNEDY ASSASSINATION AND Its AFTERMATH. 
By Robert Blair Kaiser. New York: E. P. 
Dutton & Co., 1970, 614 pp., $9.95. 


Ler Me Live: By William Lyon, Ph.D. North 
Quincy, Mass.: Christopher Publishing House, 
1970, 174 pp., $6.50. 


VIGILANCE AND ATTENTION. By Jane F. Mackworth. 
Baltimore: Penguin Books, 1970, 180 pP» 
$1.65 (paper). 


Viotence AND THE Brain. By Vernon H. 
M.D., and Frank R. Ervin, M.D. New 
Harper & Row, 1970, 161 pp., $6.95. 


Mark, 
York: 


Basic Statistics IN BEHAVIOURAL RESEARCH. Ry 
A. E. Maxwell. Baltimore: Penguin Book® 
1970, 123 pp., $1.95 (paper). 


PuvsioLocicAL PsvcuoLocv. By Peter M. Mi w 
New York: Holt, Rinehart and Winston, 
1970, 506 pp., no price listed. 


MANITY- 


Enos Repiscoverep: Restorinc Sex ro HU press, 


By Leslie Paul. New York: Association 
1970, 186 pp., $5.95. 


Edward 


A First Group Psycuornerapy Book. By Charles 


L. Pinney, Jr., M.D. Springfield, Tl: 
C Thomas, 1970, 199 pp., $8. 
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BREATHING: H ERING-BREUER CENTENARY SYMPOSIUM. 
CIBA Foundation Symposium. Edited by 
Ruth Porter. Baltimore: Williams & Wilkins 
Co. (distributor), 1970, 394 pp., no price 
listed. 


EFFECTIVE UTILIZATION OF PSYCHIATRIC EVIDENCE. 
By the Practising Law Institute. New York: 
Practising Law Institute, 1970, 590 pp., $25. 


De KOMBINATION HYSTERISCHER UND EPILEPTISCHER 
ANraLLE. By Dr. med. Franz Rabe. New York: 
Springer-Verlag, 1970, 108 pp., $10.50. 


Freup: CHARACTER AND Consciousness. A STUDY 
or Freup’s THEorY or Unconscious Motives. By 
Israel Rosenfield, M.D., Ph.D. New York: 
University Books, 1970, 190 pp., $5.95. 


AssessMeNt OF Brain DAMAGE: A NEUROPSYCHO- 
LocicaL Key Arproacu. By Elbert W. Russell, 
Charles Neuringer, and Gerald Goldstein. 
aie York: John Wiley & Sons, 1970, 161 pp., 

12.95. 


Procram EvaLvATION IN THE HEALTH FIELDS. 
Edited by Herbert C. Schulberg, Ph.D., Alan 
Sheldon, M.D., and Frank Baker, Ph.D. New 
To Behavioral Publications, 1970, 572 pp., 

95; 


SrRUGGLES IN AN ALCOHOLIC Famity. By Edward M. 
Scott, Ph.D. Springfield, Ill: Charles C 
Thomas, 1970, 258 pp., $15. 


Marriace m Lire AND Literature. By Robert 
Seidenberg, M.D. New York: Philosophical 
Library, 1970, 302 pp., $5.95. 


Tur Psvcuorocv or Surtcie. By Edwin S. 
Shneidman, Ph.D., Norman L. Farberow, 
Ph.D., and Robert E. Litman, M.D. New 
York: Science House, 1970, 712 pp., $15. 


Tue Brain. By C. U. M. Smith. New York: G. P. 
Putnam's Sons, 1970, 381 pp., $10. 


Tur Hapreninc. By Walter S. J. Swanson. 
Cranbury, N. J.: À. S. Barnes and Co., 1970, 
220 pp., $5.95. 
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GIAMBATTISTA Vico: AN INTERNATIONAL SYMPOSIUM. 
Edited by Giorgio Tagliacozzo and Hayden V. 
White. Baltimore: Johns Hopkins Press, 1969, 
619 pp., $12. 


INSTITUTIONALISM AND SCHIZOPHRENIA: A ComM- 
PARATIVE STUDY OF THREE MrNrAL Hosprrats, 
1960-1968. By J. K. Wing and G. W. Brown. 
New York: Cambridge University Press, 1970, 
256 pp., $12.50. 


Mentat RETARDATION: AN ANNUAL Review, vol. II. 
Edited by Joseph Wortis, M.D. New York: 
Grune & Stratton, 1970, 224 pp., $14.75. 


CONTROL Processes IN MULTICELLULAR ORGANISMS. 
CIBA Foundation Symposium. Edited by 
G. E. W. Wolstenholme and Julie Knight. 
Baltimore; Williams & Wilkins Co. (distrib- 
utor), 1970, 416 pp., no price listed. 


PROGESTERONE: Its REGULATORY EFFECT ON THE 
Myometrium. CIBA Foundation Study Group 
no. 34. Edited by G. E. W. Wolstenholme 
and Julie Knight. Baltimore: Williams & 
Wilkins Co. (distributor), 1969, 187 pp., no 
price listed. 


Tue Frozen CELL. CIBA Foundation Symposium. 
Edited by G. E. W. Wolstenholme and Maeve 
O'Connor. Baltimore: Williams & Wilkins 
Co. (distributor), 1970, 308 pp., no price 
listed. 


Kins, Brains, & Learninc. By Ray C. Wunderlich, 
M.D. St. Petersburg, Fla.: Johnny Reads, 
1970, 522 pp., $7.50 (paper). 


Business AND THE HARDCORE UNEMPLOYED. By 
Lloyd Zimpel and Daniel Panger. New York: 
Frederick Fell, 1970, 311 pp., $9.95. 


Cross-CuLTurAL STUDIES OF BEHAVIOR. Edited by 
Ihsan Al-Issa and Wayne Dennis. New York: 
Holt, Rinehart and Winston, 1970, 522 pp., 
no price listed. 


[159] 


860 


= 


OFFICIAL ACTIONS 


The American Board of Psychiatry and Neurology 
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given in Indianapolis, Ind., Sept. 14 and 15, 1970. 
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The Destructive Potential of Humor 
in Psychotherapy 


BY LAWRENCE S. KUBIE, M.D., D.SC. 


The author believes that the use of humor by 
the psychiatrist is potentially destructive to 
the psychotherapeutic relationship. Some- 
times experienced therapists can use humor 
without doing harm, but beginning thera- 
pists who imitate them may do irremediable 
damage. Too often the patient's stream of 
feeling and thought is diverted from spon- 
taneous channels by the therapist's humor; 
it may even be arrested and blocked. While 
humor has its place in life, psychiatrists 
should acknowledge that it has a very lim- 
ited role in psychotherapy. 


T" LATE John M. T. Finney, Professor 
of Surgery at the Johns Hopkins 
School of Medicine, would often say to his 
classes: There is only one ‘never’ in medi- 
Cine; never say ‘never.’” Then he would 
sometimes pause reflectively for a moment 
and add, “No, that is not quite right. There 
are two. The other is never say ‘always.’ " 
With this precept in mind I want it clearly 
understood that this paper is not designed to 
Jeimisde anyone never to use humor or that 
pour is always destructive. Its purpose is 
à make it clear that humor has a high po- 
ential destructiveness, that it is a dangerous 
Weapon, and that the mere fact that it 
amuses and entertains the therapist and gives 


SCAmendad 
mended version of a paper read at a colloquium on 
ao 4 , 1969, honoring Martin Grotjahn (1). The ques- 
{hen of humor and its role in psychiatry and psycho- 
jahn 6) has always been of special interest to Dr. Grot- 
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nsultant on Research and Training, 
Sheppard and Enoch Pratt Hospital, Towson, Md., 
Maryi inical Professor of Psychiatry, University of 
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him a pleasant feeling is not evidence that 
it is a valuable experience for the patient or 
that it exerts on the patient an influence to- 
ward healing changes. i 

The interactions between patient and 
therapist have been studied most intensively 
in relation to the treatment of one individu- 
al at a time. Therefore I will limit my dis- 
cussion to the influence of humor on the 
exploratory and therapeutic aspects of in- 
dividual psychotherapy. This one-to-one 
model will serve as a point of departure 
and of comparison for later consideration 
of the influence of humor on group therapy 
and child therapy. Although these problems 
are important, I will not attempt to deal 
with them in this contribution. 

As we consider the uses and abuses of 
humor in psychotherapy, we naturally carry 
over into our thinking some of our experi- 
ences with and observations about humor 
in ordinary social situations. We know that 
in spite of all that can justly be said about 
the role of secret malice (i.e., schadenfreude) 
in the social scene, humor can also exert a 
humanizing influence. It can sometimes 
be a social lubricant, easing certain kinds 
of tension and shyness, and thus facilitating 
for some participants the opening gambits 
of conversation and communication. Yet 
others are sealed off and frightened into 
silence even by a general impersonal atmo- 
sphere of joviality. 

Sometimes humor expresses true warmt* 
and affection. At other times it is use 
mask hostility behind a false f» 
camaraderie or to blunt the $e 
disagreement. Thus even in’ 
humor is not always kir. j 
kinds of humor can occu. / 
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it is not always easy to be sure which is 
dominant. 


Significant Drawbacks of Humor 


If we examine the therapeutic situation 
more closely, we will find that only under 
special circumstances does humor facilitate 
the flow of free associations in a fashion that 
furthers the processes of therapeutic explo- 
ration. Too often the patient’s stream of 
feeling and thought is diverted from spon- 
taneous channels by the therapist’s humor, 
and it may even be arrested and blocked by 
it. 

It is clear that the patient may pay a high 
price for our use of this device. Usually the 
patient realizes how easy it is to use humor 
as a mask for hostility. He feels the hurtful- 
ness of the true word spoken in jest. Belated 
efforts to soften such jibes by explaining 
"I was just kidding" mean to the patient 
only that the therapist is kidding" himself 
and especially that he is kidding himself that 
he was not being nasty. 

Moreover, the therapists humor often 
confronts the patient with a confusing op- 
tion: the option of wondering whether the 
therapist is serious about what he is saying 
or “only joking.” 

One may bribe the patient into pretend- 
ing to accept humor, but this does not re- 
lease either his affective responses or his 
free associations. In fact, when an interpre- 
tation is presented to the patient in humor- 
ous terms, the humor tends to restrict the 
range of the patient's responses; for the 
patient to treat solemnly, by associating to 
it earnestly, that which the therapist has 
treated lightly is tantamount to correcting 
the therapist. 

Humor often serves as a defense against 
our own anxieties as therapists and also 
against those of the patient, either of which 
may be hard to tolerate. Indeed, it may be 
used as a defense against all forms of psy- 
chological pain. The sad "gay" society of 
the homosexual is an example of this defen- 
sive use of humor. Of special importance is 
the fact that patients frequently use humor 
as a defense against accepting the impor- 
tance of their own illnesses. They may mock 
even their own symptoms in their efforts to 

evade the acceptance of help. If the therapist 
steps into this trap by echoing the patient's 
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humor about his symptoms or his ailment 
he will reinforce the patient's neurotic de 
fenses. ‘ 

Many additional considerations make me 
hesitate to use humor in therapy. I will cite 
a few more of the important drawbacks, 
Even when humor is at the patient's ex- 
pense he usually feels constrained to join 
in, if only to prove to the therapist that he 
too has a sense of humor. Yet a later study 
of that patient, especially if it is made by an- 
other therapist, will often show that under 
the forced smile of his responses to the 
humor of the prior therapist he had boiled 
with hidden and persisting anger, although 
the therapists mask of humor made it im 
possible for him to express his anger. 

In fact, the therapist's humor tends f 
make it impossible for the patient to express 
any of the resentful components in his feel: 
ings. Such a bottling up of anger has a de 
Structive effect on any form of psychotherü- 
py; when this impasse is deliberately 
created not by the patient's neurosis but 
Ours, it is indefensible. 5 

Moreover, as a similar expression of theii 
neuroses, patients often undervalue their own. 
best traits and capabilities by treating then 
with mocking humor. To join the patient n 
such humor at his own expense is another 
way of stepping into a trap set by the pa- 
tient’s neurosis. This will deepen his den 
sion and stir up an intense but usua ly 
masked hostility. a 

This applies equally to many form 
humor that are not always intentional. hi 
example, any imitation of a patient by 
therapist seems to the patient like mockery, 
no matter how serious, compassionate, f 
educational the intent may be. In contra D 
this, when we make it possible for a pat! 
to study his own visual and auditory e 
we avoid any hint of mockery. This is 0n ‘a 
the many advantages of the use of w i 
Cornelison has called the "self-image a 
rience,” as described in detail in an ac 
by this author (3). 

These misgivings about any d 
imitation of a patient apply even to T 
ing to a patient's silence by silenc 
often drives the patient into deeper 
just as does open mockery, sarc 
irony. Yet this response to sile 
usually been overlooked by those 
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here too strictly to the analyst’s preference 
to make the patient speak up first. Further- 
more, this is one of the reasons why the 
echolalia technique of Carl Rogers is not 
always evocative, especially if it is not used 
with discerning discrimination. 


The Patient's History 


There are differences in the impact of 
humor between man and man, man and 
woman, woman and man, or woman and 
woman. Age differences influence the effects 
of humor both in social and therapeutic situ- 
ations. Many special considerations arise 
about the use of humor in the psychotherapy 
of children, Of primary importance is the 
question of to what extent the patient was 
exposed to teasing and mockery in earlier 
childhood. This influences the later effects 
of humor on the therapy of the adult as 
well. The therapist must always remember 
that he is rarely the first person who has 
found something “amusing” in the patient's 
life, in his idiosyncratic patterns of speech 
and behavior, or in his symptoms. In none 
of this does the patient find much to smile 
about, especially because someone other 
than the therapist has usually smiled or 
commented mockingly about these things 
long before. 

The therapist inherits a patient's buried 
reactions to earlier humor. Only at the end 
of long analytic study will the therapist dis- 
cover that some of the most destructive 
people in the story of a patient's life may 
have been those who always found some- 
thing to smile about whenever the patient 
was in pain. This predecessor may have 
been a father or mother or an older or 
younger brother or sister, or it may have 
been a friend or even some relative of a 
friend or a teacher. All of this confronts us 
with complicated problems that have far- 
Teaching importance and should be explored 
Separately. 

Consider, for instance, a woman patient 
Who was the last of several children, all but 
the oldest of whom were brothers. At first 
im had been a gay and aggressive little tom- 
Oy, accepted as such by her older brothers 
a their friends with praise, pleasure, and 
polece Inevitably, however, these 
e brothers and their friends moved on 

© adolescence, whereupon they did not 
want the little tomboy anymore but instead 
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a little girl with frills, the very kind of girl 
whom they had previously looked upon as 
a “sissy.” From that point on they made fun 
of her tomboy traits, teasing her about that 
for which they had previously praised her. 
She developed a rigid intolerance to humor 
and a serious, crippling defensive-minded- 
ness. 

No therapist could have known of this 
when he was launching her treatment. 
(When she came to me I had known that she 
had left two therapists, but I did not know 
that it was because they had tried unwisely 
to treat lightly and teasingly the symptoms 
and fantasies about which she felt so deeply.) 
She could not have told anyone that she had 
fled from these two previous efforts to find 
help because the two therapists had ‘‘ban- 
tered" in the dark, something, parenthet- 
ically, that no therapist has any right to do. 
Furthermore, these two painful experiences 
with humorous therapists had made it al- 
most impossible for her to try again, causing 
her to postpone definitive treatment for 
years and to bring into her third attempt 
even greater resistances and defensiveness. 
This is only one obvious example of the 
dangers inherent in the use of humor and of 
how easy it is to misuse it. 


Many argue that if humor is not aimed 
openly and directly at the patient, but rather 
at the patient's "opponents" in life, it com- 
municates a human touch that can bridge 
gaps and bring patient and therapist closer 
together. There is some measure of truth in 
this, but this truth is limited by the fact that 
it is hard for any patient ever to feel sure that 
he is not in some unacknowledged way the 
butt of this humor. This may be only because 
he resents the fact that he is suffering while 
the therapist is taking things gaily and light- 
ly. For it is never any fun to have a neurosis, 
nor is it ever fun to be in treatment. Conse- 
quently, no matter how consciously well in- 
tended the therapist’s humor may be, the pa- 
tient usually perceives it as heartless, cruel, 
and unfeeling. 

Moreover, while we may be masking our 
own hostilities with this humor, we silently 
pressure the patient to accept it without 
manifesting the justifiable resentment that 
he feels toward us for treating his suffering 
in so cavalier a fashion. The problem re- 
minds one of the court jester, that mocking 
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figure who had a special license to poke fun 
at the monarch, but with the threat of the 
king’s wrath always hanging over his head. 
Here, the patient is the monarch who may 
“lose his cool." Thus even to poke fun gent- 
ly may endanger the therapist's leverage. 

Two examples of mocking interpreta- 
tions are reported in an article by Victor 
Rosen (4, pp. 719,720). In this account the 
disturbing intrusion of disguised hostility 
from both sides is evident, yet the immedi- 
ate and remote consequences are not fully 
explored. This does not prove that the ef- 
fects are either creative or destructive, but 
only that they are subtle, complex, and often 
unpredictably dangerous. 


Impairment of the Therapist's Role 


Humor also impairs the therapist's nec- 
essary incognito. The highly charged psy- 
chotherapeutic relationship is one of the 
most important relationships in the world, 
but also one of the most subtle and difficult. 
It puts demands on us as psychotherapists 
for which the human race is hardly ready. 
We have not reached a degree of maturity or 
à quality of wisdom and generosity that jus- 
tifies our attempting to play this role at all. 
Yet the pressing needs of sick patients force 
us to attempt it. 

As a result, most of the technical devices 
of analytic therapy (such as the effort to pre- 
serve the analytic incognito and the sepa- 
ration between social and professional re- 
lationships) have as one of their central 
goals the protection of the patient from the 
frailties of the therapist. Therefore these 
provide generous and important contribu- 
tions to the patient’s welfare. We can leave 
their protection only with many precautions. 
Yet humor is a subtle way of circumventing 
their protective restrictions., 

For example, whether or not the therapist 
seeks it, he is placed automatically in a po- 


sition of almost unquestioned authority to 
which he never is entitled, for the therapist’s 
Position vis-a-vis the patient enables the 
therapist to project secretly and by substi- 


tution many of his own unsolved problems 
He transplants these unconsciously out of 
his own troubled Past; in doing so he is like- 
ly to use the patient (and also the patient’s 
family) as whipping boys, as Surrogates for 
his own parents, siblings, spouse, old 
friends, and so forth. Against the therapist's 
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nerable and more exposed. i 
The price of internal freedom 
dom from the internal tyranny of: 
past) is that same vigilance that i 


from external tyrannies. We can 
this indispensable vigilance only 
main emotionally objective and ui 
But humor blunts the vigilance of 
observing mechanisms and our < 
recting efforts. Furthermore, the 
humor automatically creates a 


hibitionism, or wooing. They say t 
tient, “See how bright and witty and 
ing and charming and delightful I can} 

Consequently, humor is especially. 


man an opportunity to parade hims' 
wit before the eyes of his patients andy 
rectly, his colleagues. Humor is also à 

letting down the bars against the mal 


smuggles humor in as a gesture 
ment. Humor is perhaps the most 
form of transference wooing. 


tient suffers silently. Whether he 
Or not, every patient is in pain; to ha 
body viewing the patient and his 
charm and easy humor may gratify 
admiring therapist, but never th 
And when the patient feels consti 
laugh along politely, he is merely à, 
a “laugh-in,” because he is afraid to 4 : 
the therapist by not joining in. The 
devastation that goes on inside 
light only much later. y, 
The patient has no escape hatch: 
therapist’s captive audience, if the th 
is callous enough to misuse him in 
The patient does not dare to say 
not amused,” as did the good Q 
toria when a court favorite attempted 
hearted takeoff of some of her eas 
nized mannerisms. In this respect. 
therapy is reminiscent of H.G. Well 
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comments on humor in the classroom: “Ac- 
ademic humor! Ugh!" Humor, then, is a way 
of taking advantage of the patient. Over the 
latter’s desperation the therapists humor 
runs a steamroller. I have picked up traces 
of patients’ delayed, bitter responses to the 
lighthearted or bantering approach of the 
therapist more often than I care to contem- 
plate. 

For the beginning therapist these dangers 

and reservations are doubly loaded. It is 
especially to the beginner that humor seems 
to be easier than any other way of introduc- 
ing topics that are painful both to the pa- 
tient and the therapist. In fact, it is during 
the learning period that humor is most allur- 
ing and its use most dangerous. Unless he is 
psychologically callous and unfit, the young 
psychiatrist, new to the therapeutic situation, 
takes up his responsibilities with a tense 
combination of masked terror and anger, 
from which humor is an escape and against 
which it is a defense. 
: Over long years of experience in supervis- 
ing in private and hospital practice both 
analytically informed psychotherapy and 
young students of analysis, I have seen hu- 
mor tried countless times. Yet I cannot 
point to a single patient in whose treatment 
humor proved to be a safe, valuable, and 
necessary aid. 


That even the therapist who defends the 
use of humor and banter feels some secret 
Built about being humorous is proven by the 
fact that he almost never reports his own 
humor in his accounts of therapeutic ses- 
sions. He forgets it, hides it, and reports se- 
tiously what he actually presented to the 
patient with humor. Consequently, the use of 
video tape recordings of therapeutic and 
Supervisory sessions would be the only pos- 
Sible way to study a true sample of the use 
of humor in therapy. 

Sometimes the joke is on the therapist, 
who cannot allow himself to appear angry 
When the tables are turned in this way. He 
dn always laugh along, because if he 
1 he will lose an invaluable opportunity 
i elp the patient to gain more insight in- 
n the latter's use of humor as a weapon. 

he therapist walks a tightrope, or better, 
4 whole network of crisscrossing tightropes. 
ve can be no rigid or inclusive rules about 
Ow to handle this. Yet we hold always to 
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the ultimate question of whether humor fa- 
cilitates the patient’s free associations. This 
is the ultimate test of humor's effects on the 
process of therapy. 

Let me make it clear that much of this ap- 
plies equally to that which the patient may 
smuggle past his own repressing mechanisms 
by using humor. Yet the effects on the pa- 
tient of his own humor are not identical with 
the effects of the therapist’s humor. I have 
seen patients speak the true word in jest 
quite freely, only to sit or lie in stunned si- 
lence as the realization slowly grew of the 
true implications of what they had just said. 

The critical difference is between smiling 
or laughing with someone (which rarely 
does harm) or smiling and laughing at them. 
Therefore, there is nothing in what I have 
written here that suggests that it is inappro- 
priate or damaging to respond with appro- 
priate amusement to a patient’s spontaneous 
humor, particularly if such an interchange 
of humor enters into the therapeutic inter- 
change only as one of the signs of improve- 
ment after the process is well along. Yet even 
here there is a hidden danger. The patient 
who has a gift for humor may offer humor 
not only as a screening device but also as a 
way of seducing his therapist out of his ther- 
apeutic role into one of gay participation in 
fun. 


Appropriate Use of Humor 


Therefore I can qualify my reservations 
about the use of humor in therapy only to 
a limited extent and under special circum- 
stances. It is never justifiable to make fun 
of patients or their symptoms, no matter 
how strange or grotesque these may seem, 
or of neurotogenic patterns of general be- 
havior that are the symptomatic expressions 
of the underlying neurotic process. This 
serves only to increase the patient’s pain, 
resentment, and defenses. 

However, as a patient gradually achieves 
a progressively deeper self-understanding, 
gentle and sympathetic humor can some- 
times help him to mobilize a determination 
to use his new insights so that he can limit, 
control, and guide the symptomatic expres- 
sion of what remains of the neurotic process. 
In other words, as insight helps the patient 
to emerge from domination by his own un- 
conscious processes, the incorporation of 
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these new insights into new conscious con- 
trols can sometimes be assisted by the light 
touch, but only then. 

In the hands of a senior therapist, humor 
certainly can at such times be a safe and ef- 
fective tool. Yet I am not ready to accept 
even so limited a claim without at least one 
serious reservation. What the senior does the 
junior soon will imitate. In fact, every sen- 
ior, whether or not he has formal status as 
a teacher, provides a pattern that younger 
men will try to imitate. Thus even if it could 
be demonstrated beyond question that the 
use of humor /ate in therapy is safe in the 
hands of the experienced, how can the in- 
experienced be dissuaded from imitating 
too early so easy, seductive, and self-grati- 
fying a device? 

A special warning is in order against the 
type of bitter banter that the late Harry 
Stack Sullivan used so destructively. Here 
the therapist indulges a fantasy that he has a 
license to attack under a thin disguise of hu- 
mor. One is justified in making one general- 
ization about this: Those who are most vio- 
lent in their defense of humor in psycho- 
therapy often have faces that are distorted 
with anger even when they think they are 
at peace and unobserved. Any lecturer on 
this topic, particularly if the group is not 
too large, can spot them in the audience by 
their chronic expressions of tense resent- 
ment. These men do not want to be deprived 
of their right to use and misuse something 
that they misterm “humor.” 

_ Conversely, a dour approach can also have 
its dangers. Some patients have had parents 
who were overserious and dour and who 
acted as though they were reluctant ever to 
feel or express humor with a child. If the 
i therapist assumes a similar attitude toward 
a child or adult who comes from such a back- 
ground, the patient will be forced to identify 
the therapist with that kind of parent. One 
cannot know this ahead of time about any- 
Hp Md icd d it creates special 
i s nching treatment. Later, 
Owever, it may feed useful material into the 
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therapeutic process. Consequently, 
likely to create temporary obstac! 
start than lasting difficulties. This 
to all ages, but it means that in de 
adolescents there is special danger ii 
rejection of the adolescent's humoro; 
tures. Lo 
Whenever the therapeutic proce: 
to be approaching a successful ter 
or interruption, a mutual interch 
humor can have some positive ady; 
and certainly few risks. Even here, hoy 
one risk remains: the danger that. 
mor both patient and therapist c 
themselves that the end of treatmen 
proaching. In itself humor is so much 
pleasant than the harsher and mo 
denying rigors of formal therapy tha 
be used to hide persisting sympto 
other residues of unresolved and still 
conflicts. It can be misused to fool our: 
with premature hopes that we are r 
the end of treatment. Against this 
safeguard is the eternal vigilance 
learns to maintain only out of long, 
ful, and repeated experiences of having 
fooled before. z 
Humor has its place in life. Let us Ki 
there by acknowledging that one 
where it has a very limited role, if a 
psychotherapy. ' 


! After reading this paper some experienced im 
ists and general practitioners comment f 
cautious warnings and considerations are Ol n 
portance in all forms of medical and surgical pri 
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A Developmental Approach to 
the Borderline Patient 


BY ELIZABETH R. ZETZEL, M.D. 


The treatment of the borderline patient in- 
volves considerable activity and definite 
structure on the part of the therapist, di- 
rected mainly toward helping the patient 
utilize a realistic doctor-patient relationship. 
Borderline patients are seldom capable of 
tolerating the painful affect integral to the 
emergence of regressive transference reac- 
tions. Despite this and other limitations, 
many borderline patients are capable of 
maintaining a high degree of adaptation, 
provided the therapist remains available to 
them in a limited manner for an indefinite 
period. 


LE ^ BRITISH TEXTBOOK first published 16 
years ago Mayer-Gross, Slater, and Roth 
observed that “Diagnosis, properly under- 
stood, has never been only naming and la- 
belling. Ideally it implies judgment of causa- 
tion (authors’ italics), and even if this is 
impossible for lack of knowledge, it always 
includes a plan of action—i.e., of treatment" 
(1). The term “borderline patient” suggests 
that the plan of action, i.e., treatment appro- 
priate to a certain group of patients, may be 
a by a specific diagnostic formula- 
i an This, however, may be somewhat mis- 
leading. It suggests recognized clinical 
Mn E MEME lead to a generally accepted 
NE This diagnosis, moreover, explic- 
3 y refers to the patient and his overall per- 
onality structure and not to his immediate 
presenting symptoms. 
mn from a passing reference to border- 
x sc izophrenia included in the descrip- 
on of latent schizophrenia, the second edi- 
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tion of the Diagnostic and Statistical Manual 
of Mental Disorders ( DSM-II) of the Amer- 
ican Psychiatric Association does not include 
the diagnosis "borderline patient.” It should 
also be noted that the word “borderline” 
does not appear in the “Cross-National 
Study of Diagnosis of the Mental Disor- 
ders," published as a supplement to The 
American Journal of Psychiatry in April 
1969. More than one-third of the patients 
included in this study were, however, rele- 
gated by both American and British psychi- 
atrists to a heterogeneous group described 
as “all other disorders." As a British-trained 
psychiatrist who has worked for many years 
in this country I would like to hazard a guess. 
I believe that a significant percentage of 
these patients would have been described as 
“psychopathic personalities" or "character 
disorders" by the British diagnosticians. 
Many of these same patients would almost 
certainly have been described as “border- 
line” by their American collaborators. 


The widespread use of the terms “border- 
line states” and “borderline patients" high- 
lights a problem peculiarly characteristic of 
diagnosis in psychiatry. I refer here to the 
tendency to make diagnoses not on positive 
but on negative grounds. Conversion hyste- 
ria, one of the first conditions investigated 
by Freud, has thus often been diagnosed 
when physicians cannot find any organic 
disease to account for a patient's physical 
symptoms or disabilities. A Glossary of 
Psychoanalytic Terms and Concepts (2) does 
not describe the borderline patient. It does, 
however, refer to "borderline states” as “a 
group of conditions which manifest both 
neurotic and psychotic phenomena without 
fitting unequivocally into either diagnostic 
category.” 

In contemporary American psychiatry 
the diagnosis of borderline is all too fre- 
quently made on a related, essentially nega- 
tive evaluation. The patient does not suffer 
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from an overt psychotic illness or a generally 
accepted personality disorder. There is no 
organic disease. Symptoms and/or charac- 
ter structure, however, preclude a diagnosis 
of either neurotic illness or straightforward 
neurotic character structure, 


Identifying the Borderline Patient 


Since I strongly believe that accurate diag- 
nosis is an essential prerequisite to appro- 
priate treatment I will attempt to outline 
my own criteria for describing a patient as 
falling into the amorphous group known as 
borderline. Neither historical data nor a 
brief diagnostic evaluation of the patient's 
presenting mental status may provide suffi- 
cient evidence to make such a diagnosis. In 
the first place, as DS$M-II implies, many pa- 
tients initially described as borderline be- 
cause their mental status does not reveal 
frank psychosis prove on further investiga- 
tion or therapeutic efforts to be in fact schizo- 
phrenic. At the other extreme, however, I 
have seen a number of patients, particularly 
late adolescents and immature young adults 
during an acute developmental crisis, whose 
mental status could be described as border- 
line, according to the definition of the psy- 
choanalytic glossary. 

Recognition of a borderline state does 
not, however, always justify making the 
diagnosis of borderline patient. The subse- 
quent history of many such individuals, in- 
cluding their response to appropriate thera- 
peutic intervention, demonstrates the fact 
that such a diagnosis would have been mis- 
taken. Conversely, however, the borderline 
patient does not always initially present 
Symptoms that suggest the diagnosis of a 
borderline state, Apparently normal individ- 
uals, and many patients whose presenting 
Symptomatology appears to be neurotic, 
only reveal their borderline character fea- 
tures during the course of analysis and re- 
lated therapeutic techniques, 

3r have thus indicated that the definitive 
diagnosis of certain types of schizophrenia 
and its differentiation from the regression 
attributable to a developmental crisis often 
require a more or less extended evaluation of 
the patient's response to a therapeutic en- 
deavor. In briefest terms, the kind of doctor- 
patient relationship that is established may 
prove to be a crucial factor in respect to 
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reaching a definitive diagnostic evaluation, 
This I believe is peculiarly applicable to the 
diagnosis of the borderline patient, Unlike 
the potentially healthy or neurotic patient 
seen during an acute crisis, the borderline 
patient does not easily establish the confident 
doctor-patient relationship that is concomi- 
tant to recompensation. Magical expecta- 
tions, impairment of the distinction between 
fantasy and reality, episodes of anger, sus- 
picion, and excessive fears of rejection are 
to be anticipated over a relatively extended 
period. Unlike the schizophrenic, however, 
the borderline patient in a favorable tre 
ment situation gradually becomes able, with 
out the use of medication, to acknowledge; 
and at least partially relinquish unrealisti¢ 
magical expectations and equally unrealist 
fears and suspicions. I believe that the el 
ments of such a favorable treatment situati 
may be understood within the context. 
psychoanalytic theory as a comprehensi, 
developmental psychology. 


A number of contemporary psychoand 
lysts have independently come to the com | 
clusion that certain crucial aspects of defi 
tive psychic structure and function — 
initiated in the early mother-child relatione 
Ship. These in my opinion include, first, the 
achievement of definitive self-object differ 
entiation; second, the capacity to recogni 
tolerate, and master separation, loss, 8 
narcissistic injury; and third (and possi 
most important in respect to this subject) ti E 
internalization of an ego identification ai 
self-esteem that will permit genuine auton 
my and the capacity to maintain stable ony 
to-one relations. E 

In summary, the potentially healthy må 
vidual has substantially acquired e 
these crucial ego attributes. The psyc"o 
has either failed to acquire or has beco 
significantly impaired in respect to all t i 
The patients I consider to be border 
show relative although not necessarily qf 
failure in respect to each of these c 
mental tasks. The vulnerability of the 
object differentiation is illustrated by d 
difficulty in distinguishing fantasy an å 
ty, particularly under conditions of si 
a therapeutic situation that fosters the “ti 
gence of a regressive transference a 
Such impairment is, however, more M 
and completely reversible than that 9'7 
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psychotic patient. The borderline patient’s 
limited capacity to tolerate painful affect is 
an important factor in determining such 
regressive responses. This may be consider- 
ably increased during the course of success- 
ful therapy. However, the borderline pa- 
tient’s capacity to internalize a sufficiently 
stable ego identification to become genuinely 
autonomous is typically limited and vulner- 
able. For this reason many borderline indi- 
viduals fall into the group of relatively inter- 
minable patients. 

I am thus proposing that diagnosis of the 
borderline patient involves a distinction 
between problems determined by unresolved 
intrapsychic conflict, regressive changes 
attributable to a period of serious develop- 
mental or situational stress, and finally, 
significant failure to establish certain basic 
ego functions. This differentiation implies 
complex and interrelated problems relevant 
to both instinctual and ego development. 
Freud himself was clearly aware of its prob- 
able crucial importance when in 1911 he 
wrote: 

While the ego goes through its transformation 
from à pleasure ego into a reality ego the sexual 
instincts undergo the changes that lead them from 
their original autoerotism through various inter- 
mediate phases to object love in the service of pro- 
creation. If ... each step in these two courses of 
development may become the site of a disposition 
to later illness, it is plausible to suppose that the 
form taken by the subsequent illness will depend 
on the particular phase of the development of the 
ego and of the libido in which the dispositional 
inhibition of development has occurred. ... Thus 
wetPerted significance attaches to the chrono- 
gest features of the two developments (which 

às not yet been studied) and to possible vari- 
ations in their synchronization (3). 

This statement illustrates in the first place 
the depth and scope of Freud's approach to 
mental life. Although, in addition, it long 
antedates the structural theory as we under- 
Stand it today, its emphasis on the impor- 
tance of the reality principle is specifically 
relevant to the group of patients under dis- 
cussion. One widely accepted characteristic 
P. borderline patients concerns their percep- 
ion and acceptance of the limitations of 
reality. Although finally, Freud himself 
never discussed therapeutic techniques other 
than those of traditional analysis, this state- 
ment is compatible with contemporary 
Understanding of psychoanalysis as a com- 
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prehensive developmental psychology. It 
may thus be suggested that techniques appro- 
priate to the treatment of patients suffering 
from developmental failure might differ con- 
siderably from that of traditional psycho- 
analysis. 


Therapeutic Strategy 


Since this is a clinical rather than a theo- 
retical paper I have reluctantly decided to 
exclude reference to the analytic literature 
on this subject. Briefly, however, contem- 
porary analysts hold a wide range of opinion 
as to how far this group of patients can uti- 
lize therapeutic techniques closely related to 
that of clinical psychoanalysis. In my own 
experience intensive and/or unstructured 
therapeutic situations present significant 
dangers to patients who suffer from the type 
of developmental failure I have described. 
Many borderline patients have reached my 
office after years of unsuccessful intensive 
treatment characterized by highly regressive 
transference responses. In addition, my ex- 
perience as a teacher and a supervisor has 
reinforced my sensitivity to the dangers of 
serious regression in borderline patients ex- 
posed to an unstructured treatment situation 
and a nonparticipating, silent therapist. 
Finally, as a psychiatrist aware of the press- 
ing need to find appropriate and available 
methods of treating this very difficult group 
of patients I would like to emphasize the 
importance of formulating techniques that 
demand a minimum rather than a maximum 
of psychiatric attention. 

The technique I have developed is thus 
based on the premise that borderline patients 
are characterized by relative developmental 
failure in respect to basic ego functions. Al- 
though such failure may be deceptively ex- 
pressed in terms of instinctual fantasy, it is 
nevertheless best understood in terms of 
those ego attributes that are initially estab- 
lished in one-to-one relationships. I have 
focused primarily on the achievement of a 
stable, realistic, and consistent doctor- 
patient relationship. My recognition of the 
primitive core of this relationship, which I 
have defined elsewhere as a therapeutic alli- 
ance (4), originally derived from the practice 
of traditional psychoanalysis. Even relatively 
healthy neurotic patients may experience a 
regression that impairs certain basic ego 
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functions in an unfavorable analytic situ- 
ation. The establishment of a good doctor- 
patient relationship does not in general 
present serious difficulties in the treatment 
of neurotics. 

As already indicated, however, borderline 
patients, particularly during the opening 
stages of treatment, have serious difficulties 
in relating to the therapist in a confident or 
consistent manner. When in addition they 
are first seen during a regressive crisis they 
may be appealing, distressed, and highly 
manipulative, If, as sometimes happens, the 
therapist reluctantly accedes to the border- 
line patient’s excessive demands he may de- 
feat his own therapeutic goals. Like psychot- 
ics, these patients are unusually sensitive to 
inconsistency or affective responses attribut- 
able to negative countertransference reac- 
tions on the part of the therapist. It is thus 
essential that the therapist should so struc- 
ture the treatment that he can consistently 
fulfill his initial undertaking. Any decision 
to embark on intensive therapy should be 
slowly and carefully planned. It should only 
be implemented through a mutual decision 
that has been initiated by a therapist fully 


prepared for a long, demanding, and difficult 
treatment. 


Regular but Limited Contacts 


In practice I have seldom found that the 
establishment of a satisfactory therapeutic 
relationship is substantially furthered by 
frequent appointments. It is rather my im- 
Pression that stability, consistency, and the 
ability to set realistic limitations are of pri- 
mary importance in the technique most 
appropriate to the borderline patient. I am 
far from considering this form of treatment 
as merely supportive. These patients will 
test the therapist in innumerable ways, One 
Successful interview with a difficult border- 
line patient may be far more demanding 
than four or five sessions with an analyzable 
neurotic. It is essential that the therapist 
should not present himself as an omnipotent 
figure with inexhaustible resources. It is also 
necessary to make the important distinction 
between clarification of regressive distortions 
that impair the realistic doctor-patient rela- 
tionship and transference interpretations 
directed toward intrapsychic insight, 
Regular but limited contact (very seldom 
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more than once a week) often proves 
for both therapist and patient. Und 
circumstances the therapist is less likely 
develop ambivalent countertransfe 
reactions, which may further a regi 
therapeutic situation. Careful structui 
accepted by the patient, often leads 
a greater acceptance of the limitati 
reality and greater productive use of 
session itself. This, under favorable circi 


neurotic who can profit by the limited regres: 
sion characteristic of the transference neuro- 


failure was initiated in a one-to-one reli 
ship, improvement is best achieved thro 
the establishment of a new and better ri 
tionship than had been achieved d 
earlier periods of developmental crisis. Tli 
is a new and real relationship that canno| 
subsumed under the heading of transferer 
Once established it can usually be maintain e 
by relatively infrequent therapeutic in 
views. For many borderline patients, hi 
ever, it may be necessary for the therapis 
to remain at least potentially available ov 
an indefinitely extended period. 


In summary, psychoanalysis as a compre 
hensive developmental psychology includes 
an understanding of the achievements pre 
requisite to the achievement of maturity | 
psychic health. The borderline patient 1 | 
veals relative developmental failure in 1 | 
spect to crucial ego attributes contingent 0! | 
the establishment of stable one-to-one re^? 
tionships. The treatment of these patients 
involves considerable activity and de 
structure on the part of the therapist. It! 
mainly directed toward helping the patit 
achieve further progress and maturatlo 
through the utilization of a realistic doc 
patient relationship. Borderline patient 
seldom capable of tolerating the pal te | 
affect integral to the emergence of regress!” 
transference reactions. They readily lose TE 
capacity to maintain the crucial distincto. 
between transference and reality that sd 
necessary prerequisite for psychoan: 
and related methods of insight therapy: 


Despite these limitations many borde! h 
patients prove capable of maintaining a 
degree of adaptation, providing the i 
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pist remains available to them in a limited 
manner for an indefinite period. Although 
such treatment differs markedly from the 
technique of traditional psychoanalysis, it 
is nevertheless based on our contemporary 
understanding of early psychic growth and 
development. In this sense the diagnosis of 
borderline may meet the criteria outlined in 
my opening quotation. It implies judgment 
of causation, i.e., developmental failure. It 
also includes a plan of action, i.e., treatment 
directed toward developmental progress. 


3. 
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QUESTIONS OF THE MONTH 


Question 1. 


Each of the questions or incomplete s 
five suggested answers or completions. 


case. 


tatements below is followed by four or 
Select the one that is BEST in each 


Each of the following is a primary characteristic of organic brain syndrome 


EXCEPT 
(A) impairment of memory 
(B) impairment of orientation 
(C) 
(D) 
(E) 


Questions 2-5. 


paranoid thinking 
impairment of judgment 


The questions below consist 
numbered words or statements. 


the one heading that is most closely associat 


lability and shallowness of affect 


of four lettered headings followed by a list of 
For each numbered word or statement, select 


ed with it. Each lettered heading 


may be selected once, more than once, or not at all. 


(A) Secobarbital 


(B) Lysergic acid diethylamide (LSD) 


(C) Chlorpromazine 
(D) d-A mphetamine 
2. Increases the filtering properties o 
3. Decreases the filtering properties o 
4 


. Raises the threshold for electrical stimu 


tem 


5. Lowers the threshold for electrical stimulation of the retici 


system 


(The Questions of the Moi 
APA. The answers are supp! 
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f the reticular activating system 
f the reticular activating system 
lation of the reticular activating sys- 


ular activating 


nth are from the Self-Assessment Program of the 
lied on page 881 of this issue.) 
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Studies of Alpha-methyl-para-tyrosine, L-dopa, and 
L-tryptophan in Depression and Mania 


BY WILLIAM E. BUNNEY, JR., M.D., H. KEITH H. BRODIE, M.D., 
DENNIS L. MURPHY, M.D., AND FREDERICK K. GOODWIN, M.D. 


L-dopa and L-tryptophan, metabolic pre- 
cursors of norepinephrine and serotonin 
respectively, and aMPT, a blocker of cate- 
cholamine synthesis, were administered to 
depressed and manic patients in an attempt 
to decrease their psychopathology and to 
test the monoamine theory of affective dis- 
orders. L-dopa and aMPT clearly altered 
mocd and thought patterns in some patients, 
while L-tryptophan was less active. Analysis 
of urinary and cerebrospinal fluid amine 
metabolites documented the metabolic ef- 
fects of the compounds during periods of 
behavioral change. 


d s PURPOSE of this paper is threefold: 
1) to illustrate a research strategy in- 
voiving the utilization of therapeutic com- 
pounds in mental illness that are known to 
have specific metabolic actions; 2) to present 
data concerning the use of compounds that 
provide information about a given hypothe- 
Sis, in this case, the biogenic amine theory of 
depression and mania; and 3) to study the 
biochemical and behavioral interactions in 
man between two important neurotrans- 
mitter systems, the catecholamine and the 
indoleamine systems. 

The biogenic amine theory suggests that 
the brain neurotransmitters norepinephrine 
(1, 2), dopamine, and/or serotonin are func- 
tionally decreased in depression and in- 
creased in mania (2). The tricyclic com- 
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pounds and the monoamine oxidase (MAO) 
inhibitors commonly used to treat depression 
increase functional levels of the neurotrans- 
mitters, and this increase is hypothesized to 
be related to their mode of action (3). How 
ever, these drugs are nonspecific in the sens | 
that they affect more than one neurotrans- 
mitter. Thus, it would be desirable to utilize 
compounds that selectively alter specific 
aspects of the metabolism of a particular 
Neurotransmitter in order to understand ils 
role in affective illness. 


Figure 1 reviews four such compounds oy 
have selective effects on biogenic amines an 
that offer the opportunity to systematically 
test aspects of the biogenic amine theory. AS 
shown in figure 1, the neurotransmiten, 
norepinephrine, serotonin, and dopanti D 
not pass the blood-brain barrier (4); thus, 
direct testing of the biogenic amine i 
by their administration in man has not a 
possible. Metabolic precursors of these ne : 
L-dihydroxyphenylalanin 


rotransmitters, ne 
(L-dopa) and L-tryptophan, when a P 
tered in large doses, have been shown a 
the blood-brain barrier and to alter je 
levels of the corresponding amines QU 
mals (5-8). L-tryptophan and Lo 1 
given in this study in large oral doses a 
pressed patients in an attempt to revers 
theorized deficit. 


: nd 
Alpha-methyl-para-tyrosine (aMPT) ? 


e 
parachlorophenylalanine (PCPA) pass 
blood-brain barrier and inhibit the T 
sis of norepinephrine and serolon one 
tively, as shown in figure 1 (9, 10). T casing 
or both of these compounds, by derea » 
the functional availability of a spec! sy 
transmitter, might decrease m een 
tomatology. Research on PCPA (D. To 
presented in a separate publication used | 


our knowledge, aMPT has not e pre 
before in the treatment of mania; of 
j 


eis loses 
liminary results on the use of large d jh 
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FIGURE 1 


Schematic Representation of Compounds 
Affecting Brain Neurotransmitters 


BLOOD-BRAIN 
BARRIER 


PERIPHERY 
Laryptophan 


L-dopa in depressed patients have been re- 
ported in more detail elsewhere (12, 13). 


Methodology 


Patients were studied at two National In- 
stitute of Mental Health research units de- 
signed for the collection of behavioral and 
biochemical data on a longitudinal basis. 
The patients in the study were diagnosed as 
either manic-depressive or psychotic-de- 
pressive. A trained nursing research team 
rated the patients twice daily on a 15-point 
multi-item scale designed to evaluate depres- 
sion, psychosis, and mania (14). Consistent- 
ly high interrater reliability has been demon- 
strated with this scale. Active medication 
and placebo were administered double- 
nad a nonrandom design. The average 
one of administration and average 
te E dose of the compounds adminis- 
io were: aMPT—3 gm. for 15 days, L- 
s pa—7 gm. for 30 days, L-tryptophan— 

gm. for 16 days. 

e mproyemeni was defined as a change of 
b aan two points on the rating scale 
bias the five days prior to medication were 
dads ME the five days of maximum 
iuc imilarly, when the patient was desig- 
this e becoming worse on a given drug, 
a as defined as an increase in depression 
X nM ratings of more than two points. 
ROBES change on our rating scale 
Pi ented a significant behavioral change, 

€ the top and the bottom of the scale are 
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rarely used. The behavioral change was fur- 
ther documented by descriptions of verbal 
and nonverbal behavior recorded for each 
patient by the nursing research team every 
eight hours. For those patients who showed 
improvement, immediate relapses associ- 
ated with placebo substitution were noted 
in the majority of cases, thus increasing our 
level of confidence in the efficacy of the com- 
pound in an individual patient. Relapse dur- 
ing placebo periods is important in the eval- 
uation of drug effects because of the 
frequency of spontaneous remissions and 
exacerbations in manic-depressive illness. 

Twenty-four-hour urine pools were col- 
lected throughout hospitalization for the de- 
termination of urinary catecholamines and 
indoleamines and their metabolites (15-18). 
Cerebrospinal fluid was obtained from some 
patients and was also analyzed for the 
metabolites of the catecholamines and in- 
doleamines(19, 20) All patients studied 
were on a constant low catecholamine and 
low indoleamine diet. 


Results 
Alpha-methyl-para-tyrosine 


Since «MPT specifically inhibits the syn- 
thesis of norepinephrine and dopamine (9) 
it would be predicted, according to the bio- 
genic amine theory, to decrease manic symp- 
toms by decreasing the availability of brain 
norepinephrine and dopamine. 

Of seven manic patients treated with 
aMPT, five showed decreases in their symp- 
toms but only two of these patients became 
worse again when placebo was substituted. 
Two manic patients became worse on 
aMPT. On the other hand, three of four 
depressed patients showed an increase in de- 
pression on aMPT. The clinical ratings of 
three depressed patients increased signifi- 
cantly on aMPT and in two instances de- 
creased following placebo substitution. One 
depressed patient showed no change. 

A particularly clear example of the rela- 
tionship between aMPT and improvement 
in mania is illustrated in figure 2. This pa- 
tient had shown a significant decrease in 
mania ratings three out of three times on 
a MPT and relapsed twice when placebo was 
substituted. The second period on aMPT 
for this patient is illustrated in detail in this 
figure. Prior to aMPT administration, on 
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FIGURE 2 
Description of Clinical Improvement in Mania with aMPT 
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TABLE 1 


Urinary Excretion of Catecholamine Metabolites and Dopamine as 
Related to aMPT Administration in Five Patients 
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VMA* MHPG* 
PERIOD MG. PER 24 HRS. MG. PER 24 HRS. MG. PER 24 HRS. 
Before administration of aMPT 426 + 1.2 1.82 + 0.50 387.6 + 108.8 
On >2 gm. aMPT per day 1.00 + 0.7°* 0.59 + 0.36* * 95.6 + 30.6''* 
After discontinuation of aMPT 3.04 + 0.4*** 1.86 + 0.52*** 222.34 400''* 


"Abbreviations: VMA 3-methoxy. 4-hydroxy mandelic acid: MHPG  3-methoxy, 4-hydroxy-phenyl-glycol 


+ *Significantly different from previous level: p< .05 using Student's t test. 
++ Significantly different from previous level: p< .1 using Student's t test 


day -1, the patient was in seclusion, yelling, 
demanding, and giving orders, as docu- 
mented by the nurses’ daily descriptions. 
By the second day on aMPT, she was out of 
seclusion, well groomed, and in very good 
control. This appropriate behavior contin- 
ued throughout the six days on aMPT until 
the second and third days of placebo sub- 
stitution, when she was again chattering con- 
stantly and was loud, intrusive, and demand- 
ing. 

A decrease in the mean 24-hour urinary 
excretion of dopamine and two metabolites 
of norepinephrine, 3-methoxy, 4-hydroxy 
mandelic acid (VMA) and 3-methoxy, 4- 
hydroxy-phenyl-glycol (MHPG), occurred 
when a dosage level of 3 gm. of aMPT was 
achieved (table 1). Furthermore, in a group 
of neurologic and manic patients studied in 
collaboration with Dr. Thomas Chase, 
aMPT caused an average 50 percent de- 
crease in homovanillic acid (HVA), the 
breakdown product of dopamine, in cere- 
brospinal fluid with no change in 5-hydroxy- 
indoleacetic acid (5-HIAA), the major me- 
tabolite of serotonin (table 2). Taken togeth- 
En these data indicate that aMPT in the 
oses employed here selectively inhibits cat- 
&cholamine synthesis in man, both centrally 
and peripherally. 

It was also of interest that total hours of 
Sleep significantly decreased (p < .001) in 
every patient following discontinuation of 
aMPT. This decrease may be specifically 
associated with a rebound in catecholamine 
Synthesis. The most characteristic side effect 
P aMPT administration consisted of day- 
time drowsiness and sleepiness that occurred 
A all of the patients at some point during 

€ course of administration of the com- 
pue Thus the data are compatible with 

€ observation that aMPT had a specific 
action on norepinephrine and dopamine 
Synthesis in these patients. These observa- 
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tions are presented in more detail in a pub- 
lication by Brodie and associates (21). 
L-dopa 

The 19 patients treated with L-dopa in- 
cluded 11 who received L-dopa and eight 
who received L-dopa plus alpha-methyl- 
dopa-hydrazine (MK485), which is a periph- 
eral decarboxylase inhibitor that has been 
shown to potentiate the behavioral and bio- 
chemical effects of L-dopa in animals (22). 
Our work on L-dopa plus MK485 has been 
reported in detail elsewhere (23). Only six 
patients responded. Two were receiving 
L-dopa and four were receiving L-dopa plus 
MK485. Four had relapses following place- 
bo substitution and only three subsequently 
improved again on L-dopa to the point 
where they were well enough to be dis- 
charged. Thirteen patients showed no re- 
sponse or became worse. It is of interest that 
none of the clinical responses to L-dopa oc- 
curred in agitated patients. Thus the retarded 


TABLE 2 


Effects of aMPT and L-dopa on 
Cerebrospinal Fluid Metabolites 


HVA* 5-HIAA* 


CATEGORY N NG./ML. NG/ML. 
Neurological patients* * 
Without medication 6 2404 72 37245 
During aMPT 6 120+ 53 36253 
Manic patients 
Without medication 2 23024107 31273 
During aMPT 2 90+ 90 46445 
Neurological patients* * 
Without medication 21 2104 45 35+ 29 
During L-dopa 17 433024707 31433 
Depressed patients 
Without medication 28 190+ 34 25+ Toc 
During L-dopa 2 42504920 20-230 


“Abbreviations: HVA homovanillic acid: 5-HIAA  5-hydroxyindoleacetic. 
acid: both are expressed in nanograms per milliliter. 


* "Studied by Dr. Thomas Chase. 
«++ Significantly lower than the predrug mean for the neurological patients 


p< 01 
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FIGURE 3 
Behavioral Response to High Doses of L-dopa 
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PHYSICIAN'S BIWEEKLY DEPRESSION RATINGS 


STUDY DAY 1-33 34-58 74-106 107-115 


DAILY 
L-DOPA 
DOSAGE 


«3m 324m 3-24m No drugs 


patients seem more likely to respond to L- 
dopa. 

Figure 3 illustrates the clinical course of 
the patient who was the most clear-cut re- 
sponder to  L-dopa(12).! During study 
days 1-33, the patient's behavior was char- 
acterized as retarded and confused. She was 
described as “frozen and unable to cry.” 
She had feelings of hopelessness and worth- 
lessness and exhibited slow speech. During 
days 34-58, when the patient was receiving 
more than 3 gm. of L-dopa, she showed an 
initial increase in activation with ability to 
cry and later an increased speed of speech 
and movement. This progressive increase in 
activation of verbal and motor behavior was 
typical of those patients who responded to 
L-dopa. When placebo was substituted on 
day 59, she became worse and was again 
apathetic, disheveled, and hopeless, and se- 
cluded herself in her room, She stated, “ 
am making plans to live my life in a state 
hospital. I wish I were dead.” When she was 
again receiving 3-7 gm. of L-dopa, the pa- 
tient improved. Her therapist, Dr. David 
Janowsky, who was blind to the medication, 
noted: “She has shown a remarkable change 
in assertiveness Again, when 


ister L-dopa at approximately one-tenth of 


me clinical re- 
sponse. 


An intensification of existing psychotic 


per day was the dose at which many 


!' Since 3 gm. I 
parkinsonian patients begin to respond, we used this as 


an arbitrary cut-off point. 
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FIGURE 4 


Intensification of Psychotic Symptoms During 
L-dopa Administration 
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PSYCHOSIS RATINGS 


PATIENT ae R OVERALL MEAN 
symptoms with L-dopa was noted in the psy- 
chotic-depressive patients who were nonre- 
sponders (figure 4). All of these six patients 
had shown a five-day predrug mean psy- 
chotic rating of over three, and in each there 
was an increase of psychosis during the five 
days at maximum dose. This increase m 
statistically significant for the group (p. E i 
and suggests that large oral doses of Ld 
may be contraindicated in depresse S 
parkinsonian patients with preexisting Psy 
chotic symptoms. This increase in symp 


toms often took the form of a frantic ! 


i izati f psychoti ions 
Crease in verbalization of psychotic de 
concerning self-destruction and destru 
of others. 


Although it was difficult to document x 
the specific rating scale utilized in this p e 
ect, the most consistent finding in our i 
work and in previous human studies i 
28) was that some patients showed an Bn 
creased activation of verbal and motor i 
havior. This is also consistent b is 
finding that L-dopa is most likely to be 
ful in retarded depressions. j 

We previously suggested that the: ptor 
of change from depression to us. 
switch process” (29, 30), might be asso! rep: 
with an increase in functional brain oto 
nephrine, dopamine, and/or m ato 
It is of interest that six of seven patien wit 
showed bipolar depression (pation 
past histories of both mania and depr while 
experienced brief hypomanic episodes 
they were on L-dopa or L-dopa plus lar de 
while ten of 11 patients with unipo ‘ents 
Pression (those who had never expone 
mania) showed no hypomanic fuller de- 
This finding will be documented in fu 
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TABLE 3 
Urinary Excretion of L-dopa, Dopamine, HVA, and MHPG as Related to L-dopa Dose in Six Patients 

LDOPA L-DOPA DOPAMINE HVA* MHPG* 

DOSE MG. PER 24 HRS. N* MG. PER 24 HRS. nN MG. PER 24 HRS. N* MG, PER 24 HRS. — N* 

0 gm 0.134 0.14 28 045+ 0.5 28 88+ 10 20 1.66 + 1.2 16 

2gm. 11202 7.90 15 6290-2 46.0 12 535.0 + 247 11 1.70 3: 0.5 3 

3 gm 13.60 + 10.00 7 100.20 - 470 7 758.0 + 101 4 2.05 + 1.3 4 
= 4gm 1490+ 7.20 6 109.30 + 59.0 6 1106.0 + 152 5 3.70 + 1.6 4 

5 gm. 26.80 + 3.20 2 215.20 + 107.0 2 1290.0 + 145 2 9.96 +0 1 

6 gm. 41.20 + 23,60 12 248.50 + 158.0 12 2297.0 + 611 * — 


"Abbreviations. HVA homovanillic acid: MHPG 3-methoxy. 4-hydroxy-phenyl-glycol; N number of determinations. 


tail by Murphy and associates (31). Figure 5 


illustrates the clinical course of one patient 
who became hypomanic for the first time 
during hospitalization on large doses of L- 
dopa. Prior to this episode, the patient was 
described as quiet and pleasant. During this 
brief hypomanic period, she was described 
as suddenly talking continuously and loudly, 
acting provocatively, and sleeping less. Fol- 
lowing the episode, the nurses reported that 
she was again quiet, pleasant, and sad-look- 
ing, 

The 24-hour urinary excretion of L-dopa, 
dopamine, and HVA increased proportion- 
ately to the L-dopa dose (32) (table 3). It is 
of interest that MHPG, a metabolite of 
Norepinephrine, did not increase significant- 
ly until a dosage level of 4 gm. of L-dopa 
was achieved. This may support the findings 
of Maas and Landis (33) that a significant 
component of MHPG is derived from brain 
Norepinephrine, since brain catecholamines 
may not be significantly increased with 
doses of L-dopa under 3 gm. 

In our study, L-dopa increased catechola- 
mine concentrations in brain, as reflected by 
an increase in HVA in the cerebrospinal 
fluid (table 2). In the neurologic patients 
studied by Dr. Chase, there was an approxi- 
mately 20-fold increase, and a similar in- 
crease was seen in the two depressed patients 
Who were studied.? It is also of interest, 
in has been previously reported (34-36), 
Mu Prior to the administration of L-dopa 
ere was a significantly lower mean 5-HIAA 
evel (p < .01) in the depressed patients than 


7 
the we large increases in HVA may, in part, reflect 
carboxti ing of L-dopa in brain vascular walls via de- 
down pation into dopamine (6). It is then broken 
Sibarach HA with subsequent passage of HVA into 

is th noid space and into the cerebrospinal fluid. 
as Well aga levels may reflect capillary wall dopamine 

as that in the brain parenchymal cells. 


Amer. J. Psychiat, 127:7, January 1971 


in the neurological patients. Physiological, 
biochemical, and behavioral data exist to 
show that large doses of L-dopa affect cen- 
tral nervous system activity. Rapid eye 
movement sleep (37) and cortical evoked po- 
tentials (38) are altered, and centrally medi- 
ated side effects, including decreased blood 
pressure (39), are observed. 
L-tryptophan 

Serotonin, or 5-hydroxytryptamine (5- 
HT), is synthesized from L-tryptophan 
through the intermediate metabolite 5-hy- 
droxytryptophan (5-HTP) (see figure 1). Of 
eight depressed patients treated with L- 
tryptophan, psychosis ratings of two patients 
decreased on the drug and increased when 
placebo was substituted. One of these pa- 
tients also showed a decrease in depression 
ratings and an increase when placebo was 
substituted. Two patients became worse and 
four showed no change. 

Urinary 5-HIAA, the major breakdown 
product of serotonin, increased in seven of 
the patients on L-tryptophan. 


FIGURE 5 
An Episode of Hypomania During L-dopa Administration 
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FIGURE 6 


Clinical Response of Four Patients to L-dopa, 
L-tryptophan, and Imipramine 
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Patients Receiving Both L-dopa and 
L-tryptophan 
Seven patients received separate courses 
of both L-dopa and L-tryptophan. Two pa- 
tients who improved on L-tryptophan 
showed no change or became worse on L- 
dopa, while the four patients who improved 
on L-dopa showed no change or became 
worse on L-tryptophan. The mean rating 
changes on L-dopa and on L-tryptophan 
were both statistically significant (p <.01) for 
the seven patients as a group. None of the 
patients showed improvement on both drugs 
or became worse on both drugs. 
Four patients from this group of seven 

also received imipramine (figure 6). Al- 
though there were significant behavioral 
changes observed on both L-dopa and L- 
tryptophan, in none of these four patients 
did these changes represent complete remis- 
sion of symptoms. Three of the four patients 
did, however, show such marked improve- 
ment during the 20th to 30th days on imi- 
pramine that their symptoms were judged 
to be in total remission and they were dis- 
charged from the hospital. 
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Discussion 


None of the three drugs prod 
clinical remission in the major 
tients studied. They did, howevi 
critical data relevant to our um 
of affective disorders. 
Alpha-methyl-para-tyrosine 

The preliminary finding that 
unipolar depressed patients shows 
crease in depression on aMPT is 
ible with the hypothesis that norep 
is decreased in unipolar depressi 
further decrease exacerbated the i| 
some patients aMPT was associa 
a decrease in mania and an apparet 
when placebo was substituted. Out 
spinal fluid and urinary data docu 
inhibition of catecholamine synth 
there was apparently no inhibition 
tonin synthesis, thus providing evi 
the specificity of this drug. 

L-dopa 

The first reported use of L-dopa i 
pression was by Pare and Sandlei 
(24). Following this, Turner and Mi 
Ingvarsson(26), and Matussek and 
ciates (27) all gave small doses of | 
and L-dopa to schizophrenic and de 
patients and most reported equivocal 
as did Pare and Sandler. Klerma 
associates (40), in a double-blind stu 
ported a lack of response to L-dopa 
istration. Davis and associates (28), 
other double-blind study from our T 
group, reported similar negative 
These studies, however, consistently ri 
that a few of the patients responi 
activation of motor and verbal beha 
on small doses of L-dopa. A 

The findings that L-dopa was ass 
with a switch into hypomanic episod 
that aMPT was associated with @ 
out of mania in some patients continu 
support the theory that manie 
bipolar patients may have specific 
defects in the catecholamine M 
mitter system. Furthermore, with 
to the biogenic amine theory, it iS of 
that doses of L-dopa large enough 
duce hypomania were not capable 
ing depression in most patients. 
L-tryptophan 

Coppen and associates (41), 
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Sandler (42), and Glassman (43) have given 
L-tryptophan with and without MAO in- 
hibitors; Coppen and associates reported 
that it is as effective alone as ECT. Our re- 
sults were less impressive than those previ- 
ously reported and support the recent nega- 
tive findings of Carroll and associates (44), 
who gave L-tryptophan plus pyridoxine 
without MAO inhibitors, and those of van 
Praag (45). We did not administer vitamin C, 
and pyridoxine cofactors with L-tryptophan 
as Coppen and associates had, and this is a 
possible explanation for the difference in the 
results. 

L-dopa and L-tryptophan 

To our knowledge, this is the first report 
concerning administration of both L-dopa 
and L-tryptophan to the same patient. The 
indoleamine and catecholamine neurotrans- 
mitter systems may be interrelated. Animal 
studies (6, 8, 46) suggest that administration 
of L-dopa produces a marked increase in 
brain levels of dopamine, a decrease in sero- 
tonin, and no change in norepinephrine 
levels. Cerebrospinal fluid data from our 
human studies (table 2) are compatible with 
these findings. In animal studies, an L- 
iryptophan load was associated with a de- 
Crease in norepinephrine and dopamine and 
an increase in serotonin (47, 48). Thus, in 
the design and interpretation of future 
Studies, one must consider the possibility 
that increasing one neurotransmitter may 
decrease another, perhaps through competi- 
tion for uptake or storage or for shared 
metabolic enzymes (49-52). 

The marked clinical response to imipra- 
mine in three patients who had not shown 
Temission of symptoms on L-dopa and 
L-tryptophan suggests that the therapeutic 
effect of this tricyclic antidepressant was not 
teproduced by giving large doses of either 
L-tryptophan or L-dopa to these patients. 


Summary 


This paper has demonstrated the investi- 
gative usefulness of compounds with specific 
metabolic actions. The major points re- 
Ported include: 
ae Our preliminary observations suggest 
vits Specific inhibition of catecholamine 
We hesis by aMPT can rapidly decrease 

main some patients. 
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2. Large doses of L-dopa are associated 
with the occurrence of hypomania in bipolar 
patients. These two findings, taken together, 
support our previous hypothesis that the 
switch into mania may be associated with an 
increase in catecholamines, and the cessa- 
tion of mania with a decrease. 

3. The majority of severely depressed 
patients did not improve on L-dopa. Thus 
it appears that a functional deficit of dopa- 
mine does not exist in most severe depres- 
sions. 

4. We would hypothesize that the neuro- 
transmitters dopamine and/or norepineph- 
rine specifically mediate motor and verbal 
activation in some individuals. This is com- 
patible with our preliminary data that re- 
tarded patients are more likely to show an 
antidepressant response, while agitated 
psychotic patients become worse on L-dopa. 

5. Our biochemical and clinical data de- 
rived from specific precursors suggest that a 
reciprocal interaction between the catechol- 
amine and indoleamine transmitter systems 
may exist in man. 

6. The therapeutic effect of imipramine 
was not reproduced by giving large doses of 
either L-tryptophan or L-dopa in a small 
group of patients. 

7. The clinical responses to L-dopa and 
L-tryptophan support the hypothesis that 
both depression and mania are biologically 
heterogeneous conditions. A simple theory 
that levels of neurotransmitters are altered 
in one direction in all depressions appears 
not to be tenable. 
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Observations on Suicidal Behavior 
Among American Indians 


BY H. L. P. RESNIK, M.D., AND LARRY H. DIZMANG, M.D. 


The authors discuss the sociocultural fac- 
tors that have produced suicide rates on 
some Indian reservations that are signifi- 
cantly higher than the national average. 
Among the most important of these factors 
are the breakdown of traditional values and 
patterns of behavior resulting from enforced 
residence on reservations, geographical iso- 
lation, widespread unemployment, and a 
high incidence of alcoholism. 


HE FRAMEWORK within which we pro- 
qu to discuss suicidal behavior among 
American Indians is a sociocultural one. 
By so doing we do not mean to minimize the 
role of intrapsychic dynamic mechanisms 
or of neurophysiologic or biochemical con- 
comitants of depression and suicide. How- 
ever, the sociocultural determinants apply so 
clearly that we believe it is an unwarranted 
luxury to talk about individual dynamics or 
neurobiochemistry outside the context of the 
broad sociocultural picture. 

American Indian culture is at least as 
diverse as the broad spectrum of cultures 
that currently exist in the United States; 
that is, the Indians of the Northeast, the 
Penobscot in Maine, and the Iroquois in 
New York State differ immeasurably from 
the Seminole in Florida. Different from all 
of these are the warlike nomadic Sioux and 
Apache and the more agrarian and commu- 
nity-settled Hopi and Navaho. When we say 
that the tribes differ from each other, we 
mean in their most important respects—lan- 
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in their attitudes toward suicidal behavior— 
the most warlike usually condoned acts of 
self-destruction in battle or when captured, 
for others, suicide was related to unrequited 
love or guilt over homicides or was con- 
sidered acceptable behavior for the aged. 
Although significant steps have been taken 
in recent years to advance the health of these 
people, infant mortality rates are approxi- 
mately 50 percent higher, tuberculosis is 
found eight times more frequently, and cir- 
rhosis of the liver is 4.5 times more frequent 
than among the general population. The 
average age at death of an Indian is ye n 
while that of the white is 65 years (1). yi 
a birth rate twice that of the general popke 
tion, and inadequate housing to begin Wit), 


guage, culture, and tradition. They also differ | 
} 


there is also gross overcrowding. In adoi 
the unemployment rate among Indiat 
percent—more than ten times the na 
average. 


Today the majority of Indians bo 
lands held in trust for them by wd 
government. Mrs. Leah Manning, à d the 
worker of Indian descent, summarize b 
effects of such conditions in a aig 
for a study group at the Southwest Denver 
ence on Suicide Prevention, held in 
in 1969: A 

These lands have been set aside either b Lam 
tive order or by special purchases and + tally in 
as reservations. They were established HU west 
an attempt to ease the hostilities e tribal 
ward expansion. Upon these tracts 0 o st tle; 
groups once independent were force 
years of conflict over land ownership. ^ f 
income derived therefrom have continue. iji, 
reservation and its residents have 
unique historical experiences with t h toward 


i t 
States Government, and attitudes b periere 
wi 


use, à 


es 

the tribe and by the tribe reflect hee T group as 

in many ways. For example, one tri between io 

given the opportunity to choose | group was 

Possible. sites, while another tribal B^. In 
fl 


$ vation 
ordered to settle on a specified rese 
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many cases, groups of Indians with differing 
languages, separate traditions, and even tradi- 
tional hostilities were assigned to live together 
on the same reservation. In other cases, a single 
tribal group might inhabit a reservation alone, 
or, related groups might be assigned to live on 
different reservations. Adjustment to reservation 
life at best was quite alien to a number of tribes 
who were nomadic and migrant, whereas other 
tribes, more agrarian and settled, found the ad- 
justment an easy one to make, especially if they 
remained on their hereditary land. 

At times, pressures on one reservation 
became great and individuals or whole 
families moved back and forth from reserva- 
tion to reservation to join other family mem- 
bers for prolonged visits. The reservations 
were usually on tracts of arid, often unin- 
habitable land, at considerable distances 
from urban communities. The Department 
of the Interior, through its Bureau of Indian 
Affairs, was responsible for the health, edu- 
cation, welfare, and economic problems of 
the Indians, who were wards of the govern- 
ment. Recently, responsibility for health 
care has been assigned to the Public Health 
Service and this augurs well. Continued pres- 
sures in a variety of ways from the dominant 
culture have vacillated from attempting to 
bring about total assimilation to fostering 
Indian pride in being “more Indian." In- 
dians have seen these efforts as directed at 
them and feel they were allowed little chance 
lo make their own adjustments to the new 
Set of circumstances they were forced to 
face. It is encouraging to note that recent 
action by both the President and the Con- 
E" seems aimed at correcting such inequi- 

S. 

. These introductory remarks should make 
it clear that when one speaks of suicidal be- 
havior among American Indians one must 
first recognize the wide range of Indians in- 
Cluded—their traditions, their degrees of 
Social disintegration, and their geography. 


The Suicide Rate 


Overall, the suicide rate for American 
E is only slightly higher than the na- 
7 nal average of 11 per 100,000. For some 
servations, however, it grossly exceeds that 
Es ranging from five to ten times the na- 
E average. In fact, within certain Indian 
A ions, such as the Apache, where the aver- 
8¢ rate is significantly higher, the frequency 
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varies from reservation to reservation. This 
is also true among the Pueblo Indians, where 
the average rate is low but certain reserva- 
tions have exceedingly high rates. Some of 
the distinguishing characteristics of reserva- 
tions where the rate tends to be high include 
dissolution of the traditional family struc- 
ture, high levels of unemployment coupled 
with inadequate job training programs, sig- 
nificant alcoholism, and a high index of 
more insidious self-destructive behavior, 
such as automobile fatalities and other ac- 
cidents. 


In addition to the high suicide rate on 
some reservations, one of the most distin- 
guishing and disturbing characteristics of 
Indian suicidal behavior is its occurrence al- 
most uniquely in those aged 35 or younger. 
This is in sharp contrast to the figures on 
completed suicides among the non-Indian 
population in the United States, where the 
trend is to a steady increase in suicide as age 
advances. However the figures on attempted 
suicides in the Indian and non-Indian popu- 
lations appear less disparate, since both 
are higher in middle age. 

By the time the Indian reaches adoles- 
cence, the sum of the variables that we have 
outlined briefly has fostered a high degree 
of alienation during a normally tumultuous 
period of psychological identity striving. Be- 
cause the matrix of the Indian's early years 
is that of a culture in relative dissolution, the 
Indian youth not only experiences the very 
personal identity crisis of adolescence, but 
he also has the additional burden of the 
identity crisis of his culture. He is neither 
an Indian with a sense of pride and self- 
respect for his people and his culture nor 
able to identify with the culture and tradi- 
tion of the dominant group. The Indian ado- 
lescent, then, begins to experience early a 
sense of identity diffusion and the resulting 
psychological chaos of not knowing who he 
really is or whether he even has a right to 
exist. Although it is obvious, we will simply 
state here that such crises are not unique to 
the American Indian; they are shared in 
varying degrees by blacks, Puerto Ricans, 
and Mexican-A mericans. 

The psychological helplessness and in- 
creasing feelings of hopelessness engendered 
by such circumstances may often make a 
self-sought death an idealized solution. Sui- 


[59] 


BENNETT 


884 


cide becomes, paradoxically, the only way 
an Indian adolescent, caught up in a cultural 
and personal identity crisis, can have any 
sense of gaining control over his constant 
anxiety and of exercising mastery over his 
destiny. x 

Suicide rates among Indians seem to arise 
from the same social influences that have 
been reported to underlie suicidal behaviors 
generally (2). It is our clinical impression 
that if one could apply a valid measurement 
of social and family disorganization to a 
given reservation and then rank all the In- 
dian reservations on this basis, the suicide 
rate would approximate closely the increases 
in family and social disorganization. We 
agree with Barter (3) that social disorganiza- 
tion (with, we would add, its resultant ano- 
mie), geographic isolation, parental loss, 
and the high incidence of alcoholism, all of 
which have been reported by various investi- 
gators to be related to suicidal behavior, 
characterize the Indian reservations that 
show the highest rates of suicide. 


Geographic Isolation 


Locating Indian reservations many miles 
from areas of urban growth and economic 
development has effectively isolated the In- 
dian. This is only one more factor that pre- 
vents the Indian from developing any mean- 
ingful interaction with the non-Indian 
population. Visits to the few small towns 
that border the reservations are usually for 
“looking and drinking” or to obtain the 
menial and undesirable jobs in the commu- 
nity. The reservations themselves often cover 
such large areas in terms of Square miles that 
many families live in virtual isolation from 
one another. On the reservation, there are 
often few mechanisms for meaningful social 
Interaction among the Indians themselves. 
Recent attempts by the federal government 
to relocate (and integrate) large numbers of. 
Indians closer to urban areas, where there 
are opportunities for further acculturation 
and jobs and job training are available, fail 
to take into consideration their lack of some 
of the basic social skills necessary to function 
in a white urban community. A large per- 
centage of the Indians who are relocated or 
who migrate independently fail to last more 
than a year in the new area. This inevitably 
results in a “trek back to the reservation” 
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with an increased sense of personal failure, 
frustration, and hopelessness. Those who do 
remain away for more than a year exist so- 
cially and economically at a very marginal 
level; there is serious question whether an 
urban life has more to offer than the reserva- 
tion. 


When we attempt to isolate the influences 
that have led to the current disruption of the 
Indian family structure, as well as its larger 
cultural base, a number of factors appear 
relevant. Let us consider the Cheyenne tribe 
in Montana as an example (4). When they 
were finally vanquished by the white man the 
Cheyenne were placed on a reservation in 
Montana. The buffalo, their primary source 
of food, were gone by then. Since these no: 
madic plains dwellers had lost their earlier 
agricultural skills, the alternative to starva 
tion was for the government to ship in food 
to sustain them. A long and painful history 
of demeaning welfare dependency followed. 
The Cheyenne quickly lost their self-respect 
and pride as the white man proceed 
“civilize these primitive people." The In- 
dians were forbidden to hold their tradi 
tional sun dance or to carry out any am 
“primitive and barbaric rituals.” wih 
government-sponsored program to d a 
health conditions, the men were c il 
cut their long hair, a prized syma a 
strength. Without further elaboration oan 
details, the Northern Cheyenne were ST 
atically stripped of their identity as ‘rally 
and strong people, and their Cu ae 
evolved ways of providing for them He 
and maintaining their self-esteem were 


A second example of events that led T 
family and cultural dissolution 1n Wieso 
dian tribes is clearly outlined by the ieri 
of the Shoshone-Bannock in Idaho Chae 
tribe, not as well organized as the Chey A 
had been easily defeated by the white 
When they were assigned to their re long 
tion, the government disrupted then RE 
Standing extended family patterns d it 
signing land plots to nuclear fa M 
was traditional then (and still is) ha d 
made up of several extended fami UE. to 
much greater loyalty to one another ex 
members of other groups. Even manned 
tended family ties on the Shoshone- 


e rela- 
reservation are much stronger man the 
tionship between neighbors. How pil 

ary 
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extended. family became fragmented be- 
cause of the great distances between the nu- 
clear families" plots of land; this pattern of 
land settlement resulted in a great disrup- 
tion of child-rearing patterns as well as a 
loss of self-esteem and, as with the Chey- 
enne, loss of the ability to sustain themselves 
in their usual nomadic food-gathering pat- 
terns. 

These examples illustrate some of the 
stresses that disrupt the social structure of 
the Indian family. Indian men were early 
faced with overwhelming frustration and 
loss of self-esteem. Traditionally, their val- 
ues were centered on strong family leader- 
ship, acts of bravery and physical strength, 
and respect for parents, grandparents, and 
tradition. Such behaviors were no longer 
possible. The increasing frustration and the 
ready availability of alcohol (which was 
abundantly supplied by those who would fa- 
cilitate the denigration of these people) 
caused an increase in alcoholism to such pro- 
portions that it is currently almost epidemic 
on Indian reservations. Many suicides and 
most of the suicide attempts occur during 
periods of intoxication. 


Results of Family Disorganization 


Disorganization of the family has re- 
sulted in a diminution of the father’s au- 
thority, his alcoholism, and ultimately his 
iapility to continue in a family unit where 
nel himself as weak, useless, and a 
ailure; it has transformed him from a physi- 
cally actively outdoor male to a dependent 
Position as a welfare recipient. He frequently 
abandons his wife and children. In the ab- 
m of meaningful male models within the 
ejua the boys and young men of the tribe 
ty, generally unsuccessfully, to locate an ap- 
eee substitute within the community. 
b en a leader is chosen, it is often a boy 
arenar older than themselves who has 
M no more positive direction than they- 
ae Manning has pointed out that these 
foe conflicts have been less a problem 
ais ndian girls, since they still find the tra- 
oe valued role of mother and wife 
Glee attractive. Whereas the grand- 
the er-teacher has little or nothing to offer, 
ike grandmother-teacher still functions in a 
1h de active and dominating way within the 

ian household, thus reinforcing the rela- 
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tive role reversal. It is amazing that all of 
this has occurred within /ess than one cen- 
tury. 

The loss of prestige and respect on the 
part of the father and his increased tendency 
toward alcoholism have fostered a lessening 
of parental responsibilities and familial ties. 
The incidence of disrupted marriages is ex- 
tremely high, with the father often deserting 
his wife and large family. We know that pa- 
rental loss and early separation may contrib- 
ute to depression in later years (6, 7). Diz- 
mang, Watson, and May(8) have found 
that 70 percent of adolescent Indian youths 
who completed suicide, compared with only 
15 percent of a control group, had had more 
than one significant caretaker before the age 
of 15. 

Separation from parents occurs even when 
the family structure has been relatively suc- 
cessful in withstanding the numerous insults 
that we have indicated. The ultimate culprit 
is the school system. Education poses a 
great problem for Indian children and 
youths simply because they are most often 
educated by non-Indians in schools where 
the skills and values of the majority society 
are taught. Although this may be construed 
as an attempt to prepare the Indian to func- 
tion away from the reservation, there are 
many reasons why this educational system is 
dysfunctional both to the Indian and to the 
non-Indian society, whose efforts to help 
him end by frustrating his children. 

The crux of the problem lies with lan- 
guage. Most Indians are raised in homes 
where the language spoken is that of their 
tribe rather than English. The Indian young- 
ster is best able to conceptualize, and thus 
to learn, in his native language. Since the 
schools generally use English as the medi- 
um of instruction, this language difference 
presents a serious handicap for the Indian 
child. (This is also true for other underprivi- 
leged children, who do better when teachers 
and instructional materials use terms and 
language familiar to them.) The American 
Indian languages are not only extremely dif- 
ferent from English and all other Indo-Euro- 
pean languages in their grammatical struc- 
tures, but they are also rooted in a very 
different perception of the universe, The 
languages are so different that during World 
War II the U.S. Army successfully used un- 
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coded Navaho to send messages; it was a 
"code" the Japanese did not crack. It should 
also be noted that the various Indian lan- 
guages are as different from one another as 
are the various European languages. 

The Indian education system is further 
complicated by the fact that Indian children 
as young as seven years old are sent to board- 
ing schools, usually off the reservation and 
often thousands of miles away from their 
parents, whom they visit infrequently. This 
isolation further fractionates the family. 
Since these boarding schools are attended 
by children from different tribes, some of 
the children may even be linguistically iso- 
lated from their classmates. 

When there are educational facilities 
nearby they may be restricted, e.g., an In- 
dian school with inferior teaching standards 
and facilities; or the Indian student may en- 
ter the existing school system to find that his 
fellow students have received better prepara- 
tory educations and understand English far 
better than he does. Saslow and Harrover (9) 
have summarized studies that suggest that 
the Indian, as a member of a minority group, 
is often open to ridicule about his Indian 
identity., 

In summary, when an Indian enters the 
educational system, he is handicapped be- 
cause: 1) his primary language is not English, 
2) he has perceptions of life different from 
those on which the English language is 
based, and 3) he has values—both cultural 
and socioeconomic—that are different from 
those of his white teachers and classmates. 

The “crossover effect” is a recognized 
phenomenon among Indian students: when 
compared to other students, Indian children 
achieve satisfactorily in the early grades, fall 
behind in the middle grades, and grossly 
underachieve through the high school years. 
This phenomenon demonstrates the overt 
manifestations of the alienation process oc- 
curring in a great number of Indian youth. 
Approximately half of all Indian children 
drop out before completing high school. 


Conclusions 


The Indian adolescent, having experienced 
a constant struggle to derive an individual 
identity from a highly disrupted family set- 
ting, must also face the problem of delineat- 
ing a social identity from a badly disorgan- 
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ized culture. He is caught between two 
cultures—he is unprepared for the one and 
feels the other, toward which he is ambiya- 
lent, has failed him. Saslow and Harrover 
(9) postulated that “the culture shock of 
having to renounce, with the beginning of 
school, much of what has been learned be- 
fore school, undoes the pattern of trust and 
personal worth developed up to that time, 
With traditions crumbling, it is even possible 
to suggest that this pattern might not be well 
developed." McNickle (10), a Flathead In- 
dian, was more optimistic and held out the 
possibility that the young Indian can use 
skills acquired from the majority culture to 
support his traditional society. 4 
The Indian adolescent has a double iden- 
tity crisis—the expected adolescent turmoil, 
plus a cultural crisis. How does he cope with 
it? Frequently, with suicide; with alcoholism; 
with violence, even homicide; with reckless 
driving; with victim-precipitated homicides. 
We do not believe this is necessarily specifi- 
cally Indian; we believe it can also apply to 
other minority group children. - j 
Programs for suicide prevention on p 
reservations must recognize these so 
problems and must be prepared to work a 
tively toward their solution. Any We 
that aims at primary prevention does e 
to involve itself with the issues we have hi 
ly outlined. That is not to say that bui i: 
treatment facilities, training indigenous € 
sis intervenors (including shamans), ii 
making more mental health profeta 
available can be put off any longer. The ta 
ter for Studies of Suicide Prevention dod 
anticipate that its preventive efforts can i 
ceed unless Indians are involved in pt 
and operating relevant programs of pr ios 
tion. At this time, suicide is not we. 
unique symptom, but rather as N 
symptom, of their collective helpless 
hopelessness. 
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Lithium in Pregnancy: A Review 
with Recommendations 


BY MICHAEL GOLDFIELD, M.D., AND MORTON R. WEINSTEIN, M.D. 


The authors’ review of studies on the tera- 
togenicity of lithium salts during pregnancy 
revealed conflicting evidence. They believe 
lithium therapy should be initiated during 
pregnancy only in severely manic women 
who are unresponsive to other therapy and 
Jor whom continuing manic behavior would 
jeopardize their own or their babies’ lives. 
They offer six cautions in the use of lithium 
during pregnancy, including avoidance of 
diuretics and of salt restriction. In addition, 
they announce the formation of an Ameri- 
can Registry of Lithium Babies. 
L ITHIUM SALTS are now being used in the 
treatment of several psychiatric dis- 
orders, but their major value continues to be 
in the treatment of affective disturbances, 
particularly the manic phase of manic-de- 
pressive psychosis, Following remission of 
their acute manic symptoms, most success- 
fully responding patients are placed on a 
maintenance lithium regimen that continues 
for months, years, and in some cases indef- 
initely. Women are more prone than men to 
develop manic-depressive Psychosis (1), and 
the illness typically begins during their child- 
bearing years, This combination of factors 
makes for a high risk of lithium exposure 
among women with a potential for concep- 
tion. 

The use of lithium during Pregnancy re- 
sults chiefly from two circumstances. The 
first occurs when a patient who is being 
maintained on lithium informs her physi- 
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cian of her decision to become pregnani 
Should her lithium treatment then be 
tinued or terminated? In this situation the 
physician and patient should carefully. 
view her past history to estimate if lit 
maintenance has produced substantial t 
duction in her manic symptoms and 
return of pre-lithium behavior would po 
a serious threat to patient, pregnancy, 
infant. Where the history shows that seve 
manic behavior has endangered the 
fare of the patient or others, and whet 
this behavior has been adequately controll 
by lithium maintenance but not by psy ng 
therapy, phenothiazines, or electroconvi 
sive therapy (ECT), it may be advisable! 
recommend to the patient and her husband | 
that lithium treatment be continued through > 
and beyond the pregnancy. 


The second circumstance leading to M 
use of lithium during pregnancy 4 
with patients who “inadvertently e: 
pregnant, discover this during the firs 
mester, and announce their pregnancy 
their physician post factum—the B 
ready having been exposed to lithium i 
during what are probably the most Vi 
able weeks of gestation. Here Rr 
physician and patient should i 
view the pros and cons of alterna o 
lithium therapy, taking into account M 
tient’s past history and her current E 
to treatment and keeping in mind E 
that fetal exposure has already occurred: 


In the situations described in thd pa 
lithium treatment had been starte 
to pregnancy. However, we belio 
lithium may justifiably be initiate a 
Pregnancy only in the case of a a 
manic pregnant woman who is unrespit 
to phenothiazines, ECT, and M j 
alone or in combination, and for. w E 
tinuing manic behavior seems like Y jr. 
sult in jeopardy to her own or to her 
life. 
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TABLE 1 
Lithium Doage and Blood Levels 


DOSE PER DAY 


CONDITIONS OF USE 
pee, MIEGEDUN ALT PLASMA OR SERUM 
ILLIEQUIVALENTS/ CONCENTRATION (MILLI- 
KILOGRAM PER DAY) KILOGRAM PER DAY) SA IVALENTS/LITERI 
Typical divided oral human dose. 14 = 
= 0.39 - 
(1000 mg./70 kg. iR, er 
patient) 
Szabo (11) (single?) daily oral 465 - — 
dose: mice. l 400 = hae ee VERSE ik, 
200 = 54 A 
Bass and associates (9); single 25-50 (estimate) = - 
daily intraperitoneal dose and 2552 emm ie 
in diet; as lithium chloride; 
mice. 
Trautner and associates (3); 20 +65 = 
mEq./liter in drinking water; as xn E. Vra 
lithium chloride; rats. 
Johansen and Ulrich (10); rats. 40-80 - 1-2 — 


Effects of Lithium on Nonhuman 
Reproduction 


Lithium has been reported to interfere 
with fertility, gestation, and fetal develop- 
ment in several nonhuman organisms. Lith- 
ium in the diets of mature rodents and in 
the fluid media of the developing embryos 
of sea urchins, amphibia, and birds has been 
reported to produce abnormalities in fetal 
morphogenesis, particularly in the ectoder- 
mal and neural tissues (2-11). However, in 
most of these studies the lithium concentra- 
tions to which the developing embryos were 
exposed were greatly in excess of those used 
clinically in humans. Also, the applicability 
and relevance of toxic effects in nonmam- 
malian species to human morphogenesis is 
uncertain. 
alte found four articles concerning the ef- 
7 i of lithium salts on fetal development in 
odents (table 1). Bass and associates re- 
eun no fetal malformations but did find 
e reduction in the number of living offspring 
of Albino Farms white mice who were in- 
mud with 2 to 4 mg. of lithium chloride per 
id Mo were given 0.5 to 1.0 percent of lith- 
"i chloride in their diets from the second 
nic eith days of pregnancy (9). We esti- 
Ý e that this provided 0.6 to 1.2 mEq./ 
8. per day of lithium to these animals. 


te and associates treated. Wistar 
lithi efore, during, and after gestation with 
pie chloride administered in a concen- 
TG of 20 mEq./liter of drinking water, 

ich delivered about 1.6 mEq./kg. per day 
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to each animal and which produced plasma 
lithium concentrations of 1.5 to 2.0 mEqg./ 
liter (3). The researchers were careful to 
point out that these concentrations were be- 
low toxic levels to the adult animals, an im- 
portant consideration in the clinical use of 
lithium in adult human patients. The plasma 
lithium concentration of 1.5 to 2.0 mEq./ 
liter was compatible with full health and nor- 
mal behavior in these rats as well as compar- 
able to therapeutic serum lithium levels in 
man. 

No malformations or other defects were 
noted in the lithium litters, which were of 
the same size and weight as untreated con- 
trols. However, there appeared to be a 15 
percent reduction in the number of corpora 
lutea found on biopsy. “The findings sug- 
gest that the main effect of lithium inges- 
tion under the conditions of the experiment 
was exercised on ovulation, that is before 
mating; and that there was little if any effect 
of lithium during the period from implanta- 
tion to viable foetus" (3, p. 317). 

Johansen and Ulrich, in a preliminary 
study of possible teratogenicity from lith- 
ium, treated Wistar rats with daily doses of 
about | to 2 mEq./kg. per day of lithium 
throughout the period of gestation (10). 
Sizes of litters and weights of fetuses, uter- 
uses, and placentas were considered to be 
normal. No fetal malformations were ob- 
served on gross examination, although his- 
tological examinations were not performed. 
They also noted that lithium crossed the 
placental barrier and that the serum concen- 
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trations in the fetuses on the 20th day of 
gestation were half of the serum concentra- 
tions in the female rats. 

Thus in the work of Bass and associates, 
Trautner and associates, and Johansen and 
Ulrich, no fetal malformations or abnor- 
malities could be detected in studies using 
mice and Wistar rats when lithium was 
given in divided doses providing 0.6 to 2.0 
mEq./kg. per day and producing plasma 
lithium concentrations of 1.5 to 2.0 mEq./ 
liter, 

A different outcome was reported by 
Szabo (11), who treated pregnant Charles 
River HaM/ICR mice with lithium carbon- 
ate. He reported that it was necessary to 
give these animals 400 mg./kg. per day to 
achieve plasma concentrations of 1.01 to 

1.70 mEq./liter. After a preliminary study 
using only three animals at each dose level, 
he selected 465 mg./kg. per day as the “hu- 
man equivalent dose" for these mice. We 
estimate that this dose would have produced 
a plasma lithium concentration of approxi- 
mately 1.5 mEq./liter. For comparison, in 
humans a typical daily dose is about 14 mg./ 
kg. per day (0.39 mEq./kg. per day), which 
produces a serum lithium concentration of 
0.5 to 1.2 mEg./liter. It is thus clear that 
Szabo used oral lithium doses 25 to 30 times 
the usual human dose and five to ten times 
the doses used in the three other animal 
studies cited (3, 9, 10). 

Szabo reported one experiment in which 
= oe per day of lithium carbonate 

iven on days six to 15 of pregnan ro- 
duced fetal deaths in 32 bled poena 
incidences of fetal cleft palate in 19 percent, 
and maternal deaths in 37 percent. About 

50 percent of the litters were affected. Lower 
doses produced fewer deaths and fewer cleft 
palates. Control fetuses showed no palate 
abnormalities, which Ordinarily occur in 
0.2 percent of fetuses in this Strain, 

The meaning of Szabo's data and their 
relevance to human pregnancy are unfortu- 
nately obscure. It is not possible, from the 
data he provides, to know whether he gave 
his large oral lithium dose all at one time 
or divided through the day, as did the other 
investigators cited. It is necessary to know 
the relationship between plasma lithium 
concentrations and the time elapsed be- 
tween giving the dose and sampling the 
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blood. Some or all of the fetal and maternal 
toxicity Szabo described might have resulted 
from the production of a high blood lithium 
level shortly after a large single dose, a con- 
centration that may already have declined 
substantially when the sample was taken 
three hours later(3). Single-dose adminis- 
tration might explain why Szabo found it 
necessary to use large amounts of lithium 
carbonate to produce (at three hours) plas- 
ma concentrations achieved by other work- 
ers using divided doses only ten percent of 
his. 


Lithium in Human Pregnancies 


Lithium will be used by pregnant women, 
and lithium babies will be born; indeed, a 
number of such births have already been re- 
ported. Yet the literature on the effects of 
lithium on human pregnancy and fetal de- 
velopment is scanty. Schou was the first to 
report that lithium had been used during 
pregnancy, stating that he "knew of six 
babies, all normal, who were conceived, 
carried, and born while their mothers were 
on continuous lithium medication" (12). In 
a footnote to another paper he states, "At 
present [December 1968] it [the Scandinav- 
ian Register of Lithium Babies] contains 
records of 18 children born to mothers who 
were given lithium throughout the pregnancy 
(14 cases) or within the first trimester (4 
cases). None of the children had malforma- 
tions" (13). ! 

Since that 1968 tally the Scandinavian 
Register of Lithium Babies has expanded to 
include material from North America, and 
it now contains a total of 45 reports of in- 
fants born to women using lithium during 
pregnancy (14, 15). Forty-three of these 1n- 
fants were normal at birth, and two (ap- 
proximately five percent) had congenital de- 
fects. ~ 

One of the defective children, born In 
Denmark, was the product of a seemingly 
uneventful pregnancy and a normal delivery. 
The mother had been given lithium through- 
out her pregnancy in conventional pro- 
phylactic doses. The child was born with ab- 
normal external ears; no other defects Were 
noted. The second defective infant was de 
scribed by Vacaflor, Lehmann, and Ban 
in Montreal (16), In their case the mother 
was treated during pregnancy with chlor- 
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mazine as well as lithium. This child 
"Was born with bilateral club feet and a lum- 
bar meningomyelocele. 

For comparison, Apgar and Stickle (17) 
state that at least seven percent of live 
human births have some kind of functional 


"or structural defects of prenatal origin, of 


which fewer than half are evident at birth. 


The 43 normal lithium babies reported 
to date include an infant described by us in 
astudy in which detailed physical, behavior- 
al, and chemical observations were possible 
before, during, and briefly following a preg- 
nancy conceived, maintained, and success- 
fully completed while the mother was tak- 
ing lithium carbonate, 1.0 gm. per day (18). 
Lithium appeared in the neonate’s circula- 
tion in a concentration equal to that in the 
maternal blood. Further, small concentra- 
tions of lithium ion appeared in the mother’s 
spinal fluid and in her breast milk. The lith- 
ium-treated mother insisted on breast feed- 
ing her infant for several weeks postpartum 
despite discouragement by her physicians. 
This resulted in a low concentration of lith- 
ium ion in the infant's blood. There were, 
Ere no abnormalities in mother or in- 
ant. 

Schou also examined several mother-in- 
fant pairs at birth and confirmed our finding 
that mother and infant have essentially equal 
serum lithium concentrations. He found, as 
we did, a ratio of three to one or four to 
one between maternal serum lithium and 
B lithium concentration in breast milk (14, 

The only report we were able to find of 
neonatal death associated with lithium is 
that by Stolt: “At Ulleraker we know of a 
lithium child that died in connection with 
the delivery. We did not ascertain any cause 
of death. The child was not malformed and 
there were no complications at the delivery” 
(19). Without more information it is not 
Possible to implicate lithium per se as the 
agent responsible for this infant’s death. 

A general statement about the Danish use 
of lithium during pregnancy was made by 
Amdisen: “In Denmark it is as a rule Schou 
W myself who are consulted in such cases. 
We always make sure that there is a strong 
indication for lithium therapy. Where this 
is the case we recommend lithium treatment 
in order not to run any risk for the mother, 
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ie, new psychosis with its social conse- 
quences, possibly suicide. The risk for the 
child is in my opinion only theoretical" 
(20). It is not clear whether this statement 
implies new lithium usage or continued 
maintenance in pregnant women who are 
established lithium responders. 


Management of Lithium in 
Human Pregnancy 


Since the use of lithium in pregnant wo- 
men appears to be unavoidable and in cer- 
tain situations may be desirable, a rational 
and conservative treatment protocol should 
be followed to ensure adequate control of 
dosage and to restrict serum lithium levels 
to a range sufficient to control maternal 
symptoms but prevent unnecessary lithium 
from reaching the fetus. 

Lithium is not metabolized in the organ- 
ism, nor is it bound to plasma or tissue pro- 
teins, The serum lithium concentration is 
the result of an equilibrium established be- 
tween the blood and tissues. This equilibri- 
um is also established across placental mem- 
branes (10, 18). Consequently, maternal se- 
rum lithium determinations are of utmost 
importance in monitoring the concentration 
of lithium to which the developing fetus is 
exposed. 

Serum lithium concentrations are largely 
dependent upon renal lithium clearance 
rates. Because considerable inter-individual 
variations exist in renal lithium clearance, 
the only method of ensuring controlled 
serum lithium concentrations is analysis of 
the ion in the serum. Monitoring the oral 
dosage alone can result in grossly inadequate 
or excessive serum levels. Young persons 
tend to eliminate lithium rapidly and elderly 
patients more slowly. Variations in the rate 
of lithium elimination in pregnant women 
have not been determined. 

In most patients a serum lithium concen- 
tration of 0.5 to 1.2 mEq. /liter is adequate to 
ensure a satisfactory therapeutic or pro- 
phylactic effect or both. These are postab- 
sorptive levels drawn from venous blood in 
the morning, before the patient has taken 
her first lithium dose of the day. It is not 
possible to give strict rules concerning the 
frequency of serum lithium determinations. 
However, we suggest that these determina- 
tions be made at least once à week during 
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the first trimester. Frequent patient visits, 
as well as patient and family education, are 
important in maintaining the physical and 
emotional health of the patient. 

The common symptoms of early preg- 
nancy can easily simulate the nausea, 
vomiting, headaches, polyuria, and drowsi- 
ness of lithium toxicity, and an immediate 
serum lithium determination can be of great 
help in determining the etiology of these 
symptoms. Certainly, loss of appetite, lan- 
guor, dysarthria, drowsiness, sluggishness, 
muscle twitching, vomiting, and diarrhea 
are premonitory symptoms of impending 
lithium intoxication and suggest that the 
serum lithium is at or in excess of 2 mEq./ 
liter. Again, serum lithium determination 
will indicate if lithium is the causative agent. 
If lithium is temporarily or permanently dis- 
continued, serum lithium levels should fall 
by one-half every one to two days after ces- 
sation of lithium (21). 

Sodium depletion increases serum lith- 
ium levels and thus can produce lithium 
toxicity (21, 22). Anything that tends to 
reduce normal dietary intake of sodium or 
increase sodium loss must be avoided by the 
lithium-treated patient. Specifically, low- 
Sodium diets or sodium-depleting diuretics 
or both, commonly used for the control of 
weight gain and edema in pregnancy, are 
contraindicated for the lithium-treated preg- 
nant woman, 

Severe morning sickness or unusual salt 
loss through perspiration may also cause 
sodium depletion. Under these circum- 
stances or in any situation likely to lead to 
sodium depletion, the serum lithium level 
should be followed closely, the patient 
should be observed carefully for early evi- 
dence of lithium toxicity, and the adminis- 
tration of sodium chloride supplements or 
reduction in the lithium dose should be con- 
sidered. 


Following delivery, breast feeding should 
be discouraged, as we have found that lith- 
ium salts appear in the breast milk of lac- 
tating women maintained on lithium dur- 
ing pregnancy (18). The effect of lithium on 
human infants postpartum is not known. 

Finally, we agree with and encourage the 
adoption of the three limitations Schou 
Suggested concerning the use of lithium dur- 

ing pregnancy (14). In his clinic, caution 
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about the use of lithium during pregnancy 
results in: 1) the need for a weightier than 
usual indication for lithium administration 
to women of childbearing potential, 2) 
recommendations that contraceptive mea- 
sures be practiced during lithium treatment, 
and 3) discontinuation of lithium during the 
first trimester of a planned pregnancy unless 
there is evidence from the history that dis- 
continuation would seriously endanger the 
woman. 


American Registry of 
Lithium Babies 


We request that all instances of infants 
conceived or born or both during maternal 
lithium treatment be reported to an Ameri- 
can Registry of Lithium Babies to be main- 
tained by the authors of this report and co- 
ordinated with the already operating 
Scandinavian register. On notification of 
the conception or birth of an infant whose 
mother was taking lithium at any time be- 
tween conception and delivery, the authors 
will supply the reporting physician with a 
brief data form to complete and return. 


Summary 


Lithium has been and will continue to be 
used by pregnant manic-depressive women, 
chiefly in two situations. In one, a woman 
already receiving lithium informs her physi- 
cian of her wish to become pregnant. She 
has had disabling manic episodes without 
lithium and a good clinical response to it. 
In the second situation, the woman becomes 
pregnant despite the recommendation that 
she avoid conception while being main- 
tained on lithium; her fetus has thus already 
been exposed to lithium salts. For this pa- 
tient continued lithium maintenance may be 
elected after careful review. wS 

A review of studies on the teratogenicity 
of lithium salts reveals conflicting evidence. 
With serum concentrations seemingly in the 
range used for treatment in humans, one 
Study of pregnant laboratory rodents shona 
lithium to be teratogenic, while others €? 
not. In lower, nonmammalian species, 
lithium salts are often teratogenic, but the 
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atrations are higher than those used 
nan treatment. Effects on the fetus are 
y dose-related; most studies indicate 
or no fetal damage at doses below 
levels for the maternal organism. 
are now 45 cases reported in which 
have been born to women treated 
ithium during their pregnancies. Forty- 
of these children were normal; two 
p percent) had congenital malformations. 
i does not exceed the expected incidence 
put seven percent) of congenital abnor- 
es in human infants, and there is no 
‘relationship between lithium use and 
o malformed infants. 
view of the many still unanswered 
tions concerning the safety of lithium 
ment during pregnancy, we recommend 
following cautions: 1) more pressing 
han usual indications for lithium treatment 
such women; 2) contraceptive measures 
ithium-treated women in the childbear- 
ng years; 3) discontinuation of lithium treat- 
ment during the first trimester of pregnancy 
| unless there is strong evidence that discon- 
| tinuation would seriously endanger the wo- 
Man; 4) careful control of lithium dosage 
“during pregnancy to maintain minimum 
effective serum levels; 5) avoidance of sodi- 
um depletion as a result of diuretics, salt 
restriction, or excessive perspiration, and so 
forth; and 6) avoidance of breast feeding by 
lithium-treated women. 

The authors solicit contributions to an 
American Registry of Lithium Babies, to 
be coordinated with the Scandinavian reg- 
Ister already operating. 
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Training Police in Community Relations 
and Urban Problems 


BY JOHN A. TALBOTT, M.D., AND SUSAN W. TALBOTT, R.N., M.A. 


A training program in community relations 
and urban problems for police trainees in 
New York City enabled them, in their newly 
created role of precinct service officers, to 
function effectively as bridges between the 
police and community youth. The expansion 
of such programs reflects the realization that 
the policeman is the primary service agent 
for most urban residents, that community 
service is a vital part of police work, and that 
efforts to improve community mental health 
must involve all purveyors of service in the 
community. 


M ENTAL HEALTH consultation to police 

is a relatively recent innovation, 
although policemen are frequently the first 
care givers involved with lower socioeco- 
nomic groups (1, 2). This report describes a 
training program in urban problems designed 
for young police trainees (17 to 20 years) 
selected to work with youthful members of 
the community prior to becoming full-fledged 
police officers. The program utilized the re- 
sources of the Division of Community 
Psychiatry, St. Luke’s Hospital Center, and 
the Department of Community Relations, 
New York City Police Department. 


Police Work and Urban Disorders 


Order maintenance was the primary func- 
tion of the nation’s first policemen, but 
following the Wickersham Commission in 
the 1930s, emphasis shifted to law enforce- 
ment (3, 4). Recently, however, with the 
realization that most “crimes” are of a con- 


UE Mom of a paper read at the 123rd annual 
meeting of the American Psychiatric Associati 
Francisco, Calif., May 11-15, 1970. ion, San 
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senting nature (e.g., homosexuality, pros- 
titution, drug abuse) and that 90 percent of 
a patrolman’s duties are spent on community 
service activities (e.g., family quarrels, ag- 
gressive citizens, referral to agencies), the 
police have again stressed their role as com- 
munity service agents (5). 

In 1967 the Katzenbach Commission re- 
ported that many police departments had 
realized that public relations divisions, 
established to “sell the police image,” were 
inadequate and had inaugurated community 
relations divisions “to acquaint the police 
and the community with each other’s prob- 
lems and stimulate action to solve these 
problems” (6, 7). The commission recom- 
mended the creation of a new police position, 
“the community service officer,” a 17- to 20- 
year-old minority group member who would 
carry out service activities in the urban com- 
munity, improve communication between 
the police and the community, and assist 
in solving minor grievances and sensing 
potential disturbances before they became 
major insurrections. Following the Newark 
and Detroit riots in 1967, the Kerner Com- 
mission repeated this recommendation, and 
funds were appropriated under the Omnibus 
Crime Bill of 1968 (8). 


Seminar on Community Relations 
and Urban Problems 


To fulfill the commission’s recommenda- 
tions, the New York City Police Department 
recruited and selected 32 of the 1,500 recent 
graduates of the Police Academy who yer 
between the ages of 17 and 20. Two-thirds 2 
them were from minority groups, and all ha 
completed police department requirements 
and training. They were assigned to the 
Division of Community Relations for train- 
ing and will function as precinct EOM 
officers in local precincts until they reach t 7 
age of 21, when they will become full-fledge 
patrolmen, 
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though it was not entirely clear what 
ale of the precinct service officer would 
-week seminar was planned for the 
s to provide intensive training in com- 
ity relations and urban problems. This 


public speaking and community rela- 
prior to the trainees’ precinct field 
ments and an ongoing community 
ons seminar conducted by the course 
or (J.A.T.) for a six-month period. 


( ommunity leaders, community relations 
patrolmen, lawyers, clergymen, psychiatric 
| public health nurses, psychiatrists, 
c ologists, social workers, and sociolo- 
articipated in teaching the course. The 
format included didactic lectures, informal 
discussion groups, seminars, films, sensitivity 
groups, reading assignments, and field trips 
to local community agencies. 
Each week a different core area was 
selected for study. These areas included 
tural groups, housing and health, edu- 
cation and employment, social problem 
solving, the social deviant, and the law and 
, crime, During each week of the course the 
T focused on different subject areas, 
a as the role of the police in the com- 
Cd personality development, the ado- 
inf nt, the structure of and disorganization 
n families, the law in the urban community, 
a the problems of big cities, with special 
eference to New York City. 
te the week designated for study of 
ee groups, the topics discussed in- 
E cultural identity and cultural values, 
ae clashes, racial prejudice, segregation 
m integration, the civil rights movement, 
En of cultural groups in New 
or „and the role of the police in racial 
» urbances and civil riots. Study of housing 
Sues included New York City’s housing 
oe, open and fair housing codes, and 
m. Bp occupancy hotels. The section 
m EN focused on health and mental 
E in New York, Medicare and Medi- 
TA » and the delivery of health services to à 
f mmunity. 
Bate study of education dealt with the 
s ture and problems of the city public 
d ool system as well as the conflict over 
e ation. The employment section 
ps on labor relations, employment 
laws, and the patterns of employment and 
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unemployment in New York City. Social 
problem solving dealt with the democratic 
system, methods of problem solving, com- 
munity organizations, cooperative economic 
enterprises, civil disorder, and civil disobe- 
dience. The section on social deviance was 
concerned with the definition of deviance, 
deviant societies, addiction, homosexuality, 
alcoholism, the Bowery life, and psycho- 
pathic behavior. The core area of law and 
crime focused on organized crime, police 
corruption, middle-class crime, and violent 
and nonviolent protest. 


analyst with extensive experience in com- 
munity consultation. His topics included 
parenthood, the newborn, infancy to the 
“terrible twos,” friendships and siblings, 
authorities and demands, facing school— 
new problems, and pre-teen sex and aggres- 
sion. This was followed by à half-hour coffee 
break where he was available to answer 
informal questions. 

Following coffee, the group split into two 
12-member seminars, led by an educator and 
an urban geographer, to discuss the week's 
reading assignment. Readings included La 
Vida (9), Tally's Corner (10), The Kerner 


Report (8), “Education in the Ghetto" (11), 
“Like It is in the Alley" (12), Police and 
Community Relations (13). Down These Mean 

Manchild in the Promise 


Streets (14), 
Land (15), Autobiography of Malcolm X (16), 
d articles from 


Death at an Early Age (17), an 
d ethnic newspapers. In the 


afternoon the trainees made field trips to 

i d government agencies, set- 
tlement houses, hospitals, self-help groups, 
addiction services, police programs, an 
neighborhood groups. Each field trip was 
scheduled to coincide with the week's sub- 
ject material and was followed by a discus- 
sion of the trip. 

On Tuesdays à Police Academy instructor 
lectured on the role of the police in the com- 
munity. His course covered the origins of 
the police as an institution, professionalism, 
the police and normative conflict, the police 
as an agency of social change, youths an 
police, and the precinct service officer's role 
in police work. This was followed by an 
informal coffee and discussion period and 
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TABLE 1 
Course Schedule 
TIME MONDAYS TUESDAYS WEDNESDAYS THURSDAYS FRIDAYS 
THE ROLE OF 
PERSONALITY THE POLICE IN THE PROBLEMS THE PROBLEMS OF THE GHETTO 
DEVELOPMENT THE COMMUNITY OF ADOLESCENCE NEW YORK CITY FAMILY 
9:00am. Parenthood The origins of the The tasks of Single-room-oc- The family as a 
police as an adolescence cupancy hotels group 
institution 
Dealing with the Professionalism Physical and mental Unemployment Training and 
newborn health. controls 
Infancy to “ter- The police and nor- Problem solving Poor Pay More Customs, habits, and 
rible twos” mative conflict Caplovitz (18) attitudes 
Friendships and The police as an Addiction, alcohol- ^ Addiction Sick families vs. sick 
siblings agency of social ism, and psycho- family members 
change pathic behavior 
Authorities and Youths and police Gangs and juvenile Organized crime Delinquent families 
demands delinquency vs, delinquent 
family members 
Facing school— The precinct service Identity Puerto Ricans and Family change 
new problems officer's role in Black Americans— and stability 
police work cultural clash 
Pre-teen sex and 
aggression 
10:00 a.m. Coffee and informal discussion with speakers (Monday-Friday) 
READING COMMUNITY SOCIOLOGY COURSE 
10:30am. ^ SEMINAR RELATIONS SEMINAR URBAN. LAW CRITIQUE 
La Vida, Lewis (9) Community leaders, Mental health in Housing and health 
alternating with New York laws 
Tally's Corner, panels of police- The West Side of Employment laws 
Liebow (10) men from the New York 
Division of Com- 
munity Relations, 
New York Police 
Department 
The Kerner Report (8) Community or- The democratic 
ganizations process as a vehicle 
ái > of problem solving 
Education in the Institutional de- Social deviance 
bee au centralization 
"Like It Is in the Devi wae 1 
Alley." Coles (12) viance Civil disobedience 
Police and Com- Cult S IY 
‘munity Rela- 'ultural groups Civil rights 
tions, Brand- 
Stratter and 
Radelet (13) 
Down These 
Mean Streets, à 
11:30am. Thomas (14) SENSITIVITY THE PRACTICAL SENSITIVITY 
GROUPS HANDLING OF COM- GROUPS 
MUNITY PROBLEMS 
Manchild in the BY THE Pi E 
Promised Land, Sue 
Brown (15) 
The Autobiogra- 
phy of Malcolm 
X with Haley (16) 
Death at an Early 
Age. Kozol (17) 
eis - 
a Health faciliti Nei FIELD. TRIPS (Monday- Friday) 
ith " T 
Sn Mela a Innovative police Settlement and Self-help groups 
wes programs neighborhood 
Ethnic agencies Museums licti bojane 
Addiction services Community Traditional 
action groups social agencies 
[72] 


1 
Amer. J. Psychiat. 127:7, January 197 


i 
A. TALBOTT AND SUSAN W. TALBOTT 


ar on police-community relations, 
was conducted on alternate weeks by 
ommunity leaders and panels of experienced 
olmen from the Division of Community 
ations. Tuesday morning ended with 
itivity groups led by a psychiatrist and 
hiatric nurse. 
n Wednesdays psychiatrists discussed 
the problems of adolescence, including the 
tasks of adolescence, physical and mental 
health, problem solving, addiction, alco- 
holism, psychopathic behavior, gangs and 
juvenile delinquency, and identity issues. 
e remainder of the morning was devoted 
i sociologists, that 
‘dealt with mental health in New York, New 
York's West Side, community organizations, 
‘institutional decentralization, deviance, 
and cultural groups. 
On Thursdays the problems of New York 
City were discussed in detail by various 
health professionals, community workers, 
and police experts. The topics included 
b Single-room-occupancy hotels, unemploy- 
į ment, Poor Pay More (18), addiction, orga- 
ized crime, and the cultural clash between 
; peek Americans and Puerto Ricans. A 
awyer involved in community legal service 
conducted the course on urban law; he 
discussed housing and health laws, employ- 
ment laws, the democratic process as a 
Vehicle of problem solving, social deviance, 
civil disobedience, and civil rights. 
Section of the morning dealt with the prac- 
tical handling of community problems by 
the police, It consisted of presentations by 
seasoned community relations patrolmen of 
actual experiences concerning the core sub- 
ject areas (racial clashes, civil disorders, and 


The last 
so forth); the discussion was led by the 
Course director, a psychiatrist. 

. On Fridays a psychiatrist taught the sec- 
tion on the ghetto family, which dealt with 
the family as a group, training and controls, 
customs, habits and attitudes, sick families 
Versus sick family members, delinquent 

— families versus delinquent family members, 

and family change and stability. This was 

followed by an hour of student evaluation of 
the course, led by a psychiatric nurse, an 
the second sensitivity group of the week. 


Evaluation of the Program 


Ideally, one would want to know if police 
trainees enrolled in this course showed à 


"Amer. J. Psychiat, 127:7, January 1971 


897 


greater ability to handle community prob- 
lems than their untrained peers in one, two, 
or ten years’ time. However, with the exi- 
gencies of time and money and the anticipa- 
tion of another “long hot summer,” the 
program was begun in January 1969 without 
these built-in measures. 

The program was evaluated by the train- 

ees, teaching staff, and precinct officers who 
supervised the trainees in their field as- 
signments. Once a week, during the course 
critique, the trainees had an opportunity to 
discuss the course material with an outside 
consultant, and suggestions were immedi- 
ately passed on to the staff, Following the 
six-week course the director met with the 
trainees for one and one-half hours every 
other week to discuss their current prob- 
lems, and he continued to evaluate what 
aspects of the course had been most valu- 
able. 
Both the trainees and staff agreed that the 
most effective format for the seminar was an 
informal discussion group, with emphasis on 
reading assignments, individual thinking, 
and intensive discussion of complex urban 
problems. Lectures, academic jargon, and 
military discipline tended to detract from 
the learning experience. 

The trainees felt that more time should be 
devoted to discussing drug addiction, human 
sexuality, and the specific problems of 


Puerto Ricans. They wanted more time to 
discuss their identity as policemen, com- 
d minority group 


munity service agents, an Í 
members. These areas provoked anxiety, 
since they saw their role as middlemen in a 
constantly ambiguous, often hostile environ- 
ment. In addition, they questioned their 
commitment to “menial” police work while 
some of their contemporaries enjoyed ex- 

nsive, luxurious automobiles and the 
benefits of a criminal or borderline criminal 
existence. 

The trainees criticized the instructors for 
not understanding the ambiguity of their as 
yet undefined roles and the police depart- 
ment for not having specified their roles. All 
participants agreed that there was a need for 
thorough orientation of teaching staff to 
duties of the precinct service officers and for 
the trainees to have some actual field work 
prior to or in connection with the course. 
Trainees and instructors agreed that core 
material, reading, and field trips should be 
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integrated on a daily basis. 


The course director’s continuing consulta- 
tion with the trainees every other week has 
permitted him to follow their progress, to 
identify gaps in the formal training, and to 
augment previous didactic training with 
further discussion. Several issues continue 
to concern the precinct service officers: 
narcotics, individual motivation for behavior, 
and seemingly unprovoked dislike or aggres- 
sion from unexpected sources (“educated” 
people, such as college students, ghetto 
youth “like us," and older, more mature 
Black Americans and Puerto Ricans, who 
are the most frequent victims of ghetto 
crime and violence), 

Asa result of these recommendations, the 
1970 course in community relations and 
urban problems will 
emphasis on narcotics and adolescence and 
less emphasis on personality development. 

In addition, detailed descriptions of prob- 
lems in housing, 
employment will 
presentations will 


Precinct commanders and community 
relations field Supervisors felt that as a result 
of the Program, the trainees were much 
better trained and prepared than other 


School. Another such Officer established a 
precinct junior youth council in east New 
York, where prior attempts by experienced 
communitv relations patrolmen had failed. 


[74] 
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In addition, the trainees have participated 
ina series of police-youth dialogues, bridging 
the gap between adolescent community 
members and older line patrolmen, 


Special Aspects of the Consultation 


To date, the functioning and social struc- | 


ture of police departments have been of 


more interest to Sociologists than psychia- 


trists. Military and paramilitary organi- 
zations pose special problems for outside 
“civilian” consultants, and in order to deal 
effectively with these groups their social 
Structure must be understood (19). In this 
Consultation, there were four interesting 
features that give some insight into the 
manner in which the police conceive and 
Carry out projects utilizing outside profes- 
sionals. 

First, a command System assumes that 
Orders can be carried out almost instanta- 
neously. In the field this may invariably be 
true, but in planning and executing long- 
term programs intended to affect attitudes 
and behavior, haste and urgency can only 
result in poor results. In addition, the as 
Sumption of "veto power" allows for im- 
mediate cessation of programs because of 
financial uncertainties or personal whims. 

Second, work on the personality of police 
officers has shown that authoritarian in- 
dividuals with paranoid and impulsive traits 
are drawn to police work (20). Such persons 
are unlikely to trust outsiders and some- 
times feel that mental health professionals 
will uncover something “bad.” The result 
is tight control of course content and even 
the learning process. In this program police 
supervisors were assigned to all classes, 
including T-groups, tape recordings were 
made of all courses, and the trainees were 
instructed not to meet together without the 
presence of a departmental representative. 

Third, the police are overburdened, over- 
committed, individualistic, and unsure O 
their changing roles and goals. Because E 
Police have been subjected to charges © 
brutality and graft and feel they are being 
asked to become “social workers” a 
of enforcing the law, they are a 
wary of examination or introspection. Like 
à similar group we are more familiar we 
Psychiatrists—the police do not take readily 
to evaluation. There was and is a great deal 
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tance to scientific investigation, even 
'ogram effectiveness, and this is one of 
foremost problems in police-community 
ations programs. 

nally, there is the problem of money. 
Police personnel are underpaid, and in some 
cases this leads to moonlighting, taking 
"favors, and graft. Police departments are 
- poorly funded, leading to rigid economizing 
“and a reluctance to spend money on pro- 
"grams not involving "real police work." 
For this reason a sizable portion of the 
"Omnibus Crime Bill monies has gone toward 
the purchase of communications and riot 
“control equipment rather than toward human 
Telations programs. In addition, fear of 
Supervisors and government agencies mili- 
‘fates against innovative programs. This 
program was implemented only because 
professionals donated their time, and even 
"so there were too few books, which arrived 
too late, and it was necessary to go outside 
“the police department for money to buy 
books and coffee. 


Discussion 


Caplan has stressed that consultation 
should be available to all care givers in the 
community, but to date, most mental health 
professionals have worked only with teach- 
ers, social workers, physicians, ministers, 
and public health nurses (21, 22). Recently, 
however, several workers have reported their 
experience consulting with police (23-26). 

There is abundant evidence that the police 
already function as the primary community 
Service agents to much of our urban popu- 
lation. They are asked to solve a variety of 
problems, are unwittingly immersed in un- 
resolvable disputes, and are used as referral 
Sources to community organizations and 
Social agencies. In addition, as Bard and 
Berkowitz have shown, they are in à unique 
position to prevent or deter social disorder 
and violence (24). However, the traits and 
Organization that lead to effective law en- 
forcement or riot control are inimical to 
good community relations and community 
Service. Helping police to recognize what 
posture is effective in what situation is of 
Vital importance. Helping them to under- 
Stand the community in which they work, 
the people with whom they deal, as well as 

"themselves, is one of the functions of con- 
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sultation. 

Psychiatrists and other mental health 
workers may be reluctant to work with the 
police due to the distance between police 
work and psychiatry, the suspiciousness and 
resistance, and the rigidity of the para- 
military structure. But we, as behavioral 
scientists, should realize that these traits are 
surface manifestations of uncertainty, 
anxiety, and role ambiguity. 

In addition, the police realize the necessity 
for help as they struggle with conflicting 
roles. The Katzenbach Report stated that 
*community relations are not the exclusive 
business of specialized units" and involve 
not merely “instituting programs and 
changing procedures and practices, but 
reexamining fundamental attitudes"; and it 
encouraged the police to “adapt themselves 
to the rapid changes in patterns of behavior 
taking place in America" (6). Commissioner 
Leary of the New York City Police Depart- 
ment has agreed that community relations 
is the job of all policemen. He stated that 
he hoped this program would lead to "the 
development of training techniques that can 
be used in the instruction of every police 
trainee, as well as probationary police- 
men. . . (27). 

It is important that the atmosphere in the 
course be directed toward academic dis- 
cipline, learning, and examination in order 
to encourage these characteristics in the 
police. Military discipline and a reliance on 
“the book” are desirable for law enforce- 
ment, but are not applicable to community 
relations. “There is no book; we're writing 
it," is a common remark made by senior 
community relations patrolmen. While it is 
impossible to judge the impact of com- 
munity relations on the majority of patrol- 
men, the staff of the course has noticed dur- 
ing the past year a change in police handling 
of picket lines and belligerent drunks and in 
overt attitudes and behavior towards Black 
Americans and Latin Americans. 
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The author recalls 1970 anniversaries of 
events and individuals prominent in the 


‘history of medicine, psychiatry, and psy- 


chology and briefly examines their practical 
or theoretical contributions to the field. 


1570 


(— e (1536-1614), the son of hu- 
DL manist Thomas Platter, was appointed 
city physician (or Archiater) of his native 
city of Basel and president of the university. 
Platter had studied medicine in Montpellier, 
where he witnessed the dissection of human 
cadavers, After his graduation he began the 
reorganization of Basel’s medical school, 
which soon achieved great renown and at- 
tracted many students. He contributed to 
Psychiatry on both a theoretical and a prac- 
tical level. His textbook Praxis Medica Tomi 
Tres (1602, English translation 1662) is 
Occasionally mentioned in histories of psy- 
chiatry as an early attempt to present a sys- 
tematic classification of mental diseases. It 
was followed by Observationum Libri Tres 
(1614, English translation 1664), which in- 
cludes a number of brief clinical psychiatric 
reports. 

Under the influence of the contemporary 
belief in witchcraft, to which hardly anyone 
m then immune, Platter divided mental 

isease into two groups: those attributed to 
natural causes and those attributed to super- 
natural causes, the latter to be handled by 
Br eins. Under the title menti laesiones 
Beuded imbecillitas mentis (mental de- 
ciency), consternatio mentis (cerebral vas- 
cular accidents, epilepsy), alienatio mentis 
(essentially functional psychoses), and de- 
geo mentis (disturbances of sleep). 
Platter is today remembered for his descrip- 
lion of clinical pictures, in which he antici- 
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pated modern notions, rather than for his 
classification. 

As city physician, Platter was quite often 
involved in house calls, even in regard to 
mental patients. His therapeutic approach 
consisted of environmental manipulation, 
support, admonition, persuasion, and, if 
necessary, threats, as well as the use of seda- 
tives, baths, massages, and, occasionally, 
physical restraint. Because of the apparent 
discrepancy between Platter’s traditional 
theoretical beliefs and his innovating prac- 
tical contributions to psychiatry, it has been 
difficult to properly assess his importance in 
the history of psychiatry. Heinroth and 
Kahlbaum both considered him their pre- 
cursor because of his classification of mental 
disorders based on the nature of the disease 
rather than on location in various parts of 
the body, from head to feet, as in the past. 


1670 


Thomas Willis’ Affectionum quae dicun- 
tur, hystericae et hypocondriacae patho- 
logia spasmodica vindicata was published 
in London. It was a rebuttal of De hysterica 
et hypocondriaca passione published earlier 
that year by Nathanial Highmore, in which 
Willis’ notion of hysteria had been attacked. 
Thomas Willis, born in 1621 in Great Bed- 
wyn, Wiltshire, graduated from Oxford in 
1646. He soon became part of the “Ver- 
tucsi," a group embued with the new science, 
based on experimentation rather than on 
tradition; the group included Robert Hooke, 
who built Bethlehem Hospital. In 1660 Wil- 
lis was appointed to the Sedleian Chair of 
Natural Philosophy; Locke was among his 
pupils. In 1664, with the help of Wren and 
Lower, he published Cerebri anatome, which 
contained data on embryology, pathologi- 
cal anatomy, clinical observation, animal 
experiments, microscopy, and comparative 
anatomy. It was a very successful and in- 
novating book and included a clear descrip- 
tion of reflex action and the “circle of Wil- 
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lis"; in it the word “neurologia” was first 
used. 

In 1666 Willis moved to London, where 
he soon acquired renown. The following year 
he was admitted to the Royal Society and 
published De morbis convulsivis, in which he 
emphasized a chemical principle for the ex- 
plosive action of the animal spirits that led 
to an epileptic attack and rejected the tra- 
ditional theory that hysteria was caused by 
an ascension of the womb or by vapors 
arising from it. He submitted that hysteria 
stemmed from an affected brain and nervous 
system, that it was initiated by a severe emo- 
tional upset, that it could also occur in men, 
and that it should be treated by applying 
odoriferous substances. This was the source 

of the controversy that ensued between High- 
more and Willis. 

Willis’ last important contribution to 
psychiatry was De anima brutorum (On the 
Soul of Brutes, 1672), in which he attempted 
to reconcile the modern scientific approach 
with traditional religious teaching by as- 
suming a hierarchic differentiation between 
the life-soul of basic chemical processes, the 
body-soul of animals, and the rational soul 
of man. Willis’ originality has been recently 
reevaluated by Hansruedi Isler, even in re- 
gard to Sydenham, whose description of 
hysteria in 1682 essentially repeated Willis’ 
earlier description. Willis has been consid- 
ered by some as the forerunner of both the 
biochemical and the Psychodynamic ap- 
proaches to the study of the mind. At vari- 
ous times he has been called the “father of 
cerebral localization" and “the first inventor 
of the nervous system,” and his life and work 
have been considered to have the character- 
istics of genius. He died in 1675. 


1770 


“Some account of the tarantula,” by a 
Neopolitan physician, Domenico Cirillo 
(1739-1799), appeared in the Philosophical 
Transactions of London. Cirillo reported 
the case of a middle-aged woman who was 
hospitalized, apparently as insane; for sever- 
al days she lay in bed totally unresponsive. 
On closer scrutiny, Cirillo noticed that her 
head and hand were moving according to a 


certain rhythm, and this made him think ` 


that she might have been affected by taran- 
tism. As soon as the tarantella was played 
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by musicians, the woman became responsive 
and in a very short time she got up from bed 
and started to dance violently to the music. 
Following this, she was given food and began 
to improve, but on the third day she died. 
This was one of the first accounts of the re- 
lationship between mental diseases and 
music and of the psychotherapeutic effect 
of music, which can be traced back to the 
religious ceremonies of the Greek mysteries. 
Only recently has the singular phenomenon 
of tarantism (supposedly cured by the fre- 
netic dance of the tarantella) no longer 
been attributed to the bite of a poisonous 
arachnid, but rather to a complex cultural 
phenomenon of collective psychopathology 
among deprived and superstitious people. 

Traité de l'épilepsie, by the Swiss physi- 
cian Simon André Tissot (1728-1797), was 
published. A typical product of the Enlight- 
enment, Tissot had become widely known 
for his Avis au peuple sur sa santé (1761), in 
Which he proposed advanced views on pub- 
lic health. It was followed by De /a santé 
des gens de lettres (1768), in which he em- 
phasized the dangers of a career of scholar- 
Ship, and by Essais sur les maladies des gens 
du monde (1770), in which he presented his 
experience in dealing with aristocratic cli- 
entele, In 1782 his four-volume Traité des 
nerfs et de leurs maladies was published. 

In the Traité de l'épilepsie, Tissot rejected 
superstitious beliefs about the cause of this 
illness, such as the influence of the moon on 
the imagination of pregnant women. Al- 
though he considered masturbation an im- 
portant cause of epilepsy, he admitted that 
the epileptic disposition of the brain was an 
unknown factor. In contrast to cases in 
Which anatomical anomalies were found in 
the brain, he called "essential" epilepsy the 
cases in which no known cause was found. 
He was in favor of attempting trephining of 
the skull in many cases. From 1787 until s 
death, Tissot led the Collège de Médecine 0 
Lausanne. 


1870 


Joseph Gottfried, Count von Riedel, de 
He was born in Friedland, Bohemia, in 1809. 
and graduated in medicine from the ens 
sity of Prague in 1830, In 1837 he became ¢! 
rector of the mental hospital of Prague an 
in 1851 he was asked to direct the ment? 
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spital of Vienna, which was then being 
There he also managed to transform 
the old mental hospital built by the Emper- 
or Joseph II (called the Narrenturm) into 
| a convalescent home. Riedel soon became 

known as the most outstanding representa- 
tive of the “humanistic trend” in the treat- 
ment of mental patients. As a member ofa 
| committee to set standards for newly built 
facilities for mental patients, he was instru- 
| mental in introducing an enlightened ap- 
proach in the mental hospitals at Buda- 
pest, Hermannstadt, Venice, Brünn, Ybbs, 
Agram, and Lemberg in the Austrian em- 
pire and at Berlin, Baden, and Braunschweig 


of the Austrian Psychiatric and Neurologi- 
cal Association. 


“On the electrical excitability of the cere- 
bral cortex," a paper by Fritsch and Hitzig 
was published. Gustav Theodor Fritsch 
(1838-1927) was at that time a collaborator 
of Eduard Hitzig (1838-1907), a physician 
interested in physiology. Fritsch apparently 
discovered that irritation of the brain causes 
(Witching of the opposite side of the body 
While he was dressing a wound of the brain 
during the Prusso-Danish war of 1864. Lat- 
er, Hitzig attacked Flourens’ theory of the 
equivalence of all parts of the cerebrum by 
defining the limits of the motor area in the 
cerebral cortex of dogs and monkeys. He 
also anticipated the view that the frontal lobe 
is necessary for the formulation of abstract 
thought. In 1875 Hitzig became professor of 
psychiatry and director of the Burgholzli 
asylum in Zurich. From there, he moved to 
Halle, where he became professor of psychi- 
atry and later director of the neuropsychi- 
atric clinic. It has been said that Fritsch 
and Hitzig’s paper marked the beginning of 
a new era in the study of brain physiology, 
ofa new and scientific *phrenology." 


Sir William Charles Hood (born in 1824) 
died. He was the first medical superintendent 
Of the Middlesex County Lunatic Asylum 
àt Colney Hatch (1851-1852) and super- 
intendent of Bethlehem Hospital (1852- 
1862), where he had charge of more than 
100 criminal lunatics. In Suggestions for 
the Future Provision of Criminal Lunatics 
(1854), he expressed the opinion that only 
_ Severe offenders should be sent to Bethlehem 
Or other state institutions, while minor of- 


in Germany. In 1868 he was elected president 
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fenders should be taken care of in special 
wards in county asylums. In either case, the 
lunacy commissioner should have the right 
to discharge patients who gave evidence of 
having recovered. In 1860, in relation to the 
planning of the State Criminal Lunatic 
Asylum at Broadmoor, Hood criticized 
some current procedures (such as the system 
of pitting one psychiatrist against another 
in attempting to prove insanity) in Criminal 
Lunatics: A Letter to the Chairman of the 
Commissioners of Lunacy. During his 
tenure at Bethlehem Hood succeeded in 
transforming the institution from an asylum 
for the poor and the mad, which it had been 
for almost 500 years, into a mental hospital 
for private patients. In 1856 and 1862 he 
published detailed statistics on the insanity 
of an impressive number of patients at 
Bethlehem. 

On November 1, 1870, the State Asylum 
for the Incurable Insane was opened in 
Cranston, Rhode Island, under the leader- 
ship of Dr. H. Hunt. It originally provided 
care for 250 patients. In the 1920s J. S. 
Kasanin did considerable work there on the 
characteristics of schizophrenic thought. 


Dr. E.T. Wilkins was appointed the first 
Commissioner in Lunacy for the state of 
California. After visiting 149 institutions in 
the United States and Europe, he reported 
his observations in Insanity and Insane 
Asylums: A Report (1872), which is of in- 
terest for an evaluation of treatment meth- 
ods of the time. 

The German psychiatrist 
was born. After graduating from the Medi- 
cal School of Tübingen in 1894, he became 
Wernicke's assistant at the neurological 
clinic of the University of Breslau. In 1900 
editorial board of the Zentral- 
blattes fiir Nervenheilkunde und Psychiatrie. 

i he became Privatdozent 
by writing a monograph on dipsomania. 
In 1904 he was appointed senior physician 
in Kraepelin's service in Munich and two 
years later, at the age of 36, he was called to 
the chair of psychiatry at Tübingen. He soon 
became aware of the limitations of anatom- 
ical and chemical research in psychiatry and 
emphasized instead the value of the im- 
mediate inner experience and self-observa- 
tion for psychological knowledge, stressing 
the importance of the premorbid person- 
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ality in the development of mental diseases. 
During World War I he became involved in 
the study and treatment of war neuroses. 
Under his leadership, the clinic at Tubingen 
attracted a number of outstanding men, in- 
cluding Ernest Kretschmer, known for his 
studies on constitution and mental disorders; 
Alfred Storch, known for his analysis of 
the archaic-primitive type of thinking; and 
Lange-Eichbaum, known for his historical 
research on genius and insanity. Gaupp 
died in 1953. 


Theodor Meynert (1833-1892) became 
extra-ordinary professor at the University 
of Vienna and director of the psychiatric 
clinic. He graduated from the medical school 
at Vienna in 1861, and at the age of 32 he 
became Privatdozent. Like Griesinger, he 
attempted to put psychiatry on a “scientific” 
(ie., anatomical) basis, Some important 
studies on comparative anatomy of the cen- 
tral nervous system led him to think of the 
central nervous system along phylogenetic 
and ontogenetic lines. He conceived of the 
basal ganglia as related to involuntary proc- 
esses, to be inhibited later by cortical ac- 
tivity. To the "association system” he op- 
posed a system consisting of a main pathway 
that projected external events to the cortex 
and impulses to the periphery. His “projec- 
tion theory” stated that the impressions 
gathered from various sources finally reach 
the cells of the cortex, from which they are 
"projected into consciousness,” 

For his belief in two directions of energy 
(“attack” and “defense”’) Meynert has been 
seen as a follower of Herbart. Unquestion- 
ably, however, he anticipated Freud with 
his concepts of “unpleasurable principle," 
summation of excitations, and the “secon- 
dary ego” that “inhibits or presses back” the 
"primary ego," which is unconscious and 
belongs to the earliest period of life. Freud 
found Meynert's lectures very interesting 
and worked in his clinic for five months in 
1882 and 1883 (according to E. Jones, this 
was Freud’s “main purely psychiatric ex- 

perience”), but he Progressively parted from 
Meynert because of his mounting interest 

in hypnosis, of which Meynert was highly 
critical. 

In spite of the fact that he anticipated the 
cytoarchitectonic classifications and modern 
notions about the relationship between cor- 
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tical and subcortical mechanisms, with the 
advent of dynamic psychology Meynert’s 
system received the derogatory denomina- 
tion of “brain mythology.” The fact that 
only one part; that on the neurological 
foundations, of Meynert’s psychiatric lec- 
tures was published (1884, English transla- 
tion by Bernard Sachs 1885) contributed to 
this; the clinical part never appeared, In 
spite of his rather difficult personality, Mey- 
nert influenced a number of outstanding 
people, such as Karl Wernicke, August 
Forel, and, of course, Freud. Interestingly 
enough, he had a long-lasting relationship 
with Franz Brentano and actively partici- 
pated in the sessions of the Viennese Philo- 
sophical Society. Because of his rejection 
of psychophysical parallelism in favor of 
an idealistic and phenomenological concept 
of the world, in which the outer world and 
the body itself are “states of consciousness,” 
Meynert considered himself a "philosoph- 
ical idealist." 


Maria Montessori was born near Ancona, 
Italy. She graduated in medicine from the 
University of Rome in 1896, the first woman 
physician in Italy. While serving as assistant 
doctor at the Neuropsychiatric Clinic of 
the University of Rome she became inter- 
ested in mentally retarded children and lec- 
tured on methods for educating them. The 
remarkable success she obtained in teaching 
retarded children— following the path 
originally opened by Itard (1774-1838) and 
Séguin (1812-1880)—convinced her that 
her methods could be usefully applied to 
normal children too. Her Pedagogical An- 
thropology resulted from her experience in 
the Chair of Hygiene at the Magistero Fem 
minile (1896-1906) and in the Chair o 
Anthropology at the University of Rome 
(1904-1908). 

However, she did not really find her way 
until she was able to introduce her new 
approach to childhood education in a pu 
sery school opened in 1906 in a slum area o! 
Rome. There she discovered that three- E 
four-year-old children, in an environ 
geared to them, are able to sustain nn 
Work, to keep things in order, to exercise Wi 
choice without any need for rewards E. 
punishment, to develop a sense of pe 
dignity, and even to be spontaneously m in 
Vated to write. These findings. reporte 
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The Method of Scientific Pedagogy as 
Applied to Infant Education and the Chil- 
dren's House, were so astonishing that in a 
short time Dr. Montessori acquired interna- 
tional renown. Montessori schools and in- 
stitutes were opened in several places and 
she spent the rest of her life giving courses 
and training teachers in many countries, in- 
cluding the United States. Persecuted by the 
Fascist regime, she left Italy in 1939 and 
spent the years of World War II in India. 
In 1947 she returned to Italy, but continued 
io travel and teach extensively until her 
death in the Netherlands in 1952. 

Central to Montessori's philosophy is 
the creation of an environment that offers 
the child objects, forms, colors, furniture, 
etc., appropriate to his developmental stage. 
The “sensorial exercises,” by allowing the 
child to concentrate on simple elements, 
favor every child’s innate potential for the 
self-education that leads to academic learn- 
ing. Montessori’s method was criticized as 
creating an artificial sensorial atmosphere 
void of human contact, and being thus essen- 
» tially based on a positivistic pedagogy: she 
j Teplied to this criticism in Self- Education 

in Elementary Schools (1910). In The Secrets 
of Childhood and other subsequent publi- 
cations, she defended the rights of children 
aeainst a world of adults and attempted to 
"liberate" the child from the deforming 
factors of the environment, thereby reach- 
ing a spiritualistic and religious position. 

On July 1, 1870, the mental hospital of 
Burghólzli was opened near Zurich for resi- 
dents of the canton. Its planning had been 

\ initiated several years before by Wilhelm 
Griesinger, who had founded a psychiatric 
clinic at the University of Zurich in 1860 
and taught there until 1865. The project was 
Supervised by a friend of Griesinger, the psy- 
chiatrist Heinrich Hoffman. The design, 
Which served as a model for later institu- 
tions, consisted of two large wings depart- 
ing from a central section that contained the 

4 administration. 

The first director (1870-1873) was the 
German Bernard von Gudden, who die 
in 1886 in an incident involving the “insane” 
King Ludwig II of Bavaria. Almost all the 

| Succeeding directors acquired great renown. 


August Forel (director, 1879-1898), under 
whom Adolf Meyer studied, succeeded in 
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organizing psychiatric teaching as a com- 
pulsory subject for medical students in 1888, 
introduced the practice of hypnosis, and 
organized an active campaign against al- 
coholism. Under Eugen Bleuler (director, 
1898-1927), Burgholzli became the first 
university clinic to apply Freud's psycho- 
analytic theories to the study of mental dis- 
eases. After a few years, however, the Swiss 
group separated and Jung founded his own 
Zurich School. It was there that such terms 
as affective abnormality, complex, ambiva- 
lence, autistic thinking, and schizophrenia 
were coined; that E. Bleuler got the material 
for his book on schizophrenia (1911) and 
his Textbook of Psychiatry (1916), Jung 
for his association studies (1906) and his 
book on dementia praecox (1906), and Ror- 
schach for his test (1921); and that a number 
of young physicians received their first 
training in psychiatry. Among the well- 
known psychiatrists who trained at Burghol- 
zli were Karl Abraham from Germany; 
Ruemke from the Netherlands; Minkowska 
from France; Brill, Diethelm, and Braceland 
from the United States; and, of course, many 
Swiss, such as L.Binswanger. ; 

During Hans Wolfgang Maier's direc- 
tion (1927-1941), a child psychiatric sec- 
tion was inaugurated under the direction of 
Jacob Lutz. Previous expansions of the 
program concerned the work of the League 
of Mental Hygiene and the opening of an 
outpatient department in 1913. Following 
the introduction of sleep therapy by Jacob 
Klaesi in 1920, the various forms of shock 
treatment were applied in the late 30s. Un- 
der Manfred Bleuler, the son of Eugen Bleu- 
ler, director of the hospital from 1942 until 
recent years, the orientation was eclectic, 
with particular emphasis on the interrela- 
tion of endocrinology and psychiatry. Others 
at Burgholzli, such as Bally, Boss, Benedetti, 
and Miller, contributed to the psychothera- 
peutic treatment of psychoses, often with an 
existentialistic emphasis. 


Jean-Martin Charcot (1835-1893), a Paris- 
born physician interested in anatomo-pa- 
thology, was put in charge of a special ward 
of the Salpétriére reserved for women af- 
fected by convulsions. Prior to that, he had 
been the first to describe several neurological 
conditions. But Charcot achieved large re- 
nown only in connection with his studies on 
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hysteria; he first attempted to differentiate 
between hysterical and epileptic convulsions 
and, with his disciple Paul Richer, he de- 
scribed the “grande hystérie." He became 
interested in hypnotism and in his famous 
lectures he divided hypnosis into three suc- 
cessive stages: lethargy, catalepsy, and som- 
nambulism; he also claimed that only hys- 
terics could be hypnotized. This led to a 
great controversy with the so-called School 
of Nancy, represented by Liébeault and 
Bernheim. Eventually, the view of the 
School of Nancy was considered correct 
but, at that time, Charcot’s thesis prevailed 
without question because of his tremendous 
prestige. 

A powerful and wealthy man and intoler- 
ant of any opposition, he was unaware of 
contributing himself, with his pompous 
approach, to the theatrical performances 
staged by the hysterical women in his ward. 
Adding to the aura of mystery that sur- 
rounded him was his interest in grotesque 
aspects of art and his historical research on 
witchcraft. (In a series entitled “The Dia- 
bolic Library," a number of old works on 
witchcraft and possession were republished 
under his direction in the 1880s.) A number 
of French neurologists, such as Bourneville, 
Gilles de la Tourette, Paul Richer, Pierre 
Marie, and Babinski, were greatly influenced 
by him. Freud spent four months at the Sal- 
pétriere during 1885 and 1886, but soon 
thereafter he was more impressed by the 
approach of the School of Nancy. 

In spite of the popularity of Charcot's 
theories, many began to doubt their validity. 
It appears that, toward the end of his life, 
Charcot himself had doubts about them. In 
retrospect, it is clear that despite the clinical 
distortions engendered by the peculiar at- 
mosphere of mutual suggestion that devel- 
oped among Charcot, his staff, and his pa- 
tients, the opening of that ward at Sal- 
pétriére in 1870 marked the beginning of the 


dynamic approach to the study of psycho- 
pathology. 


Alfred Adler was born in Rudolfsheim on 
February 7, 1870. By the time he graduated 
from the Medical School of Vienna in 1895 
Adler had already shown a deep interest in 
the cause of socialism. For several years 
after meeting Freud in 1902 he became 
engrossed with the psychoanalytic circle. 
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In Studies of Organ Inferiority (1907) he 
submitted that a psychological compensa- 
tion tends to occur whenever an organ func- 
tions at an inferior level because of heredity 
or other causes. In 1911 he was elected pres- 
ident of the Viennese Psychoanalytic Soci- 
ety, but soon thereafter he resigned and 
founded the Society for Individual Psychol- 
ogy. In 1912 The Nervous Constitution was 
published; in it he related the origin of neu- 
rosis to organ inferiority, to a fictitious op- 
position of “masculine-feminine,” and to 
social factors, while at the same time stress- 
ing the “individuality” of the human being. 


Following the collapse of the empires of 
Central Europe and the rise of the socialist 
government in Austria, Adler had the op- 
portunity to put into practice his ideas about 
personality development and abnormalities; 
he founded kindergartens and experimental 
schools and initiated consultations for teach- 
ers and medico-pedagogical services. In 
fact, in 1924 he was appointed professor of 
the Pedagogical Institute of the City of 
Vienna and from then on he devoted a large 
amount of time to lecture tours. In his 
third major book, Menschenkenntnis (Un- 
derstanding Human Nature, 1927), he gave 
a systematic presentation of his “concrete 
Psychology, essentially based on the dy- 
namics of the interpersonal relationship be- 
tween the individual and his environment. 
It was Adler's strong contention that a 
healthy educational approach, aiming at 
preventing the development of inferiority 
feelings and, thus, the formation of neurotic 
"arrangements," would contribute to the 
prevention of wars. 


More than in his description of detailed 
psychotherapeutic techniques, Adler excelled 
in his diagnostic intuition, which quickly 
led him to identify the particular style of 
life (Lebensstil) of the patient and, conse- 
quently, a strategy to reach a therapeutic 
goal. Gradually, Adler came to spend s 
time in the United States, where he lecture 
at Columbia University (1929-31) and then 
at the Long Island Medical College (1931- 
1937). In The Meaning of Life (1933) he 
considered the striving for superiority 25 
normal and even the feelings of inferiority 
as an essential feature of man. He died d. 
May 28, 1937, while in Aberdeen, Scotlan®, 
on a lecture tour. 
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eral sources contributed to the forma- 
rof Adler's individual psychology: sto- 
, Kant, Karl Marx, Hans Vaihinger 
Yauthor of Philosophy of the As If), and 
E cially Nietzsche. It is very difficult to 
‘establish Adler’s impact on contemporary 
psychiatry. In general, the shift toward ego 
- psychology of so many neo-Freudians, es- 
"pecially in this country, can be traced back 

lerian influences. It is hard to explain 
why so many concepts have been taken from 
Adler without proper acknowledgment. El- 
lenberger has advanced, as a partial explana- 
tion, Adler’s lack of success in academic 
circles, his identification with lower-class 
patients, the mediocre style of his writings, 
and the loose organization of his followers. 
William Alanson White was born in 
Brooklyn. After graduating from Long 
Island College Medical School in 1891, 
he received his psychiatric training and then 
worked as a psychiatrist at the Binghamton 
State Hospital from 1892 to 1903. During 
that time he was influenced by Boris Sidis in 
the understanding of the individual person- 
ality. In 1903, at the age of 33, he was 


named superintendent of St. Elizabeths 
Hospital in Washington, D.C., where he 
remained until his retirement in 1937. There 


White introduced many important innova- 
tions, such as a laboratory of anatomo- 
pathology (a field in which he had done re- 
Search) under Achucarro and a psychological 
laboratory under Shepherd Ivory Franz. 

His Outlines of Psychiatry (1907) soon 
became a classic contribution to the individ- 
ually oriented concept of psychiatry. From 
the second edition (1909) on it was largely 
influenced by psychoanalytic concepts. In 
1909 he and Jelliffe began the publication 
of Monographs on Nervous and Mental Dis- 
ease, which included works by Freud, Jung, 
Abraham, Rank, and other analysts. In 
1911 he published Mental Mechanisms, 
considered by some to be “the first book 
about psychoanalysis by an American." In 
1913 he and Jelliffe founded the Psycho- 
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analytic Review, which still appears today, 
and in 1915 White’s Diseases of the Nervous 
System was published. At the 1914 meeting 
of the American Psychiatric Association, 
he made a public defense of Freud’s work 
and at the 1917 meeting, he discussed a 
paper on psychoanalysis. Under his leader- 
ship a number of psychiatrists and psycholo- 
gists who later acquired renown were trained 
and worked at St. Elizabeths, including 
N.D.C. Lewis, A. Ferraro, E.G. Boring, K.S. 
Lashley, B. Glueck, B. Karpman, H.S. Sulli- 
van, and E. J. Kempf. In 1919, White’s pro- 
posal to dissolve the American Psychoana- 
lytic Association and have its functions 
combined with the American Psychopatho- 
logical Association was defeated. 


In later years he became progressively 
interested in the broad movement of mental 
hygiene (Principles of Mental Hygiene, 
1917) and of the interrelationship between 
law and psychiatry (Insanity and the Crim- 
inal Law, 1923; Crimes and Criminals, 1933), 
In 1934 he organized the section on forensic 
psychiatry of the American Psychiatric As- 
sociation, of which he had been president 
in 1923-24. In addition, he regularly lec- 
tured at the Georgetown and George Wash- 
ington Schools of Medicine, where he was 
professor of psychiatry. He reviewed the 
development of American psychiatry in the 
early decades of this century In Forty Years 
of Psychiatry and his contribution to it in 
his autobiography, The Autobiography ofa 
Purpose, published in 1938, a year after his 


death. 


In retrospect, White's approach can today 
be considered eclectic; he was influenced not 
only by Freud, but also by Jung, Adler, 
Stekel, and others. He advanced moderate 
views, especially in regard to the importance 
of the sex instinct; he proposed to view 
mechanisms as functional adaptations to 
the environment; and he applied a variety 
of therapeutic procedures to the patients 
at St. Elizabeths Hospital. 
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This Month’s Special Section 
Community Mental Health Centers for the 70s 


Are Urban Mental Health Centers Worth It? 


BY J. M. STUBBLEBINE, M.D., AND J. BARRY DECKER, M.D. 


On the basis of experience in San Fran- 
cisco, the authors believe that the commu- 
nity mental health center offers a viable 
alternative to state hospital care for the 
mentally ill and is able to do this econom- 
ically. The centers are functioning reason- 
ably well and are growing in size and in 
range of tasks. However, serious problems 
remain, including the challenges of drug 
abuse, alcoholism, and childhood mental 
illness, as well as a wide range of organiza- 
tional and administrative problems. 


CM AND PSYCHIATRY together are in- 
vesting a lot of money, energy, and ex- 
pectations in community mental health 
centers (1). Although society and many in- 
dividuals may answer the question of worth 
or value in an intuitive way, most profes- 
sionals and scientists in the delivery system 
prefer documented experience. Valid com- 
parisons between original promise and 
ultimate performance should determine the 
present effectiveness and the future course 
of the mental health center movement. Only 
in this way is it possible to evaluate any 
progress toward meeting the hope of Society 
as stated by President John F. Kennedy in 
his now famous 1963 message to the Con- 
gress. That statement lifted the shroud of 
public secrecy from mental illness and es- 
pecially mental retardation; it also stimu- 


Read at the 123rd annual 
can Psychiatric Association, 
May 11-15, 1970. 

The authors are with the Community Mental Health 
Services, Department of Public Health, San Francisco, 
Calif. 94102, where Dr. Stubblebine is Program Chief 
and Dr. Decker is Director of Clinical Psychiatry. They 
are also Assistant Clinical Professors, University of 
California Medical School in San Francisco. 
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lated the federal legislation and financial 
impetus for much of the growth of com- 
munity mental health. 4 

What did society speaking through Presi- 
dent Kennedy want or expect? He said: 
We must act— ... to provide for early diagnosis 
and continuous and comprehensive care, in the 
community, of those suffering from these dis- 
Orders; ... to retain in and return to the com- 
munity the mentally ill and mentally retarded, 
and there to restore and revitalize their lives 
through better health programs and strengthened 
educational and rehabilitation services; . . . , 

Society, again speaking through its poli- 
ticians, is now asking for a reckoning; we 
in the community mental health field have 
a duty to give information in cogent and un- 
complicated answers to questions. The ques- 
tion of value may become moot if we are 
not able to engage politicians in dialogue 
conducted as a respectful, intense search 
for understanding. 


What is a Center? 


Before any attempt is made to say if cen- 
ters are worth it, there must be some agree 
ment on the nature and responsibilities of 
à mental health center. We feel a center i 
not a thing, not a place, not even a set 0 
psychiatric services. It is a system of services 
and a set of attitudes organized to d 
and meet the responsibility of mental healt 
care for all the members of a desee 
population. This means a responsibility de 
only for treatment but for organizing pr 
resources needed by that population and a 
evaluating the entire system for effectiven i 
There is responsibility for the bec 
innovation needed to meet the paru 
needs of the individuals and groups in tha 
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ulation. Being responsible means find- 

ng ways at any point in the lives of the 

members of the population to prevent or de- 

crease the pain and disability of mental ill- 

ness. 

During the mid- and later 60s the fears 
of the critics within the profession centered 
on the lack of qualified professionals in 
mental health to carry out this ambitious 
scheme. If patients were not in state hos- 

- pitals, then the effect on the community and 
the patients would be to have treatment in 
the hands of large numbers of insufficiently 
trained semiprofessional and ancillary 
personnel using untried techniques (2, 3). 
This suggested deteriorating standards, if 
not chaos. The answer and hope lay in pre- 
ventive effects resulting from flexible appli- 
cation of psychiatric knowledge early in 
the course of illness—before the patient 
has become completely isolated from nor- 
mal patterns of living (4, 5). A public health 
Orientation with its preventive emphasis 
runs through both the community mental 
health literature and the federal mental 

X health center legislation. Seven years later, 

| the question still remains: Does it work? 


This responsibility gives the center the 
unique character that influences its clinical 
Operations at all times even though it may 
provide many familiar services. The entire 
geographical area must be accepted as the 
jurisdiction of the center: the center must 
accept full and final responsibility to serve 
all of the residents of that area and serve 
them in that area. This is not only a social 
mandate but a technical necessity for pre- 
ventive intervention. The center is not à 
new pathway to distant or disjointed ser- 
vices; the “buck” stops within the center. 
It cannot refuse responsibility for the men- 
tal health care of any individual because of 
diagnosis, behavior, or finances. The center 
must be available, accessible, and, most of 
all, acceptable to the clients it serves (6). It 
Must be organized to provide that service 
that best meets the patient’s needs and situa- 
tion, even when providing that service is 
awkward or unconventional. 

The center must have curiosity about 
What produces mental, emotional, and be- 
havioral casualties in its population. It 
Must have the ingenuity and resourcefulness 
to develop and try new kinds of treatment 
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and intervention. It must have the courage 
to share its knowledge and responsibilities 
with the community and, by sharing, help 
the area know itself and act in its own be- 
half. A center with these qualities will be 
very busy, very stimulating, and very reward- 
ing to both patients and staff. It will find it- 
self doing a great deal of its work on an 
unscheduled or urgent basis: much will be 
short-term intervention, much will be of a 
generally supportive nature. There will be 
more and more partial hospital care and 
less 24-hour inpatient service. Gradually 
more educational and consultative services 
will evolve as citizens who have a role in 
the lives of others participate in the mental 
health center goals. The standard by which 
the services of the mental health center are 
judged will no longer be the technical char- 
‘acteristics of traditional treatment services. 
New and expanded roles and functions will 
develop within the center and encompass 
the full range of professional and nonpro- 
fessional mental health personnel. 

In summary, then, à mental health center 
is a system and a structure of recent psychi- 
atric, social, and political origin for the 
purpose of helping à community care for 
and care about some of its afflicted. Its 
stock in trade is immediate availability of 
needed technical knowledge and skills to 
bring relief to someone who is a bother or 
burden to self, others, Or society. It is a 
mechanism to make available, in a humanly 
understandable community, the technical 
expertise of psychiatry and by its organiza- 
tion is intended to bridge a gap between the 
great majority of citizens and the increasing- 
ly complex and remote benefits of our spe- 
cialized technical society. Is the system 
working, is it working well, is it of “value” 
to society and its members, is it doing "its 
thing" at a cost society can afford? Using 
San Francisco as one model of a community 
mental health center system, let us begin to 
answer some of these basic questions. 


The San Francisco Results 


In San Francisco every citizen lives with- 
in an area served by one of five mental health 
centers; these correspond geographically to 
the five public health districts. With respon- 
sibility for the mental health needs of the 
people within its district, the center's activi- 
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ties range from community organization 
and education, development of community 
resources, and collaboration with existing 
resources to the provision of direct services 
to all who may need them. However limited 
the center’s resources, the responsibility 
remains. 


The present system evolved from what 
had been a typical urban arrangement in 
which public psychiatric resources were con- 
centrated at the county hospital, whose de- 
tention wards served the whole city as an 
assembly point for commitment to state 
hospitals. Between 1966 and 1968 the four 
detention wards, along with two treatment 
wards and a follow-up clinic at San Fran- 
cisco General Hospital, reorganized as a 
mental health center, crisis intervention 
model, replacing the older diagnosis and dis- 
position goal. This meant organizing inter- 
disciplinary teams to provide comprehen- 
sive and continuous care aimed at resolving 
the crisis that had led to a need for emer- 
gency hospital treatment. Several teams now 
function together as centers and provide a 
therapeutic milieu and administrative struc- 
ture for the inpatients and day patients of 
an area, 

In 1968 each of the four clinical units was 
assigned one of the five health districts in 
San Francisco. Their mission was to meet 
the mental health needs of the people in 
their health district. Simultaneously a group 
of private psychiatric and social agencies 
banded together to form a mental health 
center providing for the fifth health district, 
These five centers, in addition to caring for 
the casualties of their health districts, im- 
mediately began to establish contacts with 
community groups and began to develop 
satellite clinics in the community, separate 
from the county hospital. One center re- 
sponded to the interest of the local university 
hospital in community Psychiatry and col- 
laborated in moving treatment facilities out 
of the county hospital and into the teaching 


and research facility located in the proper 
district. 
The ultimate question is the effect of 


these changing patterns of caregiving on 
the occurrence and course of mental dis- 
orders in San Francisco. Given the preven- 
tive goals of community mental health cen- 
ters, we must first ask: Does the mental 
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TABLE 1 
State Hospital Usage by San Francisco Residents 


CALENDAR YEAR PETITIONS FILED COMMITMENTS 


1964 3,720 2,882 
1965 2,263 1,528 
1966 1,476 562 
1967 1,194 126 
1968 810 129 
1969 to June 31° 302 54 


" Inauguration on July 1 of Lanterman-Petris-Short Act 


health center organization really allow San 
Francisco to care for its own? Is the mental 
health center a viable organization, and can 
San Francisco really tolerate not sending 
its emotionally disturbed and disabled to 
state hospitals? 

One impact of the new orientation was a 
dramatic drop in admissions of the mentally 
ill to state hospitals from San Francisco. 
Because of the determination of the Supe- 
rior Court and the mental health services to 
substitute local treatment for commitment, 
involuntary patients could be—in fact had 
to be—treated locally. The result was the 
virtual disappearance of commitment ex- 
cept for a handful of patients, mostly the 
elderly with severe chronic brain syndromes. 
Many of the arrangements with the court 
made during that period later appeared in 
the details of the 1969 Lanterman-Petris- 
Short legislation abolishing commitment of 
the mentally ill in California. As shown in 
table 1, petitions for state hospitalization 
dropped by 92 percent (3,720 to 302), and 
commitments dropped by about 96 percent 
(2,882 to 108) between 1964 and 1969. 

While these changes in the inpatient ser- 
Vice were occurring, what was going on in 
Some of the other elements? With far fewer 
patients being sent to the distant state hos- 
Pitals, some fears were expressed that too 
many severely ill persons would “back up 
in the community and the mental health sys- 
tem could not accommodate to this. Would 
the local system be flooded with readmitted 
mentally ill persons? Our experience was 
Surprisingly the Opposite; readmissions iH 
San Francisco General Hospital droppe 
from 2,347 in 1963 to 1,496 in 1968. During 
this same time a shift occurred indicating 
that about half as many persons (6,927 in 
1963-64 to 3,214 in 1968-69) used the same 
number of hospital days, with an increase 
average stay (3.9 to 11.0). 
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he same time the total work output of 
tire mental health system increased, 
own by total number of persons served 
2 to 17,257), number of outpatient 
jews (80,481 to 143,500), and units of 
are service (7,728 to 19,425). 


loping new centers or services was borne 
‘state and local resources, Often it was 
ved simply by rearrangement of avail- 
le resources, but this method of meeting 
eds resulted only in a rearrangement of 
ority ranking of problems, not in their 
ion. The expansion coming with staff- 
| grants has been by virtue of federal dol- 
ithas afforded a welcome opportunity to 
‘Meet more of the city's total mental health 
eds, In all of this, how much money is 
p Spent, and for what? We recognize the 
great dangers in trying to do program 
Teview and evaluation using only fiscal cri- 
‘teria; money should be only one parameter 
‘and should be used for comparing rather 
mn valuing. Balancing San Francisco men- 
tally ill patients resident in one large state 
hospital against net city costs shows a 
Marked reduction of such patients (1,618 to 
723) in five years, with only a slight gain in 
County cost for its own institutional services 
($285,734 to $360,470, not adjusted for infla- 
tion), This shows clearly that shifting the 
load from distant state hospitals to local 
Services did not significantly add to county 
Costs for inpatient care. 


It must be borne in mind that these mea- 
Sures of clinical activity by no means measure 
all of the services rendered nor can these 
me be used to determine a cost per patient. 

tis simply an honest and courageous at- 
lempt to see if a change in locus of clinical 
Activity (from state hospital to the com- 
munity) has been accompanied by a pro- 
Portionate increase of expenditure at the 
‘local level. It is our conviction, and the data 
tend to support our belief, that using dollars 

48 only a single criterion, the states and tax- 
$ Payers are probably saving money by using 
€ community mental health system- Not 
available to be included in these compari- 
“Sons is the money nor spent in state hos- 
Pitals as a result of reduced patient days. 
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Conclusions 


We have been able to answer some of 
society’s questions. Yes, it is possible to find 
an alternative to the state hospital system, 
Yes, it is possible to render sufficient psy- 
chiatric care locally. And yes, it is possible 
to do it about as economically as the state 
hospital system does. The mental health 
centers have become established in San 
Francisco; the community is indeed in- 
volved. New resources and techniques have 
been developed and the centers are steadily 
growing in size, vitality, and the range of 
tasks they are assuming in the community. 
These changes could have come about, in 
our opinion, only by the use of the com- 
munity mental health center model and with 
the active support and cooperation of the 
state hospital system. 

Yet all is not well. The massive change in 
roles, goals, and functions leaves staff mem- 
bers often feeling overwhelmed. The more 
they expose themselves to the community, 
the more vulnerable they are because of ever 
higher community expectations. Indeed, 
programs for the array of problems of chil- 
dren in schools, for the suddenly overwhelm- 
ing thrust of drug abuse at all ages, and for 
the long-standing problem of alcoholism 
are areas that are only beginning to be 
touched. As mental health services have 
adapted to needs and opportunities in the 
community, not only have professional 
roles changed but the administrative and 
record and housekeeping systems of the 
hospital and the city government have been 
strained to the limit of their capacity. While 
the changes have been possible because of 
support from key elements of the legal, po- 
litical, and psychiatric communities, the 
real solution to many of these problems has 
not yet been found. The answers to these 
mundane but life-supporting problems lie in 
future research efforts encompassing clini- 
cal, social, and administrative areas. Simi- 
larly, questions about ultimate values—is 
what we are doing good for patients, is ita 
benefit to society, does it really change the 
course and type of mental illness—need 
both time and some carefully designed and 
documented research. 

The basic objectives, however, have been 
met and the mental health center system Is 
functioning reasonably well in San Fran- 
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cisco. It is not possible for us now to imag- 
ine returning to the era of the detention 
ward and the routine of state hospital com- 
mitment. We do not want to be shifting the 
mentally ill from state hospital wards to 
hotel rooms and sidewalks, from the back 
wards to the back alleys. We want to fulfill 
President Kennedy’s call for restored and 
revitalized patients’ lives. 

The organizational problems that remain 
to be solved in the context of a metropolitan 
crisis characteristic of the urban core of all 
major cities leave the future uncertain. Un- 
certainty at least means opportunity, and 
how shall we react to the challenge of the 
future? What further expectations may we 
as professionals have of ourselves? Do we 
have the wit and will to persevere “in ex- 
panding the origins of community mental 
health care into a nationwide program of 
human services designed to make living 
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better for an entire population” (7)? These 
words of Stanley Yolles could guide us 
through the next several years as well as 
President Kennedy’s have through the past 
seven. 
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Experience with Community Mental Health Centers 
BY LUCY D. OZARIN, M.D., SAUL FELDMAN, D.P.A., AND FRED E. SPANER, PH.D. 


The authors report on the experiences 
gleaned from site visits to federally funded 
mental health centers that are now in opera- 
tion. „Their most important findings were: 
the formation of public and nonprofit cor- 
porations to serve as planning and fiscal 
agents facilitates the growth of local inter- 
agency networks of service, the organiza- 
tional structure of a center program deter- 
mines its capability to deliver services, citizen 
participation is vital for community support 
bes program Bee. and manpower 
utilization is enhanced b ili 

mental health workers. Wisi ie deor 


Te Community Mental Health Centers 
Act became operative in 1964. By June 
30, 1970, 420 centers had been funded. Of 
these, 165 received only construction grants 
117 received only staffing grants, and 138 


Read at the 123rd annual meeting of th i 
REUS Association, San Francisco. Cali. Man 
11-15, 1970. 3 
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received both types of grants. A total of 245 
centers are currently in operation. When all 
funded centers are activated, they will serve 
close to 60 million people. 


In administering this program, members 
of the staff of the National Institute of Men- 
tal Health visit operating centers soon after 
they open and annually thereafter. These 
site visits have disclosed trends as well as 
problems. Some early concerns, such as 
the required delineation of catchment areas, 
are no longer critical. Our current concerns 
include the problems inherent in developing 
interagency networks of service, in building 
Organizational structures for center pro- 
grams, in evolving true citizen participation. 
and in utilizing manpower. 


The authors are with the Division of Mental Heat 
Service Programs, National Institute of Mental Heal’. 
5454 Wisconsin Ave., Chevy Chase, Md. 20015. ani 
Dr. Ozarin is Program Development Officer, Dr. Fel 
man is Associate Director for Community 
Health Services, and Dr. Spaner is Assistan 
Community Mental Health Centers Support Branch- 
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elopment of Service Networks 


fental health resources in service areas 
the country are affiliating under con- 
to form local mental health networks 
to provide continuity of care for pa- 
fients. The affiliating agencies coordinate 
j their records and staff efforts to prevent du- 

plication and promote maximal use of their 
resources. In San Francisco, for example, 
the West Side area is being served by a 
community mental health center program 
that combines the resources of four volun- 
tary hospitals, two family service agencies, a 
halfway house, a rehabilitation center, and 
a suicide prevention center. A similar con- 


sortium exists in Philadelphia, where four 


| 


Voluntary hospitals and a public general hos- 
pital have joined with the University of 
Pennsylvania Hospital and its department of 
psychiatry to furnish a comprehensive range 
of mental health services to a given catch- 
ment area. Several centers in Philadelphia 
also have formal affiliations with the nearby 
state hospital, and their staffs take responsi- 
bility for certain aspects of hospital care for 


\ residents of their catchment areas. 


The programs of some large centers offer 
all elements of service under one administra- 
tive sponsorship, but most funded programs 
are provided by at least two agencies, usually 
a general hospital and a mental health clinic. 
Combining two or more autonomous agen- 
cies, each with its own philosophy and spe- 
cial interests can, of course, produce prob- 
lems, But despite the problems, agency and 
service networks have strengths. They are 
the beginnings of organized systems that 
in our increasingly complex world are fast 
becoming a necessity. In one northwest city- 
county catchment area, 38 community agen- 
Cies representing both governmental and 
Voluntary groups formed a special corpora- 
tion that contracted for service with a local 
voluntary hospital and the mental health 
outpatient clinic of the health department. 
The hospital applied independently for a 
Construction grant, which is made directly 
to the property owner, but a staffing grant 
Was made to the corporation that accepted 
Tesponsibility for the operation of the total 
program. 

The network approach to 
| Munity resources also raises 

problems related to program 
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responsibility that do not exist when the 
entire program is under a single sponsor. 
While some sponsors can provide five or 
even ten program elements, few can provide 
the entire range of service from their own 
resources. Programs limit themselves and 
their ability to serve their clients optimally 
unless they seek relationships, formal or 
informal, with other community resources. 
Affiliations also provide a means for ex- 
change of information about the commu- 
nity’s changing needs, for joint planning, 
and for problem solving. 


Organizational Structure 


The administrative organization of a cen- 
ter, although determined by specific local 
conditions, is a major factor in service de- 
livery. Centralized responsibility is essential 
to assure continuity of care within a compre- 
hensive range of accessible and available 
services. Experience has indicated that a men- 
tal health center can perform most effectively 
and efficiently when a single program direc- 
tor is responsible for the entire center's pro- 
gram. He, in turn, reports to à governing 
body that is representative of all the affili- 
ates, but it is he who is responsible for the 
administration of the center's program and 
the staff of all center functions and activi- 
ties report to him. Divided program respon- 
sibility increases the possibility of a break- 
down in continuity of care and threatens the 
center's identity as à distinct and unified 
program in the eyes of the community. The 
problem is further compounded when the 
center program is provided by more than two 
affiliates. 

The organizational structure of a center 
must support the objectives of the program 
and at the same time be compatible with the 
needs of the several corporate agencies in- 
volved in the center. Bringing together sev- 
eral separate and autonomous organizations 
into one viable, coordinated program can be 
effective only if the parties involved feel that 
the structure is of benefit to each agency and 
to its clients. 

One center program in a densely popu- 
lated suburban area is administered by a 
general hospital that has affiliated with a 
long-established child guidance clinic located 
across the street. Members of the clinic 
staff were very reluctant to extend their ser- 
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vices to all age groups. Fortunately, the di- 
rector of the clinic is also director of the 
center program and he is moving slowly but 
steadily to widen the clinic’s scope of opera- 
tion. 

In one eastern city a general hospital, a 
child guidance clinic, and an alcoholism 
treatment center affiliated to form a commu- 
nity mental health program. The hospital 
was awarded a construction grant and then 
made an agreement with a new mental 
health corporation formed by board mem- 
bers of the three agencies. The child guid- 
ance clinic’s board dissolved itself while the 
parent board of the alcoholism center con- 
tinues. 

The development of special corporations 
for mental health purposes appears to be an 
emerging trend. County or area mental 
health boards established by state law may 
also serve as the planning and administrative 
bodies eligible for federal funding. In such 
cases, the local or regional mental health 

boards contract for services with a wide 
variety of resources in the catchment area, 
eg., hospitals, clinics, child care institu- 
tions, and rehabilitation programs, This 
manner of operation fixes administrative au- 
thority and responsibility for the operation 
of the mental health program. Specific re- 
sponsibility for the operation of the program 
is delegated to a program director. He is 
responsible for the overall fiscal, administra- 
tive, and clinical services of the center’s pro- 
gram provided through the various affiliates. 
He must establish à system for evaluating the 
program in relation to the community's 
mental health needs and feed this informa- 
tion back into the system to assure that the 
total center program is indeed responsive to 
the community. The program directors of 
the several affiliate agencies work with him 
and assist him in administration. 


Citizen Participation 


The philosophy adopted by a center gen- 
erally reflects the philosophy of its leader- 
ship. Some center programs have been 
sparked by local psychiatrists, some by gen- 
eral hospitals, and others by outpatient clin- 
ics. These centers generally place their em- 
phasis on the treatment of patients and their 
involvement with broad community pro- 
grams and concerns is often limited. Other 
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centers, particularly those developed by 
community groups or by the staffs of com- 
munity agencies, are more likely to view the 
center as appropriately concerned with 
broader issues. This is often the case in in- 
ner city areas. These centers perceive mental 
health problems as inseparable from social 
ills and believe that the conditions under 
which people live have a direct bearing on 
their mental health or illness. 


Our basic working principle at this time is 
that community mental health centers must 
be responsive to the needs of the people they 
are to serve. A center that does not address 
itself to the mental health needs of the resi- 
dents of its community is not fulfilling its 
mission. However, the scope and substance 
of these needs varies from place to place. A 
responsive program in one community may 
be quite inadequate in another. Experience 
has shown that the best center program is 
one in which the community is involved. If 
the center program is to be relevant to the 
needs of its citizens, there must be open 
channels of communication. This commu- 
nication can be achieved in a variety of ways, 
including interaction with other social insti- 
tutions that serve the same population, such 
as the schools, the police, health resources, 
social agencies, churches, citizen groups, 
and other formal and informal organiza- 
tions. This process may be formalized 
through the use of a citizens’ advisory coun- 
cil. 

Existing agency boards are usually com- 
posed of professionals, with a limited num- 
ber of other representatives who are upper 
middle-class people of some influence in the 
community. Such boards mainly represent 
the community’s power structure and this 
Tepresentation is vital to the fiscal viability 
of the program. However, unless minority 
groups are also represented, the centers 
program may fail to address itself to the 
major mental health problems of the com- 
munity. While all people may need mental 
health services, those who can afford them 
on their own generally obtain them wit 
greater ease than those who are less affluent. 
Therefore, a center should give priority t° 
Poverty populations within its catchment 
area. Representation from this population 
group raises new issues for the center's 4€ 
visory and policy making functions. 
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There are a variety of ways to ensure citi- 
zen participation. The method chosen will 
"depend on the location of the center pro- 
gram and the kind of community it is to 
“serve. Some centers have drawn on the ex- 
perience of the Office of Economic Oppor- 
"Unity and Model Cities programs in which 
citizen participation is achieved through 
| elected representatives. Some centers use the 

technique of open public hearings at which 

the center’s plans, programs, and adminis- 

trative and financial problems are presented. 


Manpower Utilization 


"Another major concern highlighted by 
Our site visits is the extent to which centers 
are serving the total population of their 
catchment areas. This objective is influenced 
by the organization of the center, the philos- 
ophy of the staff, and the center's relation- 
ship to the community. The way the staff is 
organized appears to be a major factor. 
There are two principal patterns of staff de- 
ployment: staff can be assigned to a given 
Service element, e.g., inpatient, outpatient, 
or partial hospitalization; or they can be 
assigned to teams, e.g., on a geographic ba- 
Sis, that are responsible for all assigned pa- 
tients regardless of the service elements re- 
quired. The latter method appears to be 
more flexible and to utilize staff more eco- 
nomically. 

The nonresidential services, which include 
Outpatient, consultation, education, and 
even emergency services, require that the 
Staff be mobile, flexible, and close to the 
People they are serving. Satellite centers 
have been developed in both urban and rural 
areas, These satellites are often manned by 
One or more resident staff members and aug- 
mented by other staff on regularly scheduled 
Visits or on call. 

Innovations in staff utilization have led to 
- the use of a broader range of mental health 

Workers. While training programs are being 

Offered at junior and four-year colleges, a 

growing number of lesser-educated mental 

health workers are receiving on-the-job 
training. The addition of mental health 

Workers has presented some problems at 

limes but it has also broadened programs 

ànd often made them more effective. Centers 

Serving low-income areas and using local 

‘Tesidents as mental health aides find that 
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the responsiveness of the center to local men- 
tal health needs is enhanced. Such workers 
are able to establish relationships quickly 
with a clientele that is often hesitant to deal 
with professionals. Mental health workers 
are making home visits and engaging in 
many tasks previously limited to profes- 
sional staff. However, the use of auxiliary 
workers, although highly valuable, does 
raise some notes of caution. There may be a 
tendency to provide a greater proportion of 
nonprofessional time to the poor than to 
those who can afford to pay for services. 
Mental health workers may be placed in sit- 
uations for which they have not been proper- 
ly trained. Appropriate training and profes- 
sional backup and supervision for auxiliary 
workers is a necessity. 

The development of career ladders for 
mental health workers has led, in some 
places, to collaborative relationships with 
training institutions. This may serve as a 
stimulus to the colleges to increase the rele- 
vance of their other training programs to the 
needs of such high priority groups as the 
poor. 


Some Further Observations 


Our site visits have provided information 
about many kinds of center programs. For 
instance, organized emergency services, es- 
pecially those that provide temporary care 
of patients for a number of hours or over- 
night, appear to result in a decrease in inpa- 
tient admissions to the center or to other 
inpatient facilities. Centers have found they 
may need fewer beds than originally planned. 

Some centers have had difficulty in con- 
ceptualizing and implementing an effective 
partial care program. Lack of knowledge 
and motivation on the part of the staff may 
be major factors in the difficulty. However, 
some excellent day care programs have been 
developed, even in rural areas where trans- 
portation is a problem. The day care dilem- 
ma is aggravated by the paucity of third- 
party payments for this service. Undoubted- 
ly, more day care would be made available if 
financial coverage were assured by third- 
party payments. f 

We have also seen some interesting de- 
velopments in private practice. Most cen- 
ters encourage private practitioners to work 
in the center program, both to increase the 
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center’s resources and to involve an impor- 
tant and influential community group. A 
center based in a district general hospital in 
California has enlisted 60 private practi- 
tioners, who see patients in their private 
offices at state-set fees, after initial screening 
by the staff at the center. The center main- 
tains the patients’ records, monitors utili- 
zation, and coordinates this outpatient ser- 
vice with its other services. 

Our site visits are revealing the rapid 
changes in the mental health field. The basic 
philosophy of the center program embody- 
ing comprehensiveness, accessibility, con- 
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tinuity of care, and emphasis on prevention 
is helping to bring about these changes, An 
overriding principle that has emerged from 
our experience is that a community must be 
meaningfully involved if effective planning 
and responsive services are to be provided to 
people in a changing social and technologi- 
cal scene. 

The Community Mental Health Centers 
Amendments of 1970 continue and extend 
federal support for the delivery of mental 
health services within the organizational 
framework of the community mental health 
centers program. 


Psychiatric Services in a Neighborhood Health Center 


BY EUGENE L. LOWENKOPF, M.D., AND ISRAEL ZWERLING, M.D., PH.D. 


The authors describe the operation of a 
neighborhood health center, with particular 
emphasis on psychiatric services. The main 
unit effecting delivery of all services is the 
health team, consisting of both professional 
and nonmedical personnel. The role of psy- 
chiatrist as consultant is discussed in this 
team context. Case examples illuminate 
problems of team leadership and the role of 
paraprofessionals. 


T HE LAST DECADE has seen the beginning 
D of a massive attempt to provide psy- 
chiatric services to large numbers of people. 
Because of the gross disparity between the 
demand for service and the supply of per- 
sonnel, directors of mental health services 
have turned to groups other than mental 
health professionals, to locations other than 


5 Read at "e 123rd Sd meeting of the American 
sychiatric Association, San Francisco, Calif., 
11-15, 1970. : ee 
The authors are with Albert Einstein College of Medi- 
cine, Yeshiva University, New York, N. Y., where Dr. 
Lowenkopf is Assistant Clinical Professor of Psychia- 
try, and is also Chief, Montefiore Service, Bronx State 
Hospital, 1500 Waters Pl., Bronx, N. Y. 10461; and Dr. 
Zwerling is Professor of Psychiatry and is also Director, 
Bronx State Hospital. i 
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the customary hospital or clinic, and to new 
modalities and new concepts of treatment. — 

Perhaps the most controversial new group 
of workers in this field is the nonprofessional 
indigenous worker (1). These workers live in 
the areas they serve and are usually of the 
same ethnic group and socioeconomic class 
as the people they serve. The nonprofessional 
has proven of value in a variety of different 
roles and settings (2-4), but the full range of 
his usefulness in psychiatry remains to be de- 
termined. 

In addition to changes in the delivery of 
mental health services, the past decade has 
witnessed a great effort on the part of govern- 
ment to provide general medical services, 
particularly on a neighborhood basis. Just 
where mental health fits into the medical 
services offered by neighborhood health cen- 
ters is unclear (5), and the relationship be- 
tween these centers and community menta 
health centers or other psychiatric agencies 
remains to be worked out. 

This paper reports on the exper 
group of hospital-based mental hea 
sionals who have worked out a consu E 
relationship with a neighborhood medic? 
center where the basic contact with the fam 
ily is performed by a nonprofessional, 
family health worker (6). 


ience of à 
Ith profes- 
Itative 
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Nature of Institutions and Services 


Bronx State Hospital is a 1,200 bed men- 
tal hospital that provides psychiatric inpa- 
tient services for the Bronx. The hospital is 
organized into several geographic units, each 
of which takes care of patients from a specif- 
ic community mental health center area. 

The Dr. Martin Luther King, Jr. Center, 
originally called the Montefiore Hospital 
Neighborhood Medical Care Demonstration 
Program, began operating in July 1966, when 
it received funding from the Office of Eco- 
nomic Opportunity (7). It serves two health 
areas consisting of 55 square blocks in a low- 
income area in the central Bronx. Its 45,000 
residents are predominantly black or Puerto 
Rican, with a scattering of whites. 

The health team at King is the basic unit 
| for delivery of services, each team being as- 
signed the care of all people living in a desig- 
nated number. of blocks. "Care" refers to 
direct medical services as well as to other 
forms of assistance that lead to improved 
health such as obtaining sufficient heat in 
winter and adequate welfare payments. The 
team consists of a public health nurse, sev- 
eral family health workers, an internist, a 
pediatrician, and a lawyer. In addition to 
their specific professional training, the nurse, 
physicians, and lawyer have had courses 
orienting them to the community and to 
social medicine before they begin work at 
the center; they reside for the most part out- 
side of the area. 

The family health workers, who reside in 
the community and are nonprofessionals, are 

usually women, some of whom have not 
| graduated from high school. They have 
undergone 24 weeks of training in home nurs- 
ing skills, welfare law, health education, and 
social advocacy. They are frequent visitors to 
the homes of their patients, where they per- 
form nursing functions such as taking blood 
pressures and pulse rates, checking the urine 
of diabetics, giving enemas, and instructing 
| families in health matters. Each reports daily 
to her supervising nurse, who directs what 
she does and occasionally visits the patients 
| herself. The nurse is also responsible for see- 

ing that the patients visit their physicians dur- 

Ing clinic hours at the center. The team relies 
| 9n its nonprofessionals to assist a limited 
| number of professionals in providing broader 
health care services. When in January 1968 
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the King area became part of the Bronx 
State Hospital catchment area, the psychi- 
atric staff of the hospital began to work with 
King toward providing consultation services. 


Psychiatric Consultation in 
a Medical Setting 


Once weekly the team meets to discuss 
problem families or households. At these 
sessions, which the nurse leads, the family 
health worker presents the case and the prob- 
lems, and the nurse uses all the available ex- 
pertise to determine how to help the family. 
Six out of eight teams now have a consulting 
psychiatrist or clinical psychologist, who is 
also on the staff of the geographic unit of 
Bronx State Hospital, which cares for inpa- 
tients from this community. He attends the 
weekly team meetings and attempts to high- 
light and clarify the psychopathological as- 
pects of the households being presented. He 
also participates in a team clinical session 
and interviews patients directly in the pres- 
ence of the referring team member. His 
major functions are teaching and consulta- 
tion. 

Because the family health worker enters 
the home most frequently, she is the one who 
is most quickly drawn into the family dynam- 
ics and whose work suffers most if she does 
not understand what she is doing. Converse- 
ly, as the worker closest to the family and 
usually of the same ethnic group as the fam- 
ily, she has the greatest potential for effective 
communication. She is faced with handling 
patients, often recently discharged from the 
state hospital, with known severe psychiatric 
disorders. 

Because of these considerations a training 
program for family health workers was be- 
gun; it consists of 12 weekly one-and-one- 
half-hour seminars and concentrates on the 
recognition, understanding, and handling of 
psychiatric problems, on personality devel- 
opment, and on treatment modalities. There 
was little emphasis on formal diagnosis or 
inpatient treatment but great stress on the 
situations that precipitate decompensation, 
the factors that influence recovery, and the 
problems in living that the psychiatric pa- 
tient faces. These seminars were intended to 
complement and place in an organized 
framework the clinical material to which the 
worker is exposed daily. 
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In formulating the role of a psychiatric 

consultant in a team, a model team was pos- 
tulated. In this team, each individual would 
be functioning with a clear picture of his own 
role and how he related to each other team 
member and to patients. Leadership would 
be clearly in the hands of the nurse; problems 
presented to the consultant would be clearly 
phrased and would be clearly in the consul- 
tant's own sphere of knowledge. His opinion 
would be eagerly sought and his advice im- 
mediately acted upon. 

It was anticipated that some problems 
would arise between individual members of 
the team, and in these cases the psychiatrist 
would promote greater effectiveness by help- 
ing the individuals concerned to understand 
each other better. It quickly became appar- 
ent that this prediction was not realistic, and 
problems arose in almost every area: team 
organization, personal difficulties among 
team members, community attitudes toward 
psychiatry, difficulties separating psychiatric 
problems from the social and economic prob- 
lems with which they are often associated, 
and inadequate preparation of the consul- 
tants for team and community work. 


, The most serious problems in team orga- 
nization had to do with the question of lead- 
ership, the role alteration of the various team 
members, and the ambiguous position of the 
consultants. Although it was stated frequent- 
ly that the public health nurse was the coor- 
dinator of team functioning, she constantly 
deferred to medical opinions, even in legal or 
social matters. Nurses were also unsure 
whether their supervision of the family health 
workers was supposed to consist of directing 
them or advising them, 

Family health workers, on their part, were 
anxious about their new role as semiprofes- 
sionals and alternated between seeing them- 
selves as spokesmen for the community and 
its goals and identifying with the professional 
staff and its goals; the two sets of goals were 

not always the same, They often doubted 
that they had anything special to offer and 
needed clear statements of what their con- 
tributions were to the provision of medical 
services. Physicians tended to‘assume leader- 
ship in all areas and to minimize the impor- 
tance of social and cultural factors, 

When the psychiatric consultant appeared 

at the conference of a team Struggling with 
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problems of direction and leadership, he was 
often received with confusion, and his role 
was unclear. He was frequently seen as the 
messenger of the center's administration and 
therefore either a potential leader or an in- 
terloper who would report back the weak- 
nesses of the team. 

These problems have generally been 
worked out with the passage of time and the 
demonstrated usefulness of the basic model 
for delivery of services. Nevertheless, even 
when leadership has been clear and the team 
has functioned close to its prescribed pat- 
tern, problems have arisen for the psychiatric 
consultant. We would like to present several 
examples of cases presented at conferences 
that illustrate how the team works, how the 
psychiatrist is utilized, and what kinds of 
problems in consultation arise. 


Case Reports 


Case I. A family was presented in which the 
mother, a 29-year-old woman, had been hospital- 
ized in state institutions with a diagnosis of chron- 
ic schizophrenia on a number of occasions. She 
was now living with her four children and her own 
invalid mother and often disappeared overnight. 
Arrangements had already been made for wel- 
fare assistance and a part-time homemaker, but 
the children were presenting problems in school 
and the grandmother felt she could no longer 
cope with them. 

The team was puzzled as to what to do next, 
and the psychiatrist suggested that the role of 
the grandmother be strengthened by the family 
health worker. No one on the team responded to 
the suggestion, and one of the family health 
workers condemned the mother for exploiting the 
welfare system. The nurse agreed and suggested 
that welfare be stopped so that the mother woul 
be forced either to go to work or starve. The in- 
ternist suggested that the children’s problem 
would be solved if they were placed in an institu- 
tion and the family broken up. Further discusso 
was dropped at this point, but some weeks latch 
the family health worker reported to the payee 
trist that she had been advising the grandmot i 
and the mother to set limits and to make b 
children participate in the housework; it ee 
they had begun to settle down in school, an 
family situation was quieter. (de 

One can speculate at length about the on 
tors motivating the individual team m tal 
bers, but it seems clear that denial of rae 
illness, judgmental attitudes, and rea 
to abandon problem patients to other ni 
cies and outside solutions played 4 P 
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More encouraging was the family health 
Worker's attempt to put into action the psy- 
chiatrist’s recommendations. 

"Case 2. In another team, a family health work- 
er presented a family that was taking care of an 
old aunt while her son was in prison. The old lady 
Was confused and soiled herself, but the family 
wanted to keep its promise to her son to look af- 
ter her and not hospitalize her. When the psychia- 
trist reviewed the alternatives and underlined the 
poor prognosis, the family health worker burst 
into tears. She said that she could not return to 
the family with such a bad report and would rath- 
er quit; she then questioned the competence of the 
psychiatrist. The other family health workers 
were also dismayed at the psychiatrist's inability 
to do anything but then began to tell the present- 
ing worker that she just couldn’t face the fact that 
nothing could be done. 

This example illustrates the wishes on the 
part of many of the family health workers for 
magical solutions to problems. When this 
wish, which was often masked as idealism 
and willingness to try anything called “treat- 
ment" was frustrated, the result was often 
disappointment with psychiatry, the develop- 
,,, Ment of overt hostility, and the minimizing 
! of psychiatric efforts. This case also shows 
quite clearly that this worker obtained sig- 
nificant status in the community from her job 
and that, without this status, the job had less 
meaning for her. 

Case 3. In a third example, a sensitive young 
family health worker presented the case of a 
young mother who was dying of cancer of the 
cervix. The patient had several children who were 
Currently being looked after by her mother. The 
family health worker blamed the imminent death 
On sloppy diagnosis and poor treatment at the 
local city hospital; she expressed her feeling that 
Such carelessness was often the lot of black pa- 
tients admitted there. She did not know what to 
do with the dying patient and did not know how 
to talk to the patient’s mother or to the children. 


Discussion of the problem centered around 
the natural history of cancer of the cervix, 
and the family health worker recognized that 
Poor care probably did not play a part in the 
grim prospective outcome of the case. It was 
apparent to the consultant that the worker 
identified with the patient. She needed to 
deny that death could, in the natural course 
of events, happen to someone close to her 
and consequently looked for external causes. 
The conference illuminated this for her and 
Provided her with concrete suggestions for 
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helping the family. 

The examples show that family health 
workers have the same problems in relation 
to their patients as do physicians and nurses. 
However, in addition to being members of a 
medical team, the family health workers also 
live in the community and share its atti- 
tudes. They show a great tolerance for be- 
havioral disturbance that does not touch 
them personally and are reluctant to admit 
that their community has a wide prevalence 
of psychiatric disorder. Although they often 
have a marked degree of personal sympathy 
and understanding for their patients, they 
see them as friends and neighbors and often, 
for example, take incomplete histories for 
fear of losing potential friends or of being 
accused of prying. Here it seems that the 
price of greater intimacy is a loss of objectiv- 
ity. 

The difficulties encountered by the psychi- 
atric consultants suggest that proper prepa- 
ration for success in the role of a community 
agency consultant includes knowledge of in- 
dividual dynamics, skill in the handling of 
groups, experience in overcoming resistances 
of individuals and groups, understanding the 
principles of good administration, and ex- 
tensive information about the network of 
social agencies serving the community. The 
personality qualities of flexibility and ability 
to work in new settings with new co-workers 
are also mandatory. 

Our experience has led us to conclude that 
psychiatric services can be incorporated into 
a comprehensive medical care program. In 
such a setting, psychiatric services are per- 
haps more readily accepted by the commu- 
nity than when they exist alone. However, 
they must also compete for the time and at- 
tention of the nonpsychiatric staff with other 
services that are usually more tangible and 
whose results are more rapidly evident. Al- 
though it was at first felt that the family 
health worker could be of unique value in 
helping patients, our experiences indicate 
that all of the nonpsychiatric staff could be 
of value in this regard and that the closeness 
of the worker to the patient is more often a 
function of the worker's personality than of 
his ethnicity, residence in the community, or 
professional role. Since the family health 
worker looked to the nurse for supervision 
and the nurse looked to the physician for 
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leadership and direction, it might also be ad- 
visable to do more work with these profes- 
sionals. 

We feel that our experience confirms pre- 
vious reports concerning the value of non- 
professional workers in mental health pro- 
grams although, as we have indicated, there 
are problems. To produce a sophisticated 
therapist is obviously a matter of years of 
training and not a matter of weeks or 
months. Consequently, the work done by 
nonprofessionals must represent a departure 
from traditional psychotherapeutic modal- 
ities. At the same time, it represents a new di- 

rection in delivery of services and at least a 

partial solution to our manpower crisis. 
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The authors describe a pilot project de- 
signed to provide the wide range of services 
of a hospital-based team to a group of ele- 
mentary school children and their families. 
The team found numerous physical and 
mental problems as well as serious social 
problems that had interfered with the abili- 
ty of the target families to avail themselves 
of health services. The authors conclude 
that the use of hospital-based teams working 
in the schools may offer the best approach 
to providing truly comprehensive, coordi- 
nated, and continuous help. 


De OF PSYCHIATRY in general 
hospitals are being asked—politely as 
well as impolitely—to expand their respon- 
sibilities outside their hospital walls and to 
respond to newly recognized needs, Ele- 
mentary schools provide a logical point of 
extension into the community, with Strategic 
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in school solidify into patterns of defe 
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forts, for the learning process can play a 
significant part in the preservation of emo- 
tional balance, and improvement in emo- 
tional and physical health can boost learning 
and classroom performance (1-5). 

In 1966 the Mt. Sinai Hospital of New 
York launched a pilot project. One half- 
time psychiatrist, two full-time social work- 
ers, and one half-time and two full-time 
psychologists were assigned by the depart- 
ments of psychiatry and social service to 
provide a wide range of services to one 
class of about 150 school children, begin- 
ning at first grade and continuing through 
their third grade. A pediatrician was avail- 
able for consultation and services were pro- 
vided as needed for audiovisual testing. An 
anthropologist and a medical sociologist, 
each part-time, were assigned research re- 
sponsibilities. 

The professionals were to supplement, 
not to replace or duplicate, community and 
school services and to work closely with 
agencies and hospitals already serving the 
target children and their families. The team 
V worked closely with the school's principal 

and assistant principal, who were very sup- 
portive, and with teachers, school guidance 
and health personnel, parents’ organiza- 
lions, parents, and children. 

As the demand for services increased, a 
casework aide joined the staff, a speech 
therapist was called in as a consultant, and 
college volunteers worked on remedial 
reading with selected children under the di- 
rection of a reading consultant. Other volun- 
teers worked with children and their fam- 
ilies during the summers. 

The school that participated in this proj- 
ect is on the boundary of East Harlem. 
There were children from several housing 
projects that the New York City Housing 
Authority classifies as lower income hous- 
ing. (Interestingly, the tenants interviewed 
in these same buildings referred to them as 

middle income housing.") There were also 
Some slum buildings and a few middle-rent 
and some high-rent apartments on Park 
Avenue. Nineteen families had an extra 
Telative, such as a grandmother or an aunt, 
living with them. A number of the families 
Were crowded together in chaotic condi- 
lions, e.g., ten people and two chickens in 
three rooms. Project children in 38 of the 
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families shared beds with other family mem- 
bers in a wide range of age and sex combina- 
tions. 


The anthropologist visited 118 families, 
among whom 59 were Spanish-speaking, 27 
were other Caucasian, 24 were Negro, one 
was Chinese, and seven were ethnically 
mixed. 


The Development of the Team 


The project staff developed into a closely 
cooperating, well-articulated team as they 
struggled to meet what often seemed over- 
whelming needs and demands. They were 
supported by the hospital but operated in 
the community from their own project office; 
distinctions of status and discipline seemed 
to decrease in importance as members be- 
came immersed in the task of helping chil- 
dren. The team developed an esprit de corps, 
a flexibility, and a way of operating in crisis 
intervention that was analogous to that of a 
small combat team responding to an ex- 
ternal threat by extra effort and closer co- 
operation. 

The psychiatrist, the social workers, 
one of the psychologists, and the anthro- 
pologist all made home visits at some point 
and all pitched in to help in emergencies. 
When teachers asked for assistance with a 
sibling of a project child—or for that matter 
any child in trouble—staff members moved 
to help them. The psychiatrist saw mothers, 
fathers, grandparents, and children and 
worked with the teachers. 

It is possible that the detached team, 
supported by the hospital but free to serve 
as needs arise with little attention to bu- 
reaucratic procedure, is the social arrange- 
ment with the best chances for high morale 
and for efficient crisis intervention. Such a 
team may also provide for truly comprehen- 
sive, coordinated, and continuous help. 
Team members who work closely together 
over a period of time can develop approaches 
that are effective. They have ample oppor- 
tunities to see firsthand the total life situa- 
tion of the people they set out to help. The 
perspectives of different professions com- 
bined in a concentrated effort contribute 
depth and clarity in diagnosis as well as 
in management of complex problems. 
Equally important, the chances are 1n- 
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creased for each member to see the benefits 
of joint efforts. 


The data from our project have provided 
an embarrassment of riches—results of 
clinical evaluation and histories, "before- 
and-after" psychological testing, and an- 
thropological field work. But we will con- 
fine ourselves here to the material that 
seems most germane to the issue of our 
present interest: the nature of problems 
that we discovered and their implications 
for the delivery of health services. 


Our team members found what many note 
but too few systematically compensate for: 
it is not always enough to make an appoint- 
ment at a clinic, not enough to offer help. 
Some mothers were unable to cope with the 
demands of time; they were unable to 
mobilize themselves to get their children to 
clinics for appointments. Passivity as well 
as illness handicapped some and incapaci- 
tated others. The bureaucracy, whether of 
a hospital, a welfare agency, or a housing 
authority, can work for people who can 
mobilize themselves and go after help. It 
can be a challenge to the resourceful and the 
aggressive, who learn the ropes and find the 
ways to get necessary attention. But the 
passive person, whose chief strength is re- 
sponsiveness to the individual, may retreat 
from the prospect of impersonal encounters, 
forms, and appointments. Some of the 
mothers in our project who most needed 
help were the most distrustful of profes- 
Sionals; they literally had to be led and 
coaxed to avail themselves of services, 


The anthropologist’s home visits, while 
originally planned for research and the 
gathering of data on our population, turned 
out to be a primary connection between 
services and some otherwise inaccessible 
families. We found many serious unattended 
physical problems among the children and 
their parents, ranging from urgent need for 
eye examinations and tonsillectomies to 
lupus erythematosus; we found 19 cases of 
asthma, all but three among the Puerto 
Rican families. Twenty-one patients were 
treated at Mt. Sinai Hospital and we co- 
operated with other clinics and hospitals, 
In some cases the social health advocate 
actually took children or parents to meet 
appointments where they were already sup- 
posed to be in treatment. 
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The project psychiatrist saw each child in 
an initial screening interview and the clini- 
cal team rated the mental health status of 
the children. Careful screening and attention 
to symptomatology in a population tend 
to produce reports of high incidence of the 
health problems that are being investigated, 
and lower socioeconomic status and recent 
immigration seems to be associated with 
impairment of mental health. Thus, it is not 
too surprising that our intensive screening 
and evaluation classified only eight percent 
of the children as free of mental health 
problems. In Langner’s survey of 1,034 New 
York City children aged six to 18, only 12 
percent were rated “well or showed only 
minimal impairment” (6). 

Initial psychological tests indicated that 
nearly half of the children had marked de- 
ficiencies in visual-motor-perceptual func- 
tioning; most of these children were work- 
ing below their grade levels in reading and 
arithmetic. Clinical observations as well 
as results from the Children’s Apperception 
Test suggested that nearly three-fourths 
struggled with appreciable anxiety. Twenty- 
six percent were depressed or withdrawn 
and depressed. This was the primary diag- 
nostic category for ten percent of the chil- 
dren. The initial results of Rorschach tests 
for over one-fourth of the children showed 
feelings of helplessness and hopelessness; 
bleak scenes, snow, and dead trees were 
often included in their responses. 


Problems of Transiency 
Transiency plagues schools, uproots chil- 


dren, and fragments service efforts. Only 93 
of the 150 children of our first wave of test- 


ing were still in the school at the end of 


third grade. Nearly half of the families 
reached had moved one to three times with- 
in six years. e 
The group that stayed through the te 
years closely resembled the original oen 
in several ways. However, there is some E: 
dication that the “brain drain" of the p 
apt students from public schools in ue 
hattan starts in elementary school. Fora 
ample, only six of the entering first gr bl 
had IQs of 130 or above on the Ver 
Scale of the Wechsler Intelligence S 
for Children (WISC). Four of the six w 
not available for retest; three had been tr 
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ferred to private or parochial schools. 

‘The other aspect of mobility in elementary 
school is bleaker and more dramatic. One 
out of seven project children had lived in 
his present quarters less than one year. Some 
had been tossed like tumbleweeds from cri- 
sis to crisis. Their lives provided little con- 
tinuity, few roots in the past, and no foot- 
hold in the present from which to plan for 
the future. The hapless state of these chil- 
dren of drift is reflected in some of our 

statistics, as it has been in other studies (7,8). 
Twelve families had moved four or more 
times in six years; only one of the project 
children of these families was considered 

. free of mental health problems. In contrast, 

86 percent of the symptom-free children 
were from families who had moved only 
once or not at all. Among children who had 
moved four or more times in six years, 30 
percent (compared with 16 percent of those 
who had not moved) suffered from asthma. 
The primary diagnostic category for 13 
of the children was anxiety reaction. Not 
one of these came from a family that had 
Med in its present home for six or more 
j years. We also found a correlation between 
the mothers’ immigration and their chil- 
dren's poor mental and physical health. 

. The personal meaning of extreme tran- 
siency came to life all to poignantly in the 
case histories of the children. One for whom 
the project team struggled valiantly had 
literally been misplaced in the school sys- 
tem; his name had been lost from the rosters 
as he was shifted from mother to grand- 
mother and from place to place. He had 
missed nearly a year of school.! He was 
bright but seriously disturbed, an alien in 
his family, and unmanageable in the class- 
room. 

Another child had been moved seven 
times in four years. At one point, the wel- 
fare department had put his siblings and 
their mother into a hotel after her lover had 
Set fire to their apartment. For a time, all 
Six children of this family had slept in one 
: bed—two girls and four boys between the 

ages of six and 14. This child's initial test 
Scores were all in the lowest quartile. A 

"number of agencies and the people in them 

"had contact from time to time with the fam- 


E o 
E. plight of this child exemplifies “the invisible 
- poor" that Harrington described (9). 
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ily over specific problems. None had been 
able to apply more than stopgap measures. 
But the project can claim for him, as for à 
few others, an appropriate placement and 
some relief from frenzied despair or abject 
hopelessness. 

There are many indications of the rela- 
tionship between low test performance and 
homes impoverished of aspiration, intel- 
lectual stimulation, or other resources. 
Forty-five of the homes had no books; 93 
percent of the children whose first reading 
scores were in the lowest quartile came from 
these homes. One out of three of these par- 
ents, when asked what occupation he hoped 
his child might eventually follow, answered 
with something negative, e.g, "I don't 
know—stay out of trouble,” or with a shrug 
and “be less trouble." Both the father's 
occupation and the type of housing cor- 
related with scores on the Bender-Gestalt 
test and all scales of the WISC. 

This is not the moment to discuss the 
complexities of cause and effect among 
transiency, low socioeconomic status, 
stress, and evidence of physical and emo- 
tional symptomatology. Families in dis- 
tress may move and moves may contribute 
to distress. The point for the mental health 
professions is that the frequently uprooted 
child is often in special need of help—and 
not sporadic help, not only money, not 
fragmented attention from a series of face- 
less agencies, clinics, and emergency rooms. 
Too often medical attention and mental 
health counseling provide uprooted children 
little more coordination and no more con- 
tinuity than have their families. 

The dismal perspectives of the poor and 
the uprooted, as well as misconceptions 
about illness and sources of help, stand 
between them and compliance with rational, 
future-oriented medical advice (10-13). But 
our delivery of health care also interferes 
in its own way. Separate social agencies, 
separate clinics within hospitals, and emer- 
gency rooms do not provide the structure 
that supports the comprehensiveness and 
continuity we all hold desirable. The small, 
flexible team of health professionals, who 


are willing to go out to families and to per- 


severe and guide families to available facil- 
anism for achieving 


ities, provides a mech 
the ideal. 
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Results of the Team’s Efforts 


The project demonstrated the efficacy of 
its extensive work in two areas. First, it was 
able to intercede effectively in some des- 
perate situations that had gone from bad 
to worse for years and that had frustrated 
a series of people in a series of agencies and 
clinics. Fourteen children whose severe 
problems and disturbing classroom be- 
havior would otherwise have forced tempo- 
rary expulsion from the school were kept 
in school with the help of the project staff. 
Appropriate and urgently needed place- 
ment was provided for eight others. Second, 
through its work with teachers, parents, 
agencies, clinics, and children, the team 
was able to enhance learning progress as 
reported by teachers, as estimated by the 
clinical team, and as reflected in some “‘be- 
fore-and-after" test results. Nineteen per- 
cent of the project children retested at the 
end of the third grade scored one or more 
quartiles higher on the Wide Range Achieve- 
ment Test scores in spelling and 23 percent 
had improved by one or more quartiles in 
reading. 

There is some evidence that the team's 
intervention for students diagnosed as de- 
pressed or withdrawn was very effective, 
even in intelligence test scores. Of the 11 
children for whom withdrawn-depressed 
was the primary diagnostic category at ini- 
tial screening and who were available for 
retest, five had gained ten or more points 
on the Verbal Scale of the WISC. 

We believe the elementary school offers 
à strategic point for interceding on behalf 
of some children who would otherwise 
move ineluctably toward lives of despair. 
It also offers excellent opportunities for 
brief therapeutic intercession and consulta- 
tion with parents, teachers, and children 
when the problems are more amenable to 
solution. The hospital-based team working 
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in the school can offer therapeutic efforts 
and a comprehensive approach to mental, 
physical, and social problems as yet only 
occasionally recognized. 
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Only 42 percent of patients referred to vari- 
ous community resources by a metropolitan 
evaluation unit completed the referral. Data 
about the patients, referring professionals, 
referral technique, and receiving agency were 
correlated with the rate of completed re- 
. ferrals. The most significant success factor 
= was the interest and involvement of the re- 
ferring professional; surprisingly, patient 
characteristics and distance of patient resi- 
dence from the community resource did not 
have a significant effect. 


HE CONTINUITY OF CARE advocated by 

community psychiatrists as an essential 

element of effective treatment often depends 

y on the adequacy of referral of patients from 
one agency to another. 

The Lanterman-Petris-Short Act, a re- 
cent California law that mandates far-reach- 
ing changes in the care of mentally disor- 
dered patients, goes to great length to define 
"referral" for the purpose of ensuring con- 
tinuity of psychiatric treatment. It states 
that referral “may include but need not be 


Read at the ninth Western Division Meeting of the 
American Psychiatric Association, Seattle, Wash., 
August 25-27, 1969. 

Dr. Rogawski is Professor and Director, Division 
of Social and Community Psychiatry, University of 
Southern California School of Medicine, 1934 Hos- 
pital PI., Los Angeles, Calif. 90033, and Miss Edmund- 
Son is Psychiatric Social Worker, St. John's Hospital 
ommunity Mental Health Center, Santa Monica, 

alif, 

_ This work was supported by a grant from the Profes- 

sional Staff Association of Los Angeles County-Uni- 
Versity of Southern California Medical Center (project 
12-123). Computing assistance was obtained from 
the Health Sciences Computing Facility, University 
of California at Los Angeles, which is sponsored by 
U.S, Public Health Service grant FR-3 from the Divi- 
Sion of Research Facilities and Resources, National 
Institutes of Health, The aid of Dr. George Moed and 
his staff, Evaluation and Research Division, Los Angeles 
County Mental Health Department, which is supported 
in part by U. S. Public Health Service grant MH-14873 
from the National Institute of Mental Health, is also 
acknowledged. 


Amer. J. Psychiat. 127:7, January 1971 


——————————— 


925 


Factors Affecting the Outcome of Psychiatric 
Interagency Referral 


BY ALEXANDER S. ROGAWSKI, M.D., AND BETTY EDMUNDSON, A.C.S.W. 


limited to informing the person of available 
services, making appointments on the per- 
son’s behalf, discussing the person’s prob- 
lem with the agency or individual to which 
the person has been referred, appraising the 
outcome of referrals, and arranging for the 
person’s escort and transportation when 
necessary" (1). Referral is considered “com- 
plete” when the agency or the individual to 
whom the person has been referred accepts 
the responsibility for providing the neces- 
sary services. 

Until recently psychiatrists considered 
referrals the responsibility of social work- 
ers (2); in psychiatric textbooks the subject 
is hardly mentioned (3, 4). However, the 
roles of the various mental health disciplines 
are changing. As psychiatrists become in- 
creasingly involved in community concerns 
they will have to direct more attention to 
the referral process as the crucial factor in 
assuring continuity of care (5). 

There are only a few objective studies of 
the referral process (2, 6-9). It is often 
assumed that certain categories of patients— 
the poor, the uneducated, members of ethnic 
minority groups—are less likely to follow 
through on a referral. The present study was 
undertaken to test such beliefs and to ex- 
plore the factors affecting referral outcome. 


The Setting 


The admitting-evaluation unit of the psy- 
chiatric inpatient services of the Los Angeles 
County-University of Southern California 
Medical Center is located in the heart of a 
sprawling county with a fast growing popu- 
lation, already in excess of seven million. It 
functions as an emergency service around 
the clock seven days a week. 

Each person presenting himself or brought 
in by others for admission on a voluntary or 
involuntary basis is first examined in the ad- 
mitting-evaluation unit. Every attempt is 
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TABLE 1 
Patient-Related Data and Completed Referral(CR) * 
NUMBER NUMBER 
ITEM CASES — XN CR — &CR** 
Sex 
Men 147 440 60 408 
Women 187 56.0 81 433 
Total 334 1000 141 420 
Age 
Below 17 38 114 14 2741 
18to 45 257 76.9 105 400 
Above 45 39 117 22 564 
Total 334 1000 141 420 
Ethnicity 
Anglo (Caucasian) 189 566 78 413 
Negro 120 359 50 417 
Spanish surname 22 6.6 12 545 
Oriental — — — — 
Other/unknown 3 09 1 (33.3) 
Total 334 1000 141 420 
Religious affiliation 
Protestant 140 419 55 393 
Catholic 93 278 41 441 
Jew 17 51 7 412 
Other 11 3.3 4 364 
None 58 174 28 483 
Unknown 15 45 6 400 
Total 334 1000 141 42.0 
Marital status 
Never married 128 383 51 398 
Married 109 326 44 404 
Widowed 10 30 4 400 
Divorced $4,138. NAIA) 21, (853 
Separated 44 132 18 409 
Unknown 5 15 3 (600) 
Total 334 1000 141 420 


Educational level (patients 18 years old and younger not 
included) 


Below 7th grade 16 58 10 625 
7th through 11th 115 415 46 40.0 
High school graduate 101 36.5 42 416 
2 years college 26 94 11 423 
4 years college or 
more 19 68 10 52.6 
Total 277 1000 119 429 
fem pome (annual) 
elow $5,000 198 59.3 88 45, 
$5,000 or more 50 150 18 360 
Unknown B6 257 35 407 
Total 334 1000 141 420 
ine status 
n public aid 38 114 dA SI. 
Not aided 204 611 89 Ah 
Unknown. 92 275 40 435 
Total 334 1000 141 420 
Diagnostic category 
Psychosis 134 401 60 448 
Neurosis/personality 
, disorder 146 437 60 411 
Situational reaction 43 129 16 372 
Organic brain disorder 3 09 1! (33.3) 
Mentally retarded 2 06 1 (50.0) 
Unknown 6 18 3^"(500) 
Total 334 100.0 141 42.0 
Previous hospital contact 
Previous contact 144 431 70 486 
No previous contact 188 56.2 70 372 
Unknown 2 07 1 (500) 
Total 334 1000 141 420 


" Figures in parentheses are not included in the chi-square analysis because 
the number of cases is too small 
*% CR means percent of completed referrals in this category. 


[102] 


PSYCHIATRIC INTERAGENCY REFERRAL 


made to offer alternatives to admission in 
keeping with current psychiatric efforts to 
prevent or reduce hospitalization whenever 
possible and also because of severe space 
limitations (150 beds for adults and 36 beds 
for children and adolescents). 

At the time of this study approximately 
15,000 patients were coming to the admit- 
ting-evaluation unit for help annually. About 
40 percent were being admitted to the in- 
patient service, and an additional five per- 
cent were transferred to some other psychi- 
atric hospital. Fifteen percent were treated 
at the unit according to principles of crisis 
intervention in a brief series of sessions (10); 
ten percent did not require any service after 
the initial evaluation. Some patients were re- 
ferred to nonpsychiatric services or placed 
in board-and-care homes. Almost 20 percent 
were referred for psychiatric treatment or 
counseling to another resource, including 
the department's own psychiatric outpatient 
clinic housed in another building of the hos- 
pital complex. 

Since 2,000 to 2,500 patients are referred 
each year from the admitting-evaluation unit 


to psychiatric clinics, to family service or. 


other social agencies, or to psychiatrists in 
private practice, the setting is singularly well 
suited for a study of interagency referral. 
The bulk of the work was performed by 
psychiatric residents in their first and second 
years of training, but several staff psychia- 
trists, several social workers, and one psy- 
chologist were also actively involved in the 
service. t 

The patient population reflects the multi- 
ethnic, mobile composition of central Los 
Angeles and the surrounding communities 
and suburbs at their lower socioeconomic 
levels. Table 1 includes a demographic break- 
down of our sample. 


Method 


For a period of eight weeks (from May 15 
to July 10, 1967) characteristics of all pa 
tients referred to a psychiatric outpatien 
clinic, a social agency, or a psychiatrist In 
private practice as well as certain aspects 
of the referral procedure and of the receiving 
agency were recorded and compared Wit 
the outcome of the referral. 049 

During this time 2,218 patients—l. 


1 
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n(47.3 percent) and 1,169 women (52.7 
cent)—were processed at the evaluation 
unit; 385 patients (17.35 percent) were re- 
ferred to a psychiatric outpatient resource. 
| The specific period was selected because 
| it coincided with the end of the academic 
‘year. At this time first-year residents had at 
least one year of experience and also had 
had a six weeks’ assignment on the evalua- 
| tion-admitting unit. Treatment services that 
depended on psychiatric residents were more 
willing to accept new patients in anticipation 
of a new crop of students. All these factors 
were favorable for a successful outcome of 
referrals. 

A special two-page form for the collection 
of data was devised to allow easy transfer of 
information to computer punch cards.’ 

' Information recorded on the first page was 
automatically carbon copied on the second 
page. 

_ One month after the referral—allowing 
time for the patient to contact the agency 
he had been referred to—page one was sent 
to the receiving resource with a request for 
information on the outcome of the referral. 
> It contained identifying data on the patient, 
information on whether he had been seen at 
the evaluation unit once or several times, in- 
formation on whether and what kind of 

Medication had been dispensed to him, and 

information on what treatment had been rec- 
ommended by the referring professional. 

The completed and returned form in- 
formed us whether and when the patient 
had initiated contact with the agency, when 
he was evaluated, whether he had been ac- 
cepted for treatment and at what date, and 
what kind of treatment had been provided. 

If the form was not returned after another 
Month the agency was again contacted on at 
least two occasions. This method proved 
highly effective. Of a total of 385 patients 
referred, replies were received on 334 (86.75 
Percent). 

Page two, retained at the evaluation unit, 
Teminded us of unreturned replies. It also 
contained information on the discipline of 
the referring professional, the referral tech- 
nique, the diagnostic category assigned to 
the patient, and the therapist’s prediction as 
to whether the patient would make a good 


——————— 
A 'This form is available from the authors upon re- 
quest. 
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candidate for psychotherapy, he was merely 
acceptable, or he seemed a poor risk. 

Page two also contained information on 
the patient's sex, marital status, ethnic group, 
religion, education, income, welfare status 
and eligibility for government health insur- 
ance (Medicare and Medicaid), and wheth- 
er he had been at the hospital before. (We 
discovered too late that we had failed to in- 
clude occupation). 

Mimeographed instructions were distrib- 
uted to receptionists and nursing staff and to 
therapists? in the evaluation unit. They 
were also prominently displayed in key areas 
to remind the staff to cooperate in data col- 
lection. 

Two months after the mailing of the last 
form data collection was terminated. After 
transfer of all information to computer cards 
a number of correlations, especially those 
affecting referral outcome, were jnvestigated. 
For the purpose of this study a referral was 
considered complete (CR) when the patient 
contacted the receiving resource, was eval- 
uated, and attended two appointments. 

One year later a follow-up of those pa- 
tients whose referrals had not been com- 
pleted was attempted. The results of this 
follow-up study are also reported. 


Findings 


Completed forms were returned on 334 
patients. Of these, 141 (42 percent) had com- 
pleted the referral. Almost identical results 
had been Óbtained in a study conducted in- 
dependently six months previously (11). 

The referral process is a complex trans- 
action among several individuals and agen- 
cies; individual characteristics of the par- 
ticipants, unique events, and circumstances 
may decisively determine the outcome. Ob- 
viously a statistical evaluation cannot do 
justice to the idiosyncratic features of the 
individual case. A study of the figures may 
nevertheless permit certain important in- 
ferences. s 

The data were grouped into three catego- 
ries: 1) patient-related data, 2) data related 
to referring professional and referral meth- 
od, and 3) data about the receiving resource. 

All data were compared with the rate of 

7These instructions are available from the authors 
upon request. 
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completed referrals, and a chi-square test 
was employed to determine the significance 
of the results. 

Patient-Related Data 


With the single exception of a previous 
hospital contact no patient-related data 
showed any significant relationship to com- 
pleted referrals (see table 1). This result casts 
grave doubts on the assumption that ethnic 
status, poverty, or lack of education by 
themselves reduce the motivation of patients 
to obtain needed psychiatric treatment. 

The medical center is surrounded by 
Mexican-American neighborhoods. In close- 
by East Los Angeles 75.6 percent of the 
population is Mexican-American. Yet only 
6.6 percent of our sample had Spanish sur- 
names, a low proportion even when com- 
pared with the 9.6 percent overall census 
of Los Angeles County(12). The under- 

representation of Mexican-Americans in 
psychiatric facilities has often been com- 
mented on(13-17) One study lists first 
among several causes “inadequate, some- 
times inaccurate referrals, fostered by inter- 
agency professional isolation" (18). In our 
sample the success rate of the Spanish sur- 
name population (54.5 percent) was higher 
than that of any other ethnic group. From 
this may be inferred that it is not lack of 
interest that causes Mexican-Americans to 
underutilize psychiatric facilities, We agree 
with Karno and Edgerton (15) that complex 
social and cultural factors deter many peo- 
ple in need from turning to professional 
agencies. We suspect that a lack of staff 
familiar with the Spanish language and 
with local folkways constitutes the major 
barrier. 

The very absence of a significant relation- 
ship between ethnicity and completed refer- 
ral contradicts the belief that non-Caucasians 
are less motivated to seek Psychiatric out- 
patient treatment than Caucasians. 

In the computation of the correlation be- 
tween educational level and completed re- 
ferral we excluded all patients under 18 since 
they most likely had not yet reached the end 

of their formal education. The educational 
levels of our sample were probably below 
the levels of the general population, although 
more than half of our patients had graduated 
from high school. The success rate of refer- 
rals was somewhat higher on both ends of 
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the educational spectrum, although the re- 
sult did not prove to be statistically signifi 
cant (chi square, 4.21; DF, 4). At least in 
our study motivation seemed unrelated to 
formal education. 

A demographic and actuarial study of the 
patient population of the admitting-evalua- 
tion unit by Doan, Crary, and Jones in Jan- 
uary 1968(19) showed that 32 percent of 
our patients had an individual annual in- 
come of less than $2,000 and only two per- 
cent earned more than $10,000. Although 
these authors obtained information on in- 
come from only 59 percent of their sample 
they demonstrated that our patient popula- 
tion is markedly skewed toward low-income 
levels. This may have affected our results. 
Yet within this low-income group the success 
rate for three out of five patients coming 
from families with an annual income of less 
than $5,000 was somewhat higher (45.6 per- 
cent) than for patients from somewhat 
better off families (36.0 percent). 

Our information on welfare status seems 
unreliable. It is unlikely that only 11.4 per- 
cent received public assistance. Even so, 
among the 38 patients known to be recipi- 
ents of public aid and according to Califor- 
nia law automatically eligible for psychiatric 
care under Medi-Cal, fewer than one out of 
three completed the referral. Of the ten pa- 
tients who stated they were in the Medi-Cal 
program only three completed the referral. 

The low utilization of available services 
cannot be blamed on lack of funds since at 
the time the study was conducted Medi-Cal 
would have carried the expense. But at that 
time the law was still new and many people 
were unfamiliar with its provisions. It woul 
be very desirable to repeat a study that 
would investigate the impact of federal and 
state mental health legislation on the out- 
come of referrals and on continuity of care. 

Among patient-related data only a history 
of a previous contact with the psychiatric 
unit of the medical center increased the re- 
ferral completion rate so that it was des 
to the level of significance (chi square, 3.62; 
DF, 1 was close to the level of significance 
[3.84] at the .05 level). We can only sume 
that the previous contact had appreciably 
increased the patient's motivation to d 
outpatient treatment to forestall a readm! 
sion. 
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TABLE2 


Data Related to Referring Professional, 
Referral Method Used, and Completed Referral (CR) * 


ALEXANDER S. ROGAWSKI AND BETTY EDMUNDSON 


NUMBER NUMBER 
CATEGORY CASES XN CR %CR** 
Discipline of referring 
professional 
Staff psychiatrist 30 9.0 11 36.6 
Social worker 59 17.7 28 475 
Psychiatric resident 243 72.7 101 41.6 
Staff psychologist 2 0.6 1 (50.0) 
Total 334 1000 141 420 
Expectation for patient re 
therapy 
"Good candidate" 
for psychotherapy 69 20.7 27 39.1 
“Acceptable” 201 60.2 88 438 
"Poor risk” 48 144 20 417 
Unknown/unjudged 16 48 6 375 
Total 334 1000 141 420 
Time of referral 
Daytime 236 70.6 116 492 
Night or weekend 98 294 25 255 
Total 334 1000 141 42.0 
Method of initiating referral 
Therapist himself calls 153 458 85 556 
Patient was to call 160 47.9 49 306 
Unknown 21 6.3 7. 333 
Total 334 1000 141 42.0 
Follow-up visits prior to 
referral 
Patients with 
follow-ups 99 29.6 49 49.5 
Patients seen 
only once 233 698 92 39.5 
Unknown 2 0.6 o 0.0 
Total 334 100.0 141 42.0 
Patients with 4 or 
more follow-ups 19 5.7 12 631 
Patients with 3 or 
fewer follow-ups 315 943 129 409 
Total 334 1000 141 42.0 
Medication during the 
evaluation period 
Medication given 217 650 98 452 
No medication 115 344 41 357 
No information 2 0.6 2 (100.0) 
Total 334 1000 141 420 


" Figures in parentheses are not included in the chi-square analysis because 
i: „the number of cases is too small. 
% CR means percent of completed referrals of the cases in this category. 


Data Related to Referring Professional 
and Referral Method 

Of all factors bearing on the outcome of 
the referral that we investigated, none proved 
more significant than the manner in which 
the receiving resource was contacted (see 
table 2). When the referring professional 
initiated the contact by a personal phone 
call instead of advising the patient or his 
family to do so, the likelihood of success 
was doubled (chi square, 20.7; the result is 
statistically significant at more than .0001 
level; DF, 2). Our findings replicated the 
results of Kogan (8), who found that if the 
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professional took the initiative in establish- 
ing contact with the receiving agency on be- 
half of his client, referral was effective in 
82 percent of cases, compared with 37 per- 
cent when the patient was only "steered" 
toward the resource. Koumans and asso- 
ciates (20) reported that the interest ex- 
pressed by a single phone call from the re- 
ferring agency to chronic alcoholics tem- 
porarily hospitalized while recovering from 
acute intoxication significantly increased 
their motivation for subsequent outpatient 
treatment. 


The crucial importance of the referring 
professional was further supported by our 
finding that referrals made during the reg- 
ular workday, from 8:30 a.m. to 5:00 p.m., 
turned out to be twice as successful as re- 
ferrals made during the cvening, night, or 
weekends. During off hours the staff in the 
admitting-evaluation unit was sharply re- 
duced, and staff psychiatrists and residents 
on call were fatigued and pressured for time. 
Social workers, who had the highest rate of 
referral completion, did not work at night. 
The motivation of the referring professional 
to initiate the contact personally was sharply 
reduced during off hours by the fact that 
receiving resources could not be reached at 
this time. Professionals would more will- 
ingly assume responsibility for a referral if 
the agencies could be reached immediately 
and at any hour. The value of community 
resources would be increased if round-the- 
clock answering services authorized to set 
up screening appointments could be ar- 
ranged. 

Almost one-third of the patients in our 
sample were referred to a community re- 
source only after they had been seen two or 
more times by our own staff. Follow-up 
visits were arranged to permit a more care- 
ful evaluation and treatment plan, an op- 
portunity to consult with a senior member 
of the staff, or a chance to meet members 
of the patient's family or his social sphere, 
or in the hope of resolving the problem in 
a brief series of therapeutic encounters. 
Social workers, more oriented toward crisis 
intervention or brief therapy, saw signifi- 
cantly more people in follow-up sessions 
than residents, who on this service were 
primarily interested in learning diagnostic 
evaluation (see table 3). Although social 
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TABLE 3 
Scheduling of Follow-Up Visits by Various Disciplines 


PATIENTS SEEN 


FOLLOW-UPS SCHEDULED 


CATEGORY NUMBER PERCENT NUMBER OF PATIENTS PERCENT 
Staff psychiatrists 30 9.0 5 16.7 
Social workers 59 17.7 38 64.4 
Psychiatric residents 243 72.7 56 23.0 
Staff psychologist 2 0.6 (0) (0.0) 
Total 334 100.0 99 29.6 


workers saw patients more often in follow- 
up visits, their referral success rate was not 
significantly higher than that of the residents. 

When patients seen only once in an evalua- 
tion interview were compared to those also 
seen in follow-up sessions the difference in 
referral completion was not statistically 
significant. Only when patients with four 
or more follow-up sessions were compared 
with patients with three or fewer follow-ups 
did the difference become significant at the 
.05 level. 

This result again points to the importance 
of the referring professional, whose show of 
interest motivates the patient to pursue the 
referral more vigorously. It seems to require 
four or more sessions for a motivationally 
significant relationship to be built between 
patient and professional. 

While the completion rates of the various 
disciplines varied somewhat, the differences 
were not statistically significant. Social 
workers had the highest rate of success (47.5 
percent), which may be due to their careful 
training in referring (21, 22). The success 
rate of residents (41.6 percent), who also 
had received instructions in referral proce- 
dure, was not far behind the social workers, 
Staff psychiatrists, although clinically the 
most experienced group, had no special 
training in referring since their psychiatric 
residencies had preceded the current atten- 
tion to community psychiatry; they had a 
below-average Success rate (36.6 percent), 
Specific instruction in referral techniques 
seems to improve professional efficiency. 

One negative result deserves special atten- 


tion. The referring doctor or social worker 
was asked to record whether he expected 
the patient to be: a good candidate for psy- 
chotherapy, merely acceptable, or a poor 
risk. The referral success rate turned out to 
be the same for all ratings. In fact, patients 
assumed to be poor risks or merely accept- 
able completed referrals somewhat more 
often than “good” candidates. | 

On the other hand, the rating by the re-- 
ferring professional turned out to be signifi- 
cantly related to the diagnostic category | 
to which he had assigned the patient (see 
table 4). | 

We had asked only for very broad cate- 
gories: “psychosis” for patients with marked 
disturbance of reality perception and clear- 
cut psychotic symptoms; “neurosis and per- 
sonality disorders" for all less severe emo- 
tional disorders including psychosomatic 
syndromes; “situational reaction" for cases 
where emotional disturbance had followed a 
distressing event and where management of 
the reality situation alleviated the response; 
“organic disorders" for patients with or- 
ganic brain disease; and finally, “mental 
retardation” and “unknown.” 

Since the medical center is viewed by 
many county residents as the last resort, it | 
is not surprising that 40.1 percent of our | 
sample were diagnosed as psychotic. The 
diagnostic categories proved not to be SIE 
nificantly related to referral outcome. E 
tients considered psychotic had a m 4 
better chance of completing a referral tha 
patients with other diagnoses. ‘kel 

A professional, however, was more likely 


TABLE 4 


Correlation Between Dia 


gnostic Category and Rating by Referring Professional 


TOTAL TION 
RATING CASES NUMBER Qo ee dip SLM CIMBER NAL PERCENT 
“Good risks” 67 15 3 ie 
“Acceptable” 195 84 A z pag 2) 118 
"Poor risks’ 46 31 674 n" 233 4 Ae in 
Total 308 130 422 138 448 40 5 
[106] di 


Amer. J. Psychiat. 127:7, Janua 


| ALEXANDER S. ROGAWSKI AND BETTY EDMUNDSON 


TABLE 5 


Data About Receiving Resource 
and Completed Referral (CR) 


NUMBER NUMBER 
ITEM CASES = %N CR — XCR 
Agency categories 

Private psychiatrists 10 3.0 7 700 
Community mental 

health centers 72 21.6 44 6113 
Veterans Administration 

clinics 2 1.6 1 50.0 
State-administered 

clinics 6 18 3 50.0 
Clinics for 

special groups 7 24 3 428 
County-administered 

clinics 193 578 69 358 
Private clinics 20 6.0 7 35.0 
Private clinics with 

county contracts 10 3.0 3 300 
Family Service 

Agencies 14 42 4 286 
Total 334 1011 141 42.0 

Distance between receiving 

resource and patient's 
residence 
Up to 5 miles 171 512 80 468 
§ to 10 miles 107 32.0 41 38.3 
10to 15 miles 36 108 11 30.6 
15 to 20 miles 13 39 6 462 
20 to 25 miles 3 0.9 2 660 
25 to 30 miles 1 0.3 = xx! 
Over 30 miles 1 03 Te = 
Total 332 994 140 420 


to rate as a good candidate for psychother- 
apy a patient whom he himself had diag- 
Nosed neurotic, personality disorder, or 
Situational reaction than a patient he con- 
Sidered psychotic. This correlation was 
Statistically significant at the .0001 level. 
Yet neither psychotic diagnosis nor poor 
Prognosis was related to the actual rate of 
referral failure. 

This shows not only that professionals 
cannot reliably predict referral outcome but 
also that, influenced by their own diagnostic 
evaluation, they are likely to underestimate 
their patient’s motivation for referral. Kogan 
(8), in a study of a family agency, came to 
Similar conclusions. 


Data About the Receiving Resource 


For the purpose of comparison we grouped 
agencies and individuals to whom we had 
referred patients in several categories (listed 
in table 5) in the order in which referrals to 
them had turned out successfully. 

Referrals to private psychiatrists had by 
far the best prospect of being completed. 

The favorable impression created by the 
federally funded comprehensive community 
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mental health centers is somewhat mislead- 
ing. One of these services, located not far 
from our medical center in an area that is 
economically deprived and poorly supplied 
with community resources, had just opened 
its doors when this study was undertaken. 
This agency alone accepted 40 of the 62 
patients referred, which amounts to a com- 
pletion rate of 64.5 percent. If this center 
is not included in the computation, the ac- 
ceptance rate of community mental health 
centers drops to 40 percent, which is slightly 
below the total average. 

The samples of patients referred to the 
state and Veterans Administration clinics 
are too small to permit conclusive findings. 
“Clinics for special groups” refers to pre- 
paid services for members of organizations 
and their families. 

The low completion rates of private clinics 
and family service agencies confirm the im- 
pression that patients of low socioeconomic 
status have difficulty in being treated by pri- 
vately sponsored agencies. Certain intake 
policies such as insistence that the patient 
himself initiate the contact or that an appli- 
cation be submitted in writing prior to the 
first appointment discourage patients from 
following through on treatment recom- 
mendations. 

Even the medical center’s own psychiat- 
ric outpatient department, included under 
“County Administered Clinics,” completed 
only 41 of 122 referrals. This was 33.6 per- 
cent, and below the average rate of 42 per- 
cent, The low figure is especially surprising 
since the study was conducted at the most 
favorable time for the acceptance of new 
patients, shortly before a new crop of psy- 
chiatric residents was to arrive. However, 
the clinic’s policy was to require the patient 
to make the first phone call himself, where- 
upon he was placed on a waiting list. These 
conditions may well have contributed to the 
low rate of completed referrals. 

Geographic accessibility of the resource 
is often considered a major factor in the 
patient's decision to avail himself of a treat- 
ment opportunity. In Los Angeles the dis- 
tances between residential and business and 
service areas are often greater than in other 
cities, and public transportation is rather 
inadequate and expensive. We plotted our 
patient's domicile and the resource he had 
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TABLE 6 


Follow-Up on Some of Patients 
Whose Referral Had Not Been Completed 


NUMBER 


CASES XN 


PATIENT DISPOSITION OR ACTION 


Completed referral and forms returned 


after termination of data collection 3 94 
Returned to medical center for another 
evaluation and/or treatment, including 
hospitalization 7 220 
Had not received any treatment but 
still felt in need of psychiatric care 6 18.8 
Had been hospitalized at another 
inpatient facility 5 15.6 
Problems resolved and felt they needed 
no further treatment 5 156 
Went to private psychiatrist instead of 
to the clinic they had been referred to 3 94 
Returned to clinic where they had been 
previously treated 1 31 
Went to a general physician instead of 
to the clinic they had been referred to 1 31 
Had to be re-referred after first referral 
turned out to be inappropriate 1 3.1 
Total 32 1000 


been referred to on a map and measured 
the distances. A total of 85.1 percent of our 
patients lived within a ten-mile radius of 
the receiving agency. Our study seemed to 
indicate that distances up to 25 miles were 
not a major obstacle for motivated patients 
to follow through on a referral. 


Follow-Up Study on Uncompleted 
Referrals 


One year after the completion of our data 
collection we tried to find out what had hap- 
pened to patients who according to our rec- 
ords had not completed their referrals. Many 
patients had moved without forwarding ad- 
dress and some refused to cooperate. Of 
193 uncompleted referrals we could inter- 
| ony i perons U66 percent). The 
results of the follow- i 
B low-up study appear in 

No definite conclusions can be reached 
from such à small sample. Almost one of 
ten patients (9.4 percent) completed the re- 
ferral after we stopped collecting data. Thus 
the eventual success rate should be some- 
what higher than the original 42 percent. 
For one out of six patients (15.6 percent) 
the problems had been resolved so that 

they no longer felt in need of treatment. 
More than half (56.2 percent) had managed 
to obtain some treatment, although one of 
four in this group was admitted to an inpa- 
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tient facility. In terms of the basic intent 
of the admitting-evaluation unit to reduce 
hospitalization, this outcome could be con- 
sidered a failure. 

Finally, one out of five (18.8 percent) had 
not received any treatment but still felt in 
need of psychiatric care. 

A comprehensive study of why referrals 
fail should add valuable insights into the 
referral process. 


Summary and Recommendations 


Data on all patients referred during an 
eight-week period (May 15 to July 10, 1967) 
from the admitting-evaluation unit of the 
psychiatric inpatient services of the Los 
Angeles County-University of Southern 
California Medical Center to a psychiatric 
outpatient treatment or counseling agency, 
data about the referring professional and 
the referral technique, and finally data about 
the receiving agency were correlated with 
the rate of completed referrals. 

A referral was considered completed when 
the patient was evaluated by the receiving 
agency and kept his first two appointments. 
Of a total of 385 referred patients, data 
were obtained on 334 (86.75 percent). One 
hundred forty-one patients or 42 percent 
of our sample completed the referral during 
the time of our study. (An additional 
small number completed the referral sub 
sequently. The following results were ob- 
tained: 

The interest and involvement of the re- 
ferring professional seem to be the most 
important factors enhancing the chances 
of a successful referral outcome. The com- 
pletion rate was doubled if contact with the 
receiving agency was initiated by a phone 
call from the referring professional. When 
the referring professional established rap- 
port with the patient in a series of prelimi- 
nary interviews the completion rate was 
also significantly improved. On the average, 
four contacts seemed to achieve a significan 
increase in motivation. 

Next in importance were the po 
attitudes of the receiving treatment reso 
Privately practicing psychiatrists did x 
better than either public or private n 
When the agency "needed" patients bly 
rate of successful referrals was consider a 
higher. Certain intake policies of agen? 
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such as insistence that the patient himself 
call and waiting lists act as deterrents to the 
| completion of referrals(23, 24). Referrals 
during off hours were only half as success- 
fulas referrals during business hours. 

= The absence of a statistically significant 

> correlation between sex, age, ethnicity, 
religious affiliation, marital status, educa- 
tional level, family income, welfare status, 
and diagnostic category of the patient and 
the rate of completed referrals is a strong 
indication that—contrary to popular as- 
sumption—patient-related factors play the 
least important role in the referral outcome. 

Our study did not show that non-Caucasians 

were less eager to follow through on a re- 

ferral than Caucasians. In our sample, ad- 
mittedly skewed toward the low socio- 
economic population, neither the poorer 
nor the less educated patients seemed less 

Motivated to pursue psychiatric treatment 

when they needed it. 

_ The only patient-related factor approach- 

ing significance was a history of a previous 

contact with the psychiatric unit of the medi- 

cal center. This patient group seemed more 
“insistent on securing a treatment opportu- 

nity, probably to prevent rehospitalization. 

The several professional categories: staff 
psychiatrists, psychiatric residents, and so- 
cial workers, varied somewhat in their suc- 
cess rate but not enough to achieve statistical 
significance. Psychiatric residents and social 
workers, who had special instructions in 
referral techniques, did better than staff 
psychiatrists in spite of the latters’ greater 
Clinical experience. Special training and at- 
tention to the referral process seem to in- 
Crease referral effectiveness. 

Professionals were not able to reliably 
predict outcome. They were influenced by 
the diagnostic category that they them- 
Selves had assigned to the patient. They 
predicted significantly more often that 

psychotic” patients would be poor treat- 
ment risks, whereas the referral outcome 

' Was the same for all diagnostic categories. 

If the distance between the receiving 
Bn and the patient's residence was 25 
- miles or less, the patient's willingness to 

complete the referral did not seem to be 

appreciably affected. This result was con- 
_ trary to common assumptions. 
Only a small sample of referral failures 
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could be investigated one year after our 
main study. Even at that time one out of 
five patients had not received any treatment 
and was still in need of psychiatric care. In 
view of the high ratio of uncompleted re- 
ferrals (58 percent), this is a matter of grave 
concern. 

Since our study indicates that success of 
interagency referral is affected much less 
by patient characteristics than is commonly 
assumed but rather depends primarily on the 
technique used by the referring professional 
and on the needs and intake policies of the 
receiving agency, the following recommen- 
dations are submitted: 

1. Professionals referring patients should 
refrain from prejudicial predictions based 
on patient characteristics. Their assump- 
tions, acting as self-fulfilling prophecies, may 
harm the patients. Low socioeconomic sta- 
tus, membership in an ethnic minority, or 
even distance from the treatment resource 
will not in itself prevent a person in need 
from trying to obtain help, especially if the 
referral is properly executed. 

2. Professionals should contact the re- 
ceiving agency personally whenever possible. 
A phone call may double the success rate. 

3. Instructions in referral techniques 
should be an essential part of the education 
of every person involved in mental health 
services. 

4. Agencies should carefully check their 
evaluation and intake policies and make ar- 
rangements (e.g., by answering services) so 
that early appointments can be made at 
any time of the day and week. 

5. In view of the importance of inter- 
agency referral, this study should be repli- 
cated to check our findings and to illuminate 
further aspects of the referral process. 
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The Role of Self-Conducted Group Therapy in 


Psychorehabilitation: A Look at Recovery, Inc. 


BY STANLEY 


Self-conducted therapeutic clubs fill a need 
in psychorehabilitation. The emotional cli- 
mate of the group, its contagiousness, the 
opportunity to share with and help others— 
all these are constructive forces of genuine 
value. Against them must be weighed such 
disadvantages as the lack of records and 
adequate follow-up, inadequate Screening of 
new members, limited leadership training 
risk of delay in treating serious illness, high 
dropout rates, and lack of professional or 
legal regulatory restraints. 
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The reasons are many: The advent of accel- 
erated physiochemical treatment has made 
psychiatry more akin to medicine as a whole 


and has resulted in its transition from an iso- 
lated specialty to a major branch of medicine. 


The discharge rate from mental hospitals has 
become greater, but so has the need to pre- 
vent those patients from regressing after 
being reexposed to reality. 

Large numbers of patients from lower 
socioeconomic groups have become aware 
of the importance of psychiatry and demand 
its services. It has been popularized by the 
mass media. The world is beset by seemingly 
endless and ever-mounting pressures, and 
this has resulted in greater sociopsychiatric 
rapprochement than ever before. Earlier 
estrangements between psychiatric and 
other medical patients, between psychiatry 
and other specialties, between institution 
and community are largely disappearing. 
Despite resistance from the parochial old 
guard, the innovative thrust from orthodox 
psychotherapy to the broader concept of 
psychorehabilitation makes stubborn head- 
way (1). 


Y. 
'' AIl these and other factors peculiar to our 


complex times have combined to create a 
veritable psychiatric explosion. To cope 
with it, the new psychiatric task force will 
have to expand its horizons. It will have to 
recruit sergeants and privates as well as of- 
ficers. It will have to concern itself not only 
with theory and etiology but also with the 
necessity for tiding a patient over his imme- 
diate crises. It will have to develop a system 
Of outreach that literally permeates every 
level of society. This can be done only by 
combining forces with adjunctive disciplines 
In a cross-fertilizing atmosphere of concerted 
effort (2). 

Already various psychiatric professionals 
besides psychiatrists have validated their 
Toles in modern treatment, especially psy- 
chiatric social workers, clinical psycholo- 
gists, occupational therapists, and psychiat- 
Tic nurses (3). In addition, however, there are 
also many informal self-conducted “thera- 
peutic social clubs” within the community— 
€g., Alcoholics Anonymous, Synanon, 

eight Watchers, Neurotics Anonymous, 

€covery, Inc.—whose potential resources 
have been largely unexplored by profession- 
als, although they have withstood the test of 
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time and bid fair to become a permanent 
feature of the sociopsychiatric scene. This 
phenomenon needs to be documented, es- 
pecially from a psychiatric point of view. 

For that purpose I have selected Recovery, 
Inc., as the focal point of this report. I have 
done so because of my long familiarity with 
it, not because it is necessarily superior to 
other rival groups. As a matter of fact, I 
believe that any well-organized program 
based on faith and mutual interest would 
probably be just as effective. 

Self-directed therapeutic groups have 
characteristics that are particularly adaptive 
to patients afflicted with stigmatizing prob- 
lems since they aim to offset the isolation 
and estrangement imposed on such patients 
by family and friends at home or by the geo- 
graphical dislocation of an institution re- 
mote from home. We might say that they 
provide an aura of community acceptance. 

Self-directed groups do not provide “deep” 
psychotherapy, but their emphasis on faith, 
willpower, self-control, and day-to-day vic- 
tories does achieve constructive treatment 
goals. After all, who knows better how a 
mental patient, alcoholic, or drug addict 
thinks or feels than other victims of the same 
malady? It is this unique feature that is so 
conducive to the effectiveness of self-directed 
groups. (It should be noted in passing that 
the phrase “self-directed groups" is used in 
a relative rather than an absolute sense for, 
as a matter of fact, the procedural regulations 
governing each local group are in most 
cases quite rigidly decreed by the parent 


organization.) 


How Recovery, Inc., Works 


Recovery, Inc., is a structured self-help 
program based on willpower. It was founded 
in 1937 by a Chicago psychiatrist, the late 
Dr. Abraham A. Low, who was convinced 
that the mentally ill could develop their will- 
power. The present author was the first psy- 
chiatrist to promulgate it thereafter (4), Re- 
covery, Inc., now has more than 725 groups 
in the United States and 35 in Canada, with 
more than 12,000 people in weekly atten- 
dance. Recovery maintains an ongoing pro- 
gram of cooperation with formal psychiatry. 
Hundreds of actual panel demonstrations 
are given each year for the professional staffs 
of psychiatric hospitals and clinics (5, 6). 
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Dr. Low’s book, Mental Health Through 
Will Training, is the handbook of Recovery’s 
members (7). It has been criticized by some 
psychiatrists as being unorthodox and au- 
thoritarian. However, it was intended for 
patients who do not understand the jargon 
of psychiatry. Low devised a simple vocab- 
ulary of key phrases in order to provide a 
uniform basis among his groups for under- 
standing, communication, and procedure. 

This vocabulary stresses such concepts as 
“willpower,” “muscle control,” “‘endorse- 

ment," “spotting nervous symptoms,” “‘sab- 
otage," etc. To some psychiatrists this might 
seem rather naive and archaic, if not down- 
right heretical. However, such simple homi- 
lies have proved effective in a lay setting (8, 
9). 

Members learn to spot the emotional na- 
ture of a disturbing symptom when it occurs. 
They also try to deal with it through will- 
power and muscle control, forcing them- 
selves to behave or react in an approved way. 
Having the member recount before others 
how he spotted a disturbing situation enables 
him to obtain cathartic relief in a setting in 
which he also gains enthusiastic approval (en- 
dorsement) (10, 11). 

Recovery, Inc., stresses that the organiza- 
tion does not diagnose or treat or supplant 
the doctor. Each member is at all times ex- 
pected to follow the authority of his own 
physician or other professional. Recovery, 
Inc., is not intended to be a substitute for 
psychiatry but rather a self-directed program 
that may be used either to supplement psy- 
chiatry or alone in certain situations where 
psychiatric treatment is not available or 
mandatory. The ideal referral to Recovery 
should come from a physician or psychia- 
trist, with the patient remaining under his 
doctor’s care, for the latter is best qualified 
to know the needs of the patient and to su- 
pervise his progress. 


Disadvantages 


The fact of the matter, however, is that 
such ideals are not enforceable and are often 
ignored, with the result that patients are ac- 
cepted from many sources—lay and profes- 
sional—and some are even self-referred. 
Therefore it follows that Recovery, although 
often serving an important need, is not an 
unmixed blessing. Its many advantages 
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should be carefully weighed against the fol- 
lowing disadvantages: 

I. There are no members under the age of 
18. 

2. No disruptive patients are admitted, 

3. No records are kept; there is no ade- 
quate follow-up. 5 

4. There is a high percentage of dropouts. 

5. Leaders receive only a few days’ train- 
ing plus short periodic refresher courses. 

6. Members are accepted without ade- 
quate screening or referral. 

7. Non-innovative, formulistic procedures 
are employed, 

8. There is a tendency to downgrade other 
techniques. 

9. There is frequent disregard of the ad- f 
monition to follow the physician’s authority. | 
10. There is a tendency to assume a "pan- 

acea complex." k 

Il. There is risk of bungling by inept 
amateurs. 

12. There is danger of delaying adequate 
professional care in serious cases. 

13. The groups are not subject to profes- \ 
sional, legal, or other regulatory restraints, 
as are licensed professionals. QU 

14. There is an antitherapeutic suppression 
of ambivalence and hostility. 


Advantages 


In general, however, self-conducted ther- 
apeutic groups can serve an important “care: 
taker” function in those cases where psychi- 
atric treatment is not available for one reason 
or another, such as lack of funds or resistance 
on the part of a patient or his family to psy- 
chiatric treatment (12). Group members dis- 
cover the reassuring fact that one can 
different from others, yet still be accepte 
without loss of identity. The group !5 4 sort 
of miniature society that can serve as E 
important buffer between the patient ane 
his environment. If he is accepted by Hs 
a group, his fear about being accepte y 
society is lessened (13). ) 


Some Observations 


What results may be expected from ite 
Recovery program? As yet the answer 
that question can be given only on an mere 
ical level. Practically all the articles i 
have appeared so far were written bY e 
chologists, sociologists, and feature W" 
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.. (14-17). The present paper is the first in- 
dependent report ever made by a psychia- 
= trist to the American Psychiatric Associa- 
tion. A thorough search of the literature re- 
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Community Psychiatry: A Change in Course 


T MERE WAS A TIME when one thought of community psychiatry as 
offering an opportunity for psychiatrists and other carctaking 
professionals to work together in helping to alleviate the misery of the 
many who, without necessarily being psychiatrically ill, found it hard 
to adapt to their ordinary life tasks, Such tasks might relate to school, 1 
to work, to making ends meet, to measuring up to conventional rc- 
quirements for stable family life, or to avoiding the strictures of the 
law and the sexual code. We still sce this as an important mission of 
the community psychiatrist, particularly in a period of social change 
sharp cutting edge of drug abuse in the 
ERE a t conciliation, 
Y psychiatric practice in the community there has 
been added a totally new dimension of responsibility for the local carc 
En desit Me were once the exclusive do- 
of hospital practice. emphasis from the policy of 
long-term hospital custody of people with psychotic and psychotic- Á 


i 
i 


like disorders to the uncharted involvements of community has b 
Á y has been 
| aped conflict, confrontation, and frustration. Too many of us 


EE D De tm 1o be a lack of consensus about 
nature of mental illness, the definition of a psychiatrjc case, the 
relevance of psychopathological and psychodynamic knowledge to 
the political implications of psychiatric practice 


_ First, on the nature of mental illness, we learn that the averai 
age 
length of stay of currently admitted patients in our state hospitals in 


i 


— M M M P 
In this section the Editor samples varied opinions on topical problems. The f 
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quirements in the management of patients, and about the separation 
of patients and nonpatients. 

As we become more involved in community action we too often as 
sume that psychiatric competence is equipment enough for dealing 
with the festering profusion of social problems not created but cor- 
tainly intensified and given special urgency by cultural and political 
vicissitude. Particularly in relation to issues of poverty and racism, 
experience by this time has taught us the lessons of caution and hue 
mility. Many of us have offered dedicated commitment to these prob- 
lems, but it seems plain that even to achieve the little which at present 
lies within our grasp we must join forces and share responsibility with 
many others—in medical and nonmedical disciplines, in political 
life, and in the neighborhoods themselves. 

In looking to the future, it is apparent that psychiatry can no longer 
stand apart from community involvement, with all it» hazards but 
also with all its challenges. If we are to prepare for the future, not 
only must we provide special advanced training 
atry, but such training must also be integrated 
cy. There it should take an important place 
group psychotherapy, ward and clinic administration, 
tropic drugs, and child psychiatry às à requirement for 
ing in psychiatry. mens young people are 
prepared to devote talents 
lot of man and to the alleviation of human suffering. 
tunities in community psychiatry may give them 
have to devise many of their own tools. They will 
nation, ingenuity, and they can 
these new ways. 


iu 
B ii Hi 
SE 


1 


Editor's Note: Dr. Coleman is head of the Mental Health 


Department of Epidemiology 
Training Program in Social and Community Psychiatry. Depart 
T Pochiaty. Yale University School of Medicine. 
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The Mental Health Center: Portents and Prospects 


HERE IS NO CONSENSUS about the boundaries of community psy- 
es and community mental health. Some mental health 
professionals, including some who are compellingly articulate, main- 
tain that much, perhaps most, of the inadequate resources of time, 
money, and personnel should be directed toward incorporating the 
expertise of mental health into the political and social fabric of the 
community, with the goal of eliminating conditions believed to have a 
negative effect on emotional well-being. Others question whether the 
training of mental health professionals, focused as it is largely on in- 
tervening in the psychopathology of individuals, endows them either 
with a mandate or any particular competence to become involved in 
the educational, housing, recreational, and political activities of their 
communities, other than as concerned private citizens. 

The debate will continue and no doubt intensify. In the meantime, 
it should not be allowed to obscure the fact that “treating the com- 
munity," or primary prevention, must be additional to, and not in 
place of, a clinical service, at least for those community mental health 
centers operating with funds from the federal government. The 1963 
legislation was enacted in response to a quite specific plea to do some- 
thing about the plight of hundreds of thousands of mentally ill people 
who then had no access to service except from understaffed and over- 
crowded state hospitals. Like it or not, four of the five "essential" 
services required for federal support are directly clinical. Consequent- 
ly, one entirely valid criterion for assessing the 250 federally assisted 
community mental health centers now in operation is the success with 
which they have been able to develop and provide definitive clinical 
Services to the people living in their defined geographic areas of re- 
sponsibility. 

That we do not know with any great certainty how well they have 
done so is only partly because the program is still new. It is also be- 
cause the criteria for success largely defy analysis. One can compile 
numbers and observe changes in length, mode, and locus of treat- 
ment, but the "true" impact of the community mental health centers 
on the state of the nation is one of those near abstractions that elude 
evaluation. We must settle for partial information and for impression- 
istic data, such as the following: 

© The state hospital census, which has been declining since 1956, 
took its largest single-year drop between 1968 and 1969, at just the 
a when a large number of mental health centers were getting into 

peration. 

© Many mental health centers have brought services much closer 
to poor people ay of and unsophisticated about helping agencies by 
means of creating "'subcatchment" services in housing projects, store 
fronts, and churches. 


e. B - 
Some of the more inventive centers have embraced and moved 
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forward intriguing new social modalities of treatment, such as family 
therapy and family group therapy. 

e Perhaps more than any other medical specialty, psychiatry, 
through community mental health programs, has found ways to ex- 
pand and augment the manpower supply by incorporating new cate- 
gories of staff personnel in therapeutic transactions. 

Space will not permit my citing a number of other interesting and 
creative activities that are going on in some of the more advanced 
community mental health centers. There have been, at the same time, 
some notable problems. Foremost, perhaps, has been the predictable 
difficulty of getting preexisting independent agencies to surrender à 
degree of autonomy in the process of developing comprehensive ser- 
vices. Another has been the unresponsiveness of many (most?) train- 
ing programs to incorporating into the curriculum those skills in group 
process and that knowledge of how communities operate that are so 
vital to successful community-based services. Another of great impor- 
tance is the problem of delineating those activities that can in fact be 
assigned appropriately to ancillary personnel, others that must be 
reserved to those with professional training, and—it must be said— 
those that can be competently performed only by the psychiatrist 
with his training in medicine. 

Some of us who have visited a number of centers, observed their 
operations, and interviewed their personnel, conclude that these pro- 
grams are probably moving toward a solution of the many problems 
attendant to new social institutions with about as much zeal and alac- 
rity as one could expect. Impressions of their effect on the seriously 
mentally ill and on the situationally distressed alike indicate that 
considerable progress has been made in a short time. Clearly, how- 
ever, a great deal more systematic research than is now going on, 1n- 
cluding controlled studies of clinical outcome, needs to be done. 


Clinically, the picture is promising. Financially, it is not. The feder- 


al contribution—only about $350 million over a six-year period—is, 
smaller than the annual budget of the New 
York State Department of Mental Hygiene. The prospects for the 
future are dismal. As of the end of 1970, there were 60 approved men- 
tal health center grants that could not be funded for lack of federal 
money. The White House request for the year ahead falls far short 
horization and will allow little if any growth 


of the Congressional aut! y i 
in the program. It appears that the original goal of 2,000 operating 
centers by 1980 will come nowhere near realization. The irony is that 


if the centers, as a national effort, are doomed to failure, it will be 


not because of lack of capability and potential, nor lack of interest 
and mobilization at the community level, but because the priorities 


of the Administration would not permit the necessary funds. 


RAYMOND M. GLASSCOTE, M.A. 


in aggregate, considerably 


Editor's Note: Mr. Glasscote is Chief of the Joint Information Ser- 


vice of the American Psychiatric Association and the National Asso- 


ciation for Mental Health. 
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Greetings and Card of Thanks 1970 


ITH THIS ISSUE of the Journal come the greetings and good wishes 
Wa its Editorial Board and staff to all of our readers. Along with 
these greetings there comes a sincere hope that 1971 will be a happy 
one for all and one that will bring peace to our nation and to the 
world. It includes also a hope that great progress will be made toward 
the solution of the serious problems that presently divide the nation 
and that those who are poor and those who are militated against will 
find real reason for hope and for the amelioration of their plight. 
No one can be more anxious that these desiderata be reached than 
psychiatrists, for it has always been our special privilege to serve 
people who know what it is like to feel wretched and neglected. 

The editors of the Journal have an additional and pleasant task, 
namely to thank all of those who have responded to the editor’s call 
for assistance and advice. We are aware that sometimes our requests 
for help come at an inopportune time and they can be bothersome 
and time-consuming. Those colleagues who have responded and 
whose names are listed below have performed an important task, one 
that is essential if we are to maintain our present high standards. 

There are as yet no signs of a let-up in the number of unsolicited 
manuscripts that come across our desk. All of them must be given 
careful attention, for from them are selected more than 40 percent of 
the manuscripts published in the Journal. Now something new has 
been added, for in addition to our regular chores we have agreed to 
examine the manuscripts recently accepted by the APA Program 
Committee for presentation at the 1971 annual meeting. This is the 
first time that such manuscripts are being reviewed before the meet- 
ing. All of these will be gone over carefully and the authors will hear 
from us, yea or nay, regarding the possibility of our publishing them 
following the meeting. This further step in our “new deal" should be 
of help to authors, for they will learn more quickly the possibility of 
publication in the Journal and what further work might be needed in 
order to bring the Paper up to our standards. It will also be of help 
to us because, instead of our having a deluge of more than 300 papers 
early in June, the work load will be more equitably distributed 
throughout the year. This should materially cut down the time the 
authors have to wait for a decision; this time lag had gotten a bit out 
of hand. 

d. are pleased to announce that, by reason of the new guideline 
ke Te in general not exceed 12 pages, we have been able to pub- 
greater number of them. Our backlog now has been reduced to 
approximately a six months’ supply of papers. This time lag is still 
too long for anxious authors but most respectable for a scientific 
journal that receives from 800 to 1,000 papers a year. Strangely, or 
perhaps not so strangely, a number of authors have written in to say 
that, though they complied reluctantly with the new rule about shorter 
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papers, they had to admit that in the end the dehydration seemed 
to improve their presentation. 

But, editor-like, I am forgetting what I started out to do and I 
am telling you of our woes, whereas I wanted to express our most 
sincere thanks to those who have responded so generously to our 
call for assistance. The fact that so many have helped should as- 
sure our colleagues that their offerings have received a careful read- 
ing by several people, for neither the Board nor the staff pretends to 
personal or collective omniscience. The names of those colleagues 
whom we have called upon in the November 1969-November 1970 
period are listed below. 


Joseph Abrahams, M.D., Harry S. Abram, M.D., Murray Alpert, 
Ph.D., Silvano Arieti, M.D., Charles D. Aríng, M.D., Jacob Arlow, 
M.D., Mrs. Mildred Arrill, M.A., M.S.W., Mrs. Helen H. Avnet, 
Benjamin H. Balser, M.D., David Banen, M.D., Walter E. Barton, 
M.D., Peter Beckett, M.D., Sanford L. Billet, M.D., Carl Binger, 
M.D., Daniel Blain, M.D., Stanley L. Block, M.D., Douglas D. Bond, 
M.D., Charles W. Boren, M.D., Harold M. Boslow, M.D., C. H. 
Hardin Branch, M.D., Henry Brill, M.D., Norman Brill, M.D., 
Eugene B. Brody, M.D., Henry W. Brosin, M.D., Bertram S. Brown, 
M.D., Harry H. Brunt, Jr., M.D., Frank G. Bucknam, M.D., William 
E. Bunney, Jr., M.D. 

John M. Caldwell, M.D., Robert J. Campbell, III, M.D., Robert 
Cancro, M.D., Gerald Caplan, M.D., Hugh T. Carmichael, M.D., 
Morris E. Chafetz, M.D., Paul Chodoff, M.D., Robert A. Cleghorn, 
M.D., Joseph Cochin, Ph.D., M.D., Robert A. Cohen, M.D., Jon- 
athan Cole, M.D., Jules V. Coleman, M.D., Robert Coles, M.D., 
Jacob Harry Conn, M.D., John M. Cotton, M.D., George E. Crane, 
M.D., Ralph S. Crawshaw, M.D., Elaine Cumming, Ph.D., John 
Cumming, M.D., Frank J. Curran, M.D., Henry A. Davidson, M.D., 
John M. Davis, M.D., James G. Delano, M.D., Enrique Delgado- 
Fourzan, M.D., Rafael A. Delgado, M.D., Bernard L. Diamond, 
M.D., Hayden H. Donahue, M.D., Calvin S. Drayer, M.D., Leonard 
J. Duhl, M.D. f 

Robert M. Edwards, M.D., Joel J. Elkes, M.D., Alan M. Elkins, 
M.D., George Engel, M.D., John A. Ewing, M.D., Dana L. Farns- 
worth, M.D., Malcolm J. Farrell, M.D., Raymond Feldman, M.D., 
Max Fink, M.D., Barbara Fish, M.D., Fritz Freyhan, M.D., Arnold 
P. Friedman, M.D., Herbert S. Gaskill, M.D., Robert W. Gibson, 
M.D., Edwin F. Gildea, M.D., Albert J. Glass, M.D., Raymond M. 
Glasscote, M.A., Bernard C. Glueck, Jr., M.D., Alvin I. Goldfarb, 
M.D., René Gonzáles, M.D., Jacques S. Gottlieb, M.D., Ashton 
Graybiel, M.D., Donald C. Greaves, M.D., orc Green, M.D., 

i .D., Roy R. Grinker, Sr., M.D. 
pri Runs MD! Via Buren O. Hammett, M.D., Harold 
E. Himwich, M.D., J. Cotter Hirschberg, M.D., Marc H. Hollender, 
M.D., Leo Hollister, M.D., John H. Houck, M.D., William Hunt, 
Ph.D., David J. Impastato, M.D., Harris Isbell, M.D., Joseph Jaffe, 
M.D., Richard Jenkins, M.D., James C. Johnson, Jr., M.D., Max- 
well Jones, M.D., Robert E. Jones, M.D., Lother Kalinowsky, M.D., 
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William K. Keller, M.D., Seymour S. Kety, M.D., V. J. Kinross- - 
Wright, M.D., Augustus F. Kinzel, M.D., Nathan Kline, M.D., 
Lawrence C. Kolb, M.D., Harry L. Kozol, M.D., Samuel H. Kraines, 
M.D., Neal E. Krupp, M.D., Howard D. Kurland, M.D., Morton L. 
Kurland, M.D. 

Zigmond M. Lebensohn, M.D., Frederick Lemere, M.D., Robert 
Leopold, M.D., Alan I. Levenson, M.D., William T. Lhamon, M.D., 
Harold Lief, M.D., Louis Linn, M.D., Morris A. Lipton, M.D., 
Harold W. Lovell, M.D., Harold L. McPheeters, M.D., Lee B. 
Macht, M.D., Alexander R. Martin, M.D., Harold R. Martin, M.D., 
Maurice J. Martin, M.D., Morgan Martin, M.D., Peter Martin, 
M.D., James F. Masterson, Jr., M.D., Joe Mendels, M.D., Jack H. 
Mendelson, M.D., Charles S. Mirabile, Jr., M.D., Elliot S. Mishler, 
Ph.D., George Mora, M.D., Donald W. Mulder, M.D., George E. 
Murphy, M.D., John E. Nardini, M.D., John Nemiah, M.D., Francis 
J. O'Neill, M.D., Manuel M. Pearson, M.D., Arthur Peck, M.D., 
Chester M. Pierce, M.D., William Pollin, M.D., Alvin F. Poussaint, 
M.D., Frank T. Rafferty, Jr, M.D., John D. Rainer, M.D., Leo 
Rangell, M.D., Joseph E. Rankin, M.D., Robert L. Robinson, M.A., 
Howard P. Rome, M.D., Harold Rosen, M.D., Mervin Rosenberg, 
M.D., Joseph E. Rosenfeld, M.D. 

Melvin Sabshib, M.D., Douglas A. Sargent, M.D., George Saslow, 
M.D., Mrs. Patricia L. Scheidemandel, Nathan Schnaper, M.D., 
Melvin L. Selzer, M.D., Samuel Silverman, M.D., Rebecca Z. Solo- 
mon, M.D., John P. Spiegel, M.D. James R. Stabenau, M.D., 
Aaron Stein, M.D., Calvert Stein, M.D., Robert Straus, Ph.D., 
Charles F. Stroebel, Ph.D., John S. Tamerin, M.D., George Tarjan, 
M.D., Harvey J. Tompkins, M.D., George E. Vaillant, M.D., Ray- 
mond Veeder, M.D., James J. Warde, M.D., H. G. Whittington, 
M.D., Benjamin Wiesel, M.D., Charles Wilkinson, M.D., Harry A. 
Wilmer, M.D., David Wilson, M.D., Captain J. D. Wilson, MC, 
USN, Eric D. Wittkower, M.D., Alexander Wolf, M.D., Joseph 
Wolpe, M.D., Edwin C. Wood, M.D., Henry Work, M.D., Melvin 
D. Yahr, M.D., William W. Zeller, M.D., Eugene Ziskind, M.D., 
Arthur Zitrin, M.D., Joseph Zubin, Ph.D. 

This list does not contain the names of our book reviewers because 
all of our reviews are signed; the APA membership is thus familiar 
with the contribution the reviewers have made. 

Invariably in an operation of this size someone's name will be 
omitted. We apologize in advance for this and hope that we will be 
informed of any omissions or errors, 

To Drs. Walter Barton, Bartholomew W. Hogan, and Donald W. 
Hammersley, and to Mr. Robert L. Robinson and Mrs. Jean Jones 
of the APA staff 80 our special thanks for their courteous coopera- 
tion. To Dr. Hayden Donahue for his understanding of our fiscal 
problems and to the officers and members of the Association for 


their patience and forebearance 80 our thanks and best wishes for the 
New Year. 


F.J.B. 
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The marriage is a basic system in which most 
adults attempt to satisfy their needs for uni- 
fication and autonomy. The author believes 
that the psychotherapist can be more effec- 
tive working with an existing system than 
establishing a competing dyadic relationship 
with one of the spouses. He can help each 
individual differentiate and also facilitate the 
couple's capacity for a productive, satisfying 
intimacy. 


T MAY AT TIMES be useful for a psychiatrist 

to see a patient individually for study pur- 
poses. But to see him alone in psychotherapy 
is artificial and excludes a large segment of 
the totality of his being. An attribute of man, 
one that he shares with all living beings, is 
a polarity of tendencies to both assert him- 
self as a separate and distinct whole and to 
integrate himself as part of a more complex 
interpersonal unit. Both of these potentials 
are inherent in his nature as a living creature 
and are equally important to his existence. 
Koestler (1) has described this dichotomy of 
wholeness and separateness, or autonomy 
and dependence, as the “Janus Principle.” 
Buber (2) has profoundly explored man’s 
need for a functional and separate I/it re- 
lationship with his world and an equally 
Important I/thou fused experience. Those 
who study social systems (3, 4) tend to view 


~ 

de Olsen is Assistant Professor, Department of Psy- 

mir Marquette School of Medicine, Veterans Ad- 
nistration Center, Wood, Wisconsin 53193. 


The Marriage—A Basic Unit for Psychotherapy 


BY EDWARD H. OLSEN, M.D. 


the function of each member of a system as 
predictable and rule-governed. Yet individu- 
als in these systems subjectively see them- 
selves as free and unique, which can hardly 
be judged as less valid. A major element of 
“adjustment,” then, would be a capacity 
to function adaptively in response to both 
basic potentials—to be responsibly aware 
of and willing to compete for uniqueness and 
to realistically and enjoyably experience in- 
terdependence. 

Marriage at this time in history offers the 
adult member of our society an opportunity 
to realize both potentials. Through the in- 
timacy of a close relationship over time and 
in an infinite variety of situations and 
through cooperation and competition with 
each other, the couple can experience, ex- 
press, and develop many facets of their 
uniqueness. On the other hand, in moments 
of mutual threat, need, dependency, and 
sexuality, they can experience and expand 
their unitary functioning as a part of a larger 


system. 
Clinical Considerations 


If each individual has not achieved per- 
sonal autonomy, marriage may be moti- 
vated at least in part by needs that cannot 
enhance an adaptive balance between the 
two tendencies; it may lead instead to re- 
stricted emotional development or maladap- 
tive functioning. 

Whitaker (5) and other psychotherapists 
who have worked intensively with couples 


2 This section includes articles which 
ee? Included are clinical notes (for 
ports, historical notes, and other materia 


are usually, although not always, less lengthy than the preceding 
whose validity the JOURNAL assumes no responsibility), case 
1 selected by the Editor. In general, articles submitted for this 


section should be no longer than eight double-spac ed typed pages. 
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have contended, and some research (6) 
tends to confirm, that although the members 
of a couple defend against conflicts or dis- 
torted self-concepts in vastly different ways, 
their basic levels of emotional development 
are usually quite similar. One spouse may 
appear more adequate and responsible than 
the other when judged on the basis of cul- 
tural expectations and norms, but their be- 
havior patterns are frequently motivated by 
the same central psychological conflicts or 
needs. For example, Mr. X., an alcoholic, 
appeared passive and inadequate; his wife, 
in contrast, seemed very assured and compe- 
tent. After being evaluated as a couple, it 
was apparent that they had developed be- 
havioral patterns in response to the same 
massive dependency needs and rage. Her 
adequacy was as defensive as his passivity. 


In marriage the spouses’ defensive struc- 
tures can become exquisitely matched, so 
that each partner offers the other at least a 
transient sense of self-esteem and complete- 
ness. As a matter of fact, defensive amalga- 
mations at times function adaptively in most 
couples and families. They help maintain a 
homeostasis that does not require that any- 
one in the family be defined as mentally ill, 
delinquent, or antisocial. Intolerable feel- 
ings can be dissociated from the self and 
invested in the partner, who may accept 
them since they are already part of his char- 
acter style. A wife may be able to deny her 
murderous anger and see herself as a sweet 
and lovely person in comparison to her vio- 
lently volatile husband, while he may will- 
ingly acknowledge his anger but find it 
intolerable to experience the dependent 
needs she displays so blatantly. Ego defects 
can also be vicariously compensated for 
through the pseudostrength of the partner. 
Thus a husband who is painfully aware of 
his shyness and feelings of inadequacy may 
feel comfortable because his wife is so ob- 
viously competent. Yet her apparent Strength 
serves as a thin veneer in reaction to her ba- 
sic insecurity and shyness, 


! However, in marriages where the defen- 
sive interlocking is massive, the equilibrium 
is in precarious balance. Individuation of 
one member is intolerable to the other, and 
neither partner can tolerate the transient 
loss of autonomy necessary for real unity. 
In this kind of alignment cues and counter- 
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cues send the message: "Stay the way yoy 
are or my definition of who I am will be 
threatened." For example, “Don’t be de- 


pressed, or I will have to deal with my de- 


pression”; “Don’t be nice, you bitch, or | 
will have to face my rage”; "Don't show 
your insecurity, or I will not be able to tol- 
erate mine.” The deviation of the one from 
his defined role threatens the defined exis- 
tence of the other individual and will result 
in anxiety, guilt, and massive resistance 
when it occurs at a significant level. 

Yet all marriages are subject to stress that 


requires the partners to continually redefine | 


themselves and their relationship. The birth 
and development of children, illness, ad- 
vancing age, and economic change are the 
kind of events that make this necessary (7). 
At these times, the marriage system will be 
upset in direct proportion to the delicacy of 
its balance. If the needs of the couple result 
in an inflexibility that impedes adaptive 
change, one or both of the spouses may seek 
professional help, and psychotherapy can be 
useful. 


The couple usually see the need for thera- 


peutic intervention in the light of action they 


have taken. Through the coercive pressure. 


of a suicide attempt; psychotic, neurotic, or 
bizarre behavior; excessive dependency; or 
guilt control, one partner of the couple may 
attempt to reestablish the old equilibrium. 
The threatened partner, rather than acting 
"sick" himself, often intimates that the 
other, in his move toward autonomy, is emo- 
tionally ill or defines his behavior as crazy 
and pushes him to see a psychiatrist. On the 
other hand, in periods of autonomous 
awareness one spouse may painfully exper" 
ence his basic lack of self-esteem and ps 
sense the illusory aspect of his hope t i 
through the marriage he will be made MU 
or achieve real intimacy. Consequently, i 
might leave the marriage, have an affair, ° 
begin to drink. More commonly, focii 
responsibility, guilt, or dependency m 
him. A psychiatric consultation often r |n 
motivated by a need for change oe 
macy that he hopes to achieve without 

ing or losing the partner. 


Case Report 
presented 
ths after 
lization 


_Mr. A., a successful business man, 
himself as a psychiatric patient two mon 
a coronary that required a long hospita 


gf! 
Amer. J. Psychiat. 127:7, January! 


BRIEF COMMUNICATIONS 


He had been depressed since that time and was 
having difficulty managing his affairs. Mr. A. 
"was amazed at how well his wife had assumed the 
added responsibility resulting from his illness 
since he had always considered her weak and 
dependent on him. He insisted that his wife 
should not be involved in therapy because “she 
would be afraid and might not be able to tolerate 
the stress." The therapist prevailed. When Mrs. 
A. joined the sessions, evaluation revealed that 
she experienced anxiety after independent action 
and depression following return to her old role. 
It was apparent that although her new adequacy 
was satisfying, she still felt dependent on her hus- 
band, She was aware that her assertiveness 
undermined Mr. A.'s ability to bolster his self- 
esteem by running everything. Realization that 
Mr. A.’s agitation might lead to another coro- 
E made Mrs. A.'s autonomy threatening to 
th. 


Couple Psychotherapy 


Certainly no one is sure of the effective 
components of any therapy, and it is not 
my purpose to propose a therapeutic Sys- 
tem. I have stated that the capacity to func- 
tion independently and as part of a unified 
living system are primary elements of ad- 
justment, and the dependent) self-assertive 
polarity is so interrelated that to consider 
man in the light of one part without the 
other is impossible. In acknowledgment of 
this fact, the marriage is a basic living unit 
with which the psychotherapist has to work 
as he attempts to facilitate better adaption 
and fulfillment of man’s potential.' Couple 
therapy can provide the distinct opportunity 
for a therapeutic experience that can en- 
hance the growth and development of a 
natural unit. 

Significant changes in individual behavior 
responses and self-definition can be facili- 
tated as the marriage system is helped to ex- 
pand its rules and repertoire of acceptable 
behavior. The couple's realistic needs for 
each other, for intimacy, and for dependence 
can be acknowledged as they struggle to 
Separate from the restrictive binds of their 
marriage. The affect that develops in a one- 
to-one relationship may be genuine, but the 
situation is easily isolated, artificial, and ab- 


! The family is the larger social system of which the 

marriage is a subsystem. Work with the entire family is 

usually necessary. In family therapy. however, the mar- 

E subsystem is frequently o primary therapeutic 
rn. 
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surd at times. In contrast, the couple's affect ` 
for each other occurs in a natural setting, 

and in therapy, as they experience and clari- 

fy their feelings for one another in their re- 

lationship, they can develop an affect bond 

that is appropriate and can in fact be last- 

ing. 

It is also apparent that when the couple 
is involved therapeutically, many of the pit- 
falls of individual therapy are circumvented, 
Since the therapy involves the whole mar- 
riage, it cannot take on the attribute of an 
affair in which a partner gratifies needs he 
cannot gratify in the marriage. When, as so 
often happens, one spouse changes behavior 
rather dramatically, the other is involved 
and can be supported by the therapist so 
that he is not successful in his push for a 
return to old patterns in order to maintain 
his identity and to relieve the anxiety of 
disequilibrium. The secondary gains accrued 
by the partner who defines himself as sick 
or by the other partner who defines his 
spouse as sick can be reduced when they are 
observed and dealt with in couple therapy. 
The need for intimacy is a strong motiva- 
tional factor in individual therapy, not only 
for the patient but also for the therapist. One 
way of sustaining the relationship is for the 
patient to remain sick or at least to report 
symptoms. When the therapist can direct 
attention to the couple’s capacity for inti- 
macy, they may be more willing to give up 
the role of patient. : : i 

The dysfunctional marriage is one in 
which there are powerful transference binds 
between the couple. In treating couples, the 
therapist who uses transference interpreta- 
tion does not need to maintain anonymity 
in order to establish the transference neuro- 
sis, since it is readily available in the mar- 
riage. As a result, he can be more flexible 
and active in a variety of other therapeutic 
roles such as mediator, catalyst, model, and 
system wrecker. Certainly transference de- 
velops, and having the couple present can 
extend the possibilities for its therapeutic 
use; for example, the oedipal and sibling 
rivalry triangle can be dealt with in a more 
powerful way when the triangle is really 


there. 
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Studies in Adoption: 
Requests for Psychiatric Treatment 


BY HENRY H. WORK, M.D., AND HANS ANDERSON 


It has been observed that parents of adopted 
children frequently seek psychiatric treat- 
ment for them. The authors conducted a 
study of the children at the U.C.L.A. Neuro- 
psychiatric Institute and confirmed this 
finding. They believe that certain patterns 
of child rearing among adoptive parents con- 
tribute to their adopted children's difficulties. 


E HAS BEEN ten years since Schecter (1) 
published his observations on adopted 
children, which led to our clinic’s continuing 
interest in the scientific appraisal of their 
fate. Many others (2-4) have confirmed his 
original finding that the parents of adopted 
children seek psychiatric treatment for them 
with great frequency. Equally, reports (5,6) 
in the literature have emphasized the para- 
dox between the vast amount of written 
material concerning adoption and adop- 
tion practices and the small number of 
scientific observations on the outcome of 
the adoptive process, Our own studies (5,7) 
have included a focus on older adoptees, 
emphasizing the peculiar distortions of 
thinking about birth and the birth process 
that occur in these children (8). In addition, 
a soon-to-be-published study comparing 
the attitudes of adoptive parents with similar 
attitudes of parents of nonadopted children 
has reinforced the observations of Kirk 
and associates (5) concerning the artificiality 


The authors are with the School of Medicine, Uni- 
versity of California at Los Angeles, Los Angeles, 
Calif. 90024, where Dr. Work is Professor of Psychiatry 
and Mr. Anderson is a second-year medical student. 
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of the adoptive subculture. j 
Because a decade has passed since 
Schecter's original observations, we felt it 
important to review those figures that sug- 
gested an increased incidence of adopted 
children in psychiatric clinics and hospitals. 
Schecter (1) had pointed out that 13 per- 
cent of his private practice for the five-year 
period 1948 to 1953 consisted of adopted 
children. At that time less than one percent 
of the total child population consisted of 
individuals adopted by nonrelatives. Further 
studies from this clinic (4) suggested that 
from five to 15 percent of children seen in 
various psychiatric clinics and hospitals, as 
well as in homes for retarded children in the 
area, were adopted. 
The present study reports a survey of al 
children seen at the Neuropsychiatric Insti- 
tute of the U.C.L.A. School of Medicine 
from January 1964 to July 1969, as well M 
a study of children seen at the Frostig Schoo 
for Educational Therapy in Los Angeles. 
The results of this resurvey abundantly co 
firm the original statistics. During this peran 
of time 1,282 outpatients were seen in B 
U.C.L.A. Psychiatric Clinic; of these, z 
percent of the girls and four percent oft X 
boys were adopted. Three hundred six T 
three children were admitted to the chet 
inpatient unit, and adoptees accounted 
9.4 percent of the girls and 9.3 percent a A 
boys. The average age of the adopted chil ra 
in the outpatient clinic was between 5° f 
and eight years; of the inpatients it ut 
between 11 and 12 years (table 1). A bré 
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TABLE 1 


U.C.L.A. Department of Psychiatry—Child Service 
January 1964—June 1969 


ADMISSIONS Roorred PERCENT oe 

Outpatients 

Female 542 27 5. 

Male 740 29 10 75 

Total 1,282 $ E 
Inpatients 

Female 138 13 94 

Male 225 21 93 ET 

Total 363 j 


down of symptom and diagnostic categories 
was also made (table 2). The adopted chil- 
dren whose parents sought therapy usually 
did so because of an acting-out behavior 
problem. Organic brain syndromes were 
much less common. Certain habit distur- 
bances seemed outstanding; temper tantrums 
and rejection of discipline appeared to be the 
most common. 

A similar study at the Frostig School was 
marked by a high incidence of children with 
learning disorders, as might be expected. In 
all, 1,300 children, 7.7 percent of whom were 
adopted, underwent diagnostic study. 

In our earlier study it had been suggested 
that the parents of adopted children might 
seek psychiatric help more readily than do 
the parents of nonadopted children. A one- 
month study of all admissions to the inpa- 
tient and outpatient pediatric services of the 
U.C.L.A. Medical Center was made for 
comparison. 

During that time 419 children were studied, 
of whom 127 were admitted to the inpatient 
service. Of those admitted only 3.1 percent 
Were adopted and only 2.1 percent of the 
children given outpatient service were 
adopted. This suggests once more that there 
is something specific about the seeking of 
Psychiatric care in the adopted population. 
Either parents with adopted children are 
More anxious or are more attuned to psy- 
chological problems, or, as we postulated 
earlier, there is in fact a higher incidence of 
Psychiatric problems in the adopted child. 

As we have continued our studies we have 
become equally impressed with the large 
number of well-adjusted children in adopted 
homes. Therefore we repeat that we are not 
criticizing the philosophy of adoption but 
rather are trying to understand more scien- 
tifically and carefully those “aspects of the 
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adoptive process which may produce in- 
creased stress on personality development” 
(4). Our studies of the attitudes of adoptive 
parents suggest that there are common pat- 
terns of child rearing that, while not unique 
in themselves, occur frequently enough to 
present common difficulties to the children. 
A high incidence of acting-out behavior 
disorders in some ways substantiates this 
but does not necessarily follow from the pat- 
terns that we are describing. 

What does seem important is that the 
process of adoption should not be a random 
activity, governed chiefly by guesses and 
other attitudinal sets. Rather it should be 
governed by a knowledge of what happens 
in the adoptive situation and very particularly 
by ongoing care of the adoptive family based 
on types of observations that we, às well 
as others, have elaborated. 


TABLE 2 
Symptom and Diagnostic Categories 


CATEGORIES PERCENT 


Principal diagnosis 
Behavior problem 
Mental deficiency 
Organic brain syndrome 
Sexual problems 11 

Symptoms: behavior problems 


Temper tantrums 20 
Assaultive behavior 22 
Stealing 18 
Rejection of discipline 26 
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The Making of a Murderer 


BY HERMAN P. LANGNER, M.D. 


The author believes that inadequately ex- 
pressed anger and aggression are largely re- 
sponsible for atrocities committed by our 
soldiers in Viet Nam. He describes the case 
of a young man in late adolescence who at- 
tempted suicide after being involved in an in- 
cident like the My Lai massacre. The author 
concludes that immaturity, basic personality 
problems, and the frustrating circumstances 
of combat in Viet Nam all contribute to will- 
ful killing and the subsequent reactions to it. 


[4 wr DID THEY take my boy and do 
that to him? I raised him as a good 
boy and they made a murderer out of him.” 
This was the exclamation, recently quoted 
in the national news media, of the distraught 
mother of a boy who had allegedly partici- 
pated in the senseless slaughter of defenseless 
men, women, and children at My Lai. It is 
shocking to realize that young Americans 
were capable of acts as extreme as murdering 
infants and mothers huddled together for 
protection, Yet it has become clear that such 
acts of brutality committed by our service- 
men in Viet Nam have not been unique. My ex- 
perience as a psychiatrist stationed there sub- 
stantiates this. It is the purpose of this paper 
to examine some of the factors that have al- 
lowed these atrocities to happen. 


I will begin with the case report of a young 
Navy corpsman named Bob. He was sent to 
me after he had made a serious Suicide at- 


tempt by taking a massive overdose of mor- 
phine. 


The author is in private practice at 664 N. Michi 
Ave., Chicago, Ill. 60611. rm 
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Case Report 


Bob had been in Viet Nam for six months and 
in the service for two years with an excellent rec- 
ord. Prior to entering the Navy he had graduated 
from high school in a small Iowa community 
where his father was a successful farmer. As a stu- 
dent, he was involved in 4-H and had many friends 
in school and the community. He was a slightly 
built, mild mannered, nonaggressive young man 
who had enlisted in the Navy to fulfill his service 
obligation. He had become a corpsman because ' 
he felt it fit his personality and because he wanted | 
to help people. Following discharge from the ' 
Navy, he planned to return to Iowa to take over 
his father's farm. à 

After recovering from his acute medical con- 
dition, Bob said he had been despondent since 
his close friend had been killed in a fire fight 
several days before his suicide attempt. He 4 
pressed feelings of guilt at his friend’s death S 
felt he should have died in his place. He did no 
remember wanting to commit suicide, however, 
and said he took the morphine while in a dreng 
like state. Since Bob’s condition did not impie 
despite ample opportunity to express his cau 
and guilt, an amobarbital (Amytal) inter is 
performed to explore further the motives ©) 
attempted suicide. : thing 

Much to my surprise Bob had little or no Be 
to say about his friend while under the i A 
of amobarbital. Instead he immediately 9 a 
describing a bloody military operation devil 
been involved in, during which his unit ha di i 
through a village, killing all living things, 1 ia 
ing men, women, children, and livestock. oat 
self set fields of rice ablaze “with my ae ‘an 
er” and watched peasants shot down as t dari 

point ou 
Iderly injure 
f his of 


from their burning homes. At one 
the operation Bob came across an € 
farmer. When smilingly asked by one © 
ficers, “How are you going to treat him, 
Bob shot and killed the harmless man lying 
feet. 


c" 


at his 
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He experienced deep guilt after this and felt he 
should be punished for his crime. When his friend, 
'afellow corpsman, was killed several weeks later, 
he wished he could have died in his place. While 
jtis not uncommon for a man in combat to feel 
guilt when a comrade dies, the deeper origin of 
Bob's guilt was related to the massacre he was 
involved in. His friend's death was the “straw that 
broke the camel’s back” and served as the pre- 
cipitant for Bob's suicide attempt. 

The most startling aspect of Bob's case, how- 
ever, was not simply that he had been capable of 
involving himself in a massacre but that he had 
enjoyed doing so. For mixed with his feelings of 
guilt and sorrow, which were real and deep, were 
unmistakable indications of the fascination and 
even pleasure he had derived from the mayhem 
he had witnessed and participated in. This was 
the deepest source of his guilt—that he had de- 
rived pleasure from his crimes. 

It should be noted that the operation Bob 
was involved in was at a company level. As 
with My Lai, however, I doubt whether di- 
rect orders to gun down defenseless men, 
women, and children were responsible for 
the brutalities committed. Certainly our sol- 


-diers knew that such a command was unlaw- 


ful and under most circumstances would not 
have obeyed it if they basically had not 
wanted to. Bob, for instance, did not need 
much prompting to kill the harmless man at 
his feet. In addition, many other such bru- 
talities were reported to me by different in- 
dividuals. In these cases there was no ques- 
tion of orders being responsible for the acts 
committed. These individuals clearly killed 
because they wanted to. Why did they want 
to indulge in such blood lust? 


Discussion 


To begin, imagine the predicament in 
Which the average young man sent to Viet 
Nam finds himself. He is frequently imma- 
ture and separated from the support and pro- 
tection of his family for the first time. He is 
Sent to a distant land where few have any de- 
Sire to be. The climate and terrain are inhos- 
Pitable almost to the point of being unendur- 
able and are totally different from what he is 
accustomed to. He is subject to the daily fear 
of death and often sees comrades whom he 
has grown close to maimed or killed. The 
enemy he is fighting is elusive and rarely gives 
him an opportunity to vent his anger and 
frustration by open, direct combat. Finally, 
the cause he is fighting for is unpopular at 
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best and has been called criminal by many 
respected national figures. These circum- 
stances usually leave the soldier feeling in- 
secure, frightened, frustrated, and angry. 

The uniquely frustrating circumstances of 
this war have strongly influenced the type of 
psychiatric problems seen. “Shell shock" or 
“war neuroses,” so common in the World 
Wars I and II, are infrequent in Viet Nam. 
Problems related to poorly controlled ag- 
gression, however, are very common. These 
problems presented themselves in a number 
of different ways. Often a young man came 
in or was sent to me with the fear or threat 
of killing one of his superiors who he felt had 
harassed him or treated him unfairly. Others 
were sent to me after shooting holes through 
their "hootches" or throwing grenades 
around. On occasion such cases turned into 
incidents involving the indiscriminate killing 
of comrades. Fighting and “accidental” 
shootings among the men were frequent; 
they represented another way of discharging 
aggressions that were reaching unmanage- 
able proportions. It should also be noted that 
many problems associated with poorly con- 
trolled aggressions were dealt with through 
disciplinary rather than psychiatric channels 
and therefore did not come to the psychia- 
trist's attention. During times of brisk com- 
bat when aggressions could be released, the 
overall number of such problems admitted to 
my service tended to diminish. 

Another common focus of anger and ag- 
gression were the very people the young sol- 
dier had come to “protect.” “The way to win 
this war," went a common joke, "is to load 
all the gooks in the South on boats, kill the 
ones in the North, and sink the boats." 
Freud noted that jokes, like dreams, fre- 
quently serve as wish fulfillments. 

The reasons for such feelings are under- 
standable. Instead of fighting for a happy 
and liberated population, the soldier meets 
sullen, suspicious people who regard him as 
an intruder and would rather he leave. These 
are supposedly the people he has come to 
fight and die for, and they represent the rea- 
son for all of the hardships and misery he is 
subjected to. Furthermore, they are at times 
more or less directly responsible for injuries 
and deaths among his ranks. Incidents of 
stepping on land mines or being. ambushed 
by the enemy moments after talking to the 
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natives of a “friendly” village who could 
have warned the soldier were not infrequent. 
The plight of the villager was such that if he 
informed, he would be killed by the Viet 
Cong. This is of little consolation to a boy 
who has been maimed or has seen a comrade 
killed under such circumstances. Often the 
brutalities of the South Vietnamese peasants 
against our soldiers were expressed with con- 
siderably less passivity. At times this reached 
the extreme of a mother sending her child 
wired with explosives to a group of soldiers 
to destroy the hated foreign intruders. 
Consider finally that many of the barriers 
that prevent us from giving free reign to our 
aggressive impulses and thus becoming mur- 
derers in our own society are largely lacking 
in Viet Nam. Death is common, and the 
value of life has become cheapened in this 
chronically war-torn country. There is, fur- 
thermore, a tendency to degrade the peasant, 
and he frequently is looked upon as being 
little better than an animal. Also, it is often 
difficult to prove who was responsible for 
someone’s death or whether such a death 
was justified. In certain cases, such as Bob’s, 
killing was made easier because it received 
group sanction. Under the impact of these 
pathological circumstances the grave moral 
imperative that tells us from early childhood, 
“Thou shalt not kill,” is frequently swept 
away. 


Yet not all of the young men sent to Viet 
Nam end up murdering its defenseless citi- 
zens, There are obviously many reasons for 
this. For one thing, the conditions each of 
these men are exposed to can differ dras- 
tically. Some are exposed to extremes of 
provocation or placed in situations where 
killing can become relatively easy. Even at 
My Lai, however, where the general condi- 
tions were similar, there were great varia- 
tions in response among each of the individ- 
uals involved. These varied from refusal to 
kill to killing with obvious enthusiasm and 
gusto. Such variations are determined by 
many complex factors. Often they relate to 
personal issues associated with the individ- 
ual’s previous life. To make this clearer, let 
me tell you more about Bob’s background 
and some of the thoughts, both conscious 
and unconscious, that were in his mind as he 
killed the helpless farmer. 


Bob was the son of a farmer. As a boy he often 
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tended his father’s fields. He did so obediently, 
In fact Bob was nonrebellious and was not prone 
to openly expressing his feelings. As any boy 
might, however, he resented the demands made 
upon him and frequently would rather have spent 
his time in play or leisure. In his fantasies he often 
wished the source of these demands removed or 
destroyed. As he grew older and more socialized, 
he repressed these fantasies even more deeply. 
Yet these feelings lingered on in the deeper realms 
of his unconscious. Killing the farmer and setting 
fire to his fields represented rebellion on Bob's 
part. Another boy under other circumstances 
might have rebelled in one of the many ways that 
are available in our society. Only extreme circum- 
stances allowed these feelings to be expressed in 
such a direct and primitive way. 

Other very personal needs were met in Bob's 
act. He was short and slightly built. He was the 
only boy among three girls. His father tended to 
be passive and his mother domineering. As is 
often the case, these circumstances produced a 
young man with considerable doubts about his 
masculinity. Killing another person represented 
in essence the destruction of everything he dis- 
liked about himself. He was, for one brief instant, 
the total dominant male. 


Issues of rebellion and coming to terms 
with one's role as a male are not, of course, 
uncommon in young men. In fact, most 
young inductees into the armed forces are 
still struggling with these late adolescent 1$- 
sues. During this period, there is a great out- 
pouring of instinctual energy. A young man 
at this stage in life is at his peak of sexual 
power. Late adolescence is, moreover, typi- 
fied by a recklessness with one's own am 
other people's lives. It is an unstable and fre- 
quently precarious time, and causes of death 
at this age are usually violent—most fre- 
quently through accidents or by suicide. In 
fact the extremes of behavior seen in wat— 
both in heroism and cruelty—are a reflection 
of the life of the adolescent. 

Killing another person represents an €% 
treme of behavior that holds particular fas- 
cination for the young man. The total se 
jugation of another human being and the 
implications this has for one's manhoo 
seem to be one aspect of the fascination. a 
some deeper level, however, there seems T: 
be some mingling of sexual pleasure at O°” 
mitting the most forbidden of all crIT^ 
Men in combat, for instance, sometimes f° 
port distinct sexual pleasure associated W! e 
killing another person and at times exper 
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“ence erections on such occasions. Further- 


more, in the midst of the slaughter of My 
‘Lai, some of our young American men alleg- 
edly sexually assaulted Vietnamese women; 
several are now being charged with rape. 


Conclusions 


It is the family's responsibility to raise its 
young to be healthy and secure adults capa- 
ble of loving and caring for others. Yet so- 
ciety must lend its support to bring such feel- 
ing to fruition. A late adolescent about to 
leave the protection and support of his fam- 
ily unit is still very close to many of his 
primitive, instinctual impulses and continues 
to need much support before becoming an 
independent, mature, and settled adult. Var- 
ious insitutions exist to help in this task. In 
our society the university is beginning to take 
on this function in an increasingly important 
way. The Peace Corps is another example of 
such an institution. 

The military, with its stringent rules, reg- 
ulations, and strong institutional support, 
has also traditionally served as a place where 
a young man could mature into manhood. 
Its popularity or importance in doing so 
Seems to be on the decline. Perhaps this is 
due to an increasingly sophisticated or 
'changing ethic in our society. Be this as it 
may, the My Lai incident must certainly 
force us to consider the wisdom of sending 
young and immature men who continue to 
need guidance into a situation where they 
can become involved in the wholesale slaugh- 
ter of defenseless people. In fact, as it affects 
the individual, sending a young man to Viet 
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Nam is in many ways the obverse of sending 


him into the Peace Corps. Instead of devel- 


oping more noble sentiments toward the 
family of man, the pathological circum- 
stances in many cases cause a type of regres- 
sion in a person that stimulates those primi- 
tive and undesirable instincts that individual 
and collective education has attempted so 
assiduously to check. 

Bob was in many ways an American Ev- 
eryman. He was a boy from the heartland of 
America and represented those ideals and 
aspirations of youth that America has always 
cherished. 

Under ordinary circumstances he would 
have expressed his aggressions and insecuri- 
ties as most of the rest of us do in our daily 
dealings with our fellow man. The combina- 
tion of these aggressions and insecurities and 
the pathological circumstances in Viet Nam 
made him a murderer. It is to his credit that 
he suffered for this crime. He suffered to the 
point of demanding retribution from him- 
self and almost succeeded in committing 
suicide. 

On the day following the My Lai mas- 
sacre, the son of the woman I previously 
quoted also seemed to seek retribution by 
stepping on a land mine. Many other young 
men I encountered who were involved in 
similar atrocities did not react with such 
guilt feelings. Ironically, those who suffered 
the most because of their involvement in 
these atrocities had taken most seriously 
those values that society works so hard to in- 
still in us. They had been “raised as good 


boys.” 
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Emotional Disturbance Related to 
T-Group Experience 


BY FRANCIS J. KANE, JR., M.D., CHARLES D. WALLACE, M.D., 
AND MORRIS A. LIPTON, M.D. 


The authors conducted a survey to see if ad- 
verse reactions to participation in T-groups 
were seen by psychiatrists in clinical prac- 
tice. Thirty-one percent of those surveyed 
reported seeing patients with reactions. In- 
formed consent, screening, limit setting, and 
follow-up were lacking in many cases, and 
the professional affiliations of the group 
leaders were uncertain. These data suggest 
that patients should be cautioned about 
participation in T-groups. 


HE USE OF groups as a means of thera- 

peutic intervention is not new, but in 
more recent years other avowedly nonthera- 
peutic groups have been developed that seem 
to promise increased self-realization and ca- 
pacity for self-expression as a result of par- 
ticipation in group experiences. The oldest 
of these, the T-group of the National Train- 
ing Laboratories, has been used in many 
ways, including the training of mental health 
professionals and educators. 
á Some of these groups have as a goal an 
increase in sensitivity to one’s own feelings 
and the feelings of others. From the original 
T-groups other varieties of group experience 
have developed, such as encounter groups, 
confrontation sessions, and marathon labs, 
which are usually of short duration (24-hour 
or weekend experiences), Emphasis is put on 
direct exposure of beliefs and feelings that 
people do not usually put on public display. 
Trainers in these sessions usually encourage 
participants to explore in some depth their 
own feelings and motivations, as well as 
those of other group members. The objective 
is to stimulate an exchange that is inhibited 


The authors are with the Department of i 
School of Medicine, S of No Cay: 
Chapel Hill, N. C. 27514, where Dr. Kane is Associate 
Professor of Psychiatry, Dr. Wallace is Assistant Pro- 
fessor of Psychiatry, and Dr. Lipton is Professor of 
Psychiatry. 
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by a minimum of reserve and defensiveness 
in order to achieve a maximum of openness 
and honesty. 

Marathon groups differ from encounter 
groups primarily in the unremitting inten- 
sity of the experience: they seek to achieve 
a significant breakthrough in normal de- 
fenses and thus to attain what many prac- 
titioners believe to be a new openness in 
behavior. 

Confrontation sessions are usually con- 
trived racial encounters in which militant 
blacks literally confront members of the 
white community—teachers, police, etc— 
with their reactions to racism, discrimina- 
tion, and prejudice. 


In recent years nonverbal exercises have , 


invaded the group training field with a ven- 
geance, The techniques employed are numer- 
ous: they range from simple exercises with a 
minimum of body contact to physically in- 
timate and emotionally revealing designs 0 
the kind most often associated with the Esa- 
len Institute and its derivatives. These tech- 
niques derive their theoretical justice 
from theories of personality that stress the 
possibility of achieving a greater self-under- 
standing and sense of authenticity throug? 
bodily expression, which can become unl 
hibited more quickly than can verbal com 
munication. Theoretically one can reac 
deeper levels of consciousness this Way. i 
There have been relatively few reports S 
adverse reactions to participation in Tu 
experiences. Gottschalk (1) reported on j- 
experience at the National Training pcd 
tories, where he observed 15 acute PSY iei- 
pathological reactions among 32 par ol 
pants in T-groups. During his pero" g- 
Observation he also saw two psychotic 3 of 
tions. Concurrently with the publica ac: 
another report (2) of two psychotic c ob- 
tions to participation in such groups W° ho 
served on our wards a young woman 
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had become severely depressed as a result of 
participation in a T-group. As a result of the 
group experience of four couples, two mar- 
riages broke up, considerable sexual acting 
out occurred, and a young woman was hos- 
pitalized. 

During the ensuing discussion at grand 
rounds in our department, it became appar- 
ent that ours was by no means a unique 
experience: other members of the faculty 
reported that they had seen instances of 
similar but less severe emotional disturbance. 
We decided to assess, by means of a ques- 
tionnaire, the experiences of members of the 
North Carolina Neuropsychiatric Associa- 
tion in order to see whether this phenome- 
non was becoming more widespread in the 
experience of other clinicians. In designing 
the questionnaire we incorporated the cave- 
ats of Jaffe and Scherl (2) regarding partici- 
pation in T-groups, since these seemed mini- 
mal common-sense guidelines. 


Methodology and Results 


l A questionnaire was constructed, based 
| On several recommendations made by others 

who had commented on these phenomena in 
4 the literature. Questions asked and answers 
l received are as follows: 


1. Had the psychiatrist seen emotional dis- 
turbance related to T-group experience 
in the past year? yes—31%; no—4%; 
none seen—65% 

2. Had these patients required hospitaliza- 
tion? yes—12%; no—88% 

3, Had the patients been previously hos- 
pitalized? yes—10%; no—90% 

4. Was participation in the group volun- 
tary? yes—100% (coercion frequent) 

5. Was the patients’ participation informed 
in that the patients knew into what they 
were entering? yes—66%; no—34% 

6. Had the patients been screened for par- 
ticipation? yes—10%; no—80%; un- 
known—10% 

7. Had clear limits been set regarding ac- 

i ceptable behavior? yes—25%; no—70%; 

unknown—5% 

8. Was individual follow-up given? yes— 
25%; no—65%; unknown— 10% 

9. What was the professional affiliation of 
the group leader, if known? uncer- 

j tain—59%; psychologist—20%; minis- 

ters—13%; psychiatrists—4%; miscel- 
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laneous health professionals—4% 

Of 228 members of the North Carolina 
Neuropsychiatric Association polled, 19 felt 
that they had not had the opportunity to ob- 
serve such reactions (the reasons given were 
“retired,” “exclusive child psychiatry prac- 
tice"). One hundred ninety-one members of 
the association responded to the question- 
naire, which constituted a 91 percent re- 
sponse. Thirty-one percent of the respon- 
dents reported that they had seen emotional 
disturbance in patients related to group ex- 
periences in the past year. They reported a 
total of 91 patients who suffered reactions 
serious enough to require psychiatric help. 
Eleven of these required hospitalization; four 
other patients were reported to have devel- 
oped psychotic reactions that did not require 
hospitalization but did require tranquilizing 
medication in large doses. Four of the 11 had 
been previously hospitalized. Five patients 
with a previous history of hospitalization did 
not require hospitalization as a result of their 
emotional disturbance. 

All of the physicians reported that the 
patients participated in the groups volun- 
tarily but most qualified their statements 
by saying that some form of coercion was 
frequent, especially in relation to profes- 
sional or business groups. For instance, one 
student nurse took part in a group as a part 
of her training program. There were also 
many qualifying comments in response to 
the question on informed consent. Theo- 
retically many patients had been told what 
they were entering but there was a feeling 
that they did not fully understand this and 
more than one-third did not have any idea 
what they were entering as far as the psy- 
chiatrist was concerned. 

The answer to the question about prelimi- 
nary screening indicated that at least in 
our state these groups are being approached 
in an almost frivolous manner: very little 
concern is being given to the personality and 
current emotional state of those entering 
such groups. 

The question about limit setting again 
showed that many patients were inadequate- 
ly prepared for participation in the group. 
The anecdotes that accompanied answers 
to this question revealed a hair-raising het- 
erogeneity of unpleasant experiences under- 
gone by our patients. For example, in a 

[131] 


BENNETT 


956 


group of businessmen one patient had two 
ribs fractured by a business colleague who 
struck him. Our own patient was exposed 
to prolonged embraces in the dark by some- 
one other than her husband. Others reported 
that patients disrobed and joined one anoth- 
er in a pile-up in the middle of the room in 
the dark. 


Discussion 


Our data seem to indicate that acute psy- 
chopathological reactions, including psy- 
choses, occur as a result of participation in 
T-group experiences and that these are be- 
coming part of the range of illness seen in 
general psychiatric practice in North Caro- 
lina. Anecdotal communications from our 
colleagues indicate that this is increasing in 
frequency. It is of interest that only slightly 
more than ten percent of our colleagues saw 
patients in their practice who had nor been 
disturbed by such experiences. Since no sys- 
tematic data are available regarding the 
number of patients involved in such groups, 
we cannot be sure of the incidence of these 
reactions. As far as we know, no systematic 
inquiry has ever been made about such reac- 
tions, even by those who have studied it most. 

In all probability this represents only a 
fraction of the disturbance provoked in such 
groups, since psychiatric care is often not 
sought even when it is needed. That such re- 
actions occur under the conditions described 
hardly seems Surprising. The reports from 
my colleagues clearly indicate that coercion 
is a significant factor and that one-third of 
the patients had no idea what they were en- 
tering. While we are sure such coercion is 
well intentioned and meant to help the per- 
son know himself, there are no clear data 
indicating that this will really happen. Our 
data and that reported by other clinicians 
cited indicate the possibility of real morbidi- 
ty occurring. There are also those people 
who seek suffering, like our Own patient. 
who had a strong masochistic proclivity. 
Those with clinical training are aware of this 
phenomenon and try to restrain the patient 
from self-destructive experiences, urging him 

to seek the causes of his impulses. These 
groups as they are presently evolving seem 
to maximize opportunities for those patients 
with impulsive, sadistic, and masochistic 
character disorders to act out their impulses, 
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At best, only ten of the patients reported 
what might be called adequate Screening, 
The need for screening is well known to 
those in medical and psychological research, 
and proof of informed consent is now re- 
quired in writing in most medical centers 
when the therapeutic procedure is unusual 
or has special risk. Psychiatric researchers, 
especially in such areas as drug research, are 
well aware that experimental subjects often 
hope that solutions to their problems will 
result from participation in such research 
and are careful to screen out these individu- 
als because of possible harm. More often 
than not patients in the T-groups were en- 
couraged to engage in the expression of 
sexual and aggressive behavior clearly be- 
yond that found in normal society. Here 
again, no consideration was given to the 
possibility that such experiences might be 
disruptive or actually noxious to the individ- 
ual involved. 

In only a quarter of the instances where 
patients became disrupted was individual 
follow-up given. By and large, the patients 
had to refer themselves for psychiatric care. 
The inexperience and lack of training of the | 
group leaders seems a critical factor, since 
almost all those in any discipline trained to 
care for the ill or disturbed realize that psy- 
chopathological reactions may occur during 
the course of therapy. The difTerence is that 
therapists are trained to recognize such re 
actions and to take whatever appropriate 
steps may be necessary to help the patient 
deal with them. In addition, those in the 
mental health area are trained to see their 
patients through to the care of other pro 
fessionals should their ministrations be un- 
successful in terminating or ameliorating 
such reactions. The professional affiliations 
of those involved in these groups clearly i 
dicate that such training and expertii 
minimal. Our respondents indicated a 
even the psychologists were not necessarily 
trained in the area of clinical psychology: 
where clinical training is a requisite. a 
cluded in the “uncertain” group Were e 
sons believed to be mechanical engine 
lawyers, schoolteachers, and students, ya 
have little or no relationship to the he? 
professions. One colleague reporte pili 
two people had advertised their availab! 4 
for such endeavors in the newspapers * 
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participating in a training session at the 
Esalen Institute. 

Psychiatrists are by no means the only 
ones concerned about the impact of such 
experiences on the future of sensitivity train- 
ing groups. Lakin (3) indicated his concern 
about the motivations of some of those cur- 
rently involved in what are called sensitivity 
groups. He pointed out that the motivation 
of many participants is cathartic rather than 
intellectual; that is, they seek an emotional 
experience rather than an understanding of 
their feelings and of the origins of these 
feelings. He commented that T-groups have 
begun to attract more psychologically dis- 
turbed persons in recent years, in that there 
is a higher proportion of more frustrated 
individuals seeking personal release or solu- 
tions. 

Lakin also pointed out that there is a larg- 
er supply of inadequately prepared people 
who do training, and that these inadequately 
prepared trainers are leading student groups 
on college campuses without supervision. 
The highest value in these groups is placed 
on intensity of emotion and on dramatic 
confrontations. He added that it will be dif- 
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ficult to restrain poorly prepared individuals 
from practicing training in the absence of a 
clear statement of standards. He proposed 
the immediate creation by psychologists’ 
professional organizations of a commission 
to investigate training practices and stan- 
dards of training preparation and to recom- 
mend a code of ethics for accredited train- 
ers. He asserted that research may help, but 
doubted that it can come quickly enough to 
affect the increasing danger of the current 
and potentially still greater excesses in this 
area, 

We would certainly concur with his rec- 
ommendations and urge that our own pro- 
fessional group consider some action to 
warn the public of the dangers of frivolous 
participation in T-group activities. 
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Hysteria and Antisocial Behavior: 
Further Evidence of an Association 


BY SAMUEL B. GUZE, M.D., ROBERT A. WOODRUFF, JR., M.D., 
AND PAULA J. CLAYTON, M.D. 


The authors report on a controlled com- 
parison of women with hysteria and 
women with anxiety neurosis that con- 
firms other work, suggesting again that 
there is a significant clinical and familial 
association between hysteria and anti- 
Social behavior or sociopathy. 


HE FINDINGS in a number of studies in- 

A dicate that there is a significant associ- 
ation between hysteria and sociopathy. Cer- 
tain of these studies were undertaken to 
Clarify the definition of and the diagnostic 
Criteria for hysteria (1, 2). Their aim was to 
\dentify diagnostic criteria that would predict 


Amer, J, Psychiat. 127:7, January 1971 


a consistent and uniform clinical course 
and prognosis. When this was accomplished 
studies of first-degree relatives were under- 
taken to determine the kinds of disorders 
characteristic of the close relatives of index 
patients. These family studies indicated an 
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increased prevalence of hysteria among the 
patients’ female relatives and of sociopathy 
and alcoholism among their male relatives 
(3,4). 

At the same time, an independent study 
of psychiatric disorders among first-degree 
relatives of male criminals, most of whom 
were sociopaths, revealed an increased prev- 
alence of hysteria among the female relatives 
(5). This finding led to a study of female 
criminals (6): sociopathy or hysteria was 
found in 80 percent of convicted women fel- 
ons (regardless of other diagnoses such as 
alcoholism, drug dependency, or homosex- 
uality); sociopathy alone in 39 percent; hys- 
teria alone in 15 percent; and both in 26 per- 
cent, 

Other studies have shown that hysteria 
and sociopathy are two disorders frequently 
diagnosed in patients with conversion symp- 
toms (7, 8). Conversion symptoms have been 
defined (1) as 


... unexplained symptoms suggesting neurologi- 
cal disease of which amnesia, unconsciousness, 
paralysis, “spells,” aphonia, urinary retention, dif- 
ficulty in walking, anesthesia, and blindness are 
the most common and "classical" examples. 
(These are the so-called **pseudoneurological," or 
"grand hysterical" symptoms.) Unexplained, in 
this context, means only that the history, neuro- 
logical examination, and appropriate diagnostic 
tests have failed to uncover a satisfactory explana- 
tion for the symptoms. Furthermore, this use of 
the term conversion symptom carries with it no 
etiologic or pathogenetic implications. 


This definition was contrasted to that of 
hysteria, which was defined as a 


polysymptomatic disorder that is seen nearly al- 
ways in females, begins early in life ... and is 
characterized by recurrent or chronic ill health 
the complicated history of which is frequently 
described dramatically. Characteristic features 
of the clinical history, most of which are to be 
seen in all patients, include many and varied 
pains, anxiety symptoms, gastrointestinal dis- 
turbances, urinary symptoms, menstrual difficul- 
ties, sexual and marital maladjustment, nervous- 
ness and mood disturbances, and conversion 
symptoms. Frequent visits to physicians, the use 
—often simultaneous—of an amazing number of 
medications, excessive hospitalization, and exces- 
sre surgery parallel the florid symptom picture 


These findings, the report by Lee Robins 
(9) that 20 of 76 adolescent girls referred to 
a child guidance clinic because of antisocial 
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behavior received a diagnosis of hysteria as 
adults, and the data presented by Forrest 
(10) indicating significant antisocial behav- 
ior and alcohol or drug abuse in patients 
with hysteria suggest that at least some cases 
of sociopathy and hysteria share common 
social and familial backgrounds. Because it 
has been widely recognized that hysteria is 
predominantly a disorder of women, while 
sociopathy is predominantly a disorder of 
men, it has been suggested (6) that “depend- 
ing upon the sex of the individual, the same 
etiologic and pathogenetic factors may lead 
to different, though sometimes overlapping, 
clinical pictures.” 

In this paper we will present additional 
data supporting the hypothesis that there is 
a significant association between hysteria 
and antisocial behavior. The data were ob- 
tained from a study of women with hysteria 
and women with anxiety neurosis who were 
compared for delinquency, antisocial behav- 
ior, and familial prevalence of similar diffi- 
culties, 


Method 


The subjects for this comparison came ,, 
from a series of 500 patients, new and old, 
who participated in long-term clinical, fol- 
low-up, and family studies that we conducted 
at the Washington University Psychiatry 
Clinic. The patients were selected to provide 
a representative cross section of the psychia- 
try clinic’s population. Among the 500 pa- 
tients were 30 women with hysteria (25 defi- 
nite and five probable [5]) and 33 wom- 
en with anxiety neurosis who received no 
other diagnosis except secondary depression 
in a number of cases. Women with schizo- 
phrenia, primary depression, sociopathy, 
alcoholism, drug dependency, homosexu- 
ality, and organic brain syndrome were ex- 
cluded. " 

The interview and diagnostic criteria have 
been described previously (1, 5), as has the 
difference between primary and secondary 
depressions (11). 


Results 


The women with hysteria and those pe 
anxiety neurosis were well matched. An 
the former, 73 percent were new patients 


47 percent were Negro; among the latter 
7l 
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TABLE 1 


Personal and Familial History 
of Delinquency and Antisocial Behavior 


ANXIETY 
HYSTERIA NEUROSIS 
(N = 30) (N= 33) 


ITEM PERCENT PERCENT 


History of school delinquency (repeated 
“truancy or suspension or expulsion 


from school) * 20 0 
History of repeated fighting 17 3 
History of running away from home 

‘overnight 10 6 
History of repeated episodes of bad 

‘temper or outbursts of rage* * 43 9 
Family history of first- or second-degree 

relative positive for antisocial behavior 

oF criminality 30 15 
Atleast one of the above" * 67 27 
Atleast two of the above" * 33 3 
Atleast three of the above* 20 0 
History of at least one personal form of 

antisocial behavior" * 50 15 
History of more than one persona! form 

of antisocial behavior* * 37 3 


{Difference significant at O5 level 
Difference significant at .01 level. 


percent were new patients and 48 percent 
were Negro. The mean age of the hysterics 
was 41; that of the anxiety neurotics was 36. 
The hysterics had completed an average of 
9.8 years of school; the anxiety neurotics, 
10.1 years of school. All were clinic patients 
and in similar economic circumstances. 

: Table | presents a comparison of items 
in the personal and family histories dealing 
With delinquency and antisocial behavior. 
Each item was more frequent in the hyster- 
is than in the anxiety neurotics. Further, 
more than one manifestation of antisocial 
behavior was frequent in the hysterics and 
Very unusual in the anxiety neurotics. 


Discussion 


The finding that women with hysteria have 
à more frequent history of personal and fa- 
Milial antisocial and delinquent behavior 
than women with anxiety neurosis is con- 
Sistent with the other work indicating that 
hysteria and sociopathy are related. The data 
are particularly striking when it is remem- 
bered that all cases with an additional diag- 
nosis of sociopathy were excluded from the 
Comparison. In addition to the 30 hysterics 
and probable hysterics with no other diag- 
nosis except secondary depression, there 
Were nine women who met the age-of-onset 
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able hysteria. Three of these nine women 
were also sociopaths (each was also an al- 
coholic); two women were also alcoholics 
without sociopathy (one was also a homo- 
sexual); three women were also schizo- 
phrenic; and one woman suffered from an 
undiagnosed disorder in which the differen- 
tial diagnosis between probable hysteria and 
primary depression could not be resolved. 
Thus, eight percent of the women with the 
characteristic picture of hysteria or prob- 
able hysteria were also sociopaths. Turn- 
ing it around, of the eight women in the re- 
search sample who received a diagnosis of 
sociopathy, three, or 38 percent, also met 
the criteria for hysteria. The suggestion 
quoted above that, depending at least partly 
on the sex of the individual, “the same 
etiologic and pathogenetic factors may lead 
to different, though sometimes overlapping, 
clinical pictures,” points the way for future 
research. 

A final comment about nomenclature may 
be in order. Disagreement and confusion 
about the definition of hysteria is wide- 
spread. It has been noted elsewhere (12), 


however, that 

It may prove possible in time, to resolve the 
disagreement concerning the definition of hys- 
teria, but the use of the term carries a handicap, 
regardless of definition, because of its pejorative 
associations. Physicians are understandably re- 
luctant to use the label when talking to patients 
or their families; and even in discussions with 
other physicians, the diagnosis often leads to an 
unsympathetic and disdainful attitude toward the 
patient. The situation is in some ways similar to 
that of leprosy. There, the desire to avoid the fear, 
shame, and ostracism associated with the diag- 
nosis has led to the use of the label Hansen’s Dis- 
ease. 
It may be desirable to use a similar eponym 
for hysteria; since Briquet was the first physician 
to systematically describe the disorder, Briquet's 
Syndrome (or Briquet’s Disease) seems an ap- 
propriate equivalent. Not only would its use make 
it easier to talk to patients and relatives, and per- 
haps even lead to more neutral evaluations of pa- 
tients by physicians, but it should also facilitate 
agreement about definitions. All could agree on 
the diagnostic criteria for Briquet’s Syndrome, 
and so avoid useless debate about the proper 
label for the disorder we have been talking about. 
We offer the suggestion tentatively, knowing that 
diagnostic usage is often unpredictable, Frequent 
discussion about the use of the terms “hysteria” 
and “conversion reaction" has made it clear that 
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Delusion of Pregnancy in a Girl with 
Drug-Induced Lactation 


BY BERTRAND CRAMER, M.D. 


The author presents the case of a psychotic 
girl who developed galactorrhea and a de- 
lusion of pregnancy while taking chlorpro- 
mazine. The delusion developed as a result of 
the interaction of the side effects of chlor- 
promazine and the psychological makeup 
characteristic of pseudocyesis patients. 
Galactorrhea and breast changes are often 
found among patients taking high doses of 
chlorpromazine and conflicts about preg- 
nancy are frequent; thus delusions of preg- 
nancy may often occur among female 
institutionalized patients treated with 
chlorpromazine. 


E IS WELL KNOWN that chlorpromazine 
can induce lactation and amenorrhea, and 
many reports of such side effects have been 
published since they were first reported by 
Winnik and Tennenbaum (1). However, no 
mention is made in these many case reports 
of the effects such dramatic body changes 
have on the mental status of psychiatric pa- 
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tients, who often display poor reality testing. 
One could expect that lactation and amen- 
orrhea would have particularly powerful 
effects on the fantasy life of patients, since 
these signs may be interpreted as indicating 
a pregnancy. -— 

I observed a 15-year-old psychotic girl 
who developed lactation and a delusion 9 
pregnancy while taking chlorpromazine. 
shall present her case with a brief review 0 
the effects of chlorpromazine on the hypo 
thalamic-pituitary-gonadal axis iT 
and discuss the contribution of physi 
changes and particular psychological facio 
tothe development of her delusion. 


Case Report 


" ; d- 
Maria, a 15-year-old Puerto Rican girl, was ? 
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“mitted to the inpatient service after an attempted 
suicide, On admission she appeared to be very 
infantile, she was agitated, her speech was illogi- 
cal, and she had hallucinations and paranoid de- 
lusions. Her full-scale IQ score was 75. The re- 
sults of her physical examination were normal. 
On November 5 she began receiving 100 mg. of 
chlorpromazine daily. 

She expressed great concern about sexual mat- 
ters, acted seductively with her physician, and 
expressed the wish to get married. On November 
20 the chlorpromazine dosage was raised to 150 
mg. daily, yet she became more withdrawn and 
paranoid. On November 22 she was found lying 
on ber bed sucking a little doll. She seemed to be 
hallucinating: when asked where she got the doll, 
she said, “I took it . . . all for me... I have two 
babies now . . . my doll and one in my stomach 
... my belly is big . . . the spirits gave me a baby 
....” At this time there was a great deal of talk 
about pregnancy among the girls on the ward. 
Maria also said that she hated men: “They are 
dangerous.” 

Three days later galactorrhea appeared spon- 
taneously, she was nauseated, and she told every- 
one that she was pregnant. When asked whether 
she had had intercourse she responded evasively. 
A gynecological examination revealed that she 
was a virgin. Her abdomen was normal but her 
breasts were distended. The Aschheim-Zondek 


' tests for pregnancy were negative and urine stud- 


ies for gonadotropines and steroids revealed nor- 
mal levels. 

Chlorpromazine therapy was stopped on De- 
cember 4; the galactorrhea stopped on December 
24, and her menstrual period began on December 
27 after a delay of two weeks. Chlorpromazine 
Was given again on January 4 (150 mg. daily) 
and the galactorrhea reappeared on January 17. 
The delusion of pregnancy subsided. The galac- 
torrhea stopped four days after the chlorproma- 
zine was cut. 

Her history revealed that Maria had been sep- 
arated from her parents since infancy. She was 
described as withdrawn and disturbed. Later she 
Moved in with her father, who had remarried, 
and witnessed him having intercourse several 
times. Her mother, with whom she stayed just 
Prior to hospitalization, warned her repeatedly 
aot to let men approach her because of their 
"evil" sexual intentions. Maria eventually con- 
fessed after much reluctance that prior to her 
hospitalization a 30-year-old cousin had kissed 
her in the mouth; she said she loved him and 
hoped she would get pregnant so that he would 
Marry her. i 

Her theories about sex were quite primitive: 
ug thought that she could get pregnant from 

ing kissed and described semen as being like 


milk, 
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Effects of Chlorpromazine 


I will now review briefly certain aspects 
of the effects of chlorpromazine and of psy- 
chological factors on the hypothalamus- 
pituitary-gonadal axis in women. 

There are wide variations in the reported 
occurrence of chlorpromazine-induced ga- 
lactorrhea (from none to 80 percent). In the 
reports of highest occurrences (2) galactor- 
rhea was either spontaneous or revealed by 
pressure on the breasts. Spontaneous ga- 
lactorrhea occurred in lower incidences 
(ten percent [3]). Even when galactorrhea 
was present on pressure only, changes in 
breast size occurred. Most authors observed 
a correlation between high doses and the 
appearance of lactation and reported that 
lactation was primarily dose related (3-5). 
Tenenblatt and Spagno (6) found that lacta- 
tion appeared most frequently at doses of 
350 mg. daily; Frattini and others (7) ob- 
served it at 400 mg. daily. Ey and associates 
(8) reported a patient who developed lacta- 
tion on a dosage of 200 mg. daily. 

The duration of administration necessary 
to produce lactation is usually more than a 
month(5, 6, 8). However, Polishuk and 
Kulcsar (9) reported the appearance of lac- 
tation within ten days on doses of 350 to 400 
mg. Sulman and Winnik (10) found some 
degree of lactation within two weeks of ad- 
ministration of 25 to 100 mg. daily; however, 
the lactation was apparent only after pres- 
sure on the nipple. 

The girl I observed developed spontaneous 
galactorrhea (in contrast to Sulman and 
Winnik's cases) after 20 days of daily doses 
of 100 mg. and 150 mg. I found no other 
case in the literature in which spontaneous 
galactorrhea had developed on such low 
doses within 20 days. 

Amenorrhea is found more frequently 
than lactation (11); it may persist for months. 

The gonadotropin levels have been found 
to be normal (9) or high (10); there is often 
an estrogen deficiency (3). The mechanisms 
of action of the drug are not well known. 
In animal experimentation chlorpromazine 
has been shown to inhibit the reticular sys- 
tem (12). In humans the influence of chlor- 
promazine on the hypothalamus has been 
postulated on the basis of multiple clinical 
manifestations of hypothalamic inhibition 

[137] 


a 


962 


by chlorpromazine. Chlorpromazine prob- 
ably suppresses the hypothalamic inhibitory 
activity on the anterior pituitary, thus “‘lib- 
erating" the anterior pituitary and affecting 
the production of gonadotropins and pro- 
lactin with resulting amenorrhea, lactation, 
weight gain, etc. 


Delusion of Pregnancy 


Women frequently believe falsely that 
they are pregnant, especially when minor 
physiological signs (a delay in menses, for 
example) are present. These fantasies tend 
to appear chronically in women who have 
unconscious conflicts about pregnancy in 
which fear and guilt predominate (13). Wish- 
es for pregnancy associated with minor or- 
ganic signs suggesting it may contribute to 
the development of abortive forms of pseu- 
docyesis, particularly in the pubescent girl 
with fears relating to pregnancy (13). 

Pseudocyesis, a condition in which amen- 
orrhea, lactation, and a delusion of pregnan- 
cy are often present, is frequently triggered 
by organic changes resembling signs of preg- 
nancy (14). A particular psychological con- 
stellation is found in pseudocyesis patients: 
they are generally hysterical women (15, 16) 
—often with conversion symptoms develop- 
ing after the "pregnancy" is over—with in- 
fantile personalities and aberrant sexual his- 
tories. Some are found to be psychotic. 

The psychodynamic factors center around 
an intense ambivalence about pregnancy; a 
great fear of it (due to guilt or to hatred of 
the child [13]) conflicts with an equally strong 
wish to be pregnant. There is often a power- 
ful secondary gain: the wish to satisfy a hus- 
band or to obtain status among other wom- 
en. By developing a spurious pregnancy, these 
women satisfy unconscious cravings (rivalry 
with the mother, for example) and protect 
themselves against the anxieties and the guilt 
(5) involved in a real pregnancy. 

The extent of the distortion of reality in- 
volved in a full-blown pseudocyesis indicates 
the presence of severe €go pathology. It is 
also the poor reality testing and the primi- 
tive nature of the psychology of these women 
that accounts for the fact that the syndrome 
can develop after a mere kiss (16), a sexual 
approach, or observation of a sexual scene. 

The mechanism of action invoked to ex- 
plain the lactation and amenorrhea found 
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in pseudocyesis is similar to that of chlor- 
promazine-induced — lacation: psychogenic 
influences affect the pituitary through the 
hypothalamus, causing the release of lacto- 
genic hormone, the suppression of follicle- 
stimulating hormone, and persistence of 
lutein function (17). 


Discussion 


The patient I observed showed all the psy- 
chological characteristics of women develop- 
ing pseudocyesis: she was markedly primi- 
tive with a borderline intelligence; she had 
been exposed to repeated primal scene ex- 
periences; she had a conscious intense wish 
to be pregnant but at the same time feared 
men and had been forbidden by her mother 
to let them approach her. It seems that the 
main precipitating factor of her psychotic 
episode was the kiss she received from her 
cousin, since she believed a kiss could make 
her pregnant. (Briehl and Kulka [15] de- 
scribed the case of a girl with hysterical con- 
versions who developed galactorrhea after 
she entertained an oral fantasy of impreg- 
nation.) Moreover, she could achieve status 
among her peers on the ward by claiming 
that she was pregnant, as many other girl 
patients were fascinated by pregnancy. t 

In pseudocyesis, the delusion of pregnancy 
is supported by the bodily evidence of signs 
of pregnancy; the latter are the results of the 
interaction of a particular psychological 
makeup and, probably, certain predisposing 
factors in the cortical-hypothalamic inter- 
action. e 

In the case I presented, the bodily "evi- 
dence" of pregnancy was provided by the 
action of chlorpromazine; these signs werg 
capitalized upon by the patient’s wish for a 
pregnancy. As do pseudocyesis patients, she 
felt safe in developing a spurious pregnancy 
that would gratify her wish and ward off her 
fear of the realities and anxieties involved in 
a true pregnancy. 

It is Sable that it was her "pseudiene 
sis" psychological makeup that allowed t H 
development of lactation on unusually E 
doses of chlorpromazine. Authors E 
suggested (11, 18) that there are individu 
variations in the thresholds of sensitivity ^ 
the hypothalamus to chlorpromazine. BO 
Psychogenic factors and chlorprom2 on 
may cause galactorrhea through their acti 
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on the hypothalamus: it is possible that the 
threshold of sensitivity of the hypothalamus 
to chlorpromazine may be lowered by psy- 
"chogenic factors. 

What needs to be explained is why Maria 
developed the delusion of pregnancy three 
days before the appearance of lactation. 
Some minimal bodily changes might have 
been perceived subliminally, contributing 
to the reinforcement and the eruption into 
consciousness of the delusion of pregnancy, 
just as visual subliminal perceptions influ- 
ence the content of dreams (19). It is also 
known that incipient organic changes can 
be perceived in dreams before they reach 
consciousness (20). 


In a case such as the one presented, with a 


powerful and consistent wish for pregnancy 
and poor reality testing, many minor body 
changes might be immediately seized by the 
wish and interpreted as a somatic proof of 
pregnancy. A similar interpretation of min- 
imal body changes may be the factor trigger- 
ing all pseudocyesis. 

| The main interest of this case might be 
that similar cases may occur frequently 
among institutionalized psychiatric patients. 
Indeed, conflicts around pregnancy like the 
Ones described above may mot be infre- 
quent among women with psychiatric prob- 

- lems. Moreover, galactorrhea, amenorrhea, 
and breast changes appear—isolated or 
together—rather frequently among patients 
treated with high and prolonged doses of 
chlorpromazine. These patients often dis- 
play poor reality testing. These factors com- 
bined may contribute to a high incidence 
of fantasies of pregnancy—conscious and 
unconscious—and also of delusions of preg- 
nancy in the large number of female psy- 
chiatric patients treated with chlorproma- 

— gine. 
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Participant Observation and Attempted Mental 
Health Consultation in a Public Defender Agency 


BY MARC F. ABRAMSON, M.D. 


The author describes some problems of the 
psychiatrist working in a public defender 
agency. He deals particularly with plea bar- 
gaining; differences between therapeutic and 
legal approaches to offenders; the various 
"models" of criminal justice; and the public 
defender's comfort in his role. The author 
concludes that the mental health consultant 
may be more effective working with police, 
judges, or probation officers than with 
lawyers. 


Wu: I was a fourth-year’ psychiatric 
V fellow in a community mental health 
training program, | had the opportunity 
to be a participant observer and to attempt 
mental health consultation in a public de- 
fender agency in a large city in the western 
United States. Rather than discuss the spe- 
cific problems of Participant observation 
or mental health consultation technique 
as they: evolved in or experience, I shall 

Some general aspects of the publi 
defender's role and show how rig ki 
Etpe M à mental health con- 
deinde spay to relate to a public 


Although the Observations we id 
primarily in a public defender ey on 
of the to mental health con- 
generally to the defense 


fender, legal aid defender, privately re. 
tained defense counsel, or i pend ps 
nsel. 


Ambiguities of Plea Bargaining 
One problem of the public defender's 
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role is that much of it is underground, In 
legal theory the defense attorney is a dili- 
gent adversary who does everything legally 
possible to get his client acquitted. Unless 
the public prosecutor can be convinced to 
dismiss all the charges, the only way to ob- 
tain acquittal is by trial. Trials, however, 
especially jury trials, are extremely time 
consuming. If every criminal defendant de- 
manded a full jury trial the courts would be 
hopelessly clogged. To avoid this, criminal 
defendants are encouraged to plead guilty 
to expedite their processing through the 
courts. 

At least 90 percent of all criminal pros- 
ecutions are disposed of by a negotiated 
guilty plea(1, p. 128). But what kind of 
inducements can or should be offered to en- 
courage guilty pleas? Should the judge know 
Of the negotiations between defense and 
prosecution, and to what extent should he 
be limited in his sentencing discretion by 
the negotiated “deal”? Should the judge 
participate in the negotiations, oversee them 
from a distance, or remain totally aloof? 
If he participates, what happens if the 
Negotiations fail and the case goes to trial 
These concerns are still being debated by 
legalists. 

In commenting on negotiated guilty pleas 
the President's Commission on Law Et 
forcement and the Administration of Justice 
said: 

It would be a serious mistake... to assume 
that the guilty plea is no more than a means 4 
disposing of criminal cases at minimal cost- : 
relieves both the defendant and the prom 
lion of the inevitable risks and uncertainlitt d 
trial. It imports a degree of certainty Eh 
bility into a rigid, yet frequently erratic SY 
The guilty plea is used to mitigate the ha 
of mandatory sentencing provisions and !^ 
a punishment that more accurately reflects © 
specific circumstances of the case than othe 
would be possible under inadequate penal 
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quently called upon to serve important 
forcement needs by agreements through 
leniency is exchanged for information, 
„ and testimony about other serious 
ers (1, p. 135). 

President's Commission also pointed 


‘the facts in most cases are not in dispute. 
he suspect either clearly did or clearly did not 
what he is accused of having done. In these 
a trial, which is a careful and expensive 
dure for determining disputed facts, should 
e needed (1, p. 130). 
jurisdictions with responsible police 
ments and public prosecutors, the 
mption of innocence is a matter of 


"the police and the public prosecutor's 
. One major function of the public 
nder is to spot those improper charges 
iat do slip through the screening pro- 
cedures on the law enforcement side and to 
E pressure to maintain the quality of 
tt Screening procedures. 
- To withstand appellate court examination 
in the event of subsequent appeal, a guilty 
plea should be factual; it should be made by 
à defendant who has been informed of and 
understands all the possible alternatives; and 
it should be fully consented to without ap- 
Parent inducement. Although the practice 
Beine for a guilty plea is ubiquitous, 
there is always the concern that a defendant 
Will be persuaded to sacrifice some of his 
process rights by unfair inducements to 
4 guilty plea. Therefore, to preserve the 
appearance of due process and to guard the 
trial transcript against appellate reversal, 
the defendant almost always denies in open 
Court that there have been any inducements 
. such as a promise of sentence leniency — 
to plead guilty. Usually he even denies that 
have been negotiations at all(l, P. 


In this confused, subvisible context of 
bargaining the public defender func- 

. Wons as a kind of agent-mediator-broker for 
his client. Some public defenders take pride 
‘in being efficient and settling nearly all 
‘their cases with negotiated guilty pleas. 
These attorneys are often highly regarded, 
their success in negotiating pleas is 
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predicated on high prestige with legal col- 
leagues and the ability to convince defend- 
ant clients that they are getting "the best 
possible deal." 

To convince a defendant client to accept 
a deal is sometimes a complex process, The 
public defender informs his client about 
the progress of negotiations with the prose- 
cutor and often delicately encourages the 
defendant to accept the bargain and plead 
guilty. This procedure often involves à 
subtle collection of mixed messages. An 
attorney will sometimes coax à guilty plea 
while denying that he is doing so, 

Private defense counsel also participate 
in plea bargaining but do not have to be so 
delicate in suggesting a guilty plea. If the 
defendant does not like vice, he can 
theoretically hire new counsel, The indigent 
defendant, however, cannot so casily dis- 
charge his public defender, whose advice 
to plead guilty must be more subtle. This 
does not imply a e — i 
their clients poor legal representa n 
fact, some observers (2) feel that a public 
defender generally gives legal . 
tion and gets deals at least as good as those 
of the private counsel, Also, the 
must maintain a certain 
for reasonable legal repre- 
sentation in the eyes of their clientele. 


Contrasts with Mental Health Style 
of Interacting with Clients 


The legal determination of guilt usually 
focuses attention on a defendant's discrete 
physical behaviors i 
state during a short period of time A man 
can be killed in a fight that was started and 
completed in 30 s. Who hit or 
threatened whom first, and what was the 
defendant thinking of feeling during that 
brief period? Were there witnesses? What 
did sce? Will they be available to 
testify? Will their versions conflict? These 
are the issues that concern the defense 
counsel. His interviews with his client focus 
adversary oe Me 

uncertainty as ble about 

— : ams a skilled 

defender interview a. defendant and 
convert what began as à 


straight- 
forward narrative into à 
confusion. Sometimes even the defendant 


pa 
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was amazed by this transformation. 

In contrast, the mental health worker 
probably has had experience in psycho- 
therapy, in which the goal is to create 
clarity about events in the patient’s life. 
There would usually be consensus on what 
recent events had occurred, even if their 
underlying psychological causes were ini- 
tially obscure. In evaluating a case, the 
mental health worker might accept a ver- 
sion of events based on all the available 
data acceptable by common-sense criteria, 
even if these data would be inadmissable in 
court because of technicalities of the rules 
of evidence. The mental health worker may 
assume the very events the defense counsel 
is trying to disprove. 

The mental health worker's understand- 
ing of the case is in great part historical; 
his formulation usually relies considerably 
on past events in the patient's life. Past 
events in the defendant's life may be legally 
irrelevant to the adjudication of guilt or 
innocence. 

In short, the mental health worker and 
the defense attorney have quite different 
ways of thinking about people and prob- 
lems. Except for the mental status examina- 
tion, the former's usual approach is his- 
torical, while the latter's is intensely cross- 
sectional in time. The mental health worker 
often assumes the accuracy of the best avail- 
able description of behavior given him, and 
then attempts to understand and explain 
that behavior Psychologically. Defense 
counsel often tries to create confusion about 
what behavior actually occurred. 


The interviewing style of most mental 
health workers is open ended. Questions 
are designed to elicit emotionally meaning- 
ful material. The interview flows in a di- 
rection determined by the patiens emo- 
tional needs. The interviewer permits and 
even encourages digressions and topic 
changes if he feels the new directions are 
toward a more open expression of the 
client's feelings. 

In contrast, a public defender often per- 
ceives such an interview as meandering and 
directionless. Often pressed for time while 
interviewing a defendant, he wants only 
information strictly relevant to legal de- 
fense strategies. 


Occasionally I have attempted to inter- 
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view a client jointly with a public defender 
in an effort to acquaint him with some 
aspects of psychiatric interviewing technique, 
However, it soon became apparent that we 
had different goals in our interviewing 
styles, and the effort was abandoned. 
Another factor may have been involved 
here. Most defendants appeared with a great 
array of social and psychological problems. 
Often a public defender would feel unable 
to deal with a defendant's catalog of troubles. 
If the client started to discuss personal or 
intimate problems the public defender cut 
him off. Dealing with such material can be 
personally stressful to the interviewer. In 
addition, there was a common fear among 
the public defenders that discussion of such 
problems might lead to an embarrassing 
emotional display, such as rising anger or 
tears. There was the fear that once the 
floodgates were open the emotional tor- 
rent might be hard to stop. The public 
defenders were thus reluctant to open à 
Pandora's box of troubles they felt incom- 
petent to deal with. Excessive sympathetic 
listening to a defendant was often dis- 
paraged as mere “hand holding." 

Often a group of defendants was inter- 
viewed together in a holding cell adjacent 
to the municipal court where minor cases 
were heard and serious (felony) cases bound 
over for superior court. This group interview 
was an effort to handle efficiently the tre- 
mendous number of defendants the public 
defenders had to deal with. But it dis- 
couraged intimate or sustained discussion of 
problems between the public defender and 
his client. The defendant was forced to be 
brief and to adhere to the legally relevant 
points in this public setting. 

Different groups of public defenders 
handled the municipal and the superior 
courts. If a defendant were bound over t0 
Superior court after a preliminary hearing 
on a felony charge, a new public defender 
would take over this case in the higher 
court. This practice discouraged sus 
emotional dependence on a single publi 
defender. he 

Unless appeals were contemplated, jd 
public defenders usually felt their 7077 
were terminated when the charges Were p^ 
posed of, either by dismissal, acquittal. i 
adjudication of guilt. They were often T 
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"uctant to talk with clients after disposal of 


"the charges. If the defendant was judged 


guilty, his fate was then up to the judge, 
usually with the assistance of the probation 
department for a pre-sentence evaluation. 
If there was an acquittal, the public de- 
fenders often knew or suspected that their 
clients had actually committed the offense 
as charged. In this circumstance, many of 
the public defenders were reluctant to talk 
with their former clients, There was a 
common feeling that it would be childishly 
moralistic to try to make a referral to a 
social agency or to point out to the client 
that he had been “lucky to get off this time" 
but still needed some kind of help. Both 
the public defenders and their offender 
clients seemed to share a certain cynicism 
about the workings of the machinery of 
criminal justice. These attorneys generally 
did not think it would be helpful to try to 
reduce their clients’ cynicism about the law 
by explaining the due process theories that 
had permitted their acquittals. 


Crime Control, Due Process, and 
Sickness 


Herbert L. Packer, a Stanford law pro- 
fessor, proposes two models of the criminal 
justice system. As described by Blumberg, 

The first he calls a “crime control model.” 
This version of criminal justice presumes the 
Built of the accused and operates with assembly 
line speed and efficiency to process large num- 
bers of defendants, The crime control model 
balances the interests of the individual and so- 
ciety, and individual interests must often give 
Way. The other system is the “due process 
model.” Here the system of criminal justice is a 
legalistic obstacle course to serve the needs and 
tights of individual defendants (3). 

Some of the public defenders 1 observed 
Were torn at times between the two models. 
Their professional roles in the adversary 
Process demanded allegiance to the due 
Process model. Their citizen roles, on the 
Other hand, made them concerned with 
Public safety. Sometimes they were ap- 
Propriately frightened of offenders whom 
they had gotten acquitted or who had other- 
Wise “walked out the door." 

Sometimes a latent discontent with the 
limited adversary defense role was revealed. 
However, open espousal of the “crime con- 
trol” model was not common. Some of the 
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public defenders seemed to seek a third 
model as a compromise between the due 
process and the crime control models. This 
was the "sickness" model, which they used 
to soften the conflict between a dangerous 
offender's apparent desire for freedom and 
the state's need to isolate him from society. 
If this offender could be classified as men- 
tally ill, he could then be isolated from 
society in a therapeutic institution where he 
would be “treated” and rehabilitated. 


The Public Defender's Comfort in 
His Role 


Most of the public defenders seemed com- 
fortable in their professional roles. Legal 
training had convinced them of the ulti- 
mate utility of the adversary process, and 
that process required someone to play the 
defense role. They seemed relatively inured 
to what an outsider with no legal training 
might have perceived as unbearable role 
conflicts. 

Yet there were some complaints. They 
complained of overwork. Many were con- 
cerned that the large number of cases 
would prevent them from doing a pro- 
fessional, craftsmanlike job. They were par- 
ticularly conscious of professionalism when 
a case actually went to trial. Some of the 
public defenders would assist a defendant 
who wanted to handle his own defense. 
Others would not, on the grounds that it 
would be impossible to do a truly pro- 
fessional job under those circumstances. 
Even though they generally wanted to avoid 
discussion of very personal material, they 
were often quite conscious of the psy- 
chologically powerful role they played for 
their clients. Often an indigent defendant's 
only perceived ally in the criminal justice 
system was his public defender, and some 
of the-= attorneys were anxious to create 
and protect a relationship of trust with 
their clients. 

They had varied opinions about how far 
to push the adversary role. Some public 
defenders admitted that they occasionally 
encouraged a defendant to lie to aid his 
case. Others felt that their status as paid 
public servants prevented their extending 
the adversary role to that extent. Some ex- 
pressed frustration at being lied to by 
clients and felt that privately retained de- 
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fense counsel got more truthful stories from 
clients. One frustration was the frequent 
ingratitude of clients. This was particularly 
true when a client did not appreciate a deal 
a public defender had gotten for him, while 
the latter felt that the deal had been a 
particularly good one in the plea bargaining 
market. They recognized that nonlawyers 
were occasionally unsympathetic to their 
work. For example, some of the public 
defenders were hurt that nonlawyer per- 
sonnel in the law enforcement and correc- 
tional fields were sometimes hostile when 
they “walked out” a dangerous offender 
because of some due process technicality. 
Despite the attorneys’ apparent sub- 
jective comfort in harmonizing the con- 
flicting demands of the public defender role, 
it appeared to me that the resultant role 
conceptions were quite personal and varied. 
Each public defender might be willing to 
discuss his operating philosophies with 
trusted colleagues, but an open discussion 
of these conflicts with the entire agency 
staff seemed impossible. Previous trainee 
mental health consultants to the agency had 
reported that open discussion of different 
operating philosophies in group consulta- 
tion sessions had often led to protracted 
argument among the staff attorneys. There 
was no open discussion of what minimal 
degree of role consensus would be necessary 
for adequate agency functioning. Once an 
attorney had worked out an operating 
philosophy for himself he did not seem to 
want it tampered with. 
Another hazard to the attempted mental 
health consultation was my interest in the 
legal process. Vicarious participation in 
the adversary combat was exhilarating and 
seductive. While discussing a case with a 
public defender, I was sometimes caught 
up in the excitement of trying to map out 
defense strategy. I usually returned to the 
realization that I was there to try to pro- 
vide mental health consultation to the 
agency, but sometimes not until one of the 
attorneys had reminded me that I was 
starting to “think like a lawyer." 


Conclusions 


It was not clear from my experience that 
discussion with a mental health consultant 
could help any public defender who was 


[144] 


BRIEF COMMUNICATIONS 


having difficulty in harmonizing the con- 
flicting demands of his role. In fact it 
sometimes appeared that mental health 
consultation in such a situation might dis- 
rupt an individual attorney's previously 
workable conception of his role. 

On the other hand, it must be admitted 
that my relationship with the agency was 
short-lived, limited as it was by the one- 
year duration of my fellowship with the 
community mental health training program. 
Possibly a more open-ended relationship 
with the agency would have resulted in my 
being sufficiently trusted and knowledgeable 
to help some of the public defenders har- 
monize their conflicting role demands. 

It is more likely, however, that a public 
defender agency is not receptive to a 
mental health consultant, especially if he 
tries to adhere to an indirect service model. 
If a mental health consultant wishes to 


function in some part of the criminal. 


justice system, his time might better be 
spent with police, judges, or probation 
officers, instead of with attorneys playing 
stylized, ritualized adversary prosecution 
or defense roles. 


An exception might be the situation in ¥ 


which a defense attorney has a sustained, 
supportive relationship with a mentally ill 
defendant on trial(4). The prosecutor 
probably has more actual discretion than 
the defense attorney, whose strategies are 
generally limited to responses to the pros- 
ecutor’s decisions before conviction. Thus, 
prosecuting attorneys might be a better 
target for mental health consultation, al- 
though they probably would be less recep- 
tive than defense attorneys because the 
prosecutor’s allegiance is more toward pun- 
ishment and the protection of the public 
interest as he sees it than to the rehabilita- 
tion of the individual offender. 

Another factor possibly limiting 
feasibility of mental health consult 
with public defenders was their circum 
scribed relationship with their 9" 
clients, The public defenders in this agency 
seemed little involved with the posteo 
viction disposition of their clients. Tus 
lack of involvement was even more t 
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the event of acquittal, and many defendants 
who are personally troubled or socially 
troublesome may be acquitted for a variety 
of reasons. 

Some public defender agencies (5-7) are 
experimenting with rehabilitative planning 
as part of the defense attorney role. If this 
potential activity becomes more common, 
public defender agencies may become more 
teceptive to mental health consultation. It 
must also be noted that there is a real 
paucity of community resources to help 
offenders. Were these increased, the en- 
larged number of dispositional possibilities 
for offenders would make all workers deal- 
ing with offenders in the criminal justice 
system more receptive to mental health 
consultation. 


Mirth is like a flash of lightning, that bi 


for a moment; cheerfulness keeps up à ki 


steady and perpetual serenity. 
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LETTERS TO 


THE EDITOR 


Psychiatrica Scientifica Americana 


Sir: At present there is an overwhelming 
amount of literature being generated by behav- 
ioral research. Many articles, monographs, and 
books are being published as the final presenta- 
tion of this research. An examination of this 
burgeoning literature reveals a system that par- 
ticipates and frequently overdetermines its own 
form, content, and results. 

The funding of much of our research through 
the instrument of the project grant has contrib- 
uted immeasurably to the introduction and ap- 
plication to research of the great American art 
of packaging. A project is conceived. It must 
then be formulated and developed to the point 
at which it can be sold to others—the sponsoring 
institution and the local, state, and federal au- 
thorities who determine its support and funding. 
This process contributes its own special charac- 
teristics to the research. It demands a completely 
formulated and salable presentation of ideas at 
its onset in order to attract the necessary support 
of so many divergent individuals and agencies. 
This creates a demand for a packaging of the 
project determined as much by its need to be 
attractive as by its research or demonstration 
content, Oversimplification, sloganization, pop- 
ularization, and sponsorship are introduced into 
the fabric of the design as response to this need; 
they become as much a part of the research as the 
subject and design, 

This devotion to packaging is enhanced all 
along the way. Interim reports for purposes of 
Maintaining the life of the Project must be sub- 
mitted to faraway officials, Predetermined time 
schedules must be maintained. Final reports 
must be developed within an academic climate 
of "publish or perish." Future grants must be 
conceptualized in order to maintain the existing 
production line for research. And so the need to 
be attractive grows. Publicity and publication 
become essential to the system. 

The publishing industry contributes greatly to 
this investment in packaging. Our scientific pub- 
lishing houses depend on the number of titles 
that they are able to produce for their existence 
and identity. The growing number of Scientists 


Letters to the Editor are welcomed and will be published, 
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and libraries assure an initial profitable distribu- 
tion. This built-in salability of their products has 
magnified their voracious appetite for publish- 
able reports and has created their vacuum cleaner 
approach to our scientific and professional com- 
munity in which every research project is viewed 
as a potentially profitable book. More and more 
projects are conceived with the objectives of 
publication and may even be presold to publish- 
ers before the final results are determined. As 
the devotion to packaging grows this can lead 
only to a distortion of content and results. 

A by-product of the system can be found in the 
publication patterns. First, there is a series of 
articles. Each presents some fragment of the over- 
all research. Then different members of the re- 
search team publish the same material written in 
their own vernacular in the scientific journals of 
their own disciplines. Finally, all of this pub- 
lished material is republished in book form. Now 
the system of packaging reaches its ultimate. 
There is the acknowledgment of prior publi- 
cation of some of the content in scientific jour- 
nals so that the scientific identity of the project 
and book are assured. The acknowledgment of 
professional support by individuals, institutions, 
and local, state, and federal agencies assures us 
of the broad interest in the content. A final dimen- 
sion may be added in the form of an appropriate 
foreword or introduction by someone prominent 
within the chain of sponsoring agencies. E: 

The circle is then complete. The beginning 
and end merge as do the trappings and ribbons 
on our most attractive packages. This self-en- 
capsulation appears to be bred by our an 
temporary scientific life, and we are all bot 
willing and unwilling participants in this process 
But what of the nature and content of our re- 
search? 


Sor NicurERN, M.D. 
New York, N. Y. 
Psychiatrists’ Attitudes About Marijuana 


Sim: Marijuana is used by 20 million APP. 
cans, according to the former head of the udes, 
and Drug Administration and thus the attit 


if found suitable, as space permits. Hg 
if possible, not to exceed 500 words. 


97l 
Amer. J. Psychiat. 127:7, January | 


d 


j 
LETTERS TO THE EDITOR 


knowledge, and experience of psychiatrists about 
cannabis are important. At the 1968 APA an- 
nual meeting in Boston, 163 volunteer psychia- 
trists attending a session on psychedelic drugs 
filled out a form that included 17 questions on 
marijuana. 

The group was 94 percent male, 54 percent 
from the East Coast, and 80 percent U.S.-born; 
the median age was 30 to 39 years. There were 
7I percent who said laws on the sale and posses- 
sion of marijuana should be abolished or made 
less severe, 20 percent who wished no change or 
were undecided, and only nine percent who said 
they should be made more severe. Fifty-four per- 
cent said marijuana should be made available 
with no more restrictions than on alcohol, while 
46 percent disagreed. Twelve percent believed 
marijuana use is a definite sign of psychopatholo- 
gy, 72 percent said it may indicate psychopatholo- 
gy, and the other 16 percent said marijuana use 
is rarely or never a sign of psychopathology or 
were undecided. 

Excessive use of alcohol is more dangerous 
than marijuana excess, according to 42 percent, 
while half as many (21 percent) held the oppo- 
Site opinion; the remaining 37 percent said there 
was no difference or did not know. The group 
(49 percent) that said marijuana frequently or 
Sometimes leads to the use of narcotics was al- 
most equal to those who think this never or rarely 
; happens (45 percent), and the rest (six percent) 
Were not sure. A majority, 80 percent, felt that 
Marijuana frequently or sometimes leads to LSD 
use, while 12 percent said this rarely or never 
happens, and eight percent were undecided. A 
majority, 57 percent, said that marijuana fre- 
quently or sometimes has a role in the precipita- 
tion of emotional disturbances, while 36 percent 
felt this happens rarely or not at all, and seven 
percent did not know. 

The psychiatrist subjects included 87 percent 
Who use alcohol and 52 percent who use tobacco. 
In the sample there were 120 psychiatrists who 
had had no experience with marijuana and 43 
Psychiatrists (27 percent) who had tried mari- 
juana at some time, among whom 15 (nine per- 
cent) smoked it regularly. The 15 doctors who 
used it regularly had smoked it in the preceding 
month and had smoked it more than six times. 
These doctors were mostly under 40 years of age. 

Other medical groups surveyed at a 1969 
Wayne State Medical School alumni meeting 
in Detroit using a similar questionnaire included 
O physicians in 11 different specialties. Nine of 
them (13 percent) had used marijuana. In con- 
lrast, among 325 medical students surveyed in 
1969 there were 46 percent with marijuana ex- 
Perience. These medical students averaged 23 
Years of age. There were 175 surveyed from the 
freshman and sophomore classes at Wayne 
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State University, while 150 students from 80 
different schools completed the questionnaire 
at the 1969 Student American Medical Associa- 
tion meeting in Chicago. 

Psychiatrists do not agree on the meaning of 
marijuana in our lives as participants, parents, 
patients, or professionals. The diversity of opin- 
ions and information about marijuana among 
psychiatrists suggests a great need for the educa- 
tion of psychiatrists about marijuana as well as 
further research. Today’s medical students’ 
greater personal experience with marijuana sug- 
gests that tomorrow’s psychiatrists will be moti- 
vated to learn more about it and will hold dif- 
ferent viewpoints. 


PAUL LoWwINGER, M.D. 
Detroit, Mich. 


Marijuana as an Agent in Rehabilitating 
Alcoholics 


Sir: For the past 15 years I have been a stu- 
dent of the kaleidoscopic and unpredictable pat- 
terns of drug use and abuse (1,2), including alco- 
holism. 1 will not elaborate here on the many 
shifts and developments regarding the uses and 
abuses of drugs (3) of recent date. 

However, I would like to make an observation 
that I feel has considerable clinical significance 
and therapeutic potential. There are many argu- 
ments for and against the use of methadone on 
a prophylactic maintainance basis, But even if 
methadone should prove to be of assistance in 
the normalizing or regulating of only 50 to 60 
percent of those placed on such a program, that 
would be at least a 40 to 58 percent greater inter- 
diction of the use of heroin than is likely through 
the use of any other current method. 

By extending the reasoning behind the ap- 
proach and taking it into a related but not exactly 
analogous clinical area, I would like to propose 
and recommend an experiment based upon a 
common observation within the current drug cul- 
ture. 

There is, among hippies and other common 
drug users, à frequently found clinical phenome- 
non: Generally speaking, marijuana and alcohol 
are mutually exclusive agents; or when they are 
used together, considerably less of each is used 
than when each is used alone.! Whether or not 
this observation is merely another of the rapidly 
shifting transitional patterns within the drug sub- 
cultures, I am not prepared to say at this time. 
It may merely represent the revolt of the younger 


B c. 
! Recently a major figure in the liquor industry stated 
that when marijuana is legalized alcoholic sales will be 
seriously threatened: "Sales on beer are down when- 
ever a new shipment of marijuana seems to hit town. 
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drug-acculturated against the older alcohol-dom- 
inated establishment. Nonetheless, a rather ob- 
vious suggestion presents itself that may have the 
same homeopathic premises that bode well or ill 
for the methadone substitution program. 

What I am proposing is that a serious study be 
undertaken on a model program basis among 
selected groups of the ten to 15 million alcoholics. 
That is, an effort should be made to induce many 
alcoholics to switch or become habituated to 
marijuana instead of alcohol.? Obviously there 
are possible pitfalls in such a program. 

Alcoholism is by far our most serious drug 
problem in terms of personal debility and human 
and physical destructiveness. Clearly, one runs 
the risk of alcoholics, turned potheads, becoming 
caught up in the drug culture as a whole, which 
might then lead to more complicated and elabo- 
rate drug experiments, 


There is also the problem that marijuana is 
illegal and not very available on a professional 
basis, The efforts of many have been bent toward 
the legalization of marijuana, and although I am 
not sure I am really in favor of this idea, it may 
come about in the not too distant future. 

In the meantime, if pilot studies should prove 
the feasibility of such an experiment, I feel it is 
quite likely that at least a number of those “turned 
on” to marijuana from alcohol might remain 
limited to this drug, which most agree is not very 
noxious physically. 

One might still be confronted with the prob- 
lems of apathy, quietism, abulia, and loss of am- 
bition or drive common to those seriously habit- 
uated to marijuana, But these would surely be no 
worse than the similar findings among the alco- 
holic population and would be less disturbing 
than the frequently psychopathic and violent, 
combative, and destructive features found in 
many progressive alcoholics. As a grim sidelight, 
it should be remembered that alcohol is respon- 
sible for 50 percent of automobile and plane 
accidents, killing 50,000 and maiming and injur- 
ing about five times this many annually, and for 
50 percent of all arrests for whatever reason. 

One argument that may be adduced against 
my approach is that the alcoholic is generally 
older, less mystical, less cerebral, more guilt rid- 
den, and more establishment oriented; however, 
there are young alcoholics. Another argument 
may run that alcoholics want a different experi- 
ence or cannot experience a marijuana high. 
which is more ethereal, is said to be a learned 
response, and is perhaps more available to the 

younger, more disengaged types. 


*A review of the literature of the past 128 years (4) 
has not revealed any suggestion of a similar sort as far 
as I have been able to discern, except for that of 
Thompson and Proctor (5). 
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My suggestion is not made lightly, and it js 
hoped that it will not be taken so. Few current 
programs for alcoholism, despite the claims of 
their sponsors, handle more than a very few se- 
lected cases, and even those not very effectively 
for very long. 

Despite these and other possible criticisms, I 
feel that radical and dramatic and certainly un- 
orthodox measures must at least be given a hear- 
ing if not a chance for professional evaluation. 

It is therefore with the utmost sincerity and 
humility that I recommend that programs be set 
up in a number of different centers where selected 
alcoholics may be systematically conditioned to 
the use of marijuana on a substitute basis. It may 
be that such a program should be instituted en- 
tirely within a confined setting. Perhaps a com- 
bination of marijuana substitution, Antabuse 
desensitization, and group or individual psycho- 
therapy, with or without the cooperation of Al- 
coholics Anonymous and similar groups, should 
be undertaken. ji 

I intend to try to facilitate such a program in 
Illinois and am anxious to have the collaboration 
or critical thoughts of others interested in the 
problem or working in the field. Perhaps the pro- 
posed National Institute for the Prevention and 
Control of Alcohol Abuse and Alcoholism will be 
the logical place for the supervision of such an 
experiment. 
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JorDAN Scuer, M.D. 
Chicago, Ill 


Youth and Psychiatry 


Sir: The following are a few belated com- 
ments on Dr. Keniston's editorial, "We Have 
Much to Learn From Youth" (June 1970 issue ° 
the Journal). 

The editorial did not demonstrate to my 5? f 
faction that "contemporary youth challene? 
Psychiatry at both a theoretical and a price 
level.” Psychiatry is to diagnose and treat €T 
tional and mental disorders. It does no log- 
that “dissent and nonconformity” are patho 
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ical phenomena. As Dr. Keniston states, only 
“şome adolescents and youths have their full 


share of psychopathology. . . ." It is only with 
this group that psychiatrists are concerned as 
therapists. 


Autoplastic adaptation is not to be equated 
with acceptance of the world as it is. Emotionally 
healthy youths may be even more effective in their 
dissent than those driven by neurotic needs. Peo- 
ple with a healthy ego may be more effective or- 
ganizers, thinkers, and leaders in our rapidly 
changing world. 

Changes in our society, or in any other society, 
must be the result of many factors, among which 
psychiatry plays a minor role. In fact the whole 
community must contribute toward them in one 
_ Way or another. Sociologists, psychologists, ecol- 

Ogists, engineers, and educators, among others, 

have to play their part. 
© There need be no conflict between autoplastic 
and alloplastic adaptation. However, as psychia- 
trists our chief interest must be in intrapsychic 
changes. The insights that we have learned 
through psychoanalysis we should continue to 
share with other experts in the hope of bringing 
about desirable changes in the community. 

Dr. Keniston cites among "therapies that 
Work" such phenomena as drug taking, com- 
mitment to revolutionary change, immersion in 
the “counter-culture,” etc. This is indeed a very 
misleading statement and can only serve as en- 
couragement to those who are on the fringe of 
- our profession. I am sure that Dr. Keniston would 
find himself in a difficult spot if he were asked to 
supply evidence that would support this state- 
ment. It is surprising that the Journal permitted 
the publication of this statement, especially in 
an editorial. 

Psychiatrists have as much to learn from youth 
as vice versa. This is self-evident. Psychiatrists 
learn from all of their patients. What Dr. Kenis- 
ton overlooks, however, is that patients see psy- 
chiatrists primarily not to learn but to be treated, 
and to be helped to overcome their illness. The 
emphasis here is on the "therapeutic intent,” as 
Dr. Zilboorg expressed it many years age. What 
is necessary is a clear distinction between youths 
p are emotionally not well and youth in gener- 
al. 


| LEONARD A. WEINROTH, M.D. 
New York, N. Y. 


Dr. Keniston Replies 


Sir: Since I agree with most of what Dr. Wein- 
Toth says, my reply will be brief. The only issue 
between us is whether among "therapies that 
Work" we can include such phenomena as drug 
| taking, commitment to revolutionary change, and 
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so on. The point I was trying to make, but obvi- 
ously did not make clearly, was simply that pro- 
fessional help is but one of the many kinds of help 
available to men and women in any society. My 
own policy when I am asked by students for ad- 
vice on how to get help is not in general to recom- 
mend drugs, the “counter-culture,” etc. Nonethe- 
less, there are clearly young men and women for 
whom drug experiences, involvement in a move- 
ment for revolutionary change, and immersion in 
the "counter-culture" has been salutary and 
growth-facilitating. 

Finally, I find it harder than Dr. Weinroth to 
make “a clear distinction between youths who are 
emotionally not well and youth in general.” In 
extreme cases the distinction may be clear, but in 
the vast majority the line between normal devel- 
opmental crisis, regression in the service of devel- 
opment, and being “emotionally not well” seems 
to me extraordinarily thin. But perhaps this is one 
of the things we need to learn from youth: the rel- 
ativity of our own judgments of “mental health,” 


KENNETH KENISTON, D.PHIL, 
New Haven, Conn. 


Sleep: Physiology & Pathology 


Si: As a physician who has followed the 
development of sleep research with great interest 
over the past few years, I disagree with many as- 
pects of Dr. Morgenstern's review of Sleep: Phys- 
iology & Pathology, A Symposium (1) (May 1970 
issue of the Journal). I feel that this volume pro- 
vides useful and highly informative reading for 
the physician, including the psychiatrist. 

There has been a tendency in the last few years 
toward simplified and popularized reviews of the 
findings in the sleep research field, These reviews 
have, unfortunately, perpetuated many grossly 
inaccurate myths regarding sleep, particularly 
those relating to psychiatry. For example, the 
first dream deprivation experiments suggested 
that individuals deprived of their dream time be- 
came grossly disturbed, even psychotic. This no- 
tion has been clearly disproven by subsequent 
studies, as the Kales volume discusses, but many 
writers have preferred to ignore the facts, Simi- 
larly, while it was first thought that dreaming 
was an exclusive function of rapid eye movement 
(REM) sleep, later studies have conclusively 
shown that a certain amount of dreaming can oc- 
cur in the other sleep stages. Thus while most 
sleep researchers do not equate dreaming and 
REM sleep, many writers and psychiatrists pre- 
fer to equate them. 

It should be obvious that no one has all of the 
answers about the nature and significance of 
sleep. Yet in an age when we as physicians are 
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inundated with an ever-increasing proliferation 
of information, we cannot afford to waste our 
time on “easy” but misleading presentations. 
Where there is a lack of information, we must be 
aware of it. And where there are answers, even 
though they may contradict our prejudices, we 
must know what they are. Herein lies the true 
value of Sleep: Physiology & Pathology. 


The contributors to this symposium include 
most of the leading scientists and pioneers in the 
field. Included in their discussions of the various 
aspects of the physiology and pathology of sleep 
are many areas of practical significance to the 
physician. For example, the current understand- 
ing of sleep stage changes that occur with age and 
the clinical significance of these changes are de- 
tailed. It is now known that elderly patients" 
complaints about sleep are based on real patho- 
physiological changes (absent stage 4 sleep, as 
well as decreased sleep time) and cannot be 
passed off simply as malingering, an attempt to 
gain attention, etc. Also described in detail are 
the basic mechanisms and processes underlying 
narcolepsy and childhood sleep disorders. In ad- 
dition, an area of increasing importance in our 
drug-oriented society—that of the role of altered 
sleep patterns in hypnotic drug dependence—is 
discussed and suggestions are made for treatment 
and prevention. For the physician who is inter- 
ested in some of the more basic research and 
theories upon which the practical suggestions are 
based, the chapters relating subcortical and corti- 
cal electrochemical and biochemical activity to 
various mental disorders are exciting, stimulating, 
and give an indication of the future directions 
discoveries may take in this Promising area of re- 
search, 

Sleep: Physiology & Pathology deals compre- 
hensively with exactly what the title indicates. 
It is obviously not intended to include the psy- 


chology of sleep, and any criticism on these 
grounds is irrelevant. 


I will conclude with the comments of a well- 
known expert in the field of sleep-dream research 
who authored a text on the Psychology of sleep 
(2) and recently reviewed Sleep: Physiology & 
Pathology: "... the Kales volume maintains a 
high degree of overall excellence. It is generally 
representative of its area, thoroughly up to date 
well-written, and beautifully edited —in short, 
the best available source on modern Sleep re- 
search" (3). 


The references are: 


l. Kales A (ed): Sleep: Physiology & Pathology, A 
Symposium. Philadelphia, JB Lippincott Co, 1969 

2. Foulkes WD: The Psychology of Sleep. New York, 
Charles Scribner's Sons, 1966 
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3. Foulkes WD: Hypnology comes of age. Contem. 
porary Psychology 15:262-264, 1970 


GEORGE L. ApAMs, M.D. 
Boston, Mass. 


Clinical Application of Sleep Research 


Sır: I would like to take exception to Dr. Alan 
Morgenstern’s unfortunate and misleading review 
of Dr. Anthony Kales’ book, Sleep: Physiology 
& Pathology, A Symposium (May 1970 issue of 
the Journal). 

Morgenstern states that “sleep research cur- 
rently has scanty clinical application.” On the 
contrary, sleep research has wide clinical applica- 
tion in the diagnosis and treatment of the sleep 
disorders (the narcolepsies, the hypersomnias, 
the insomnias, and the episodic sleep distur- 
bances), and these applications are clearly set 
forth in Kales’ book. Moreover, findings from 
sleep research have offered insights, testable 
pathogenic hypotheses, and directly relevant in- 
formation to a host of other clinical areas, partic- 
ularly psychiatric. These matters are extremely 
well presented in Sleep: Physiology & Pathology. 

Finally, not only is the basic material authori- 
tatively described, but it flows in an unusually 
readable manner, a. virtue not commonly pos- 
sessed in books that are addressed to a clinical 
audience, 


WiLLIAM C. Dement, M.D., PH.D. 
Stanford, Calif. 


Primordial Elements in Man 


Sim; The last sentence of the precis for 


“Enhancement of Imipramine by Thyroid 
Stimulating Hormone: Clinical and no 
retical Implications" by Dr. Prange an 


associates (August 1970 issue of the Journal) 
Prompted us to write this letter. The sente 
read: “Tantalizing clues have appeared, bU 
the mechanism by which thyroid hormone 
potentiate tricyclic antidepressants remain 
unknown." : 

Having assembled our material, we ad 
the process of writing a book on the dr 
tionary origins of human malfunctions. , s 
have found that depression in human b 
is based on the same physiological mechanis 
as hibernation in animals. 

In human beings the sense of loss 
ever objects are invested with libidinal v4 n 
is experienced as an adverse stimulus ? 


:mal's am 
follows the same pattern as an animal ment 
ticipation of the harsh winter environ (the 


Among many parallels are: gain in weit in 
weight curves of manic depressives in $0 
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_ stances accurately predict the impending mood 
change before it becomes clinically demonstra- 
"ble, psychomotor retardation, drowsiness, 


‘apathy and inertia, lowered metabolism, and so on. 


Of interest in the article is that a bear in 
the depth of hibernation can be aroused by 
thyroid hormone. The equivalent effect in man 
has been sufficiently diluted through evolutionary 
modifications until it has become only minutely 
apparent. However, and this is therapeutically 
important, one could, through a combination of 
added factors, restore the original mechanism to 
its full functioning (1). 


The reference is: 


l Jonas AD: Irritation and Counterirritation. New 
York, Institute of Theoretical Medicine, 1962. 


A. D. Jonas, M.D. 
D. F. Jonas 
New York, N. Y. 


Integrating the Antisocial Child 


Sir: Some of Dr. Markowitz’s comments in 
his book review of The Antisocial Child: His 
Family and His Community (March 1970 issue of 
the Journal) struck us as so strangely foreign to 
our attitudes, concepts, and practices that we 
wonder whether they were not reflective of con- 


` cerns other than those elicited by our book. 


First we wish to make a plea against the use of 
Metaphor in reviewing scientific books and pa- 
pers. Dr. Markowitz states that “*. ..a child's su- 
perego lacunae are to be filled. ..,” calls the par- 
ent a “salesman of the society,” and the child a 

potential customer.” All of these are vivid and 
colorful metaphors, but contribute little to help- 
ing the authors or readers understand the critic’s 
Scientific differences with the authors. Such meta- 
phors make it difficult to ascertain the exact 
Meaning of the criticism, and the review then 
fails to serve as an educative instrument to pro- 
mote further thinking or rethinking. 

: Differences may exist between the connota- 
tions that Dr. Markowitz places and we place 
upon the words he uses. For example, he says, “If 
a child's superego lacunae are to be filled, demo- 
cratic authoritativeness is prescribed (italics ours) 
to replace parental authoritarianism.” As we have 
tried to illustrate, when therapeutic work with a 
family is in some measure successful, we feel 
Changes toward the authoritative form of behav- 
ior (democratic?) in relationships between parents 
and child often occur and evidence à change in 
intra and interpersonal dynamics. The reviewer 
may not have intended to connote a doctor’s or- 
ders or a therapist's command by using the word 
“prescribed.” However, for us the word too often 
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carries an implication of the very authoritarian- 
ism that the therapist hopes will be reduced in his 
patients’ attitudes and behavior. 

Regarding the parent as “a salesman of the 
society" and the child as “potential customer” 
having “democratic discourse” is also far from 
describing our concept of parent-child relations 
in their feelings, attitudes, and behavior toward 
each other. Parent-child relations are briefly char- 
acterized for us as teaching-learning relations 
that develop and increase the child's emotional 
and intellectual development and competent au- 
tonomy; at their best they embody a mutual 
learning by both child and parent. To us “demo- 
cratic discourse" implies a considerable measure 
of equality in experience, information, and inte- 
grated personality development. 

That much of the volume's content does high- 
light the difficulties that children and their par- 
ents manifest when seen clinically does not im- 
ply to us that such emphasis on the malintegrative 
aspects of their behavior includes any advocacy 
of blind “obedience to society," need for better 
“packaging” of it, or disregard of its "content." 
Nor do we subscribe to any encouragement of 
“parental advocacy of current social practice” in 
such clinical reports, particularly of any parental 
advocacy of the inequitable aspects of social 
practice. 

Even more surprising to us is the statement: 
“The book’s focus might better be on the parent’s 
role in instilling broad principles of human inter- 
action than on teaching codes of conduct.” Each 
single, interpersonal situation or discrete event, or 
any identifiable, intrapersonal wish or impulse 
that leads to more integratively realistic solutions 
that are mutually satisfying when others are in- 
volved, is an essential ingredient of “broad prin- 
ciples of human interaction.” Implicit in each 
such event and episode, as clarified in therapeutic 
work, is that the whole and its parts are not sepa- 
rable. 

We were similarly surprised by the statement 
that “we are all prisoners of the social structure." 
We made it quite clear that only unresolved con- 
flicts lead to behavior that might be construed as 
lacking in freedom to seek more integrative so- 
lutions to difficult individual and social problems. 
Nothing in this implies encouraging parents to 
“foster the illusion that the ideal is the reality” 
nor to advocate any such “dishonest salesman- 
ship.” 

One last comment we consider imperative. It 
seems to us that, in contrast to “the young [who] 
have increasingly felt that wisdom lies in action 
and not in contemplation,” psychotherapists 
“encourage contemplation” and “discourage ac- 
tion” only, or primarily, in the therapeutic situa- 
tion. This we assume is a commonly understood 
technical method designed to promote reduction 
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and resolution of conflictive trends that eventu- 
ally result in action destructive to the self and 
others. If such conflict-reductive processes are 
successful—we well know that this is less frequent 
than hoped—then the action outside the thera- 
peutic situation is more likely to be productive 
and perhaps wiser. We certainly concur in Dr. 
Markowitz's goal that "children be better,” in 
the sense of an integrated, self-considerate be- 
havior that is more likely to generate less ambiva- 
lent and more genuinely altruistic considerations 
of the interest of others. 


S. A. SZUREK, M.D. 
IRVING N. BERLIN, M.D. 
San Francisco, Calif. 


Integrating Psychoanalysis 


Sir: In the August 1970 issue of the Journal, 
Dr. Leo Rangell in his article, “Psychoanalysis 
and Neuropsychiatry—A Look at Their Inter- 
face" appeals to a sense of openmindedness in 
science regarding the value of psychoanalytic the- 
ory in future research and practice. He stresses 
that the "psychoanalytic view is a holistic and 
global approach that comprises all origins and 
resultants of human behavior." I believe it is time 
to question the creditability of such a view. 

By the same token, the artistic expertise shown 
by clinicians trained in psychoanalysis can hard- 
ly be disputed. What is needed is the integration 
of psychoanalytic practice into the scrutiny of the 
university. There does not seem to be much move- 
ment on the part of the analytic institutes to de- 
velop windows through which their work can be 
studied by scientific methods. It is hoped that the 
pure gold of analysis can be explained in a more 
scientific fashion and thus Freud's legacy can be 
passed on to future generations. 


Lee H. BEECHER, M.D. 
San Francisco, Calif. 


Dr. Rangell Replies 


SiR: Dr. Beecher raises a number of important 

issues, although one may regret all too briefly. 

The time to question the creditability of this 

(or any other) view is not only now but whenever 
it is put forth. It would have been more instructive 
to know in what respects Dr. Beecher takes issue 
with the view that he quotes. 

I agree that “artistic expertise" is part of the 
armamentarium of the psychoanalytic Clinician. 
In contrast to the “hard” sciences, the science of 
human behavior requires a subtle fusion of scien- 
tific rigor and objectivity on the one hand and an 
intuitive humanistic quality on the other. Either 
without the other would be incomplete. 
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The questions of the validation and scientific 
study of their methods and results have occupied 
psychoanalysts from the beginning and contin- 
uously—under the special conditions that prevail 
and within the limitations imposed by the mate- 
rial with which they deal. 

The question of the locale of psychoanalytic 
activity is a complex one and cannot be separated 
from its historical background. However, without 
going into the pros and cons involved, the loca- 
tion of psychoanalytic teaching, training, and 
practice does not seem to be the crucial factor, 
In many instances psychoanalysis has indeed been 
incorporated into university departments without 
mitigating the kind of questions that Dr. Beecher 
asks. 


Leo RANGELL, M.D. 
Los Angeles, Calif. 


The New Reference Style: An Objection 


Sir: I read with great interest your editorial, 
"Volume 127: A New Reference Style and a 
‘New Deal'" (July 1970 issue of the Journal), 
and I hope that the methods you suggested will 
help clear up the backlog of manuscripts. How- 
ever, I am a little unhappy with the introduction 
of the new reference style. When the articles are 
short and technical, the method of listing refer- 
ences according to the order in which they are 
cited is quite appropriate; all this method really 
does is to put the footnotes of old at the end of 
the paper. But when we deal with review articles 
containing more than 20 references, the reader is 
no longer able to scan the references at a glance, 
nor is he able to find an author without tediously 
going through every reference. The alphabets 
method is used extensively in the behavioral an 
social sciences—fields in which facts and obser- 
vations do not become obsolete as rapidly as M 
the biological and physical sciences and where 
authors are constantly looking up older source 
and psychiatry seems to be closer to the behav: 
ioral than to the physical sciences. W 

I hope you don't mind if I suggest that the nex 
reference style should be limited to those artic d 
that are technical, brief, and do not list me 
than 20 references. Any review of a topic (ne 
you have so successfully initiated in the err 
supplements) that has a larger number of re fte 
ences should not, for the above reasons. 
pressed into the order-of-citation system. 

JURGEN RUESCH, MD 
San Francisco. Call). 


Editor's Note: Our thanks to Dr. eae 
Suggestions are wise ones, as always. bob this 
also be interested in having other opinions 


;1971 
Amer. J. Psychiat. 127:7, January 197 


iS S 
NP ME ed ECC URS DO ERE REE E uso: albae e a ee SC NUS NU on ia dift RRR MPa orte Ia | 


ERS TO THE EDITOR 


ject. We will try the new method for a while 
| order to be contemporaneous with our sister 
“medical publications. Then later we will review 
“the whole problem of references. 

T 


Unmentionables 


Fe Sir: In his plea for shorter papers for publica- 
i tion in the Journal (Editor’s Notebook, July 1970 
issue of the Journal) F. J. B. wrote, “But psychi- 
atrists wishing to publish in our journal will simp- 
ly have to dehydrate their productions and write 
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more succinctly and briefly.” Couldn’t F.J.B. have 
given us a more inspired example, such as, “But 
psychiatrists wishing to publish in our journal 
will have to write succinctly"? 


JAMES F. Mappux, M.D. 
San Antonio, Tex. 


Editor's Note: Touché! The Editor, already de- 
hydrated, henceforth will mind his succincts and 
discard his briefs. 


F, J. B. 


Farewell! a long farewell, to all my greatness! 
This is the state of man: to-day he puts forth 

The tender leaves of hopes; to-morrow blossoms, 
And bears his blushing honours thick upon him; 
The third day comes a frost, a killing frost; 


And, when he thinks, good easy man, full surely 
His greatness is a-ripening, nips his root, 
And then he falls, as I do. I have ventured, 


Like little wanton boys that swim on bladders, 


This many summers in a sea of glory, 
But far beyond my depth: my high-blown pride 
At length broke under me, and now has left me, 
Weary and old with service, to the mercy 
Of a rude stream, that must forever hide me. 
Vain pomp and glory of this world, I hate ye: 

l I feel my heart new opened. O! how wretched 
Is that poor man that hangs on princes’ favours! 
There is, bewixt that smile we would aspire to 


| That sweet aspect of princes, 


and their ruin, 


l 
nd fears than wars or women have— 


More pangs à 


And when he falls, he falls like Lucifer. 


Never to hope again. 


^ 


P. 
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Freup anp PuitosopHy; AN Essay ON INTERPRE- 
tation. By Paul Ricoeur, translated by Denis 
Savage. New Haven, Conn.: Yale University 
Press, 1970, 551 pp., $15. 


G. K. Chesterton prefaces his book on Shaw 
with this line: “Bernard Shaw has said that every- 
one either agrees with him or misunderstands 
him. I am the only person in the world who un- 
derstands Shaw, and I disagree with him” (1). 

Given a slightly different temperament, the au- 
thor of this volume on Freud might have opened 
in a similar vein. Paul Ricoeur, however, is both 
more serious and more unobtrusive. He has done 
a study that is all too rare these days, in which one 
intellect comes to grips with another, in which a 
scholar devotes himself to a thoughtful, searching, 
and comprehensive study of a genius. 

Ricoeur’s intellect is also rare: the type seen in 
a cultivated European, perhaps at its most perfect 
in a French Jesuit. He has a broad knowledge of 
western European philosophy from Plato and 
Aristotle, through Descartes and Leibnitz, to 
Cassirer and Wittgenstein. I am grateful to him 
for his references to Toulmin and Flew, two Brit- 
ish analytic philosophers who deal with the meth- 
ods of psychoanalysis, and also for his discussion 
of a number of French analysts, mostly untrans- 
lated, who have dealt with the logic of Freudian 
concepts. 

, Throughout, the book is focused on Freud. It 
displays a devotion to understanding his thought 
that is unswerving and neither servile nor strident, 
Although in the closing chapters Ricoeur ‘‘de- 
bates” Freud, he does not intrude polemical con- 
cerns. His modesty shows in his initial statement 
that he undertakes this task without the benefit of 
actual psychoanalytic experience. He confines 
himself explicitly to Freud rather than to succes- 
sors, who, as he notes, have modified Freud’s 
original views with more or less emphasis on or- 
thodoxy on a basis of continued analytic experi- 
ence; yet it should be noted that he is by no means 
ignorant of Hartmann, Rappaport, and Erikson 
or of Jung, Adler, and Horney. : 

His study is similar in some ways to Life 
Against Death, by Norman O. Brown (2), and it 
will be compared to the recently published book 
Ego & Instinct, by Barrett and Yankelovich (3). 
It differs from both of these in that it offers no 

sweeping revisions but rather a searching exami- 
nation of the various themes in Freud's writing. 
The author's view is that “All the great philoso- 
phies contain the same thing but in different or- 
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der" (page 461). Thus he links Freud with the 
main currents of 19th-century thought. In so do- 
ing he helps to disentangle the various Freuds, 
who have severally been canonized by admiring 
followers to the confusion of the field. There is 
Freud the natural scientist, Freud the dogmatic 
psychologist, and finally in his closing year (as 
Ricoeur puts it) Freud the romantic philosopher. 

These various elements and their points of con- 
tact, for example, to Marx and to Nietzsche, are 
traced not in a spirit of vague eclecticism but in 
one of exhaustive analysis and synthesis. Admira- 
tion shines through for Freud's inexhaustible tal- 
ent. At the same time a penetrating critique is of- 
fered of some of his limitations, for example, his 
"disastrous hypotheses concerning language" 
(page 501)—or, in a wider sense, his lack of a 
broad view of symbolic functioning. 

Symbol is key to the main argument. It is un- 
derlined in the subtitle An Essay on Interpreta- 
tion. Ricoeur starts by pointing out that psycho- 
analysis as method is concerned with meaning, 
with unraveling “the primitive speech of desire. 
Seeing the central role of meaning in psycho- 
analysis it would be easy, as some have done, to 
derogate the complicated “vicissitudes of instinct 
and the struggle of Freud to work out a semi- 
quantitative “economics” of drive energy, as well 
as the metapsychology to which this led him—to 
dismiss these as irrelevant relics from Freud’s 
19th-century mechanistic physiology. In the au- 
thor’s words, when one faces these two aspects of 
Freud’s thought, “It is easier to fall back on 4 
disjunction—either an explanation in terms 9 
energy, or an understanding in terms of phenom- 
enology"; but Ricoeur insists that “Freudianism 
exists only on the basis of its refusal of that dis- 
junction” (page 66). The crucial task is to try 1? 
effect an integration between “force and lan- 
guage.” . 

Ricoeur recognizes that resolution of this dis- 
junction may not yet be entirely possible and cer- 
tainly that Freud's efforts left lacunae and dilem- 
mas. My own notion is that such an integral 
will require a more comprehensive psychosomal! 
theory of emotion. At times the author appe? 
to agree and even to hint at the outlines of such? 
view, although it does not take clear shapi 
these pages. As Freud’s thought is traced it ke 
comes clear that there is confusion between Er 
term "force" used as metaphor, and “force” " 
ferring to observable phenomena. It ! 


s com- 
: inner 
pounded by the dogmatic reification of inne 
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agencies in metapsychology and further com- 
pounded by the speculative fascination of the late 
Freud with “the battle of giants," Eros and Than- 
atos. Thus scientific methodologist, systematic 
psychologist, and speculative philosopher remain 
atodds with one another. 

The commentator gets drawn into the tangle. 
At times, particularly in Ricoeur's long middle 
section, “Reading of Freud," the effort to render 
the views of the master is so intense that one is 
not sure who is speaking, Freud or Ricoeur. The 
final result, however, is a unique survey of the 
panorama of Freudian thought by an observer 
who, although starting from outside, succeeds in 
penetrating to its core. 

In the final section, **Dialectic: A Philosophical 
Interpretation of Freud," the author's voice as- 
serts itself. He starts with a brilliant discussion of 
the epistemological position of psychoanalysis. 
As systematic psychology, psychoanalysis cannot 
be readily fitted into the contemporary positivist 
experimental mold. It is on a continuum closer to 
historical science, calling for its own naturalistic 
methods of verification (although these remain 
not yet fully developed). As a way of subjective 

_ investigation psychoanalysis resembles phenom- 
enology. The crucial difference lies in the fact that 
its discoveries cannot be attained by pure intro- 
spection: They require painstaking collaborative 
Work to breach the resistant barrier between what 
is consciously known and what is unknown yet 
discoverable within the social context of a work- 
ing alliance. 

Ricoeur goes on to discuss his own view of psy- 
choanalysis as an “archaeology,” an unearthing 
of the regressive, the infantile and the primitive, 
discernible in the individual’s present. The most 
original (and debatable) closing sections contain 
a further suggestion: Freudianism should be seen 
not only as such an archaeology but also as a 
teleology. Man is not only subject to the regres- 
Sive pull of his past; he is also driven by progres- 
Sive forces, his constant anticipation and striving 
toward self-realization in the future. 

The concepts of identification and sublimation 
are singled out to bolster the argument that social 
Consciousness and value are not reducible to the 
economics of drive. There must be “an aptitude 
for progression which analytic practice puts im 
- Operation but which the theory does not thema- 
tize” (page 492), Ricoeur quietly and cogently 
Questions Freud’s view of religion as “universal 
Neurosis.” May it not also represent some dim 
Comprehension, cast in mythical symbolic form, 
9f the constructive, progressive elements inherent 
In human nature? 

This is not a volume to be read casually. The 
Student of ideas will find it a deeply rewarding 
One. He will also be grateful to Denis Savage for 
à lucid, articulate translation. 


e 
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The question has occasionally been asked: 
What would have happened if Freud had been a 
Frenchman? Who knows—especially if he had 
had the equivalent of Jesuit training? He might at 
one point have written a book called Psychoanal- 
ysis and Philosophy: An Essay on Interpretation. 


The references are: 


1. Chesterton GK: George Bernard Shaw. London, 
John Lane, 1909 

2. Brown NO: Life Against Death. Middletown, Conn, 
Wesleyan University Press, 1959 

3. Barrett W, Yankelovich D: Ego & Instinct. Edited 
by Mayhew A. New York, Random House, 1970 


Peter H. Knapp, M.D. 
Boston, Mass. 


Brier Encounters: Brier Psycuotuerary. By Karl 
Kay Lewin, M.D. St. Louis, Mo.: Warren H. 
Green, 1970, 261 pp., $14. 


This book describing a circumscribed method 
of treating patients with neurotic problems is ex- 
citingly written. The author makes a compelling 
case for his method and for his analysis of the 
dynamics behind the symptoms that many emo- 
tionally ill persons complain of. His enthusiasm 
is contagious, and readers would be well-advised 
to read the cautionary introduction by Dr, Van 
Buren Hammett both before and after absorbing 
the main text. 

Dr. Lewin’s basic assumption is that neurosis is 
a punishment inflicted by an excessively strict and 
warped conscience and that this faulty conscience 
should be the therapist's sole target. Dealing with 
other elements of the patient's psyche, according 
to him, is a waste of time. Early—or better, im- 
mediate—confrontation with the “fact” that the 
patient’s illness is a form of self-punishment is 
essential to the method. Early in the book Dr. 
Lewin makes clear his opinion on this matter 
when he declares, “The need for self-punishment 
separates the emotionally ill from the emotionally 
well." 

The success of the brief therapy described de- 
pends upon the definition of the patient's masoch- 
ism in the first interview, and the negative trans- 
ference thus engendered is immediately put to 
work. It in turn is interpreted by telling the pa- 
tient that he is withholding his anger and feeling 
guilty about it as he has done in other situations 
during his lifetime. AII of this is accomplished 
early in the initial interview without the develop- 
ment of the customary trust-and-confidence-build- 
ing interaction between patient and therapist. In 
the following interviews the patient's conscience, 
but not his basic personality, is altered, and he 
becomes able to tolerate his own feelings without 
being compelled to punish himself with symptoms. 
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Dr. Lewin is less clear about how this altering 
takes place. He feels that in some instances the 
patient temporarily introjects the conscience of the 
therapist and that in others he apparently learns 
to handle his conflicts in ways that are not self- 
punitive by being educated by the therapist. The 
case histories dramatically illustrate the effective- 
ness of this method, and the author’s parenthet- 
ical explanations of why he said what he did are 
particularly illuminating. 

The book contains startlingly dogmatic state- 
ments that will make some readers bristle, i.e., 
“This ultimate dissatisfaction with anyone except 
mother is the chief cause of frigidity in women.” 
In addition, the author’s accusations against his 
colleagues in regard to prolonging therapy for 

self-gratification and financial security are bound 
to alienate some, but Dr. Lewin is a confident and 
courageous man. The success of his brief encoun- 
ters stems largely from these qualities. 

This is a stimulating volume. It will encourage 
all of us to be more cognizant of our goals in ther- 
apy as well as our techniques. It will also encour- 
age us to be more forthright in dealing with our 
patients. In most therapeutic encounters this will 
work for the benefit of the patient and the thera- 
pist as well. 


GRAHAM B. BLAINE, JR., M.D. 
Cambridge, Mass. 


Tue Discovery or tHe Unconscious: Tue 
History anp EvoLuroN or Dynamic Psy- 
cuiatry. By Henri F. Ellenberger, M.D. 
New York: Basic Books, 1970, 899 pp., $15. 


The notion of the unconscious has shaped the 
course of psychiatry for half a century and will 
probably continue to be of relevance in the 
future. Yet no one thus far has attempted a his- 
torical assessment of the work of those who 
Pioneered the clinical investigation of the un- 
conscious smal on a study of the primary 
sources on the back 
bs eden ground of the contemporary 

Dr. Ellenberger, a Swiss psychiatri - 

oughly familiar with both the irs cht ead 
American traditions and already known for his 
many contributions to the history of Psychiatry 
was particularly suited for such a study. Now that 
the product of his 12 years of research is real- 
ized, one remains in wonder at the magnitude 
of the task accomplished. Every written docu- 
ment, from famous works to forgotten contem- 
porary reports, has been carefully quoted and 
checked in the original; a number of. interviews 
with people related in one way or another to the 
pioneers of the study of the unconscious bring 
fresh light and quite often a novel interpretation 
to traditional views. 
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Even more important, in our time of extrem- 
isms, the author presents a balanced, objective 
viewpoint of the concepts brought forth by the 
four giants in the discovery of the unconscious— 
Janet, Freud, Adler, and Jung. More valuable 
than all this, however, is the author’s success in 
his extremely difficult task of following and 
presenting the developments related to the dis- 
covery of the unconscious on the background of 
a broad anthropological, ethnological, and 
(especially) historical perspective. 

When one keeps this in mind, it is no wonder 
that in the first chapter, which deals with the 
ancestry of dynamic psychotherapy, Ellenber- 
ger plunges right into a comprehensive presenta- 
tion of the relationship of therapy to disease 
theory in nonliterate cultures of the past as well 
as of the present. 

As one would expect, Mesmer's life and doc- 
trine are the focus of the next chapter, and for 
many readers this material may represent less 
virgin territory. The following three chapters, 
titled “The First Dynamic Psychiatry (1775- 
1900),” “The Background of Dynamic Psychi- 
atry," and “On the Threshold of a New Dynamic 
Psychiatry," give the measure of the depth of 
the author's presentation. His discussion of the 
concepts of hypnotism, particularly psychiatric 
clinical features, models of the mind, patho- 
genesis of nervous illness, and psychotherapy, 1$ 
followed by the introduction of social and eco- 
nomic dimensions and of the motives of the» 
Enlightenment and of *Naturphilosophie." 

At this point the stage was set for a psycholog- 
ical analysis of the unconscious. Pierre Janet's 
role, which has remained so highly controversial 
to our day, especially in this country, 1s greatly 
clarified. His theoretical originality and thera- 
peutic resourcefulness can no longer be ques- 
tioned, although the author presents valid bi 
sons to explain Janet’s fall into oblivion. p 
erudite psychoanalysts will find this chapter €? 
grossing. 

It is a truism that Adler and Jung have Pd j 
a much less important role in the history 9 Ti 
namic psychology, especially in this country. it 
careful study offered here of Adler’s early deed 
ings and personality characteristics in E 
throws light on the strengths and weaknesses, 
his system. Dr. Ellenberger skillfully draws ^" 
important points on Jung's background Em] 
the relationship of the introversion-extrov" a 
concept to his personal experience. He m sys 
strong effort to give a comprehensive cti mel 
tematic presentation of the views of v fis 
on the basis of their many writings 2" 
sional statements. 

The final chapter, “The Dawn and 
New Dynamic Psychiatry,” represents 
ment of the early developments of dyn 


7, January j 


layed 


ise of the 
p assess 
amic PS)” 
gf 
Amer. J. Psychiat. 127: 


—————" 


)K REVIEWS 


chiatry, from 1882 to 1945. One of the most im- 
portant aspects of this volume is its introduction 
ofa wealth of newly discovered or newly stressed 
material presented in an objective fashion 
according to the highest historiographic stan- 
dards. “Objective” does not mean detached or 
deprived of imagination. On the contrary, Dr. 
Ellenberger brings up many points that unques- 
tionably point to his intuition and creativity. 

From what has been said thus far, it will be 
apparent to the reader that it is impossible to do 
justice to such an important volume within the 
limits of a book review. The author sets his goal 
and his standards in the initial paragraph of the 
last chapter: 


One of the difficulties in writing history is 
that we are always prone to describe past 
events in terms of the meaning they have 
acquired in our time. But men of the past 
viewed contemporary events in their own 
perspective. They paid much attention to 
facts that today are forgotten or considered 
insignificant, they engaged in vehement con- 
troversies about matters that are hardly in- 
telligible today, while many events that seem 
crucial to us attracted little notice when they 
Occurred. Historians must both depict events 
in their perspective of the past and focus on 
those we now consider to be crucial. 


© Dr. Ellenberger has eminently achieved the 
task that he set for himself, and we psychiatrists, 
as well as behavioral scientists in general and en- 
lightened laymen, can be grateful for what he has 
given us. This volume will remain the standard 
work on the discovery of the unconscious for de- 
cades to come. Let us hope that it will also serve 
às a unifying point in the current fragmentation 
of psychiatric schools and psychotherapeutic 
methods, 


Georce Mora, M.D. 
Poughkeepsie, N. Y. 


PSYCHOANALYTIC INTERPRETATIONS: THE SE- 
Lectep Papers or Tuomas M. FRENCH, 
M.D. Chicago: Quadrangle Books, 1970, 
548 pp., $20. 


Reading a book of an author's selected papers 
has a bittersweet quality to it. In contrast to one 
Centered on a single subject, a book of selected 
Papers, albeit scientific ones, has a vivid bio- 
Braphical flavor. The author's personality shines 
through his work and becomes of interest to the 
Teader. This book of Thomas French's selected 
Papers is no exception. 

. The sweet part for the reader of a book of 
Selected papers lies in his realization that the 
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author has been scientifically productive for 
many years to warrant the publication of such 
a volume. Dr. French has been productive for 
40 years. This in itself is an indication of a man 
dedicated to and persevering in his life work. 

George H. Pollack responded to the same im- 
pressions in writing the foreword as a biograph- 
ical sketch. He states that the book is almost a 
scientific autobiography that makes the person- 
ality and travail of the author clearer. 

Dr. French comes through as an individual 
possessing what is essentially a synthesizing 
mind. For example, this is shown in his paper 
reconciling the opposing views of Freud and 
Pavlov. He brings knowledge from two discrete 
fields to bear on a single problem. The papers 
present his fundamental research in the integra- 
tion of psychological theories into psychoanaly- 
sis, in psychotherapy, psychosomatic medicine, 
and dream theory and interpretations. He can 
be considered a builder of metaphorical bridges 
spanning different sides of a problem. This is 
seen in his studies of the integrative process, his 
investigations of the material relations between 
integrative fields, and his work on the structural, 
functional, and clinical approaches to the analy- 
sis of behavior. 

French also shows a continuing interest in 
mathematical solutions to intricate human ques- 
tions. This is seen in a mathematical approach 
to dream analysis in which he treats the dream as 
the solution to a problem that is focal at the 
time of the dream. 

French's intellectual interests are not limited 
to the consultation room. He also is deeply en- 
gaged in studying social-psychological aspects of 
behavior, such as the family, social conflict, 
problems of democracy, and sources of ethical 
and political orientation. His is indeed a far- 
reaching mind. - 

The bitter part of reading such a book lies in 
being able to look back upon once-new ideas 
that in time have fallen into disrepute or have 
proven to be blind alleys, One remembers the 
heyday and the uproar of those days when Alex- 
ander and French were espousing various causes 
of short-term analysis, role playing of the analyst 
to furnish an emotionally corrective experience, 
and the concept in psychosomatic medicine of 
a typical personality structure for a particular 
psychosomatic disease entity. Reviewing | the 
rise and fall of “high hopes” in perspective is an 
accompaniment of such a book. 

For such a quiet gentleman, French has been 
deeply involved in controversy and dispute. His 
emphasis that transference in treatment is useless 
and to be avoided and his advocacy of manage- 
ment, education, and manipulation seemingly is 
an abandonment of the psychoanalytic ap- 
proach. He seems oblivious to transference 
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displacements. Also leading to controversy is 
his giving the primary process a subservient role. 
French tends to interpret the manifest dream 
content directly, ignoring Freud’s emphasis on 
placing problem solving in the latent thoughts, 
not the dream work. Thus he could write that 
Freud did not know that problem solving 
occurred in dreams. Obviously the controversy 
and criticism did not affect his work. He con- 
tinued to go his way and has remained produc- 
tive throughout the years. 

French’s style and vocabulary make reading 
his papers laborious, but the book is an essential 
reference for those in the areas of psychology, 
psychiatry, psychoanalysis, and mental health. 


Peter A. ManriN, M.D. 
Detroit, Mich. 


OccupationaL Psycuiatry. International 
Psychiatry Clinics, vol. 6, no. 4. Edited by 
Ralph T. Collins, M.D., Med. Sc.D. Boston: 
Little, Brown and Co., 1970, 421 pp., $21.50 
(annual subscription). 


Occupational Psychiatry, edited by Ralph T. 
Collins with 33 other contributing authors from 
several countries, all expert in some aspect of this 
important area, provides us with a comprehen- 
sive review of the field. 

The volume is divided into two sections. “Part 
1: General" deals with the field of occupational 
psychiatry from a historical perspective. It also 
describes the roles of the various mental health 
professionals in occupational mental health 
programs and the consumer's viewpoint as 
documented in Charles Zimmerman's chapter 
on “The Businessman's View of Mental Health." 
There is always a risk inherent in selecting out 
contributions for special comment; however, 
this reviewer did find the latter chapter to be 
one of the book's most interesting in style, con- 
tent, insight, and overall perspective, perhaps be- 
cause it was written by a nonmental health pro- 
fessional. 

“Part 2: Specific" describes several models of 
training programs abroad and discusses specific 
problems most commonly encountered in indus- 
trial settings, e.g, alcoholism, absenteeism, 
accidents, and disability, with some interesting 
psychodynamic formulations—all emphasizing 
the emotional factors involved. Other topics in- 
cluded are those related to the influence of the 
management approach to plant design, the 
epidemiology of mental illness in industry, psy- 
chiatric disorders and industrial toxicology, psy- 

chiatric insurance, unions and psychiatric care, 
and efforts at rehabilitation of the mentally ill 
through employment programs. 

Throughout the volume many significant 
points are emphasized that are in keeping with 
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the most up-to-date thinking regarding psychi- 
atric programming. To mention a few: Occupa- 
tional psychiatry is really a form of community 
psychiatry; interpersonal processes and the over- 
all milieu of a work setting can affect productivity 
of workers; a psychiatrist must have an in-depth 
knowledge of the setting to function most effec- 
tively. 

Other important points mentioned are: The 
educational component of a mental health pro- 
gram in industry is as important as the consulta- 
tive and direct service aspects—a basic tenet of 
community psychiatry; evaluation of programs is 
essential to further program refinement and 
development, recognizing the difficulties in- 
volved; and not all psychiatrists and other mental 
health professionals are particularly suited either 
temperamentally or by training to work in in- 
dustrial settings. 

Although the coverage is comprehensive, there 
are some hiatuses. For example, there is rela- 
tively little attention to the effects of automation 
on workers within the work setting, in job dis- 
placement, or on the total life style; no partic- 
ular emphasis is placed on the phenomenon of 
increased leisure time resulting from technolog- 
ical advances and current labor practices; and 
the psychological problems commonly experi- 
enced, particularly by executives, during the year 
preceding retirement—most assuredly within 
the domain of occupational psychiatry—are not 
considered. 

Recognizing the limitations imposed by space 
and that priorities must be established in bs 
mining what topics are to be included, this vol 
ume has the most comprehensive coverage 5 
date of this field. Despite the fact that individua 
chapters are uneven in quality and those dealing 
with training programs in occupational medicine 
are somewhat lacking in innovation, there I$ a 
great deal of valuable information in this vou 
It provides easy reading, although it is at ina 
repetitious. (This is probably unavoidable in 
volume of this kind.) us 

This book should serve as a valuable reson 
for those involved in occupational medio 
practicing mental health professionals, and Br 
dents in schools of public health medicine. 
nursing, social work, and psychology. 


A. R. Fotey, M.D. 
Jamaica, N. Y. 
Perspectives iN. Community MENTAL ne 
Edited by Arthur J. Bindman, Ph.D. pub- 
Allen D. Spiegel, Ph.D. Chicago: Aldine 
lishing Co., 1970, 709 pp., $15. 


lth 

The history of psychiatry and mental g 

has many traditions and priestly religions 
formist, custodial, and scientific, among 
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current directions, as they emerge in the 
any papers in this book, are still colored by 
‘these various now historic views. Certainly the 
organizing principle behind each view of mental 
health or psychiatry determines what direction 
ittakes. Thus, for sake of categories, let me offer 
three: psychiatric clinical practice and services, 
psychiatric science, and human needs and values. 
Psychiatric clinical practice and services. The 
bulk of the papers in the book fit into this cate- 
gory, which is based on a very simple notion. We 
have clearly defined the problem, e.g., mental 
illness; we have demarcated the professions and 
institutions within it and are now attempting to 
reorganize the systems we have to deal more ade- 
quately with the problem. We improve our man- 
power, adding personnel; we reach out; we con- 
sult; we connect other systems to ours. The basic 
organizing principle is mental illness. 
„If, however, the question of what is mental 
| illness is unclear, it becomes less clear what insti- 
“tutions should deal with the problem. And in- 
deed, this may well be true. Every problem has 
its own community of solution. If the problem is 
ever-changing, then the communities of solution 
- must change. The community mental health sys- 
tem is built on the notion that we know what the 
problem is and that we proceed clearly. Here, 
planning is the method by which we achieve the 
Obvious goal of caring for those ill, who are so 
„defined by society, or by us—society’s caretakers 
| on these matters. 

This may indeed be a cynical view—but after 
the Community Mental Health Centers Act of 
1963, the main thing we see is a proliferation of 
mental health services (which may be good in it- 
self) but little change in the problems people have 
on the level of illness in the community and many 
old institutions surviving under a new guise. It 
Seems as if much of what we now have are bright 

Shining ribbons on the old packages. 

- The papers dealing with evaluation of these 

Services are interesting (Herzog, Schwartz, Glide- 
Well; however, on the whole we have meither 
good evaluation nor really well-trained evalua- 

tors. We must admit that the bureaucratization 
9f our profession—and our holding on to old 
Patterns—may be no better than the holding on 
by our patients to what they know and are famil- 

lar with. Despite this cynicism there are exciting 
Ideas in the book (Hobbs on manpower, Attwell 
On finance, Galdston on health education, Cap- 
lan’s now familiar and important work on con- 
Sultation, and Reiff on manpower, among many 
Others). 

Psychiatric science. The field of psychiatric 
Science is not really discussed in the book, except 
Indirectly by those who feel that in-depth studies 
bY sociologists, psychologists, biologists, econ- 
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omists, etc., can give answers. These scientists 
are hoping that if they find the "truth" all else 


will follow and that someone else will be con- 
cerned with implementation. 


Human needs and values. Here our history is 
clear. Although there is a reformist past, there 
is also a religious and value-ladden one. The con- 
cern is for the people and their society. Less clear 
and obviously fuzzy are those people in mental 
health who take this direction and are treading in 
deep water. They are concerned with optimal 
growth and development of people; lowering the 
overall (not just mental health) pathology in 
society; and increasing the capacity to work the 
society to meet the needs of people and to make 
the people more competent to change the society 
that may incorrectly define them as ill, when the 
institution itself may be ill. 

As one looks at psychiatric institutions—and 
the bulk of the papers—few face up to these 
issues, except indirectly. They are in business to 
cure the mentally ill (although they do individ- 
ually, there are doubts about significant epide- 
miological shifts) and to evolve further the 
programs, institutions, professions, and organi- 
zations that do the work. 

The societal oriented community mental 
healthers are operating on several levels: 1) 
changing the perception of the world and man’s 
relation to it (P. Goodman, R. Laing, J. Seeley, 
and even B. Spock—these are not in the book); 
2) involvement in the world of politics, planning, 
and social policy (Duhl in “GAP Report #64: 
Looking Beyond" [1] and Duhl and Leopold in 
Mental Health and Urban Social Policy (2), 
among others); and 3) community organization 
and involvement of citizens (Hobbs and Smith, 
Kelly, and Peck, Kaplan, and Roman). 

Here the basic concern is that human problems 
are being produced by the very institutions we 
organized for man's good, e.g, schools, hos- 
pitals, housing, government. We are out to change 
them—to put human values over material or 
economic ones. And to do this is earthshaking. 
Psychiatrists quiver because they see their own 
base rocked, and they are uncomfortable be- 
cause from a base in psychiatry it is easy to be 
ideologically liberal about housing and poverty, 
schools, and economics. But it is not until one 
commits oneself to working these other vineyards 
that one asks how much we have to change our 
way of doing things both as psychiatrists and as 
citizens. On the whole, mental health has lost its 
leadership role in the broad social problem area. 

The current battles over social programs in the 
United States are but part of the issue, for all the 
values we mental health personnel have are now 
at stake: not just OEO or community mental 
health centers but the very existence of psychi- 
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atry, which is committed in individual therapy 
to the patient against all comers. We—all psy- 
chiatrists, no matter what our school or category 
—by our very existence are a threat, We must 
move out; we must be concerned and be involved 
in the societal phase of community mental health, 
whether we call it that or not. 

This book is good. It contains many important 
papers required to know what is going on in this 
field. It raised in my mind many thoughts about 
what happened, is happening or not happening, 
and will happen. Only the days ahead will tell 
what psychiatry’s multiple identities will be. 


The references are: 


1, Duhl LJ: GAP Report #64: looking beyond. Psy- 
chiatric Opinion 5:28-33, 42, 1968 

2. Duhl LJ, Leopold RL (eds): Mental Health and 
Urban Social Policy. San Francisco, Jossey-Bass, 
1968 


LEONARD J. DuHL, M.D. 
Berkeley, Calif. 


PsycuopraMa, voL. 3: Action Tuerary & 
Principtes or Practise. By J. L. Moreno, 
in collaboration with Zerka T. Moreno. Bea- 
con, N. Y.: Beacon House, 1969, 271 pp., $13. 


It is likely that there will be two kinds of 
prospective readers of this volume of Psycho- 
drama: those who have read the first two volumes 
or are otherwise familiar with Dr. Moreno's 
work (most of all, with his fundamental Who 
Shall Survive? A New Approach to the Problem 
of Human Interrelations (1]) or have participated 
in a live psychodrama, and those who have 
merely heard of his work. For either of these 
two categories of readers, volume 3 is a rich 
source of information. 

" The book consists of an introduction, titled 

Universal Peace in Our Time," and six chapters. 
A In chapter 1, first section, Moreno discusses 

universalia,” namely, time, space, and reality, 
elaborating on their psychopathology and 
therapy. He examines the kinds of reality pecu- 
liar to the Morenian system (in psychodrama): 
infra-reality, life or actual reality, and surplus 
reality, which can occur in psychodrama. He 
states: “... reality underwent quite a change in 
the last 30 or 40 years,... Our psychiatry takes 
place more and more in the community 
reality [attains] new meanings . . . very much 
[toward] confrontation and concretization,”” 

In the next section, “The Roots of Psycho- 
drama,” Moreno contrasts the latter with both 
psychoanalysis and “the theater”; then he exam- 
ines psychodrama in relation to the encounter. 
now a popular (even fashionable) group device, i 

In chapter 2 Zerka T. Moreno discusses 
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“Psychodrama in a Well-Baby Clinic.” 
be of great interest to workers in the 
health field and also to others, such as p 
cians and nurses. "Psychodrama of an A 
cent” (dealing with a reformatory inmate 
verbatim the psychodrama procedure, dire 
by Moreno, with a follow-up report. : 

Chapter 3 presents premarital and marital 
chodrama in four sections: role testing form 
riage prediction; psychodrama of a prema 
couple (it has the “threefold effect as a dia 
test, a prophylactic measure and ... as a di 
method, teaching pre-matrimonial and m 
monial behavior...."); and psychodrama 0 
marriage (two sections). 

Chapter 4 shows psychodramatic treat 
psychiatric disorders. "A Case of Para 
gives the history, theory of procedure, and 
batim reports of three psychodrama session 
well as a summary and an index of tech 
The balance of the chapter presents “Psj 
drama in Action," its text abstracted frg 
motion picture made “at a large mental ho; 
in the U.S.A.” 

Chapter 5 contains what many may cl 
an important part of such a book: psych 
matic rules, techniques, and adjunctive mel 
Of the 15 rules listed, at least two deserve 
quoted here: "I. The subject (patient, «« 
tagonist) acts out his conflicts, instead of t 
about them..." Here, the psychodrama f 
discussed as individual treatment and, 4 
natively, as a group process. “X. Even WI 
terpretation is given, action is primary.: 
techniques are too important for mere Jf 
they have to be studied. ; 

In discussing the problem of whether psy 
drama produces behavior change, Moreno 
John Mann's article "Evaluation of Group 
chotherapy” in International Handboo) 
Group Psychotherapy (2). The last 
chapter 5, “The Seminal Mind of J. L. 
and His Influence Upon the Present 
tion,” is a diligently documented study 
T. Moreno. 3 

Chapter 6, titled “The Future of N 
World,” is timely! 4 

From this review one may perceive Be 
chodrama, volume 3, can be viewed as 
book, as a textbook of applied p 
and as a manual on its history. All th 7 
meated by the pulsating spirit of its aum 
is convinced of the worthwhileness of 
tion for psychiatry, for mental health, £ 
yond. In the next edition an index wou" 
sirable, 


The references are: 
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ton, DC, Nervous and Mental Disease Publishing 
Co, 1934 

2. Mann J: Evaluation of group psychotherapy, in In- 
ternational Handbook of Group Psychotherapy. 
Edited by Moreno JL, Friedemann A, Battegay R. 
New York, Philosophical Library, 1966 


JosePH I. Meters, M.D. 
New York, N. Y. 


Maratuon 16. By Martin Shepard, M.D., and 
Marjorie Lee. New York: G. P. Putnam's Sons, 
1970, 253 pp., $6.95. 


To feel, to experience, to touch, to express one’s 
feelings, but not to think, not to ask why, appears 
to be the theme of this book, which purports to be 
à new concept in therapy. Dr. Shepard is the prin- 
cipal author; Marjorie Lee recorded the sessions. 
The authors report excerpts from verbatim audio- 
taping of a marathon encounter group, selected by 
them for the purpose of presenting the actuality of 
an encounter group. Ten people, unknown to each 
other, met for 16 hours in Dr. Shepard’s office, 
exploring their reactions to themselves as well as 
to each other, with attempts to explore inner 
thoughts and intimacies regarding selves. 

Encounter groups such as described in Mara- 
thon 16 appear to be in current vogue and are per- 
haps reflective of cultural change; people seek a 
kind of closeness and intimacy that individyals 
may feel to some degree deprived of, perhaps as a 
result of changing values within our institutions. 
Certainly such groups have become immensely 
popular, and this raises many questions as to the 
therapeutic value or potential danger in exposing 
individuals to a situation where ego defenses are 
threatened, 

The book is divided into various sections, where 
Dr. Shepard led the group ina variety of exercises 
for the purpose of exploring nonverbal and sub- 
jective awareness of self as well as of others within 
the group. He makes only limited attempts to €x- 
plain the rationale behind the techniques, with 
No subsequent discussion as to the significance of 
these, either to himself or the participants. This 
appears to be a major shortcoming of the book. 
In explaining the purpose of the marathon and 
the encounter, Dr. Shepard emphasizes what. he 
considers the handicaps of human beings, i.€., 
problems in taking in and synthesizing new expe- 
tiences because of difficulties in awareness. This 
appears to be an oversimplification of problems of 
human adjustment. He describes the marathon 
experience: “Create a climate in which accelerated 
learning is possible, The unasked questions are 
asked, forbidden actions are risked... ." 

Thus no consideration is given to the under- 
Standing of unconscious drives and needs and the 
Psychological investigation of these as factors in- 
volved in impaired human relationships. 
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Although the authors comment upon freedom, 
this often appears to be indulgence of infantile ex- 
hibitionistic and narcissistic needs. Here they 
make the comment of “infantile-exfantile,” in a 
slight derogation of psychoanalytic concepts. At 
no point does Dr. Shepard consider that freedom 
brings with it responsibility to oneself as well as to 
others and that it also involves appropriate con- 
sideration for the sensitivities and rights of others. 
At times the acting out that occurred, at least in 
Dr. Shepard’s leadership, appears to be wild, espe- 
cially with the time spent on nudity as well as var- 
ious other acting out experiences that often give 
the impression of fostering counterphobic de- 
fenses. 

The book, however, provides a readable ac- 
count of the verbatim exchanges among various 
group members and demonstrates quite well at 
least one leader’s approach to a marathon group. 
The use of some gestalt techniques and role play- 
ing appears to be timely and potentially useful. 

There are many unanswered questions Dr. 
Shepard possibly could have addressed himself to 
that could be valuable to the reader. These include 
selection, who should or should not join such 
groups; follow-up, as to the impact of the experi- 
ence upon the individual; and the possible inherent 
dangers, if any, especially when little is known 
about the individual beforehand and when ego de- 
fenses could be disrupted by the intensity of the 
interactions. Dr. Shepard apparently minimizes 
this, as he somewhat callously treated the poten- 
tial suicidal reaction of one of the participants. 

Also, what role could such groups play in the 
overall therapy of an individual either in group or 
in individual therapy? Marjorie Lee alludes to this 
possibility in her discussion when she comments 
that such experience may be valuable as an exten- 
sion of prior psychotherapy—in other words, us- 
ing the group as a testing arena for new ways of 
relating. However, isn’t this what group psycho- 
therapy has offered for some time? — 

Although the participants occasionally at- 
tempted to explore psychological reactions, these 
attempts were frequently and rather abruptly cut 
off at the point of “why.” Here, again, the aim 
seemed to be to live the experience, giving the im- 
pression of attempting to solve psychological 
problems in a biological way, which would indeed 
be revolutionary! 

InviNG L. BERGER, M.D. 
Cleveland, Ohio 


Inner AND Ourer SPACE: INTRODUCTION TO A 
Tueory or Socir PSYCHIATRY. By Richard 
Rabkin, M.D. New York: W. W. Norton & 
Co., 1970, 208 pp., $7.50. 

Importance, as the author of /nner and Outer 

Space would certainly agree, like beauty, lies in 
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the eye of the beholder. Thus Rabkin's book 
appears important because it is an original 
attempt to place a comprehensive philosophical 
base under social psychiatry, because it may stim- 
ulate others to rethink basic assumptions of psy- 
chiatry, and because it speaks to the coming split 
within psychiatry, the politicizing of the field. 
However, any comprehensive critic of the meta- 
psychology of psychoanalysis and its alternatives 
in 208 pages is doomed by ambition. 

The most coherent portion of the book is that 
dealing with the delineated assumptions of the 
social psychiatrist, the macro view of the world 
of the (I hesitate to say) patient. Given Rabkin's 
premise that the man is father to the man, then 
follows the need to look to society and its pro- 
cesses for answers to questions that individuals 
may raise. 

Rabkin does a real service to the field of psy- 
chiatry by challenging the basic metapsychologi- 
cal assumptions of most modern individual psy- 
chotherapy. I hope it bears fruit. 

The final measure of importance for me pre- 
sages the coming split in psychiatry. Although the 
author makes no reference to the extent of feed- 
back from the evolving field of social psychiatry, 
it is increasingly apparent that the world of social 
science is to be divided between those who be- 
lieve men must be changed and those who believe 
men can change, the Machiavellians and the 
traditionalists, 

Perhaps this sounds extreme, but when it is 
seen against the demands of our violent world 
and psychiatry’s involvement in social problems, 
the fact of partisan politics is certain to enter the 
profession. As long as social psychiatrists ask 
that each man be his own anthropologist, much 
as psychoanalysts ask that he be his own psy- 
chologist, the relation of science and state re- 
mains tolerated apathy. However, when science, 
in the form of social psychiatry, proposes a new 
philosophy with the tacit claim for superordina- 
tion over The State, a new world emerges. 

When scientists move toward social power on 
the basis of knowing more about human nature 
(healthy, not sick) than politicians, our profes- 
sion is suddenly under a new and unique stress, 
Since psychiatrists are endowed by the public 
with magical powers, like it or not, we will be 
faced with the choice of attempting or refusing 
what society demands: the resolution of violence 
and conflict without cost and pain. Some of us 
will choose to take up the challenge: some will 
choose to continue with patients as in the past— 
as the pressure grows there will be no place left 

for the fence-straddlers in the politicizing of psy- 
chiatry. 

Inner and Outer Space can become a Bible or 

Malleus Maleficarum (1), according to your point 
of view, for this split. Despite Rabkin’s point 


[162] 


BOOK REVIEWS 


that “the worst fate that could befall social psy- 
chiatry would be its identification as synonymous 
with political or social solutions," he later states 
that “adaption of this strategy [social psychiatry 
theory] may entail the opening by the social psy- 
chiatrist of a Pandora’s box of all the inhuman 
things that humans do to each other." The name 
of his game sounds like "I was only trying to 
help." 

This appraisal of Rabkin's work is not the 
flailing of a medieval priest over the desecration 
of the soul resulting from human dissection. It 
is an acute concern about the definition of “nat- 
ural groups" that will become political groups. 
Then the social prescriptions of the social psy- 
chiatrist will no longer be his. They will be those 
of the people who have power over him, a point 
the author repeatedly, although indirectly, makes. 
The present national political situation is ripe 
for action, for here-and-now decisions, for in- 
stant analysis, for mass solutions, all of which 
are promised by social psychiatry as it casts off 
the philosophical trappings of Western civiliza- 
tion. 

Certainly for the student, particularly the be- 
ginner, who is interested in the shadings of devel- 
oped or eroded character, in compassion cx 
tended, or who is searching for a store of clinical 
experience, this book is to be avoided. However, 
it can be read to advantage by every psychiatrist 
interested in the present developments in our 
field and in the possibilities for the future, per- 
haps as far as 1984. 


The reference is: 


1. Sprenger J, Kramer H: Malleus Maleficarum 
(1489). Translated by Summers M. London, John 
Rodker, 1928 


RaLPH CrawsHaw, M.D. 
Portland, Ore. 


Tur Aumsmc Cup. By 7. Newton Kugelmas 
M.D., Ph.D., Sc.D. Springfield, Ill: Charles 
Thomas, 1970, 354 pp., $16.50. 


In this volume Dr. Kugelmass does not by any 
means achieve his stated goal of integrating 
knowledge from various disciplines about the a 
drome he calls, in reversal of the words in t à 
book's title, "childhood autism." The author, $ 
biochemist and pediatrician, is both conversa 
and in sympathy with developmental paycho be 
child psychiatry, and child analysis. He has be 
interested in autism in children for more than 
years. Y P 
Although Dr. Kugelmass fails in his mat? ud 
pose, he does demonstrate the scientific WIS 
that comes from years of experience an ^ ipy- 
He presents a balanced account of the contr! 
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tions of many investigators from many disci- 
plines. His sober work serves as a caution to in- 
westigators who might hope that one line of 
investigation is quickly going to provide the 
“answer” to such a complex subject. 

Dr. Kugelmass never really succeeds in demon- 
strating how he arrives at some of his conclusions. 
One of his more modest conclusions is that “a 
i E" perchoe theory of childhood autism is 

just as untenable as a purely genetic theory” (page 
261). While the evidence he presents aati 

supports this conclusion, it falls far short of dem- 
onstrating some others, such as the statement that 
childhood autism is “a specific syndrome of or- 
ganic brain disease characterized by basic inabil- 
ity to transform visual and auditory experience 
into meaningful patterns for understanding the 

Surrounding world” (page ix), or that the condi- 

tion is "an inherited biochemical disorder of un- 

known etiology affected by environmental cir- 
cumstance but little influenced by psychotherapy" 

(page 248) 

A The author is at his best in a brief chapter on 

pseudogenius" in autistic children, where lively 
clinical examples are inserted and discussed. 

Throughout the chapters he also conveys an em- 

pathic impression of the young psychotic child's 

intrapsychic world of tension, anxiety, and des- 
peration. 
; Many readers will find the style of presentation 
- very difficult going. This is particularly true in the 
first three chapters on the behavior, assessment, 
and phenomenology of the autistic child. The au- 
thor is repetitious, ambiguous, and tangential. It 
is possible that an occasional philosophically ori- 
ented reader may argue, however, that the au- 
thor's phenomenological style is (in the tradition 
of Husserl) appropriate to the unclear, ambigu- 
ous, “psychometabolic” condition under scrutiny. 
^ At any rate, the closing chapters on the mecha- 
nisms of childhood autism and clinical manage- 
ment are more readable. Throughout the book 
there are unnecessarily long and detailed reviews 
of normal development. 

Dr. Kugelmass has accumulated an exceptional- 
ly comprehensive and extensive bibliography that 
complements any number of interesting points of 
information he passes on to us from the literature. 

The author’s efforts in preparing the book seem 
to have been monumental. That he has not pro- 
duced an equally monumental work can only par- 
tially be laid at his doorstep on the question of 
style and clarity of presentation. A major reason 
for the book’s deficiencies must lie with the cur- 
Tent state of fragmentation and inscrutability of 
the scientific information available to all of us. 


PauL N. GraFraGNino, M.D. 
Hartford, Conn. 
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Tue PsycHopynamic ImpLicaTions oF Puys- 
IOLOGICAL Stupies ON Sensory Depriva- 
TION. Edited by Leo Madow, M.D., and 
Laurence H. Snow, M.D. Springfield, Ill.: 
Charles C Thomas, 1970, 113 pp., $8.50. 


This excellent small volume contains five re- 
flective essays written by pioneer researchers in 
sensory deprivation. These papers were presented 
at a symposium convened in 1968 at the Wom- 
an’s Medical College of Pennsylvania by Leo 
Madow. He cites Dr. Sally Provence to remind 
readers that experiments with deprivation were 
begun at least as early as the 13th century, by 
Frederick II. That king isolated infants from 
nursing care to see in what language they would 
speak: “The children all died for they could not 
live without the petting and joyful faces and lov- 
ing words of their foster mothers.” This volume 
records a summary of the effects, less total than 
death, caused by severely restricting the sensory 
input of humans as well as experimental animals. 

Austin Riesen, best known for his careful 
studies of dogs, shows that the central nervous 
system is altered microanatomically, biochemi- 
cally, and electrophysiologically by changes in 
sensory stimulus. For example, the visual cortex 
and retina of a dark-reared animal are thinner, 
and ribosomal ribonucleic acid is reduced when 
compared to light-reared controls. 

Philip Solomon, who conceived the plight 
of patients in respirators to involve sensory de- 
privation, reminds us that at least four factors 
influence human experimental subjects of sen- 
sory deprivation: immobility, social isolation, 
suggestion, and the amount of deprivation, He 
concludes that the "conscious mind is dependent 
on constant contact with the outside world.... 
[otherwise] behavior is highly disturbed. . . ." 

Sally Provence, who has devoted herself to 
helping institutionalized children, mentions haz- 
ards involved in sorting out peculiarities of the 
multiply handicapped. She conceptualizes de- 
privation as a lack of what Hartmann called the 
“average expectable environment.” Adequate 
maternal care seems to require a quality of inter- 
action beyond mere exposure to a nurse. Her 
observations of the blind and the abandoned are 
complemented by George Tarjan. He carefully 
winnows out “mental retardation” attributable 
to sociocultural deprivation from the host of 
other causes of retardation. He conceives the 
loss of deprivation to be a loss of proper pro- 
gramming. For instance, he has characterized 
the Head Start program as “too little, too late,” 
emphasizing the impact of early patterning upon 
development. 

John Lilly, looking inward, points out that the 
sensory deprivation method has caused us to 
broaden our point of view so as to make the 
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scientist of the ‘‘billiard-ball universe of physics” 
at home with the scientist of inner life. In short, 
Lilly takes symptoms seriously. He develops the 
idea that negative attitudes toward solitude and 
its effects, engendered by our culture, strongly 
influenced early experimental findings and re- 
porting about sensory deprivation. For instance, 
the faculty of hallucinating is more ordinary 
than pathology-biased psychiatric texts allow. 
In this connection, some imagery may be attrib- 
utable to deprivation-induced randomization of 
brain activity; and substances such as LSD may 
increase noise levels of brain subsystems. This 
view of hallucinations is a physical model appli- 
cable to subjectively and objectively derived data. 

Psychodynamics alludes to the study of mental 
forces. In these essays the contributors do not 
often speak of "libido" or "repression" or 
“cathexis.” Rather, they deal generally with 
psychological consequences of physiological 
variations directly attributable to attenuation of 
the pattern or quantity of stimulation. This re- 
flects the shift toward specification of external 
environment that has come to psychoanalysis 
with emphasis upon ego psychology. 

For this reviewer, these essays constitute good 
news that the researchers with this method have 
not been lost in the dark but have continued to 
make discoveries. 


ROBERT VosBURG, M.D. 
Hanover, N. H. 


Briefer Notice 


 Briefer notice does not imply a judgment; it 
simply means that the reviewers have evaluated 
the books in fewer words than in the previous 
section. 


Evotvinc Concerts IN PSYCHIATRY. Edited 
: b 
pee: A P ON M.D., and Charles L 
‘oss, M.D. New York: Grune & ; 
1969, 166 pp., $9.75. RM S 


This book is a collection of papers presented 
at the M the 50th an- 
niversary of Timber iatri i 
Dalles d awn Psychiatric Center in 
, In a day of narrow specialization it i - 
light to note the broad interest and inn ipd 
vision of the leaders of American psychiatry 
who participated in the program. Francis Brace- 
land discusses “Psychiatry: Past, Present. Fu- 
ture" and “Biological Research Developments 

in Psychiatry." Francis Gerty comments upon 
the development, leadership, and service po- 
tential of the private psychiatric hospital. Henry 
Brosin covers the varied topics of the use of 
microanalysis of sound film in the mental status 
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examination and “Acculturation, Language and 
the Secondary Process." 

The dean of college psychiatrists, Dana Farns- 
worth, shares with us his views on "Psychiatric 
Services in Colleges and Ethical Issues in Psy- 
chiatric Practice." Lawrence Kolb takes a new 
look at psychotherapeutic evolution and reviews 
the value of consultation. Herbert Modlin dis- 
cusses the variety of psychiatric reactions to 
accidents. The final chapter, Herbert Modlin's 
discussion of “The Psychiatrist at Sea: An 
Illustrated Lecture on Community Navigation," 
begins with an amusing and fanciful analysis of 
the forces impinging on society and psychiatry 
but continues with a serious and thought-pro- 
voking review of the assets and pitfalls of com- 
munity psychiatry for the delivery of care, train- 
ing, and research. 


FRANCIS DE MARNEFFE, M.D. 
Belmont, Mass. 


Das BitD DES GEISTESKRANKEN IN DER OFFENT- 
Licukeit. By Martin Jaeckel and Stefan 
Wieser. Stuttgart, Germany: Georg Thieme 
Verlag, 1970, 93 pp., DM 33. 


Dr. Jaeckel is a social scientist in Pittsburgh, 
and Professor Stefan Wieser is director of the 
psychiatric clinic of the city of Bremen, Ger- 
many. They have joined forces, in the first part 
of this book, to poll public opinion on the men- 
tally ill; in the second part they have attempted 
to specify the “controversial status" of the men- 
tally ill person as an "outsider," to define the 
outsider’s role and his image in the population. 
The authors make great efforts in the first chap- 
ter to arrive at a concept of the mentally ill and 
to deal with multifold biases about the mentally 
ill as well as stereotypes, such as “‘you are crazy» 
and the dichotomy of normality versus abnor- 
mality. 

As a basis for their project, the authors used à 
random sample of the adult population of E 
men, i.e., persons born prior to 1945. A relatively 
high ratio of people contacted (25 percent) re- 
fused to cooperate. There were 150 interviews, 
each lasting about one and one-half hours. A 
included in the project was a questionats 
which is reprinted in the book. The authors s 
that the following steps need to be taken Im Sir 
to inform the public about the mentally ill: S i 
the sociability of the mentally ill or for 
mentally ill; determine how one may ve 
aware of the behavior and achievements of k 
mentally ill; and determine when and how 07. 
to understand the mentally ill, their motita 
al presume, to obtain help), and their socia 
vironment. x 

This book has the merit of applie 
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“applied psychiatric principles, and concrete 
findings, which (I believe) can be found any- 
where. There is an index and a short but ample 
bibliography of literature from both hemi- 


spheres. 


HANS A. ILLING, PH.D. 
Lynwood, Calif. 


BackcRouvp to Micraine. Edited by Robert 
Smith, M.A., M.D. New York: Springer- 
Verlag, 1969, 85 pp., no price listed. 


This small book represents the edited proceed- 
ings of the second Migraine Symposium, spon- 
sored by the Migraine Trust. It can stand as a 
worthy companion to the first volume of this 
Series. The Migraine Trust was established to 
promote research in the problem of migraine, 
and it did not seek in its first two volumes to se- 

lect any particular approach. Thus this book 
contains a range of topics from enzyme histo- 


Whilst my physicians by their lo 
Cosmographers, and I their map, 


Flat on this bed. 
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chemistry to the pharmacotherapy of migraine 
in aviation. ' 

The book contains nine papers. McArdle 
briefly discusses the variants of migraine. Papers 
dealing with therapeutic agents in the treatment 
of migraine are presented by Foster, Barrie and 
colleagues, and Cerletti and Berde. Diet and the 
effect of tyramine in inducing migrainous head- 
ache are discussed by Hannington. The last 
paper is the second Sandoz Lecture, presented 
by Sir Derrick Dunlop, on the therapeutics of 
migraine. This lecture covers the pharmacological 
treatment of migraine and important factors in 
its prevention. 

The psychological aspects of migraine and 
psychotherapy are given minimal attention in 
this text. The book is recommended for the phy- 
sician and investigator working in the field of 
headache. It will be of limited interest to the 
psychiatrist. 


ARNOLD P. FRIEDMAN, M.D. 


Bronx, N. Y. 
ve are grown 
who lie 
—JouN DONNE 
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Discoveries iN Brotocicar. PSYCHIATRY. Edited a 

Frank J. Ayd, Jr., M.D., and Barry Blackwer 
The following books have been received: the eae ete: J. B. Lippincot E 
courtesy of the sender is acknowledged by this 243 pp., $6.50. 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. Human Memory anv Irs Parnotocy. By Jen 

Barbizet, translated by D. K. Jardine. " 


GRUPPENDYNAMIK DER AGGRESSION: BEITRÁGE zur Francisco: W. H. Freeman and Co., 1970. 
PSYCHOANALYTISCHEN THEoRiE. By Günter pp., $5. 
UM Pinel-Publikationen, 1970. 
.. DM 9, 5 à i 
pP 9,80 (paper) Kinesics anp Context: Essays ON Boor Maule 
Comme Ray L. Birdwhistel’. 
Your Crito AND You. By Arnold Arnold. Chicago: be Use) of Pennsylvania ie 4 
Henry Regnery Co., 1970, 267 pp., $5.95. 1970, 338 pp., $3.95 (paper). 
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Blachly, M.D. Springfield, Il.: Charles C 
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Pacific Commission, 1970, 64 pp., 80 Austral- 
lan cents (paper). 


Onicins or PsvcuornanRMACOLOGY: From CPZ to 
LSD. By Anne E. Caldwell, M.D. Springfield, 
Ill.: Charles C Thomas, 1970, 211 pp., $12. 
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Research Aspects of 
Community Mental Health Centers: 
Report of the APA Task Force 


Since the implementation of the community 
mental health centers legislation six years ago a 
diversity of programs, clinical practices, and or- 
ganizational patterns have evolved as states and 
local communities responded to needs and cir- 
cumstances. As of Fall 1970, approximately 420 
centers have been funded by NIMH for construc- 
tion and/or staffing; more than 245 centers are 
now in operation. 

In these initial efforts the emphasis has been on 
construction, staffing, training, and development 
of services. Now, however, it is appropriate that 
we strengthen research activities aimed at describ- 
ing and evaluating the extent, efficiency, and ef- 
fectiveness of these community mental health 
center programs. Some research activities would 
be action oriented in the largest sense, aimed at 
understanding the conditions under which com- 
munity mental health centers are efficient and ef- 
fective, At the same time other research activities 
should clarify and strengthen the theoretical and 
scientific bases of community mental health cen- 
ters and provide information to enhance their op- 
erations. 

, The need for research and evaluation is par- 
ticularly important for the federal community 
mental health center program. This program 
represents only a fraction of the nation's total 


In 1968 the American Psychiatric Association, 
through its Council on Research and Development, €s- 
tablished a Task Force on Research Aspects of Com- 
munity Mental Health Centers. ‘This report highlights 
salient issues that the task force felt were of pressing 
importance and offers recommendations for meeting 
these issues. 

Members of the task force were Gerald L. Klerman, 
M.D. (chairman), Sheppard G. Kellam, M.D., P. Her- 
bert Leiderman, M.D.. and Alvin M. Mesnikoff, MD: 

The members of the task force wish to thank H. Jack 
Geiger, M.D., School of Medicine, Tufts University, 
Boston, Mass., who served as consultant, and Donalc 
Lunde, M.D., Department of Psychiatry, Stanford Uni- 
Toon Stanford, Calif. who served as Falk Fellow, 
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mental health services. The states and to a lesser 
extent the local communities continue to support 
the preponderance of mental health services. 
However, the federal program, with its five re- 
quired services and its provision for defined catch- 
ment areas, has accelerated the thrust toward 
community responsibility for mental health care. 
Given these provisions, the potential exists for 
mental health programs with truly epidemiologi- 
cal significance. The specification of a defined 
population to be served—the catchment area— 
ultimately allows for measures of incidence and 
prevalence and for the assessment of primary, 
secondary, and tertiary prevention efforts. Ac- 
tually, however, our current service and research 
techniques and resources are far from achieving 
these long-term epidemiological and preventive 
oals. Consequently, our immediate research ef- 
forts should be aimed at evaluating intermediate 


goals and component services. 


Research Needs in Community 
Mental Health 


There are compelling reasons why research in 
community mental health is important—not only 
for the university, the mental health research 
community, and the professionals and other men- 
tal health workers involved in the delivery of 
services, but also for the communities being 
served, the state and federal agencies making de- 
cisions on programs and funding, and the legisla- 
tures responsible for continuing statutes and ap- 
propriations. Such research is desirable not only 
for its intrinsic value but also for pragmatic rea- 
sons, to support delivery of mental health ser- 
vices. Far-reaching evaluation research efforts 
will contribute to critical self-awareness on the 
part of the mental health center movement, there- 
by sustaining responsible involvement on the part 
of the professional community and the general 


public. 
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The history of mental health programs shows 
cycles of reform and decay, of promises made and 
expectations unfulfilled. Therapeutic claims have 
often been unsubstantiated by experience and ex- 
periment, Our current knowledge of the nature, 
causes, and treatment of mental illness, while sig- 
nificantly advanced over previous decades, is still 
inadequate to validate comprehensive programs 
of prevention and treatment. Given this situation 
research is continually required to test the validity 
of new ideas and to establish the efficacy of new 
treatments. 

The community mental health center program 
has generated a diversity of clinical services, com- 
munity activities, and administrative arrange- 
ments with complex linkages to general hospitals, 
health agencies, and social welfare programs. 
These innovations in clinical practice and organi- 
zation represent the equivalent of "experiments 
in nature,” and they should be documented so 
that they may be compared and evaluated. 

In individual community mental health centers 
accurate and detailed information on the patients 
served and on the nature of services rendered is 
essential for internal management, social account- 
ability, and program appraisal. In addition to in- 
formation on clinical services provided to persons 
defined as mentally ill, individual centers require 
information about needed services—the extent to 
which those who might benefit from services are 
Not being served. Moreover, with the increasing 
emphasis on local determination of goals and 
priorities, decisions must be made about scarce 
resources, especially monies, facilities, and per- 
sonnel, Ideally, these decisions should be based 
on adequate knowledge of current needs and con- 
fidence that the programs initiated will lead to 
attainment of the desired goals. 

For local communities, research can ascertain 
the extent to which needs are being met. To 
maintain the responsiveness of mental health pro- 
grams to changing needs, detailed information is 
needed about the people served and the services 
rendered. The viability of local programs and 
community responsibility ultimately may rest on 
demonstrations that all segments of the commu- 
nity are receiving needed services, and if they are 
not, whether the programs change to fill these 
needs. 

Furthermore, the nation is in the midst of a 
crisis regarding the organization and delivery of 
health services in general. With concern over in- 
creasing costs, we can expect mounting demands 
for data on efficiency and effectiveness. As funds 
become increasingly scarce the bases for alloca- 
tion become stringent. All decisions about pro- 
gram planning and administration require 
choices; as funds decrease the allocation of re- 
sources becomes paramount. 
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Activities Pertinent to Research and Evaluation 


Among the many activities and endeavors con- 
ducted by and in mental health centers, three are 
pertinent to research and evaluation. These are: 
program description, program evaluation and 
“action research,” and basic research, The task 
force proposes that program description activi- 
ties are necessary for all centers. However, only 
selected centers should be involved in program 
evaluation and action research or in basic investi- 
gations related to community mental health. 

We consider program description an essential 
activity for all community mental health centers; 
it is required for good clinical care and adminis- 
trative review. More is meant by “program de- 
scription” than narrative review of progress and 
programmatic activities. For full evaluation, pro- 
gram description entails a form of “program 
audit”: details concerning the characteristics of 
people served and information about the types of 
services provided by the various components of 
the center and the results of these services. 

While such information does not itself consti- 
tute research, it provides the bases for comparison 
and analysis. At a minimum, standardized in- 
formation should be collected about the charac- 
teristics of patients and communities served (i.¢., 
age, sex, census tract, racial and ethnic identity, 
social class, and clinical, social, and diagnostic 
features), the types of services provided, and the 
cost and mode of payment. Without such infor- 7 
mation, individual centers cannot effectively de- 
scribe or monitor—let alone evaluate—their own 
programs. Moreover, comprehensive evaluation 
cannot be undertaken unless this information Is 
available for significant numbers of centers. — 

Program evaluation involves more sophisti- 
cated types of data than description and requires 
more complex research design and methodology. 
Program evaluation aims to establish efficacy 
and efficiency; its efforts include total systems 
analysis, studies of the impact of mental health 
centers upon state hospital systems, studies 0 
linkages with other social and welfare agencies: 
and evaluation of individual therapeutic modali- 
ties and service programs and their comparative 
costs and effectiveness. 

Action research is an important comp x 
program evaluation. The process of assembling 
information about clinical service or community 
dynamics may itself become a stimulus to great? 
awareness and change. Where the goal of Am 
mental health program involves innovation E 
clinical programs and change in group or RU 
munity dynamics, the complexities of actio 
search come into play. Information is require m 
the effect of research and change upon the insti j 
tion. There are attended and unattended const 
quences of social action; evaluation is necessary 
to ascertain the relative balance of such changes: j 
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Basic research is concerned with underlying 
mechanisms and enduring processes. In discuss- 
ing research it is customary to distinguish be- 
tween research and evaluation, particularly in 
government and industry and in the physical 
sciences and engineering. In community mental 
health, basic research efforts would attempt to 
uncover processes related to the nature of mental 
illness in social systems and the functioning of 
community mental health care systems. Where 
program description and evaluation are goal di- 
rected, basic research attempts to develop and 
test hypotheses and to relate the concepts and 
methods of community mental health programs 
to theoretical, biological, social, and psychologi- 
cal knowledge. In these contexts the community 
mental health center program has considerable 
potential for stimulating research in areas such as 
population genetics, the influence of family back- 
ground and social ecology upon personality de- 
velopment and family functioning, intergroup dy- 
namics, the psychology of ethnic identification, 
m political processes in health and welfare sys- 
ems. 


Recommendations 
Effective Participation in Research by the 
Communities Served 

It is desirable that research programs in and 
by community mental health centers actively seek 
the understanding, support, and sanction of their 
“communities. While this may be especially perti- 
nent for centers serving inner city ghetto commu- 
nities, it is relevant to all community mental 
health centers. The guidelines for various federal 
health programs require consumer participation 
and citizen involvement at all levels of decision 
making. Applied to research, community mental 
health boards or other citizen groups should be 
involved in setting priorities, in planning for re- 
search, and in the evaluation and interpretation 
of research findings. Psychiatrists and other men- 
tal health professionals emphasize direct clinical 
services, while community groups are often inter- 
ested in institutional and environmental changes 
as well as in preventive and rehabilitative pro- 
grams. Given these different emphases, efforts at 
collaborative decision making are mandatory. 

These collaborative efforts should proceed at 
two levels simultaneously: individual mental 
health professionals need to develop effective 
liaisons with the residents of the communities 
served, and mental health institutions need to 
effect better relations with formal agencies and 
informal structures within their local communi- 
ties. These efforts are particularly salient where 
university programs and medical schools are in- 
volved. Efforts at collaboration have special rele- 
vance for research workers, who may not be 


Amer. J. Psychiat. 127:7, January 1971 


995 


providing a direct service. Further study is need- 
ed to understand the forms of collaboration that 
evolve and the types of relationships among in- 
dividuals, institutions, neighborhoods, and com- 
munities that enhance or deter such research col- 
laborations. 

Moreover, local communities can contribute 
to the personnel and manpower involved in re- 
search, Recruiting personnel and manpower from 
the local communities serves a number of impor- 
tant functions. First, experience shows that some 
communities, particularly inner city ghettos, may 
resist the initiation of research. They may feel 
that research not only lacks relevance, but also 
uses them as “guinea pigs” for universities and 
research institutions. Recruiting research man- 
power from the community being served and the 
community’s participation in the projects would 
facilitate its acceptance of a research project. Ac- 
tive and continuing involvement by residents in 
research can contribute to collaborative relation- 
ships between the center and its community. 

Second, there are shortages of behavioral sci- 
entists and mental health investigators who know 
about community dynamics and who are capable 
of conceptualizing mental health problems in 
these terms. Without such knowledge and with- 
out legitimate sanction and access to the commu- 
nities, research programs cannot be effectively 
undertaken. 

Third, research jobs contribute to the develop- 
ment of careers for ghetto residents. 

Fourth, the process of acquiring information 
and its distribution in planning may have signifi- 
cant effect in advancing the community's sophisti- 
cation and ability to plan its own programs and 
monitor and manage its resources. Ultimately 
this knowledge should increase the base of inter- 
est and involvement in community decision mak- 
ing. Thus research can be part of a larger process, 
in which participation may reduce lethargy and 
apathy and contribute toward improved commu- 
nity mental health. This process itself requires 
investigation. 

Developing a Comprehensive Information Base 
for Program Description 

It is essential that all community mental health 
services generate information that adequately de- 
scribes the populations served and the services 
rendered. The development of such information 
systems is basic to clinical service, program man- 
agement, and research. 

There is a strong need for standardized infor- 
mation systems that characterize patients and 
communities served and document the nature of 
services rendered. The National Institute of Men- 
tal Health (NIMH) has made substantial con- 
tributions to developing such standard informa- 


tion systems, both by its own activities and 
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through extramural research support. For many 
years the NIMH Biometry Branch has gathered 
information from all mental health facilities. The 
Southern Regional Conference on Mental Health 
Statistics has devoted attention to definitions of 
terms. Of current major importance is the auto- 
matic record system being developed by the 
Multi-State Information System (MSIS) pro- 
gram, which is supported by NIMH funds. How- 
ever, a model program is needed to unite a net- 
work of community mental health centers funded 
by NIMH, even though these do not provide 
the total mental health services of the nation. This 
network would be similar to the model reporting 
area for state mental health programs developed 
by the NIMH Biometry Branch but would be 
specifically directed at the community mental 
health center program. 

To develop such information, collaboration 
among a number of centers is needed. Techniques 
are needed to document the characteristics of in- 
dividual patients and families served; to describe 
total communities and segments of the communi- 
ties; and to describe and analyze innovative types 
of services (for example, mental health education, 
consultation, and home visits) and traditional di- 
rect clinical services (for example, outpatient, in- 
patient, etc.). In addition, the information system 
should include follow-up and outcome criteria al- 
lowing case evaluation of services provided by 
both direct and indirect programs. Such informa- 
tion would allow a comparison of efforts and 
services and give some indication of services pro- 
portional to need. In addition, information is 
needed about linkages between mental health 
centers and newly developing comprehensive 
health centers. Data are needed to allow com- 
parisons between mental health services delivered 
via community mental health centers per se and 
those delivered by centers that are integrated into 
comprehensive health programs. These diverse 
needs may require multiple information systems. 

Serious problems arise in the funding of this ef- 
fort. The current requirement of matching funds 
has served as an obstacle to the development of 
information systems and research and evaluation 
programs. Many local communities have been 
unable to provide the matching funds for pro- 
gram description and research activities. We rec- 
ommend that special grants not requiring match- 
ing funds be provided to support these basic data 

and information systems. 


Evaluation Research Undertaken by Selected 
Community Mental Health Centers 


Only a limited number of community mental 
health centers have sufficient manpower and ex- 
perience to undertake evaluation research, Se- 
lected evaluation and research programs should 
be supported, especially in mental health centers 
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affiliated with universities and medical schools, 
University and medical school participation 
could correct the critical shortage of research 
manpower in community mental health. The lim- 
ited amount of research to date is a consequence 
of this shortage. The formation of training cen- 
ters should be encouraged, particularly where de- 
partments of psychiatry or schools of public 
health are involved with community mental health 
centers. These units should be given support to 
undertake training research scientists in this field. 
However, as university and medical school re- 
search is supported, it is important to recognize 
and support the value of research programs not 
directly related to universities but having other 
institutional bases. 

Moreover, it is our considered judgment that 
it is not the appropriate time for total evaluation 
of comprehensive programs. The heterogeneity 
of centers may require developing several models 
for program evaluation. Considerably more re- 
search is needed on the methodology of informa- 
tion systems, program analysis, and comprehen- 
sive assessment. Program assessment techniques 
are not sufficiently advanced to allow global pro- 
gram evaluation. We recommend that emphasis 
be placed on the evaluation of treatment com- 
ponents, i.e., day hospitals, home treatment, and 
emergency care; and on the evaluation of pro: 
grammatic concepts such as “continuity of care 
or "financial accessibility of facilities." These 
special components can be studied in experimen- 
tal programs or surveyed broadly across a variety 
of naturally occurring programs. : 

A related area for evaluation is the linkage of 
community mental health centers with relate: 
health, education, and welfare programs. The re- 
quirement for integration is the development 0 
linkages and cooperation with state hospitals, 
welfare departments, and educational institutions. 
Appropriate models for documenting such inter" 
actions and their consequences are needed as 
trends to accelerate toward more comprehensive 
health, education, and welfare integrations. p 

The community health center program was A 
signed to integrate mental health services ee 
defined population area. While it is true that a 
techniques for studying organizations in cornia 
nities and comparing programs are still pd 
quate, increasing sophistication of.research med 
odology is developing in psychiatry and sul 
mental health disciplines, especially as 2 Waf 
of research in psychotherapy, psychophar less, 
ogy, epidemiology, and biostatistics. No um 
we must recognize that our research metho e e 
and technology require strengthening even a 
undertake these efforts. " 
Regional Support for Research in Community 
Mental Health 


e tem 
We recommend the establishment of a 555 


gi 
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of regional support for the development of infor- 
mation systems and research programs in com- 
munity mental health. As a beginning, research 
consultants could be assigned to the NIMH 
regional offices. These consultants would con- 
tribute to the development of standardized data 
systems. Furthermore, by being available to in- 
dividual centers planning research projects, they 
could help enlarge the base for evaluation re- 
search and basic investigations. Ample prece- 
dents exist for such research consultation in 
current NIMH activities. NIMH extramural 
research programs, especially in psychopharma- 
cology and biometrics, have long experience in 
providing consultation and guidance to investi- 
gators developing research programs. 

As a later development, we foresee the desir- 
ability of a small number of regional mental 
health research centers provided with continued 
support that offer consultation and training and 
are mandated to initiate research on community 
mental health and coordinate research among 
collaborating centers. The success of the NIMH 
Regional Primate Research Centers offers an im- 
portant precedent for this type of regional activi- 
ty. Similar programs were proposed for the epi- 
demiology center of NIMH, but progress in 
implementation of the field stations for epidemi- 
ological research has been slow. Review of these 
needs by NIMH is desirable to support develop- 
ment of information systems and research pro- 

r. grams with regional as well as national implica- 
tions. 


Strengthening Community Mental Health 
Research Activities at NIMH 


At this time it is appropriate to strengthen the 
research and evaluation activities of the National 
Institute of Mental Health— particularly the Divi- 
sion of Mental Health Services—including de- 
veloping such a policy for research and develop- 
ment. With the initial emphasis on developing 
facilities and initiating services, NIMH has not 
yet developed an overall policy on research strat- 
egy in community mental health. 

_A research and development policy in commu- 
nity mental health services requires priorities at 
a number of different levels. At the highest level 
of policy, high priority needs to be given to de- 
veloping research and evaluation functions intra- 
murally and extramurally. Considering the need 
for services, it is understandable that the first 
thrusts have been toward creating programs at 
the local level and the mechanisms for their initi- 
ation and support at the state, regional, and fed- 
eral levels. However, the time is now appropriate 
to give increasing attention to research and cvalu- 
| ation activities, especially in view of the difficul- 

ties in funding and the demand for evidence of 
. — efficacy and effectiveness. 
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Moreover, the diversity of the goals of the com- 
munity mental health center movement now re- 
quires specification of the intermediate goals and 
the component program objectives, At the na- 
tional level, more effort is needed to describe the 
variety of programs being funded and the extent 
to which they are achieving their goals and ob- 
jectives. In this it would seem reasonable to un- 
dertake comparative studies of community men- 
tal health centers as to their program emphases, 
funding patterns, staffing patterns, and clinical 
and administrative practices. Although intensive 
comparisons may still be premature, broad sur- 
veys—supplemented by studies in depth and se- 
lected programs—could be undertaken immedi- 
ately. 

As a corollary to this, NIMH should develop 
mechanisms to coordinate its various research 
programs relevant to community mental health 
and link them with similar research conducted by 
the Department of Health, Education, and Wel- 
fare (HEW), especially in community health ser- 
vices and child health programs. 

While it has been the policy of NIMH to give 
high priority to research support, it must be ac- 
knowledged that in the area of community mental 
health this policy has not been implemented with 
the attention required by the newness of the pro- 
grams and their scope. The time is propitious to 
correct this imbalance. 

Implications for Legislation 

Congress and the state legislatures are currently 
reviewing and continuing existing legislation and 
proposing new legislation for mental health care. 
Review of funding provides continued monitor- 
ing and renewed interest in community mental 
health. In these interests, it is important that leg- 
islatures become sensitive to research implica- 
tions for the mental health program, Such aware- 
ness has produced various amendments to HEW 
legislation specifying that minimum amounts of 
monies (usually one percent) be made available 
for research activities. For example, Congress al- 
lotted funds for evaluation in several legislations, 
including the Child Health Act of 1967, the Ele- 
mentary and Secondary Education Amendments 
of 1967, the Partnership for Health Amendments 
of 1967, and the Vocational Rehabilitation 
Amendments of 1968. Considering the severe cri- 
sis in mental health funding and the increasing 
concern over services rendered, these efforts 
should be not only continued but further aug- 


mented. 


Conclusions 


After seven years of development and growth, 
the time is now appropriate to evaluate the effi- 
ciency, effectiveness, and relevance of the com- 
munity mental health center program. In view of 
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these considerations, we offer six recommenda- 
tions. These are: 1) effective participation by com- 
munities served; 2) development of a comprehen- 
sive information base for program description; 
3) evaluation research undertaken by selected 
community mental health centers; 4) regional sup- 
port for research in community mental health; 5) 
strengthening the NIMH community mental 
health research policy and program; and 6) great- 
er awareness by Congress and the state legisla- 
tures as to the need for evaluation research. 

The nation’s health care system is undergoing 
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review and analysis; new patterns of funding, — | 
training, and services are being planned. More- 
Over, we can expect trends toward comprehensive 
programs in which mental health services are 
linked with public health, education, and social 
welfare. Anticipation of these trends renders 
evaluation research all the more crucial. The ex- 
perience of the community mental health centers 
program can contribute to these new develop- 
ments. Research efforts reflecting the program 
experiences can contribute to rational public pol- 
icy in these new endeavors. 
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Sleep Need: How Much Sleep and What Kind? 


BY ERNEST HARTMANN, M.D. FREDERICK BAEKELAND, M.D. 
PREMERI CROW , M.D, GEORGE ZWILLING, 


The authors studied 29 healthy men who 
habitually slept nocturnally for long or short 
periods. The short sleepers were efficient, 
hardworking, and somewhat hypomanic; the 
long sleepers tended to be anxious, de- 
pressed, and withdrawn. Both groups had 
similar slow-wave.sleep (SWS) time, but the 
long sleepers had twice as much D (REM) 
sleep. The authors suggest that there are two 
Separate requirements—a relatively constant 
requirement for SWS and a requirement for 
D sleep that is related to the individual's per- 
sonality and life style. 


W: PRESENT the results of a large- 
scale psychological and physiological 
Study of long and short sleepers—persons 
who appear to require considerably more or 
less sleep than most of us. 

The study was intended to answer at least 
two sets of questions. The first one is the 
Physiological question of what kind of sleep 
do long and short sleepers obtain and in 
what proportions. Now that we can classify 
mammalian sleep into two qualitatively dif- 
ferent states—synchronized or non-rapid eye 
movement (NREM) sleep (S) and dreaming, 
desynchronized, or REM sleep (D)—it would 
be interesting to know whether certain quan- 
tities of one or the other are required by 
everyone, and whether one or the other is 
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relatively dispensable. 

In man, S sleep is traditionally divided 
into stages | through 4; stage 4 comes earli- 
est in the night and appears to be the ““deep- 
est" Again, it would be useful to know 
man's requirements for these different 
stages, and this could be studied by looking 
at extreme cases—the long and short sleep- 
ers. The second question, a psychological 
one, is; What personalities, life styles, and 
psychodynamics characterize our two some- 
what unusual groups of subjects, persons 
who habitually sleep less than six hours and 
persons who sleep more than nine hours 
every day. 

Both the physiological and psychological 
data may give us clues to a more fundamental 
question: What are the functions of sleep? 
One approach for studying this is of course 
to investigate sleep deprivation. Although 
many such studies exist, they have not been 
very fruitful in elucidating basic functions. 
In this study we hope to take advantage of 
an experiment in nature by studying persons 
at two ends of what is presumably a contin- 
uous sleep-need distribution. The physiologi- 
cal results may tell us what portions of sleep 
are perhaps needed equally by everyone and 
thus presumably fulfill some basic biological 
function, and what portions are either dis- 
pensable or are needed in differing amounts, 
The psychological studies can give us some 
clue as to the kinds of persons or the kinds 
of daytime activity and style that are associ- 
ated with these differing sleep needs. 

With these aims in mind, we attempted to 
find populations of persons who truly had 
different sleep needs; this may be different 
from finding persons who obtain different 
amounts of sleep. There are obviously in- 
somniac persons who sleep only five or six 
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hours a night but complain of this and seek 
treatment. Such insomniacs have been the 
subjects of other studies, but they were not of 
interest to us, since they probably required 
more sleep than they were getting. Also, it is 
easy to find students and others who sleep 
only a few hours a night for weeks but then 
"catch up" on Sundays, after an examina- 
tion, and so forth. Here again one cannot 
say that their sleep need is actually low. 


Method 


Subject selection took place in a series of 
steps. At each step some subjects were elimi- 
nated from further study, but the data ob- 
tained were kept for later evaluation. 

Notices were placed in major daily news- 
papers in Boston and New York asking for 
men over 20 years of age who always slept 
more than nine hours or less than six hours 
per day. The notice mentioned that subjects 
would be paid for participation in a medical 
study of sleep. 

More than 400 persons responded to the 
ads and called one of the two. participating 
sleep laboratories, Of these, about one-third 
were eliminated during a telephone conversa- 
tion because they had misunderstood the ad, 
and so forth. A set of forms was then mailed 
out to the remaining 260 subjects. These 
forms consisted of: 


1. A sleep log to be filled out daily for at 
least two weeks; this simply asked, each day, 
for the time the subject went to bed, the time 
he arose, the hours he estimated he slept, any 
naps, and any dreams. 

2. A sleep history form asking various 
questions about habitual length of sleep, 
whether the subject ever needed to catch up 
on sleep, how long it took him to get to sleep 
and to feel fully awake in the morning, and 
also about medical illnesses, medication, 
alcohol, drugs, and so forth. 

3. The Cornell Index, a form consisting 
of 101 simple questions about medical and 
psychosomatic conditions to be answered 
"true" or "false." 

4. The Rotter Incomplete Sentences Test 
—a relatively quantitative and easily scorable 
psychological test. 

At this stage, screening purely by mail, we 
eliminated subjects from further study for 
any of the following conditions: if their home 
sleep log showed a mean sleep time that was 
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not less than six or more than nine hours per 
day or if two or more nights in two weeks 
did not fall into the indicated range (more 
than nine or less than six hours); if the sleep 
history form showed a marked variation in 
sleep times or a pattern of long or short sleep 
that had not persisted for at least six months; 
if a serious medical or psychiatric illness 
were present; or if they scored eight or more 
on the Cornell Index or 130 or more on the 
Rotter test. In other words, subjects were 
not studied further if they showed either an 
unstable pattern of long and short sleep or if 
they showed evidence of considerable medi- 
cal, psychosomatic, or psychiatric impair- 
ment. Of the 227 subjects who returned 
these forms, 52 were both accepted and actu- 
ally appeared for further study. 

These subjects came to the laboratory and 
were given a 20-minute psychiatric interview 
and the Minnesota Multiphasic Personality 
Inventory (MMPI). Subjects were not stud- 
ied further if they scored two standard devia- 
tions above normal on any MMPI scale ex- 
cept Pathological Sexuality (male sexual in- 
version) (Mf).! The psychiatric interview 
briefly explored personality characteristics 
and also investigated any areas that appeared 
problematic on the basis of the previous psy- 
chological tests. The typical sleep pattern was 
further clarified, some family sleep history 
was obtained, further drug history was ob- 
tained (we wished laboratory study subjects 
to be as drug-free as possible), and the labo- 
ratory studies were explained to subjects 50 
that any questions or fears about them coul 
be discussed. Subjects were eliminated on the 
basis of the interview if they were judged? 
be psychotic, grossly unreliable, or in a rapit" 
ly changing state, such as an acute neurosis, 
or if they were taking drugs or medication : 
any kind except occasional alcohol an 
nicotine. 1 

After these procedures 38 subjects were RÀ 
cepted for laboratory study: 29 actually ap 
peared and completed the entire laboratory 
procedure. In addition to laboratory us 
each of the 29 subjects was given a longer 
least one hour) psychiatric interview and 
California Personality Inventory (CPI). iy 

Each subject then slept in the laborato 
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for eight nights. The first two nights, spaced 
about one week apart, were considered adap- 
tation nights. Nights 3, 4, 5, and 6, about one 
week after night 2, were consecutive nights in 
the laboratory. On nights 3, 4, and 5 subjects 
were given their usual indicated sleep time, 
but on night 6 they were allowed to sleep.as 
long as they wished. This gave us an opportu- 
nity to study changing patterns over the 
four nights and allowed us to pick up any 
signs that the short sleepers were becoming 
sleep deprived over the four nights. Shortly 
after awakening, on nights | through 6, sub- 
jects took a 30-minute Wilkinson Vigilance 
Task (1, 2), a test especially sensitive to sleep 
loss, to determine morning functioning on 
such a test and, again, to pick up any devel- 
oping sleep deprivation. 

Nights 7 and 8 were spaced about one 
week apart. They were dream recall nights 
and will not be discussed in this paper. 


Results 


We had hoped, in addition to gathering 
psychological data on a large number of sub- 
|. jects, to find ten laboratory subjects in each 
l of these four groups: young (age 20-34) 
| long sleepers, young short sleepers, older 
I (35-49) long sleepers, and older short 
sleepers. It proved almost impossible to ob- 
tain subjects in the older long-sleep group; 
only one was actually studied in the labora- 
tory. A number of such subjects originally 
applied, but they were all eliminated for var- 
ious reasons during the screening. We consid- 
ered lowering the sleep cutoff point from 
hine to eight and one-half hours but found 
that this would still not obtain subjects. 
It is possible that there really are no per- 
Sons over 35 who routinely sleep nine hours a 
night; certainly there did not appear to be 
many. However, it is also possible that such 
persons simply were not interested in taking 
part in experimental studies. For a number of 
obvious reasons, including financial status, 
there is more interest in such studies among 
, the 20-34-year-old group. In any case, we 
! have solid data for the four groups for the 
|. psychological screening tests, but for only 
| three groups for analysis of the physiological 


Sleep data—ten young short sleepers, eight 
young long 


Older short sleepers, and ten 
Sleepers, j 
The interpretation of the psychological 
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studies and interviews is quite complex and 
will be reported in more detail elsewhere. We 
shall summarize these results briefly and then 
concentrate on the physiological sleep re- 
sults, Our chief focus here will be in pre- 
senting results on the long versus the short 
sleepers, but we will also present data com- 
paring the older and young short sleepers. 

In the psychological tests, long and short 
sleepers could be compared at the various 
stages in our screening procedure. Compar- 
ing the large groups who filled out the origi- 
nal sleep histories and Cornell indices, there 
was such great variability in both the long- 
and short-sleep groups that no significant 
results were obtained. 

Certain differences did emerge between 
the smaller groups remaining after 
screening? On the MMPI short sleepers 
scored significantly higher (p <.01) than long 
sleepers on the Lie (L) scale, indicating a 
greater tendency to want to appear normal 
or acceptable. Long sleepers scored signifi- 
cantly higher (p <.01) on the Social Intro- 
version (Si) scale, indicating a greater ten- 
dency toward social “introversion” or 
withdrawal. On the CPI short sleepers 
scored higher (p «.01) on scales indicating 
social presence, sociability, and flexibility. 
This and the overall CPI profile showed the 
short sleepers to be more socially adept and 
more dominant in their relationships with 
others. 

Our summaries of the interviews and his- 
tories showed the following: Short sleepers 
were all either employed full-time—often 
more than full-time—or were in school full- 
time, and often both. Several reported 
working 70 to 80 hours per week. Histories 
indicated that they had usually started sleep- 
ing their short hours about age 16 to 18, with 
increasing pressures from school and work, 
but unlike most other persons they had 
found that they could do it and manage eas- 
ily and even enjoy getting shorter amounts 
of sleep than previously. i 

The vocations of the short sleepers in- 
cluded engineering, business, carpentry, and 
contracting; a number of the ones still in 
school were studying engineering, business, 
and economics. The short sleepers seemed 
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TABLE 1° 


Sleep Patterns of Long and Short Sleepers: ie 
Minutes Spent in Each Stage (Mean + Standard Deviation) 


LONG SLEEPERS 


STAGE (AGE 20-34) 
Awake 44.2 (+39.4) 
Stage 1 17.3 (416.0) 
Stage 2 261.4 (+73.7) 
Stage 3 22.5 (+ 8.6) 
Stage 4 47.4 (+30.4) 
SWS (3 + 4) 69.9 (+33.0) 
D state 121.2 (435.5) 


Total sleep 514.0 (+55.8) 


SHORT SLEEPERS 


(AGE 20-34) 


113( 73)* 
8.1 (+ 6.0) 
167.2 (315.7)! 
25.0 (+10.0) 
53:3 (+19.5) 
78.3 (+23.9) 
65.2 (415.8)! t 
330.1 (+27.7)' * 


150.3 (+35.2) — 
196 (2 7.2) 


"See text for abbreviations used in this and following tables. 
* * Significantly different from long sleepers: p<.05 (two-tailed t test). 
* "i Significantly different from young short sleepers: p<.05 (two-tailed t test) 
Significantly different from long sleepers; p<.01 (two-tailed t test). 
Significantly different from long sleepers; p<.001 (two-tailed t test), 


quite confident about their job or school 
choices, with relatively little hesitation or 
vacillation; similarly, they took the sleep 
studies completely in their stride, with no 
complaint or worries about the experimental 
conditions. They were generally somewhat 
conformist and Establishment-oriented in 
their job choices and their opinions, 

Psychologically, they appeared to be a 
successful and relatively healthy group with 
little overt psychopathology, although some 
had mild compulsive traits. Their entire life 
style involved keeping busy and avoiding 
psychological problems rather than facing 
them. Several of them, when asked about 
their reactions to stress or difficulties, made 
statements such as “I don’t let my worries 
go to my head.” Thus, insofar as there was 
pathology in this group, it was in the direc- 
tion of hypomania and reliance on the 
mechanisms of denial, avoidance, and keep- 
ing busy. 

Long sleepers included a greater variety of 
professions and interests than the short 
sleepers. Several of the men were unem- 
ployed, but several held responsible jobs in 
a number of areas; several were sculptors or 
part-time students and a few could be de- 
scribed as hippies. One might think that 
their long sleep was merely a result of their 
having less strenuous working hours, but 
histories indicated again that usually the pat- 
tern of long sleep was established in late 
childhood or adolescence and always pre- 
ceded the current work pattern or life style. 

Long sleepers appeared less conformist in 
their views than the short sleepers; some of 
these individuals were quite creative in their 
work. Although subjects with severe psychi- 
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maining long sleepers nonetheless s 
great variety of psychological ani 
problems. They tended to be shy, some) 
mildly depressed, and some showed com 
erable anxiety in the interview. Almost 
showed evidence of some inhibition ins x 
or aggressive functioning. 
The long sleepers also had a numb 
minor medical and psychosomatic p 
lems, and they frequently complained 
the experiment, the occasional noises 
sleep rooms, drafts, and so forth. It 
to characterize the long sleepers psycholo 
ically as a group, but they certainly inclu 
cases of depressive reactions, mild 
neuroses, and neurasthenia. Several | 
sciously placed great value on sleep and 
Saw it as an escape from a somewhat 
waking life. One said, “I value the 
of sleep"; another said, “I sleep a lot 
away from things." . 
The results of the laboratory sleep: 
are presented in tables 1, 2, and 3. D 
presented as means and standard devi 
for uninterrupted nights 3, 4, and 5 0 
subjects in the three groups—youny 
sleepers, young short sleepers, and 
short sleepers. The short sleepers ave 
five and one-half hours of sleep per 
while the long sleepers averaged S! 
more than eight and one-half hou 
tual electroencephalogram-measur 
sleep, although they all spent at le 
hours in bed. The most striking rest 
entire study, clearly evident in table. at 
despite the great differences in tot 
time between long and short sleepers 
all spent almost identical amounts 0! 
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TABLE 2 


Sleep Patterns of Long and Short Sleepers: 
Percentages of Total Time in Bed Spent in Each Stage 
(Mean 2- Standard Deviation) 


SHORT SLEEPERS 


10! 

STAGE UE d (AGE 20-34) (AGE 36-49) 

Awake 9.2 (+10.1) 33 (224) 84(« 5.3) 
Stage 1 3.1 (+ 2.8) 2.5 (41.8) 33 {+ 24) 
Stage 2 50.0 (+11.5) 50.6 (7.1) 49.4 (+10.0) 

^ Stage 3 44 (a 18) 7.5 (22.6) ** 5.7 (+ 2.1) 
Stage 4 9.7 (+ 7.1) 164 (249)** 12.8 (+10.0) 
SWS (3 + 4) 14.1 (+ 7.7) 23.9 (+5.6)"** 18.5 (+10.3) 
D state 23.6 (+ 59) 19.5(+ 3.7) 204 (+ 53) 


= Significantly different from young short sleepers: p<.05 (two-tailed t test), 
+ * Significantly different from long sleepers; p<.05 (two-tailed t tesi). 
** * Significantly different from long sleepers; p<.01 (two-tailed t test). 


slow-wave sleep (SWS)—stages 3 and 4 of 
sleep. The actual amount—about 75 minutes 
—is quite average for subjects in our labora- 
tories. 

Comparing only the young long and short 
sleepers (since age is known to affect SWS), 
the short sleepers actually spent several more 
minutes per night in slow-wave sleep than 
the long sleepers. Obviously, the other por- 
tions of sleep make up the great difference in 
total sleep between the long and short sleep- 
ers. The difference-is especially marked in 
the time spent in the D state—121 minutes in 
the long sleepers versus 65 minutes in the 
short sleepers. These values fall neatly, al- 
most equidistantly, om either side of our 
mean normal values of 95 to 100 minutes. 
The long sleepers also spent more time in 
stage 2 sleep and more time awake. 


When these figures are expressed as per- 
centages of total time in bed (table 2), SWS 
of course occupies a significantly higher per- 
centage of total time in the short sleepers 
than in the long sleepers, whereas percent of 
Destate sleep does not differ greatly. 

A question of interest might be whether 
the much higher D time in the long sleepers 
is obtained as a result of more D periods, 
longer D periods, or both. Table 3 indicates 
that both occurred. Although the S-D cycle 
was longer in the long sleepers, their longer 
night of sleep gave them significantly more 
D periods than the short sleepers: but, in ad- 
dition, the long sleepers have somewhat 
longer individual D periods. 

As expected from the subjective reports, 
the long sleepers not only spent slightly 
more time awake than the short sleepers but 


TABLE 3 
Sleep Patterns of Long and Short Sleepers: 


her Sleep Characteristics (Mean + 


Standard Deviation) 


LONG SLEEPERS 


eae WE39489) s 


(AGE 20-34) 


Number of awakenings 
per night (surrounded 


by sleep) 168 (+ 9.8) 
Sleep latency (minutes) 344 (+30.1) 
D latency (minutes) 99.1 (446.9) 
First cycle length 

(onset D, to onset 

Dj) (minutes) 1078 (+23.4) 
Second cycle length 

(onset D, to onset 

Dj) (minutes) 1227 (419.0) 
Number of D periods 45 (+ 09) 
Mean D period 5 

287 (+ 66) 


„ ` Significantly different from young ‘short sleepers: [ 

Significantly different from long sleepers; p<.01 {two-tailed t test). 
Significantly different from long sleepers: p< 05 
REM density jv expressed as the number of three-second epochs within D 
epocha within D periods, multiplied by 100. ie. percent of th 
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129 (411.8) 15.5 (+ 74) 
17.1 (419.1) 27.1 (+378) 
938 (4188) 704 «172 
893 (4173) 1000 (+ 74) 
939 (+11.6)""* 979 (+11.0) 
32 (+ 08*''* 32 (x07 

227 (+ 6.6) 


226 (+ 62) 


containing an eye movement divided by the total number. of three-second 
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had somewhat longer sleep latency and 
more awakenings during the night (table 3). 
However, there was great variability on 
these measures. 

The number of eye movements per unit 
time (called REM density) is sometimes 
taken as a measure of the “intensity” of the 
D periods, Situations such as recovery from 
D deprivation are characterized by a high 
REM density; also, reports of vivid, active 
dreams come from D periods with a high 
REM density (3). Table 3 indicates that the 
long sleepers showed greater REM density 
within D periods than the short sleepers. 
Thus the long sleepers cannot be said to 
have had long but less intense D periods; if 
anything, their D periods were even more 
intense than those of the short sleepers. 

Comparison of the older with the younger 
short sleepers reveals nothing unexpected. 
The older subjects spent more time awake 
and slightly less time in SWS. This corre- 
lates with the effects of age reported in un- 
selected groups (4). In addition, the older 
subjects had a lower D latency. The signifi- 
cance of this is unclear, but it may be related 
to the somewhat lower SWS time in the older 
subjects, since sleep before the first D period 
is almost entirely composed of SWS, and it 
is known that older subjects have reduced 
SWS time (4). 

Detailed comparisons of nights 3 to 5 with 
night 6 were made but can only be summa- 
rized here. There were no changes in sleep 
stages on night 6, suggesting that the short 
sleepers had not become deprived during 
their consecutive nights in the laboratory. 
Vigilance tests also showed no change that 
could be interpreted as sleep deprivation, 


Discussion 


First of all, there is the question of wheth- 
er we have truly studied groups of subjects 
with differences in sleep need. We believe we 
have done everything possible—obtaining 
careful sleep histories, medical histories, cur- 
rent sleep logs, and so forth, and obtaining 
multiple consecutive laboratory sleep studies 
with an opportunity to look into Possible 
sleep deprivation effects. So we can prob- 
ably rule out the possibility that the short 
sleepers really needed more sleep but were 
chronically sleep deprived. In fact, unless 
the short sleepers were consistently lying to 
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us, and perhaps taking daily home naps 
while on the sleep study, we do not see any 
reasonable alternative to postulating a re- 
duced sleep need. 

For the long sleepers, it is more difficult to 
ascertain absolutely that they needed nine 
hours of sleep and could not have gotten 
along on less. Here we relied on the inter- 
views and reports on the various question- 
naires and history forms. Each long sleeper 
stated that on various occasions he had tried 
sleeping less, found it uncomfortable, and 
felt that it interfered with his functioning. 
Therefore, although we consider it unlikely, 
there still remains a slight possibility that the 
long sleepers and a remote possibility that 
the short sleepers actually had average sleep 
needs and were merely obtaining unusual 
amounts of sleep. 

Our most basic finding—the identical and 
normal amount of time spent in SWS in the 
two groups, and the very different amounts 
of D time—are consistent with a report on 
two short sleepers by Jones and Oswald (5) 
and with a study by Webb and Agnew on 
college students who reported less extreme 
long or short sleep (6). But what does this | 
mean in terms of sleep need and factors that 
might affect it? 

One way to characterize the groups might - 
be to say that the long sleepers are poorer 
sleepers than the short sleepers. They clearly 
spend more time awake during the night 
have more awakenings, and on interview 
generally report that their sleep is not quite 
so deep or satisfactory and that they do not 
feel as refreshed in the morning as the short 
sleepers. 

Qualitative aspects of the EEG records 
also appear to support these differences. The 
short sleepers provide "easy-to-score" TeC- 
ords: The S and D periods are well demar- 
cated, there is very little ambiguous, hard-to- 
score time, and there are not a great many 
shifts back and forth between stages oL aen 
The long sleepers show not only more aw z 
enings but more stage shifts, and often mor 
ambiguous stretches of record as well. 
long sleepers resemble various groups ° 
mildly anxious or depressed subjects stu iE 
in our laboratory and others (7), while 
short sleepers fall at the opposite extreme 2 

Comparing our groups with two gros 
studied by Monroe, whom he categor'7 
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as "good sleepers" and "poor sleepers" (8), 
it appears that his poor sleepers psycholog- 
ically resemble our long sleepers rather than 
our short sleepers, even though his poor 
sleepers were insomniac and obtained less- 
than-average sleep. 

Are the long sleepers, then, merely well- 
compensated insomniacs—people who re- 
semble insomniacs psychologically and who 
physiologically tend to sleep poorly in some 
ways (many awakenings, many stage shifts, 
long-sleep latency) but who are able to com- 
pensate for this inefficient sleep by remain- 
ing asleep for a long time? 

In our opinion this is a partial but insuf- 
ficient explanation for our data. If our EEG 
tracings can give us any indication as to 
what may be important parts of sleep, we 
might look first at the deep, slow waves of 
stages 3 and 4 normally occurring within the 
first hours of sleep. We have noted that the 
long sleepers obtained normal amounts of 
stages 3 and 4. If they are compensated in- 
somniacs, unable to obtain these slow waves 
efficiently, we might expect the SWS to oc- 
cur later or to be spread out over the entire 
night. However, this is not the case; the long 
sleepers concentrated their SWS early in the 
night as do normal and short sleepers. Then 
we might examine the D periods. A night of 
sleep is so arranged that the additional later 
hours of sleep provide a great deal of D time, 
but the long sleeper does not stop when he 
has accumulated a normal quota of D time 
or of phasic events; his night contains rough- 
ly twice as much D time and three times as 
many REMs within D periods as the night 
of the short sleeper. The possibility must be 
considered that the long sleeper is not trying 
inefficiently to get the usual sleep, but actually 
requires more of a certain kind of sleep, 
namely, D time. 

Our opinion, derived from this study and 
from other related sleep investigations, is 
that there are two separate functions fulfilled 
by sleep and, accordingly, two separate sleep 
needs, First, there is a need for slow-wave 
sleep that appears to be relatively constant 
for all subjects. Our guess is that this need 
has something to do with physical restora- 
tion. One of the independent variables found 
to alter the amount of SWS is exercise; in- 
creased exercise levels are followed by in- 
creased SWS in man (9) and in the cat (10). 
Human growth hormone (HGH) secretion 
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normally shows one or two peaks early in 
the night corresponding to the times when 
most of stages 3 and 4 sleep occurs (11, 12). 
When subjects switch to daytime sleep, the 
peak switches as well, indicating that HGH 
is probably secreted specifically during SWS 
(11) This again suggests that slow-wave 
sleep has an anabolic or physically restora- 
tive function. 

Secondly, we believe there is a need for D 
time. (We base this partly on numerous hu- 
man and animal studies of D deprivation; on 
the basis of the present study alone, an alter- 
native hypothesis would be that only SWS is 
needed.) The need for D sleep shows consid- 
erable variation from individual to individ- 
ual and may be related to personality and 
psychological state. From the present cor- 
relative study we cannot firmly derive any 
causative explanations, but a plausible hy- 
pothesis is that the life style or personality of 
the long sleeper is associated with a greater 
requirement for D time. 

We have suggested previously, on the 
basis of long-term sleep studies of hospital- 
ized patients, that higher D times are found 
at time of psychic pain or psychic disequi- 
librium with changing defense patterns (7, 
13). We have also found that women, and 
especially women with premenstrual tension, 
have higher D times during the premenstrual 
phase of their cycle, a time characterized by 
irritability, depression, anxiety, and unsta- 
ble defense patterns (14). Certainly the long 
sleeper is relatively anxious and depressed, 
and his life style involves change and worry. 

On the other hand, we have found that 
one group of patients who consistently func- 
tion on little sleep and very low D times are 
manic patients (15). The manic phase of ill- 
ness is of course characterized by extreme 
avoidance of psychic pain and distress. The 
short sleepers show a milder form of the 
physiological sleep pattern we have found in 
manic subjects, and, in fact, the short sleep- 
ers are a bit hypomanic. Although they are 
efficient and accomplish a great deal, they 
tend to deal with problems by keeping busy 
and by use of denial. Thus both between 
subjects and within subjects a pattern of 
pain, anxiety, or shifting defensive patterns 
may require more D time at night. 

In summary, we suggest that there are 
two separate sleep needs and two separate 
sleep functions to fulfill these needs—a pre- 
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dominantly anabolic and physically restor- 
ative function fulfilled by SWS and another, 
perhaps more psychologically restorative, 
function fulfilled by the D state. 
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Therapists who participated in previous 
active drug-placebo studies of chronic and 
acute schizophrenics were rated on the 
Whitehorn-Betz A-B scale. The ratings were 
then related to treatment outcome. Patients 
who had been treated with phenothiazines 
and by Type A (verbal-intellectual) ther- 
apists improved more than those treated 
with placebo and by Type B (practical- 
mechanical) therapists, although the results 
were not statistically significant. The authors 
siress the importance of further research in 
this area. 


Ik PREVIOUS communications (1, 2) we 
have reported that chronic schizophrenic 
patients treated with psychotherapy plus 
a phenothiazine showed significantly more 
improvement than comparable patients 
treated with psychotherapy plus a placebo. 
We have also reported a subsequent study 
(3) in which acute schizophrenic patients 
treated with psychotherapy plus a pheno- 
thiazine showed significantly more improve- 
ment than comparable patients treated with 
Psychotherapy plus a butyrophenone or 
à placebo. 

In their study of “first admission schizo- 
phrenic patients in the middle section of 
the prognostic range,” May and Tuma (4) 
found that patients receiving drugs alone 


T 
P. Read at the 123rd annual meeting of the American 
ee Association, San Francisco, Calif, May 
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The Therapist Variable 


BY RICHARD I. SHADER, M.D., LESTER GRINSPOON, M.D., 
JEROLD S. HARMATZ, AND JACK R. EWALT, M.D. 


ranked higher on post-treatment health 
status than did patients receiving psycho- 
therapy plus drugs or psychotherapy alone. 
There were, however, no statistically signif- 
icant differences among these three groups. 
However, patients receiving drugs alone or 
drugs plus psychotherapy did significantly 
better than patients receiving "control" 
treatment—the hospital’s basic level of ward 
care. There was no significant difference be- 
tween the control-treatment group and the 
psychotherapy-alone group. 

Our own studies did not contain a psy- 
chotherapy-alone group, and the May and 
Tuma study did not contain a placebo 
group. Despite these deviations from a more 
ideal design, it is our overall impression that 
these studies adequately illustrate the pri- 
mary value of appropriate antipsychotic 
drug therapy in the treatment of schizo- 
phrenic patients—both chronic and acute. 
The May and Tuma report further suggests 
that psychotherapy alone did not signifi- 
cantly enhance patients’ chances for im- 
provement. In their study, as well as in ours, 
psychotherapy was treated as a homoge- 
neous variable. 

These findings would appear to be in con- 
flict with views held by many clinicians that 
stress the importance of psychotherapy. Dr. 
Otto A. Will, Jr., recently stated this latter 
view in a dramatic and clear way (5): 


If I had a seriously schizophrenic relative or 
close friend, I would want him to receive psycho- 
therapy in a psychotherapeutic center... à place 
where the patient has the opportunity to be with 
an individual therapist, if this is indicated, where 
there is a team associated with that therapist and 
everybody makes an effort to understand the 
patient, containing what destructive behavior he 
has, carrying on without resort to drugs except 
as supportive procedures. 


As clinicians we too have felt that our 
work with schizophrenic patients was of 
significant treatment value. However, our 

149] 


———— 


1010 


research experience requires that we ques- 
tion these conclusions. One usual way of 
dealing with these uncertainties is to con- 
sider ourselves and those who feel they have 
had similar success to be gifted therapists. 
If we speak of gifted therapists, then we can- 
not consider psychotherapy to be a homo- 
geneous variable. 

Whitehorn and Betz(6) have suggested 
that there are characteristics in a therapist 
that will enhance his capacity to succeed 
with schizophrenic patients. The therapist 
must have a capacity for honesty in the 
recognition of his own feelings, and he must 
have the ability and courage to take the pa- 
tient’s cold and raw hostilities. From our 
own clinical experience we would state this 
more generally. The therapist must be com- 
mitted to understanding himself and his 
patient and must have the capacity to help 
his patients to reveal, modulate, and put 
into perspective their intolerable affects, 
whatever they may be—love, sadness, rage, 
guilt, and so forth. 


The Therapist Variable 


Our own studies were not designed to 
adequately study and manipulate the ther- 
apist variable. However, there was a range 
of change in both the acute and chronic pa- 
tients and in the placebo and drug cohorts. 
In other words, some patients improved 
more than others in the drug and placebo 
groups, and it was our concern to see if we 
could understand and relate this variability 
to the psychotherapy. 

There are no well-established ways to 
classify therapists. However, there is an 
existing body of literature on the Whitehorn 
and Betz (7) scheme that classifies therapists 
into Type A (verbal-intellectual) and Type B 
(practical-mechanical). ^ hese classifications 
are based on the vocational interests of ther- 
apists as measured by their responses to the 
Strong Vocational Interest Blank (SVIB). 
In the Whitehorn and Betz Studies, ther- 

apists who were more successful with Schizo- 
phrenic patients (Type A therapists) scored 
higher on the Lawyer and.Certified Public 
Accountant scales; the less:successful thera- 
pists (Type B) scored higher on the Printer 
and Math-Science Teacher scales. 

Recently, Campbell and colleagues (8) 
published a revised A-B rating procedure 
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using an updated version of the SVIB, 
administered the updated SVIB to the. 
apists who participated in our studies 
obtained their A-B scores. These rali 
were then used to study the relationship 
tween this therapist variable and the | 
provement and outcome ratings for { 
chronic and acute schizophrenic cohorts. 


Results 


The therapists for our study with chron 
schizophrenic patients were all experie 
analytically oriented psychiatrists om 
senior staff of the Massachusetts 
Health Center. The mean A-B rating fo 
therapist group was 1.9 (standard de 
[SD] 214.0), and their ratings ranged | 
-21 to 19. In the study by Campbell. 
associates the mean ratings for Type A 
Type B doctors were 14.7 and -19. 
spectively. Eight of our therapists coul 
classified as Type A and four as Type 
remaining six therapists scored in be 

There was no significant difference in 
improvement shown after two years b 
those patients treated by the two 
therapist types. The numbers of pi 
and therapists were not sufficiently lari 
permit any further breakdown into * 
by therapist type" cells. However, t 
patients who improved the most had 
ceived phenothiazine (thioridazine) and 
had Type A therapists. The two pat 
who showed the least improvement | 
received placebo and had had Type 
therapists. i 

One further finding is of interest. 
less of drug or therapist type, patients 
improved most had therapists who 
often attempted to have their patients 
cuss anger, while those patients who 


were less likely to try to get pa 
directly discuss anger (p <.05) 

The therapists in our study of acute 
phrenic patients were first-year T€ 
who were supervised by senior staff mi 
bers who had participated as therapibi 
the chronic schizophrenic patient 
Their mean A-B score was 14.21 ( 
12.5), and their scores ranged 
to 33. These younger therapists 
sistently more Type A than the ol 
apists (p «.05). For the purposes 9 


Amer. J. Psychiat. 127:8, Feb 


ASROR 


SHADER, GRINSPOON, HARMATZ, AND EWALT 


report we have chosen to look at the patients 
who received thioridazine or placebo—the 
two drugs used in the chronic patient study. 

When the acute patients are divided ac- 
cording to drug assignment, the following 
results occurred: 

1. Thioridazine-treated patients showed 
significantly more improvement in eight 
weeks than placebo-treated patients. 

2. Within the thioridazine group—with 
patients divided according to their ther- 
apists’ A-B scores (above or below the 
mean for the particular group)—signifi- 
cantly more improvement was shown by 
those patients whose therapists had higher 
A scores (p <.05). 

3. Within the placebo group, no signifi- 
cant difference was apparent according to 
therapist type; however, there was a trend 
suggesting that /ess improvement was shown 
by patients whose therapists had higher A 
scores, 

The amount of improvement correlates 
positively with high A therapist scores for 
the patients receiving thioridazine (r =.62), 
while correlation is negative (r=-.25) 
for the patients receiving placebo. 

For the younger therapists, patient im- 
provement and discussion of anger were 
not significantly associated. However, the 
high Type A therapists tried to achieve a 
more verbal-teaching relationship with their 
patients than did those therapists who 
scored more toward Type B (p <.05). 


Discussion 


Our data are clearly insufficient to clarify 
the therapist variable. Some have suggested 
that two years’ work with chronic schizo- 
Phrenic patients is insufficient. We are sure 
others would feel that eight weeks’ work 
with acute patients is too short for an evalu- 
ation period, (Therapists continued for long- 
er than eight weeks, but reliable improve- 
ment ratings were not regularly available 
beyond that time.) We continue to conclude 
that appropriate antipsychotic drug regi- 
Mens are of primary value in the treatment 
of acute and chronic schizophrenia. How- 
ever, we would now add that the degree of 
improvement may vary as a function of 
therapist type. h 

It may well be that when the patient Is 
receiving an effective drug he is less dis- 
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tractable (9) and more able to attend to 
his investigations with his therapist. We 
would speculate that in this context the 
patient may be better able to understand 
and modulate previously intolerable affects. 
The more Type B therapist, who may be 
more directive and place less emphasis on 
verbal interchange, may be more helpful in 
a structuring way to the more disorganized 
patient receiving placebo. 

In other research (10) we have found that 
second-year residents in our walk-in clinic 
are more likely to refer better educated 
(upper social class) schizophrenic patients 
for inpatient treatment at the Massachusetts 
Mental Health Center, whereas lower social 
class schizophrenic patients were more 
likely to be referred elsewhere. We also 
found that these screening (referring) resi- 
dents experienced more negative and angry 
attitudes toward upper social class schizo- 
phrenic patients than they did toward lower 
social class schizophrenic patients. 

A rationale for this is suggested by the 
work of Miller and Swanson(ll) and 
Moore, Benedek, and Wallace(12), who 
note that upper-class schizophrenics are 
more ruminative and conceptual and have 
more feelings of anxiety, depression, and 
estrangement than do lower-class schizo- 
phrenics, who tend to be motoric, have less 
well-defined symptomatology, and place 
more emphasis on physical complaints. In 
other words, these characteristics of upper- 
class schizophrenics appear to make them 
more suitable for verbal psychotherapy. 
This is particularly relevant since the Mas- 
sachusetts Mental Health Center’s training 
program provides time for the long-term 
individual treatment of schizophrenia in 
which the relationship between therapist 
and patient usually begins during the pa- 
tient's hospitalization. 

Kahn, Pollack, and Fink (13) have sug- 
gested that psychotherapy is sustained when 
patients more closely resemble their ther- 
apists in values, cultural backgrounds, and 
communication patterns. Thus, while 
upper-class schizophrenics may initially 
threaten or anger their screening (referring) 
residents, they nevertheless represent the 
type of patient whom these same residents, 
as therapists, would prefer to treat. 

It seems reasonable that there are 


certain 
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therapists, as well as certain therapist- 
patient fits, that can enhance patients" 
chances for improved functioning and re- 
lief from distress. It is clear that further 
prospective research into the therapist 
variable is essential—research that can 
consider variables such as drugs, social 
class of the patient (and perhaps of the 
therapist), the therapist-patient interaction, 
and the therapist style or type. 
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The Psychiatric Adjustment of the 
Adopting Parents of Schizophrenics 


BY PAUL H. WENDER, M.D., 


DAVID ROSENTHAL, PH.D., 


THEODORE P. ZAHN, PH.D., AND SEYMOUR S. KETY, M.D. 


This study attempted to separate the relative 
roles of experiential and genetic factors in 
the etiology of schizophrenia by studying the 
psychiatric and psychological characteristics 
of a group of adopting parents of schizophre- 
nics and comparing these parents with the 
biological parents of schizophrenics and the 
adopting parents of normal subjects. The re- 
sults indicate that the biological parents of 
schizophrenics are appreciably more dis- 
turbed than the adopting parents of schizo- 
phrenics, who are in turn slightly more dis- 
turbed than the adopting parents of 
normals. 


REVIOUS STUDIES of the etiology of the 

schizophrenias have pointed to the role 
of both genetic and experiential factors. Such 
studies have clearly revealed that schizophre- 
nics have an increased prevalence of schizo- 
phrenia and other psychopathology among 
their relatives and that schizophrenic pa- 
tients have often experienced deviant familial 
interaction and an abnormal cognitive "at- 
mosphere." These findings have alternatively 
been interpreted to document both the ge- 
Rue and the social transmission of the ill- 
ess. 
. What makes such facts difficult to interpret 
is that the deviant experiences have usually 
been received from the patient's biological 
relatives, Accordingly it is impossible to de- 
cide to what extent the disturbance of the 
Schizophrenic offspring has been genetically 
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or psychologically transmitted, since the de- 
viance of the parent may be a manifestation 
of the schizophrenic illness in him rather than 
the cause of illness in the child. 

A technique that might permit evaluation 
of the contributions of social experiences and 
genetic transmission in the etiology of the 
schizophrenias involves the study of subjects 
adopted in infancy. Since the biological par- 
ents are not the parents who rear their chil- 
dren, the transmitters of genetic factors and 
social experience are separated. To illustrate 
the strategy, consider the extremes of the two 
alternative hypotheses. If schizophrenia were 
transmitted entirely genetically one would 
expect the biological parents of adopted 
schizophrenics to manifest the psychopathol- 
ogy that is usually found, while the adopting 
parents would be expected to be normal. 
Contrariwise, if the disorder were trans- 
mitted exclusively by social experience, one 
would expect the adopting parents to mani- 
fest psychopathology while the biological 
parents would be psychiatrically normal. 


Research Design 


We compared three groups of parents: ten 
couples who had adopted a child who had be- 
come schizophrenic as an adult, the "adopted 
schizophrenic parents"; ten couples who had 
reared their own child who had become 
schizophrenic, the “biological schizophrenic 
parents”; and ten couples who had reared an 
adopted child who had not manifested schizo- 
phrenic psychopathology, the “adopted nor- 
mal parents.” 

The subjects in the three groups were ob- 
tained as follows. Adopted schizophrenics 
were obtained on a nonsystematic basis. 
Letters of inquiry were sent to all psychia- 
trists and mental health facilities in the east- 
ern portion of the United States. All subjects 
meeting the following criteria were consid- 
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TABLE 1 
Characteristics of the Sample 


ADOPTING PARENTS OF SCHIZOPHRENICS 


AGE 


OFFSPRING MOLLINGSHEAD OFFSPRING 


GROUP FATHERS MOTHERS CHILDREN 


SEX (M.F) ses DIAGNOSIS 


Adopted 


schizophrenics 219 


56.7 543 


Biological 


schizophrenics 58.0 542 23.2 


Adopted 


normals 55.8 53.8 19.7 


5:5 28 7 chronic undifferentiated 
schizophrenics 
2 pseudo-neurotic schizo- 
phrenics 
1 catatonic schizophrenic in 
partial remission 


5:5 28 7 chronic undifferentiated 
schizophrenics 
1 schizo-affective; psychosis in 
partial remission 
1 borderline schizophrenic 
1 catatonic schizophrenic 


5:5 18* No psychiatric diagnosis 


* Adopted schizophrenics or biological schizophrenics vs. adopted normals, p < 05 (t test, two-tailed) 


ered eligible: 1) a diagnosis of acute, chronic, 
or borderline schizophrenia; 2) adopted be- 
fore one year of age by a nonrelated couple; 
3) no clear evidence of organic impairment or 
intellectual deficiency (I.Q. less than 80); 4) 
present age 15-35; and 5) both parents 
alive and living together. 

Of the 24 subjects located who met these 
criteria, 11 agreed to participate and ten were 
evaluated. The biological schizophrenic fam- 
ilies were obtained by abstracting hospital 
records and locating a group of schizophre- 
nic patients who matched the adopted 
schizophrenics with regard to the following 
variables: age, sex, nature and course of ill- 
ness, and socioeconomic class. The adopted 
normals group was obtained through the use 
of adoption agency records. Families who 
had adopted children 20 to 25 years previous- 
ly were contacted, and all those families in 
whom no child had developed serious psy- 
chiatric illness were pooled for matching 
purposes. From this latter group were chosen 
families who matched the biological and the 
adopted schizophrenic patients in regard to 
age, sex, and social class of the parental 
home. The demographic and diagnostic 
characteristics of the sample are shown in 

table 1. 

All three groups of parents were invited to 
the National Institutes of Health, where 
they were given a psychiatric interview and 
a battery of psychological tests. The parents 
were interviewed separately and conjointly 
by two interviewers, who employed a semi- 
structured interview covering designated 


[54] 


topic areas. The conjoint interviews Were 
directed at obtaining a history of the patient 
and his experience, a history of the relation- 
ship between the parents and the child, à 
history of the relationship between the par- 
ents, and a current assessment of the rela- 
tionship and interaction between the parents. 
The individual psychiatric interviews were 
directed at obtaining a detailed history of 
the parents’ psychological functioning anda 
current assessment of his psychiatric status. 
Careful attention was given to "soft" minh 
mal signs of schizophrenia. 

The battery of psychological tests included 
those that have been reported to discriminate 
between the parents of normals and S 
phrenics; they included the — Rorshach, 
Thematic Apperception Test, Object Sorting 
Test, Proverb Interpretation Test, and Wor 
Association Test. f 

The questions we attempted to answer m 
this study were the following: 


1, What is the prevalence and type of BEY 
chopathology seen among the parent 
high frequency of psychopathology" c 
dition to clearcut schizophrenia—has by 
reported in the parents of schizophrenia is 
a number of authors, e.g., Lidz and as ; 
(1, 2). Alanen (3), and Waring and Ric ait 
A genetic hypothesis would predict, log 
severe psychopathology among the We 
cal parents, while an experiential hyp cho: 
would anticipate a higher degree of psy 
pathology among the adopting parents: 


Me 
2. What have been the child-rearing i 
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TABLE 2 
Frequency and Severity of Psychopathology in the Three Groups of Parents* 
GROUP 12 25-3 354 Thales 5.5-6 6.5-7 MEAN 
Adopted schizophrenic Fathers 1 4 3 2 0 0 
: Mothers 1 3 n 1 1 0 35 
Biological schizophrenic Fathers 1 1 1 6 1 0 42 
Mothers — 0 0 4 3 1 2 49 
Adopted normals Fathers 2 6 2 0 0 0 26 
Mothers — 2 4 4 0 0 0 30 


* Significances. one-tailed t test. 
Adoptive schizophrenic parents vs. biological schizophrenic parents. p < .005. 
‘Adoptive schizophrenic parents vs. adoptive normal parents. p < 05 
‘Adoptive schizophrenic mothers vs. biological schizophrenic mothers, p < .05. 
Adoptive schizophrenic mothers vs. adoptive normal mothers, n.s. 
Adoptive schizophrenic fathers vs. biological schizophrenic fathers, p < .05. 
Adoptive schizophrenic fathers vs. adoptive normal fathers, n.s. 


acteristics (attitudes, behavior, style of inter- 
action) of these parents? Again, as noted, if 
experiential factors play an important role in 
the etiology of schizophrenia, one would ex- 
pect to see characteristics previously de- 
scribed in biological parents of schizophre- 
nics in the adopting parents as well, e.g. 
Gerard and Siegel (5), Reichard and Tillman 
(6), and Lidz (1, 2). 

3. What are the cognitive characteristics of 
these parents? Several researchers—e.g., 
McConaghy (7) Wild and associates (8), 
Wynne and Singer (9, 10), and Phillips and 
associates (11)—have described abnormal 
cognitive functioning in the biological par- 
ents of schizophrenics. Again the question is 
Whether such abnormalities are a manifesta- 
tion of a genetic disorder in the parents or 
the cause of it in the child. If they are an im- 
portant experiential contributor to psycho- 
pathology in the offspring, one would expect 
to find them in both the adopting and bio- 
logical parents, while if they were à manifes- 
tation of a genetic abnormality in the par- 
ent, one would expect to see them only 
among the biological parents. 


Results and Discussion 


Only two of the three questions asked 
could be answered in this study: that relating 
to the severity of psychopathology among 
the parents and that relating to the cognitive 
characteristics of the parents. 

Following the interviews with the parents, 
case abstracts—following the format of the 
Structured interviews—were prepared and 
tated on a global severity of pathology scale. 
Independent ratings were made by Dr. 
Wender, who conducted the interviews and 
Was aware of the status of the parents (bio- 
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logical vs. adoptive parents), and by Dr. 
Rosenthal, who read the abstracts and was 
unaware of the status of the parents, The 
parents were then rated on the following 
global scale of psychopathology: 


Normal—without any disorder trait 

Normal—with minor psychoneurotic 
traits 

Psychoneurosis or mild character 
neuroses 

Moderate to marked character 
neuroses 

Severe character neuroses, moderate 
to marked cyclothymic character; 
schizoid character; paranoid char- 
acter 

Borderline schizophrenia, other 
functional psychoses 

Vil Schizophrenic psychosis 


The scale is a modified version of that of 
Alanen, who devised it for his study of psy- 
chopathology among the parents of schizo- 
phrenics. 

Inter-rater reliability between the two 
raters was a Pearson product-moment cor- 
relation of .81. Complete agreement was 
reached in 42 percent of the cases, a one- 
scale point difference in 57 percent, and a 
two-scale point difference in one percent. The 
frequency distribution of psychopathology 
in the three groups is shown in table 2. The 
biological parents—the parents who had 
reared their own offspring—were rated as 
more disturbed than the adopting parents of 
schizophrenic patients. The difference was 
highly significant, p <.005 (t test). Likewise, 
the adopting parents of the schizophrenic 
patients were significantly more disturbed 
than the adopting parents of the normal sub- 
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jects; the difference is significant at a proba- 
bility between 0.025 and 0.05 (t test). 
The cognitive styles of the parents of the 
three groups were next compared, utilizing 
the data obtained from the TAT, Object 
Sorting Test, and Proverb Interpretation 
Test, and employing methods reported to 
distinguish between the parents of schizo- 
phrenics and the parents of normal subjects— 
McConaghy (7), Wild and associates (8), and 
Singer and Wynne (12). (The Rorschach data 
have not been analyzed yet) Using these 
techniques we found no significant difference 
among any of the three groups of parents. 
Zahn (13) administered the Word Associa- 
tion Test to the biological and adoptive par- 
ents of the schizophrenic subjects in the study 
but not to the adoptive parents of the normals. 
He employed 30 words from the Kent-Rosa- 
noff list and coded the subject's responses as 
both "original" and "deviant." Original re- 
sponses were those that had not been given on 
the original norms, and “deviant” responses 
were those that occurred only once among 
all the subjects; the latter were rated by 
judges as to degree of idiosyncrasy on a one 
to three scale. Zahn found a significant in- 
crease in original and deviant responses 
among the biological as compared to the 
adoptive parents of the schizophrenics. 

These findings provide a tentative answer 
to two of the three questions we hoped to an- 
swer in this study: that relating to the preva- 
lence and severity of psychopathology among 
the parents of adopted schizophrenics and 
that relating to the cognitive characteristics 
of these parents, The data suggest that there 
is a greater prevalence of psychopathology 
and a possibly greater prevalence of cognitive 
dysfunction among the biological parents of 
the schizophrenics as compared with the 
adoptive parents of the schizophrenics, They 
also suggest that there is a greater prevalence 
of psychopathology among the adoptive par- 

ents of schizophrenics as compared with the 
adoptive parents of normals. The logic of the 
design therefore suggests a hypothesis of bio- 
logical transmission of schizophrenia; how- 
ever, since the adopting parents of the schizo- 
phrenics showed some degree of disturbance, 
the role of experiential factors cannot be 
excluded . 
It must be mentioned in passing that the 
evaluation of psychopathology in the adop- 
tive parents of the schizophrenics was com- 
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plicated by the fact that some of their psy. 
chopathology appeared to the raters to be re- 
active to pathology in their children. Many 
of these parents presented a picture of de- 
pression, apathy, social withdrawal, preoc- 
cupation, anxiety, and feelings of futility and 
guilt. In about one-half of the couples these 
symptoms seem clearly related to the onset 
of severe problems in their offspring. It was 
impossible for the raters to make allowances 
for these reactive symptoms and interper- 
sonal difficulties, which seem to have led to 
an attribution of more severe psychopathol- 
ogy than would have been made if these 
parents had not been faced with and reacting 
to such a stress. 

In regard to the question of cognitive dys- 
function in the parents, our results failed— 
except on the Word Association Test—to dis- 
criminate among the three groups. Since cog- 
nitive function on the Word Association Test 
was not evaluated in the adoptive parents of 
normal subjects, one may only say that the 
cognitive tests data favor a biological trans- — 
mission hypothesis and cannot answer the 
question relating to the role of experiential 
factors. . 

The third hypothesis—that certain pat- 
terns of rearing play a major role in the de- 
velopment of  schizophrenia—was not 
tested. We found that we could not accurately 
assess child-rearing practices from our data. 
The reasons are twofold: retrospective data 
are often inaccurate and incomplete, and— 
more important—we found it very difficult 
to decide which behaviors in the parent be 
active in generating pathology in the chi 
and which were reactive and in response t0 
pathology in the child. y 

At this point it would be useful to Mes 
the methodological difficulties of the stu y 
The first relates to the sampling: it was eem 
ly nonsystematic. Only parents who Mes 
willing to volunteer participated. Clearly t 
may have induced biases of which we are ne 
aware. A second source of possible methode 
logical error relates to the interviews. be 
has two components: interviewer bias, r 
parental reliability and openness in reportes 
First, the interviewer was aware of which d 
egory of parents those he interview s 
longed to. This afforded the opportunity 
unconsciously selecting or emphasizing 
in accordance with his own theoretical ee 
The second issue is that of parental openn 
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and reliability. Both the groups of parents of 
schizophrenics tended to be considerably 
more outspoken and frank than were the 
adopting parents of normals. The latter 
tended to be guarded and minimizing and 
therefore may have reduced the rater's evalu- 
ation of psychopathology. 

A third methodological question relates to 
the use of adoption as a variable. One might 
argue that of course the adoptive parents of 
schizophrenics were less severely disturbed 
than the biological parents of schizophrenics 
because the adopting parents had been pre- 
= screened. One check of this is provided by the 
fact that some of the adopting parents 
adopted “independently,” that is, not 
through agencies. The severity of psycho- 
pathology among these parents was not sig- 
nificantly different from that of those who 
were prescreened (although a comparatively 
small sample size introduces a serious risk of 
obtaining a false negative answer to this hy- 
= pothesis). Another question pertaining to 
the use of adoptions relates to the possible 
pathogenicity of the adoption process itself. 
. Separation from a mothering figure and 
transfer to another has frequently been sug- 
gested as a cause of psychopathology in later 
life. If this were so, one might argue that the 
later the age of transfer to the rearing parent, 
the greater would be the pathology. To €x- 
amine this, the relationship between severity 
of psychopathology in the adopted schizo- 
phrenics and the age of transfer to the adopt- 
ing parents was examined. No relationship 
was found. 


As we conclude, what may we say the data 
| Of this study have shown? The data provided 
| are incompatible with the hypothesis that se- 
vere psychopathology in the parents is nec- 
essary for the development of schizophrenia 
in the offspring. They suggest that cognitive 
abnormalities need not be a necessary condi- 
tion either. Therefore the data tend to con- 
firm the hypothesis of biological transmis- 
sion. Since the data showed the adoptive par- 
ents of schizophrenics to be somewhat more 
disturbed than the adopted parents of nor- 
mals, they do not rule out the role of experi- 
ential factors. 

The methodological difficulties of this 
Study have prompted us to construct a new 
study based on the same principles but that 
avoids some of the weaknesses We have men- 
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tioned. The new study investigates a succes- 
sively admitted sample of adopted schizo- 
phrenics, thus avoiding the problem of 
sampling bias; it employs interviewers who 
are kept blind to the status of the parents 
they evaluate, thus minimizing the effects of 
interviewer bias; and it employs a comparison 
group of parents who have reared severely 
organically impaired children, thus (we 
hope) controlling for some of the effects of 
the child on the parent. 


Summary 


This study of the adopting parents of 
schizophrenics has attempted to evaluate the 
severity of psychopathology and the degree 
of cognitive dysfunction among the parents 
of three groups of subjects: the biological and 
rearing parents of schizophrenics, the adopt- 
ing parents of schizophrenics, and the 
adopting parents of normals. It demon- 
strated a considerable increase in severity of 
psychopathology among the biological—as 
compared with the adoptive—parents of 
schizophrenics and revealed a possible in- 
crease in cognitive dysfunction among the 
biological parents. This finding affords sup- 
port for the genetic transmission of schizo- 
phrenia and suggests that seriously disturbed 
parents are not à necessary condition for the 
development of schizophrenic illness in the 
offspring. 

We also found a slightly higher level of 
psychopathology in the adoptive parents of 
schizophrenics as compared to the adoptive 


parents of normals. Because of certain meth- 


odological difficulties the meaning of this 
finding is unclear, but at the present time it 
does not permit us to assert that experiential 
factors play no role in the development of the 


illness. 
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Understanding the use of addictive and other 
psychoactive drugs should be attempted in a 
variety of frameworks. In this study of alco- 
hol and opium use among the Meo of Laos 
the author demonstrates that alcohol is em- 
ployed within rigid social constraints and 
that alcoholism as such does not occur. 
Opium, a cash crop, is found in every home; 
many Meo smoke it, and a few become ad- 
dicted to it. Studies such as this, using rigor- 
ous field methods, demonstrate the impor- 
tance of the society-individual-drug triad. 


At THE PRESENT TIME we are in the throes 
of what is perceived to be a serious prob- 
lem with drugs. Better understanding of the 
society-individual-drug triad is needed, It is 
hoped that this paper will contribute to such 
understanding. 

The Meo are a tribal people who inhabit 
the mountains of several Southeast Asia 
Countries, In Laos they comprise the largest 
minority group, numbering between 100,000 
and 200,000 people. These mountaineers pro- 
duce and consume two potentially addictive 
substances, opium and distilled grain alcohol. 
My close contact with the Meo over two 
years disclosed a marked difference between 
the opium and alcohol patterns of usage. 
Questions as to the origin and meaning of 
this difference provided the motivation for 
the following study. 

, This paper reports on a sample of Meo res- 
ident in Laos during the years 1965 to 1967. 
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Use of Alcohol and Opium by the Meo of Laos 


BY JOSEPH WESTERMEYER, M.D., M.A., M.P.H. 


I visited 14 Meo villages. A total of seven 
months was spent in one village; others were 
visited for a few days to a few weeks. During 
these visits, I was generally a house guest in 
Meo homes. Communication was carried on 
without a translator in Lao, the lingua franca 
of the area. Working and social contacts 
with Meo people led to several close friend- 
ships, as well as a wide circle of acquaint- 
ances. Frequent invitations into Meo homes 
provided abundant opportunity for me to ob- 
serve the patterns of alcohol and opium 
usage. 

Prior to going to Laos, I had completed 
course work for a master’s degree in anthro- 
pology, and a main purpose of the sojourn 
was to obtain data for the thesis (1). My em- 
ployment as a general physician in the Public 
Health Division of the U.S. Agency for Inter- 
national Development provided me a subsidy 
and an additional role from which to estab- 
lish contact with the people and customs. 
Professional work in a hospital and in vil- 
lage health activities provided the opportu- 
nity for me to become acquainted with the 


addicted users. 7 AM 
Meo people inhabit mountainsides 1,000 


to 2.000 meters above sea level. Climatic con- 
ditions are ideal for vigorous opium-poppy 
growth. Slash-and-burn agriculture yields 
corn and upland rice. Hunting of small and 
large forest animals supplements the diet. A 
few domestic animals are often kept for 
spirit sacrifice or sale. 

The Meo live in politically autonomous vil- 
lages of 100 to 300 people. Each Meo person 
belongs to one of 12 exogamous patrilineal 
kin groups. Polygyny is practiced by men 
able to afford more than one bride-wealth. 
Every man functions as a farmer, hunter, hus- 
bandryman, and—when necessary" warrior. 
Some have additional roles such as village 
leader, shaman, musician, ironsmith, or sil- 
versmith. All adult women are married and 
attend to domestic chores. A few older 
women serve as midwives or shamans. 

Meo society is strict and tightly integrated. 
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TABLE 1 
Alcohol Drinking Events Among The Meo 
KIND OF TIME OF 
EVENT ei DRINKING SEX DAY 
H Males and Daytime and 
PC Mice: Agt oz.) females evening 
pee Mal d Daytime and 
H ales an 
Mese d con “et oz.) females evening 
eet? Males and Evening 
i i Moderate ales an | 
Bia meee (4-6 oz.) some females 
Evening 
Household, Moderate Males and 
poe lineage (4-6 oz) some females 
Name day Household Mild Males Evening 
(newborn) (2-3 oz) 
Rice Household, Mild Males Evening 
harvest friends (2-3 oz) 
Animal Household Symbolic Males Daytime or 
sacrifice (1 oz) evening 
Funeral Household, Symbolic Males Daytime 
lineage. (1 oz.) 
friends = 
The hierarchy of family-clan-village obliga- Meo drink alcohol in the form of a Me 
tions places each individual at a distinct whiskey distilled from rice or coe E 
social locus, with well-known rights and obli- Each household makes its own supp Y od 
gations. Vocational choices, especially for imperative strictly regulates when a p p 
young adults, virtually do not exist. Sex roles drunk, by whom, and in what pi E 
are simple and explicit men should be table 1). All drinking occurs as a social à 


strong, daring, clever, and ambitious for 
wealth; women should be industrious, loyal, 
fecund, and maternal. Norms with regard to 
truth, honesty, and chastity border on puri- 
tanical. Rules for the "correct" Meo way 
cover all areas of behavior and are explicitly 
defined. Pro-Meo loyalty and pride are 
Strong. Non-Meo neighboring people tend to 
be disdained, 

Despite the many environmental and psy- 
chosocial stresses impinging on the Meo, 
many modes of expression are available to 
vent thoughts and feelings, Loud marital ar- 
guments are permitted. Children can be repri- 
manded harshly and are free to respond 
with long, screaming tantrums. Prolonged, 
involved legal theatrics are indulged in with 
great zest—often over matters of little appar- 
ent import. Structured mourning activity pre- 
scribes hours of wailing. Politicking by men 
and suicide attempts by women provide some 
limited opportunity for manipulation of one’s 
milieu. 

However, emotion and ideas may be ex- 
pressed in Meo society only if they reflect ad- 
herence to strict Meo norms and attitudes. 
Expression of nonconformist attitudes or im- 
pulses elicits immediate harsh societal 
response. 
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ity within the nuclear family, extended fam- 
ily, or friendship group. Alcohol usage r 
closely integrated with other elements si 
Meo culture: rites of passage, importan 
extra-kin relationships, unpredictable crises, 
annual celebrations. ec t kel 
Every adult must drink at specific times i 
cording to age, sex, and social role. Y 
adults (teenagers by our standards) “tf 
women drink only a fourth to a half i 
amount drunk by men, and only on the ae 
important occasions. At weddings a ee 
ing drinking contest occurs between 3 
groom and the bride's male relatives. Ad 
etiquette governs host-guest drinkin 
host offers a toast and drains his ges 
whiskey; the guest must then match the 
lass for glass. - f 
: Symbolic drinking (one fluid ounço i 
whiskey) or mild drinking (two E. p 
ounces) does not appear to perceptib Y dh 
behavior. Conviviality, lively cone 
and laughter accompany moderate aly Ee 
(four to six ounces); participants be 
main seated in the house. Heavy a 
(eight or more ounces) features loud yale 
mutual joking, uproarious mirth and A 
ing. Motor activity increases, and t should 
bration may continue out-of-doors. 
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TABLE 2 


Prevalence Rates of Opium Use 
Among Meo Aged 20 Years and Older* 


CATEGORY NUMBER PERCENT 


Nonuse 361 902 
Occasional 30 75 
Habitual 7 18 
Working addicted 2 05 
Incapacitated addicted o E 
Total 400 100.0 


Bip covectad in xiong Khouang province with the assistance of Xiong 
jao. 


someone imbibe to the point of impaired 
speech, vision, or ambulation, he quietly slips 
away before his impaired functions attract 
the notice (and badgering) of his comrades. 

Nonsanctioned use of alcohol and the bio- 
psycho-social "alcoholism" syndromes do 
not occur among Meo. Enough alcohol is 
readily available for sporadic binge-drinking, 
yet it does not occur. Moreover, even the me- 
dicinal use of alcohol common among adja- 
cent ethnic groups is not encountered. 

For most Meo the primary importance of 
opium is its economic usefulness. Each house- 
hold grows opium to trade for silver and 
iron—substances integrally woven into Meo 
ecologic and social systems. As expressed by 
a Meo adage, "Every home should have 
opium." At the volition of the individual, 
opium may also be used as a medicine, for 
pleasure, or (rarely) to commit suicide. 

Many Meo refuse to use opium for fear of 
becoming "one who enjoys opium." This 
nonuse category comprises 90.2 percent of 
Our sample of 400 Meo villagers aged 20 
years and older (see table 2). However, some 
Occasional users very likely report themselves 
as nonusers either from embarrassment or 
because infrequent use might be considered 
more nonuse than occasional use. Since non- 
Users and occasional users cannot be readily 
distinguished from one another, the field ob- 
Server is somewhat dependent on the 
Subject's historical accuracy. A better ap- 
Proximation of nonuse probably would be in 
the 65 to 80 percent range. 

Of those Meo who do smoke opium, most 
are occasional users. As often as a few times 
à week or as infrequently as every few years. 
one or two pipefuls are taken for illness or 
after a hard spell of work or while the person 
is relaxing with family or friends. No with- 


drawal symptoms and no tendency to in- 
Crease dosage progressively are no 
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use tends to wax and wane over time. Occa- 
sional users behave and work normally to 
meet their family and societal obligations. 
While table 2 reports a 7.5 percent crude rate 
for occasional use, 20 to 35 percent would be 
more correct, in my opinion. 

Habitual users smoke opium once a day, 
taking one or two pipefuls in the evening. 
Smoking may be interrupted for a few days 
or even entirely discontinued, without the 
person's developing evident withdrawal 
signs. Physically they cannot be readily dis- 
tinguished as a group, although their opium 
smoking can be readily observed and is pub- 
licly known. Many return to occasional 
smoking; some continue daily use for years 
and may in later life begin to smoke more 
often. A 

The working addicted smoke two to four 
times during the day. Deprived of their 
opium for a few days, they develop general- 
ized aching, abdominal cramps, loss of ap- 
petite, diaphoresis, and weakness. Shoddy 
dress, the smell of opium smoke, and cya- 
nosis of the lips and gums readily identify their 
addiction. While such individuals still per- 
form work and indeed are able to raise their 
own opium, their ambition and energy are 
dulled. They rarely taper off or stop smoking, 
and they manifest extreme concern for their 
opium cache and smoking equipment. Their 
extremely low prevalence rate compared to 
other categories of opium users is shown in 
table 2. Another survey, in which only addicts 
were counted, was done in the same area as 
the first survey. Of the several thousand in- 
habitants in the area of the second survey, 32 
persons were addicted to opium smoking, 31 
of these were working addicts and one was 
an incapacitated addict (see table 3). 

Incapacitated addicts smoke five to ten 
times a day and perform little or no work. 
Preparation of the opium pipe and deep in- 


TABLE 3 
Meo Opium Addicts by Age and Sex* 
AGE (YEARS) MALE FEMALE 

Less than 20 1 re 
20-29 3 2 
30-39 3 2 
40-49 6 2 
50-59 5 4 
60-69 2 1 
70 and older 1 a 

21 11 


Data collected in Xieng Khouange Province with the ‘assistance of Xiong 
Sai 
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halations from it alternate with periods of 
stupor. Such men, usually in their 50s or 60s, 
are totally dependent on others for their 
opium supply. Since smoking requires large 
amounts of opium as compared to parenteral 
use or ingestion, large portions of the fam- 
ily’s resources may be thus consumed. While 
an impoverished incapacitated addict may 
beg for opium, he does not resort to thievery. 
He can be readily identified by his unkempt 
appearance, long dirty hair, marked weak- 
ness, dull expression, and thin wasted con- 
dition; his hands are thin and uncalloused. 
Withdrawal is prolonged and severe; the 
person shows inability to eat, insomnia, diar- 
rhea, dehydration, and incessant whining. 
Table 2 indicates that no incapacitated ad- 
dicts were encountered in the sample; one 56- 
year-old man was present in the table 3 sur- 
vey. I encountered several incapacitated 
addicts (all elderly men) while I was carrying 
on my hospital duties. 

Patterns of opium usage vary with age and 
sex. Children may rarely ‘receive small 
amounts of opium orally for illness. Occa- 
sional opium smoking among teen-aged 
males or females infrequently occurs in 
homes where the parents smoke opium. 
Young women with children and young men 
starting families virtually never use it. How- 
ever, a few young unmarried adults are ad- 
dicted to opium. Table 3 indicates the pre- 
dominance of addiction among persons aged 
40 and older, and the greater percentage of 
male addicts. Only women not raising chil- 
dren and whose husbands smoke opium use 
opium regularly. 


Discussion 


Hypotheses have been sought with two 
goals in mind: 1) to understand the Meo case, 
and 2) to shed light on societal aspects of in- 
toxication and addictive behavior. With re- 
gard to the latter purpose, it is important to 
note that this is an intensive, single-culture 
study. The Meo are a tribal group of Asian 
mountaineers who sustain themselves by 
slash-and-burn agriculture and raise opium 
as a cash crop. Careful examination should 
necessarily precede application of these con- 

clusions to Andean mountaineers, African 
tribesmen, urban Westerners, or other groups 
of people. 

Keeping this caveat in mind, I should like 
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to suggest the following: 

1. The choice of an intoxicant and its pat- 
tern of use in a culture is not a chance phe- 
nomenon but is related to ecologic, psycho- 
social, and cultural factors. The present 
study provides another case to support the 
contention, already presented by others 
(2-7), that intoxicant use is determined 
by sociocultural as well as individual factors. 
We might say, in addition, that a society 
adopts that drug use pattern from which it 
derives social benefit. From the individual's 
vantage point, a drug use pattern that en- 
hances coping behavior will be favored with- 
in a society. Thus one may conceive of a dy- 
namic relationship in which societies "exper- 
iment" with certain drugs and usage patterns 
and alter these over time. Perhaps, also, the 
drug use can in turn affect the sociocultural 
milieu. 

2. Alcohol is a cathartic drug implement- 
ing behavioral expression of internal states. 
Opium is a control drug aiding suppression of 
disruptive impulses. The effect of alcohol in 
reducing anxiety and "releasing" the inhibi- 
tion of various drives has been described (2 
3,8). Opiates have been noted to cause re 
duction of anxiety along with "reduction" of 
primary drives and impulses (8, 9). Bailey hy- 
pothesizes that the latter mode of action II 
creases the potential for social and personal 
adjustment among opium addicts in the 
United States (10). In the Meo case, a 
sion of thoughts and feelings is permitte 
even encouraged, insofar as these reflect the 
mores of the culture. Should a Meo not K 
daring in adversity or should he fail to 
ambitious for wealth, he is maladaptive t? 
his society. And if being a misfit causes hn 
distress, no one gives audience to his en 
plaints. On the contrary, expression of wa 
Meo attitudes by "release" of inhib 
would only serve to ostracize him. Un i 
such circumstances, opium provides not on 
a soothing but also a safe retreat via its driv 
reduction action. Il 

3. Opium use may be functional (as v 
as dysfunctional) for certain individuals En 
for their society. Szasz’s notion that m 
illness may be considered within a frame "bly 
of “problems in living" might be prot 
applied to opium use (11). Indeed, E | 
cation of any kind can be viewed as an ? ET 
native behavior in handling the problems 
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countered in living within a given ecologic, 

economic, political, or psychosocial milieu. 
As expressed by Redlich and Freedman, 
“For some persons, existence without the 
beneficial effects of these (addicting) drugs 
would be very difficult or impossible" (8). 
In line with Ruth Benedict we might append: 
for some persons under sofne circumstances 
in some sociocultural groups (12). 

Society may also benefit from intoxication 

and addiction. Nativistic movements, wide- 
spread violence, revolution, and anomie have 
disrupted other societies (13). However, the 
Meo adhere steadfastly to their traditional 
way despite centuries of external influence 
and oppression(14). Opium use may con- 
tribute to an integrated Meo society by al- 
lowing certain individuals, stressed by the 
demands of their monolithic culture, to 
continue to live in and contribute to Meo 
Society. 
; 4. Opium use need not be addicting, even 
in the chronic user. While these data are not 
longitudinal, observations suggest that few 
Meo opium users ever become addicted. Even 
the habitual once-a-day smoker appears no 
more impaired physically or socially than 
the cocktail-before-supper suburbanite. 


3. Physical disability, crime, and social 
disruption are not inevitable sequelae of 
opium addiction. Most Meo opium addicts 
limit themselves to smoking two or three 
times a day and are able to work and produce 
enough opium for their own needs. Only the 
incapacitated addict cannot raise his opium, 
and he is too deteriorated to cause harm. 

6. Cross-cultural study of the use of addic- 
tive substances requires lengthy field obser- 
vation and careful use of terminology. Re- 
ports in the literature concerning Meo opium 
Use are conflicting (15-18). Moreover, this 
Study fails to agree with many aspects of pre- 
vious accounts. Careful examination into this 
discrepancy reveals two general areas of 
difficulty. 

First, terms such as "addiction" are not 
applied uniformly or in the usual technical 
Sense of the word. Use of opium does not 
necessarily imply addiction, for example. 
Clear and explicit use of such terms are nec- 
essary to render the data comparable. — . 

Second, prolonged personal observation Is 
tequired to collect data on use of intoxicating 
Substances. For example, most Meo opium 
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and alcohol consumption occurs at home. 
Thus, an invitation into the home as a friend 
is necessary. Use of a translator obstructs 
this process of friendship making. Informant 
data must be closely checked against first- 
hand observations. Observation of intoxicant 
use might require participation in the use of 
it, as is true for alcohol use among Meo. If 
participation is not required, as for Meo 
opium use, the observer must at least be a 
trusted guest with whom the host is comfort- 
able. In short, prolonged field work without 
translators and with that elusive "rapport" 
is essential. 
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Job Corps Patients: The Impact of Psychiatric Care 


BY ALAN L. MORGENSTERN, M.D., GERALD LANGAN, M.A.. 
AND DENNIS 0. MAYER 


In four years' work with 168 adolescent 
male Job Corps patients, the authors found 
that a warm, supportive therapeutic relation- 
ship contributed to treatment success. Sixty 
percent of the patients were self-referred; 
these were generally treatment successes. 
Patients who were retarded, homosexual, 
or had antisocial personalities had low suc- 
cess rates; the remaining patients were 
helped substantially. The authors feel that 
the crucial component of successful treat- 
ment lies in the synergism of psychiatric care 
and the growth-enhancing qualities of the 
Job Corps environment. 


jh 1965 an abandoned naval air station 
on the Oregon coast was transformed into 
a Job Corps center. Two hundred young 
men arrived from all parts of the country 
and found themselves on a run-down mili- 
lary base between the coastal mountain 
range and the ocean. For these young people 
the Job Corps offered a last chance to learn 
a skill and find a place in the prosperous 
American way of life. 

The Tillamook, Ore., Job Corps Center 
originated as part of the War on Poverty; it 
was closed in 1969, presumably because of 
the expense of another war—the one in 
Viet Nam. The Tillamook center received 
corpsmen whose academic deficiencies pre- 
cluded placement in advanced training pro- 


Based on a paper read at the Job Corps 
fice Colloquium on Comprehensive EE MM 
errs sea Care, Washington, D. C., March 30- 
Dr. Morgenstern is Associate Professor of 
and Mr. Mayer is a senior medical student, 
of Oregon Medical School. Portland, Ore. 
the time of the study Mr. Langan was Chief Counsellor. 
Tillamook Job Corps Conservation Center, Oregon: 
he is currently with the Bureau of Land Management, 
Department of the Interior, Washington, D. C. i 
This study was supported in part by a grant from the 
Job Corps Health Office and by Public Health Service 
grant odd from the National Institute of Mental 
Health. 
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grams. Each corpsman could spend a maxi- 
mum of two years in Tillamook. If he made 
substantial academic strides he could trans- 
fer to an urban center for highly technical 
training. The average voungster came with 
so many personal and academic handicap: 
that he was not likely to reach the required 
level of reading and arithmetic to allow 
transfer. 

Upon their arrival the recruits were very 
much like those described by McCarthy (I) 
“The kids were either so untamable—like 
many of the ghetto blacks—or so sullen and 
loser-looking—as with many of the rural 
whites—that it was hard believing they Were 
a part of America. These were the celebrated 
16 to 21 ‘disadvantaged’—a term that is at- 
tually a put-on when applied to Job Corp» 
youth.” Most of the enrollees were far from 
home for the first time. It was often ramy 
and cold, and their new residence looked ol! 
on unfamiliar mountains, forests, and farms 
A 17-year-old from a New York ghett 
showed culture-shock psychosis within houri 
of arrival. After recovery he recalled tht 
fearful contrast with his lifelong Hel 
home: “It was too quiet, and there was 5 
much space." : M 

The psychiatrist began his work in à br 
posely traditional way, as physician to ics 
tionally troubled corpsmen. Clinical ko 
appeared to be a more important goa d 
psychosocial engineering. After thee 
atrist's bona fides had been accepted it es 
become possible to consider directii 
tion in the Job Corps center itself (24): Ree 

The psychiatrist reserved one after 
week for Job Corps patients. Corfa ol 
were driven 80 miles to the consulta 
fice at the University of Oregon ped 2 
School; it was inconvenient, but it neal 
corpsman understand that the com 
was his doctor. A maximum of four re it 
were seen in an afternoon, and ther dir 
frequent emergency visits. After. UP a olf 
nostic interview the consultant maile 
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or two-page summary to the head counselor, 
medic, and the general practitioner who 
looked after the camp’s health needs. Subse- 
quent visits were followed by brief follow- 
up reports. The counselor provided back- 
ground information for the first visit and 
shared the psychiatrist’s findings with ap- 
propriate staff members. Frequent phone 
calls allowed prompt sharing of information. 
In this wide matrix of communication there 
was never an instance of injudicious use of 
confidential information. 

One hundred and sixty-eight corpsmen 
were examined from October 1965 to June 
1969. The race of these patients was fairly 
representative of the camp's enrollment as a 
whole; the first year white corpsmen were in 
the majority and afterward Negro youngsters 
predominated. Among the 168 patients, 51 
percent were black, 43 percent were white, 
and Six percent were Mexican-A mericans. 
The attitudes of these groups toward psychi- 
atric care were not discernibly different. Age 
was an important factor in the consistent 
over-representation of the youngest boys, the 
16-year-olds. The mean age for all patients 
was 18.0 years. Because of the disproportion- 
ate number of younger corpsmen, the average 
age of the patients was 17.6 years. 


Changing Patterns of Referral 


The first weeks of consultation were dis- 
couraging. Inadequate screening had allowed 
several psychotic and retarded youngsters to 
enroll. Their need for help was poignant, but 
they were too:disabled to benefit from Job 
Corps training. Staff members wanted the 
psychiatrist to certify these young people 
às “too sick for Job Corps" and provide the 
rationale for their return home. Although 
the psychiatrist agreed that they should not 
remain at the center he feared his contribu- 
tion might be limited to the manipulation of 
grossly handicapped boys. To counteract 
this possibility he suggested a meeting with 
all of the staff: few of them had any reason 
to be knowledgeable about mental health 
care. The psychiatrist insisted that his role 
could not be limited to providing oneway 
tickets for troublesome corpsmen. After 
this, useful therapeutic work began. 

It seemed likely that corpsmen would be 
reluctant to consult a psychiatrist or would 
find it difficult to articulate their concerns. 
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FIGURE1 
Self-Referral Rate During 45 Months of Consultation 
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Neither assumption was correct. The pattern 
of increased self-referral is summarized in 
figure 1. Referral was self-initiated by 42 
percent of the patients. Any staff member, 
from cook to counselor, could provide the 
impetus for an initial consultation. After 
several months corpsmen began to thought- 
fully suggest psychiatric care to friends. On 
some occasions the staff insisted upon diag- 
nostic evaluation against a youngster's 
wishes. The staff had sanctions that were 
well understood by a patient who said, "I 
had no choice—I either came or they send 
me home—I don't want to go home—but 
I don’t like no one to push me around." A 
corpsman who had been forced into an ini- 
tial visit was assured that he would not be 
compelled to return. 

It was important to respect the adolescent 
patient’s need for autonomy while simul- 
taneously offering help. This approach was 
successful in helping rebellious but troubled 
corpsmen to engage in psychotherapy. As a 
result there was no significant difference in 
the average number of office visits between 
corpsmen whom the staff sent for consulta- 
tion and those who were self-referred. Self- 
referral was naturally more common among 
corpsmen with ego-alien symptoms. All of 
the depressed patients sought treatment, as 
did most patients with neurotic illness. Nine 
of the 18 latent schizophrenic (borderline 
psychotic) and schizophrenic corpsmen re- 
quested treatment. 

We were surprised that half of the patients 
involved in antisocial activities also asked for 
help; the center's effective system of rewards 
and punishments increased their awareness 
of the unprofitable nature of deviant behav- 
ior. Few retarded corpsmen could decide for 
themselves to seek psychiatric help. Their 
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TABLE 1 


Average Interval Between Job Corps Entrance 
and First Psychiatric Examination by Disorder 


INTERVAL 


DISORDER (MONTHS) 
Early 
Headaches 13 
Homosexuality 18 
Schizophrenia 31 
Mental retardation. 3.1 
Antisocial personality 34 
Later 
Unsocialized aggressive reaction of adolescence 55 
Psychogenic learning disorder. 6.8 
Depression 78 
Anxiety neurosis 81 
Latent schizophrenia (borderline psychosis) 8.9 


expectations of defeat often provoked guilt, 
as in the corpsman who said, “Maybe I don't 
want to learn." For such a person the re- 
Structuring of training often yielded enor- 
mous benefits. The least gratifying patients 
were four homosexuals forced into consul- 
tation because they coerced unwilling sexual 
partners. These patients were so sullen or 
bitterly defiant that it was impossible to es- 
tablish a useful treatment relationship. 

The “average” patient was first examined 
four months after his arrival at the center. 
Of the patients were seen 
within the first month. Analysis of the initial 
visits indicates temporal clustering of certain 
symptomatic behaviors. Details are sum- 
marized in table 1. The early onset of head- 


aches was usually an expression of difficulty 
in adjusting to the Job Corps. 


Diagnostic Considerations 


It is difficult to find 


quately portrays the problems of the young 
people who became 


the patient's upbringing and where “illness” 
had been grafted on (5). In the hope of using 
an effective mode of communication, we de- 
cided to rely upon the official psychiatric no- 
menclature in DSM-II (6). Its advantages 
far outweigh the limitations inherent in any 
diagnostic system. Our findings are summar- 
ized in table 2. Other disorders encountered 
but not listed in the table include alcohol or 
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drug abuse, homosexuality, epilepsy, the 
migraine syndrome, psychophysiologic dis- 
orders, and crises provoked by impending 
graduation. 

The Tillamook Job Corps Center was ef- 
ficiently administered and humanely ori- 
ented; it never suffered the epidemics of un- 
rest that occurred in some other centers, The 
extent of psychiatric impairment among our 
corpsmen was striking but not surprising, 
Virtually all of the corpsmen came from 
backgrounds featuring a high rate of mental 
illness. Levy's study (7) at a woman's Job 
Corps center disclosed that 45 percent of 
randomly selected corpswomen had psychi- 
atric symptoms with major impact upon their 
lives. There is little danger that the availabil- 
ity of psychiatric services will produce iatro- 
genic mental illness (8); the disorders are 
there to begin with. 


The Therapist’s Role Behavior 


What is the impact upon corpsmen whose 
deviant behavior is labeled “sickness”? What 
benefits and handicaps accrue from the yen 
fact of psychiatric consultation? Our n 
goal was that the corpsmen's mental healt 
care be at least as good as that offered pri- 
vate patients. New techniques, if unsuccess- 
ful, would result in a subtle form of discrimi- 
nation against the poor (9). Thus the Fu 
chiatrist began his work by doing Wi. 
things he knew best. Corpsmen came to : 
office. They were seen individually. On v 
Occasions highly personal data were kepi 
from the center's counseling staff. a 

Before coming to a Job Corps cen 
of every five arrivals had never seen a P ds 
cian or dentist professionally (10). Sudde 


TABLE2 tients 
Common Diagnoses Among 168 Job Corps Pa! 


NTS 
LL PATIE 
DIAGNOSIS PERCENT OF Al 


Antisocial behavior 

Antisocial Personality 

Unsocialized aggressive reaction of adolescence 
Anxiety neurosis 
Mental retardation ‘ 
Adjustment reaction of adolescence (homesick) 
Psychogenic learning disturbance 
Personality disorders without antisocial behavior 
Schizophrenia 
Latent schizophrenia (borderline psychosis) 
Other neuroses, including depression 
Enuresis 
Total 
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the troubled corpsman encounters a psychia- 
trist, viewed as a member of the power struc- 
ture, but who miraculously seems to be on 
the patient’s side. The psychiatrist’s opening 
inquiry to the corpsman was, “How can I 
help you?” This commonplace question 
seems extraordinary to a boy who has rarely 
been helped by anyone, least of all a doctor. 

To exploit his role as healer the psychia- 
trist wore a white coat, examined patients 
in a professional office, and did not hesitate 
to carry out relevant parts of the physical 
examination. All doctor-patient interactions 
were aimed at creating an atmosphere that 
assumed “You are having some problems 
now, and I will help solve them." Of course, 
the entire plan of care and the Job Corps 
training might fail. These impressions were 
communicated to the medical and counseling 
staff, but it was rarely of therapeutic ad- 
vantage to share such discouraging con- 
Jecture with patients. 

The therapeutic stance with these young- 
sters was warm and accepting. Passivity or 
benevolent neutrality was contraindicated; 
it perplexed the corpsmen and inhibited 
their ability to trust the doctor, Many small 
actions helped to achieve rapport, such as 
the offer of a cup of coffee, a short walk to- 
gether, and sometimes just a gesture or hand- 
shake. These behaviors "broke the ice" and 
allowed Psychotherapy to begin and pro- 
gress, In Bernard's words (9), “these changes 
in the therapist's role behavior need not be 
incompatible with the experiential essentials 
9f dynamic psychotherapy." In fact, these 


Changes allowed psychotherapy to take 
place. 


Advantages of Pharmacotherapy 


The use of psychoactive drugs was one 
(ir the active therapeutic stance. It was 
ete a manifestation of concern, a tangible 
of je of the sick role, as well as an offer 
Hoe from Symptoms. Whittington, Za- 
didus bes Grey (11) have shown how drug- 
the lik sileviation of symptoms "increases 
"m elihood that the patient will accept, 
tie persevere in, primarily psychotherapeu- 
ee to his difficulties in living.” 

rugs M Percent of our patients received 
It Nas PARU often relieved symptoms. 
docto, always interpreted as proof that the 

T wanted to help. Accompanying the 
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first prescription was the admonition, “Since 
I am giving you a strong medicine I will 
plan to see you again in a few weeks.” This 
approach helped to establish the excellent 
rate of return appointments. There were few 
problems in stopping medication. Once a 
crisis was surmounted, the need for drugs 
disappeared. 

The patient saw the prescription as evi- 
dence of the psychiatrist’s good faith. Now 
that he had done something the psycho- 
therapeutic dialogue could start. Staff mem- 
bers were informed when a patient was to 
take a psychoactive drug. Teachers found it 
easier to persist in a boy’s training when they 
knew that treatment was simultaneously in 
progress. The patient’s medicine helped the 
staff to relax, and the corpsman often im- 
proved as a result. 


The Patients’ Role Behaviors 


Corpsmen shared at least four character- 
istics. All were adolescent, male, meagerly 
educated, and poor. Their cognitive func- 
tioning resembled that described by Shore 
and Massimo in their study of delinquent 
adolescent boys (12); virtually all patients 
demonstrated motoric orientation, concrete 
thinking, and preoccupation with the present 
with a wish for immediate gratification, We 
ought to wonder why these youngsters from 
ghettos and ravaged rural areas could con- 
verse with a psychiatrist. It is even more 
startling that they could learn to trust him. 

Each week corpsmen observed that three 
or four of their classmates went to the psy- 
chiatrist’s office—and returned the same 
day! Their fantasies of seeming “crazy”’ or 
being confined were quickly dispelled, as re- 
flected in increasing proportions of self-re- 
ferral. The corpsmen's ability to seek and 
use psychiatric services derived largely from 
the consultant's identification as a physician. 
The classical doctor-patient relationship had 
many advantages. As Mechanic (13) pointed 
out: 


it can be initiated with little difficulty, not requir- 


ing the complex and subtle cues and responses 
often necessary in other types of relationships. 
Also, the primary function of the physician is to 
aid and restore health, and this seems to insure 
that the patient will not,be rejected openly or hu- 
miliated. Nor is he likely to be condemned for his 
various symptoms and complaints—at least ini- 
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TABLE 3 
Number of Office Visits for 168 Job Corps Patients 


OFFICE visiTs . PATIENTS 
1 54 
2 35 
3 23 
4 18 
5 14 
6 9 
7 6 
8 1 
9 3 
10 1 
> 10 4 


tially. In many ways, then, the doctor-patient 
relationship can serve as a temporary substitute 
for other kinds of insufficient or inadequate in- 
terpersonal relationships" (p. 192), 


One evening a week patients drove back to 
the center and reentered Job Corps life. It 
was evident that although these corpsmen 
were temporarily troubled they were ex- 
pected to “get well” and continue their train- 
ing. The psychiatric office visit formalized 
temporary use of the sick role, a role that in- 
cluded powerful expectations, Parsons (14) 
showed that the sick role, “as in all social 
roles, incurs certain obligations, especially 
that of cooperating with his physician—or 
other therapist—in the Process of trying to 
get well.” This aspect of role behavior had a 
potent therapeutic effect. Patients hoped to 
get well, but they also anticipated that treat- 
ment included cooperation with both doc- 
tor and Job Corps staff. The process of 
getting well was to occur at the center. Psy- 
chiatry was offered as an adjunct to the ed- 
ucational and social goals of the center. 
"Successful treatment" meant more effective 
use of the Job Corps program. 

Requests for treatment were influenced by 
geographic and racial factors. Negroes and 
whites brought up in the country or in small 
towns were likely to be quiet, respectful, and 
overly appreciative. Black corpsmen from 
the inner city could be very different. These 
youngsters might demand a prompt appoint- 
ment. An urban Negro would occasionally 
burst into the consultant's office insisting 
that help be provided—and fast. Loud and 
vulgar language accompanied by show-off 

behavior was common among all corpsmen, 
This adolescent caricature of independence 
masked a strong and often conscious wish 
for a warm and supporting relationship. 
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Such a relationship could be achieved with 
most patients. It was not possible when the 
corpsman’s character structure was severely 
antisocial and paranoid, or in most instances 
of borderline psychotic illness. 


The Spectrum of Psychiatric Care 


The diversity of clinical problems is sum- 
marized in table 2. The natural consequence 
was provision of psychiatric services in a 
wide variety of ways. The number of office 
visits ranged from one to 19, with a median 
of two and an average of 3.3. Table 3 pro- 
vides a summary of outpatient contacts. Ap- 
proximately one-third of the patients were 
seen only once; this large proportion should 
not distort the perspectives of the usual 
treatment program. Of the 54 patients seen 
one time, 11 were allowed to return home as 
they requested, ten received medical dis- 
charges, and five eventually got disciplinary 
discharges. The rest graduated. ; i 

We have described the extraordinary im- 
pact of the first visit. A return appointment 
was scheduled in a week or two, medication 
was provided, and explicit suggestions of 
improvement were made. Staff members 
were informed of the problems, and recom- 
mendations for changes in training programs 
and counseling approaches were provided. 
At the second visit problems and progress 
were reviewed; and another visit, if needed, 
was scheduled in two to four weeks. The early 
part of treatment aimed at changing the vec- 
tors from decompensation to improvement. 
As this took place further beneficial changes 
generally occurred in a patient's Job Corps 
environment; success tended to breed suc- 
cess. Brief and highly supportive care n 
not always adequate; a number of mod 
young people needed more penetrating, 1" 
sight-oriented psychotherapy. i 

Seventeen patients required hospital care. 
Six were frankly schizophrenic, two a 
latent schizophrenia (borderline psychosis), 
and three showed severe antisocial persona 
ities. Of this severely handicapped o 
SIX patients were able to return to the Tg 
Corps center and complete at least pus 
more months of training. Intensive ane 
helped some schizophrenic youngsters, ia 
it was never effective with the antisocr 
corpsmen. Seven patients could not et 
from brief hospital care and were referre 
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health facilities near their homes. 
jas reassuring to know that a mental 
hospital was available. It provided a place 
maladaptive behavior—no matter how 
rbing—could be controlled. This real- 
ization encouraged the staff to persevere with 
troubled students. After several months the 
sman culture recognized that colleagues 
We 


went to the hospital usually came back. 
eventually had the problem of keeping 
nts out of the hospital when they 
led of its pleasant atmosphere. 
le hospital provided asylum. A patient 
ld reestablish his defenses during a re- 
from the pressures of group living in- 
1 ic to the Job Corps. Active programs 
Schooling and occupational therapy eased 
eturn to the center. Median duration of 
ospitalization was nine days; the average 
8.13 days. There were painful moments, 
“however, when corpsmen were sent home. 
Although they had been panicky at the cen- 
ter, a few now demonstrated an intense 
eounterphobic yearning to return. Others 
felt they had reached the end of the road. The 
len corpsmen who did resume their training 
untered little teasing. Going to see the 
psychiatrist in his office often provoked anx- 
laughter and banter. Being in the hos- 
Was too serious for joking. 
en offering health services to a large 
Ip Of deprived adolescents we are con- 
ited with questions of cost effectiveness. 
tantial therapeutic results were achieved 
Small investments of time and money. 
limitation of the cost-effectiveness ap- 
h is illustrated by the corpsman who 
D. the most treatment—19 office visits in 
P. months. He came from a woeful back- 
nd and had little useful education. His 
lems included a severe neurosis, epilep- 
d vigorously expressed hypochondria- 


TABLE 4 


Graduation from Job Corps Training 
as Related to Diagnosis 


(PERCENT) PATIENTS GRADUATED 


: 100 

fang learning disorder 91 

ized apresie reaction of adolescence 79 
hizophrenia (borderli i 

Ea (borderline psychosis) dg 

t reaction of adolescence (homesick) 69 

a 40 

35 

o 
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sis. Nonetheless, he graduated from the Job 
Corps and succeeded in enlisting in the Ma- 
rines. His basic training ended when he ran 
out of anticonvulsants and a seizure un- 
masked his epilepsy. For the last few years 
he has worked steadily as a doctor’s assis- 
tant. In this instance a poor person was fur- 
nished medical services in a manner usually 
reserved for the well-to-do. We are impressed 
with the efficacy of customary psychiatric 
care when it was simply made available. 


The Outcome of Treatment 


A youngster enrolling in the Job Corps 
must cope with a new environment, learn 
marketable skills, and return home to get 
and hold a job. The stress innate in this en- 
deavor encourages symptom formation; 
there are growing pains in a real sense. If 
patients could endure these “pains,” they 
had a chance to achieve their goals. Al- 
though symptomatic improvement was com- 
mon, it was not an adequate criterion for de- 
fining the success of treatment, An example 
is seen in the use of imipramine with seven 
enuretic corpsmen. The observation that 
there were six “cures” tells us little of the 
impact of therapy upon their lives. In seek- 
ing a more meaningful index of success we 
have relied upon a patient’s ability to gradu- 
ate from the Tillamook center or to have 
made educational strides that allowed trans- 
fer for advanced training. Table 4 provides 
a summary of these data. 

Psychiatric referral naturally involved 
many troubled and difficult corpsmen. None- 
theless, 79 percent of the patients who re- 
quested treatment eventually graduated or 
transferred from the Tillamook center. The 
proportion of successful training drops to 59 
percent among the corpsmen referred by the 
staff. We were surprised and encouraged by 
these results. 

Age had an important bearing on out- 
come. Patients who left without official leave 
averaged 16.4 years. For medical, adminis- 
trative, and disciplinary discharge, the aver- 
age age at the first examination was 17.7 
years. These figures contrast with an average 
age of 19.3 years in patients who completed 
their training. Older corpsmen had firsthand 
experience with boring, poorly paid, and low 
prestige jobs; they could be ferociously eager 
to advance. Most of the 16-year-olds were 
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childlike. Few had entered the job market, 
and none had faced the humiliation of fail- 
ing the academic test of the Selective Service 
system. They preferred to return home and 
enjoy a little more of the moratorium of 
adolescence, 

Raucous behavior is expected among 
adolescents, but 16 patients far exceeded the 
norm. Eight had clearly defined antisocial 
personalities. These sociopathic corpsmen 
got into trouble shortly after their arrival; 
consultation usually occurred within the 
first three months of enrollment. None of 
these patients completed their training. 

The other eight acted out in obvious re- 
sponse to stress. They were free of the pro- 
longed histories of legal entanglements and 
school expulsions characterizing the first 
group. This second group was pseudosocio- 
pathic (15); we have used the diagnosis “un- 
socialized aggressive reaction of adoles- 
cence” from DSM-II. Several months of 
adaptation to Job Corps preceded a flurry of 
antisocial behavior. One of these patients 
was a likeable boy who said, “I get home- 
sick—lonely—nervous—when I get letters 
from my sister. They sent me here because 
of insubordination.” A therapeutic alliance 
was quickly established with patients like 
this, Seven of these patients graduated. 


The Synergism of Job Corps Training 
and Psychiatric Care 


In helping the poor, Leighton (16) wrote, 
“psychiatrists should take [the] medical tra- 
dition into account in deciding how much 
they know and how they can use what they 
know.” This was done at the Tillamook Job 
Corps Center with worthwhile results, Why 
was this so? The techniques employed in 
treatment are part of the answer. Underlying 
these techniques was the therapeutic alliance 
formed with the impoverished adolescent, 
which provided an antidote to his habitual 
sense of powerlessness. The corpsmen redis- 
covered what Virchow (17) described a cen- 
tury ago: “Physicians are the natural at- 
torneys of the poor.” In almost all of our 
patients we found the drives toward health 
and mastery that are so conspicuous in 
young people. 

Within the Job Corps our patients had the 
experience of educational mastery, often for 

the first time. One boy was happy to master 
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janitorial work, a luckier youngster became 
a brick mason, and some could learn highly 
intricate skills. All had the chance to succeed 
in work. Nothing has greater therapeutic 
power than that. Freud’s (18) insights in- 
cluded recognition that “no other technique 
for the conduct of life attaches the individual 
so firmly to reality as laying emphasis on 
work; for his work at least gives him a se- 
cure place in a portion of reality, in the hu- 
man community" (p. 80). The Job Corps 
psychiatrist has the advantage of including 
vocational training in his treatment plans; 
emotionally satisfying work is the most 
powerful part of his armamentarium (19, 20). 

The crucial component of successful treat- 
ment lies in the synergism of psychiatric care 
and the growth-enhancing qualities of the 
Job Corps environment. A therapist’s skills 
help the patient respond to the educational 
and social influences that surround him 24 
hours a day. Genuine therapeutic achieves 
ment depends upon the quality of expert 
ences at the Job Corps center; the corps 
man needs a center that stimulates and 
reinforces the impetus toward health. We | 
were fortunate for the chance to participate 
in the work of such a center. We are sormi 
that its work was so abruptly ended. 
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Changes in Norepinephrine Turnover in Rat Brain 
During Chronic Administration of 
Imipramine and Protriptyline: A Possible 
Explanation for the Delay in Onset of 
Clinical Antidepressant Effects 


BY JOSEPH J. SCHILDKRAUT, M.D., ANDREW WINOKUR, 
PAUL R. DRASKOCZY, M.D., AND JANET H. HENSLE 


In this study the authors compare the effects 
of acute and chronic administration of the 
tricyclic antidepressants imipramine and pro- 
triptyline on the turnover and metabolism of 
norepinephrine in rat brain. The turnover of 
norepinephrine was decreased after acute 
administration but increased during chronic 
administration of these drugs. This increase 
in norepinephrine turnover occurred sooner 
when thyroxine was administered with the 
imipramine. This may help to explain why 
clinical antidepressant effects are generally 
observed only after chronic administration 
of imipramine or protriptyline and why 
thyroid hormone may accelerate and en- 
hance the clinical antidepressant effects of 
imipramine. 


Duescue ANTIDEPRESSANTS are clinically 
effective in the treatment of some de- 
pressions, and it has been suggested that the 
clinical effects of these drugs may be related 
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to their effects on biogenic amine metabolism 
in the central nervous system (1). Imipramine 
and various other tricyclic antidepressants 
inhibit the uptake of tritiated norepinephrine 
(norepinephrine-H?) and alter the metabo- 
lism of this catecholamine in animal brain 
(2-5). However, these findings alone do not 
seem sufficient to account for the clinical 
antidepressant effects since these biochem! 
cal changes have been observed after acute 
administration of tricyclic antidepressants, 
whereas chronic administration (about ise 
weeks) is generally required before the HM 
antidepressant effects are observed in is 
pressed patients. The biochemical changi 
that might account for this delay in the ori 
of clinical antidepressant effects have no 
been elucidated. It has been observed, noe 
ever, that imipramine administered in com 
bination with thyroid hormone prod 
more rapid antidepressant effects In i 
pressed patients than did  imipram! 
alone (6). E. 
In order to explore possible biochemica 


changes that might help to explain why chron- 


ic administration of tricyclic antidepressam? 
is necessary to obtain clinical antidepresss. 
effects, we have compared the effects of m 
and chronic administration of tricyclic x 
depressants on the turnover and metabolism 
of norepinephrine in rat brain. The enon 
in norepinephrine turnover that occur WY” 
thyroid hormone is administered in COM 
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bination with imipramine have also been 
examined. ' 


Methods 


In our experiments we have utilized the 
technique of intracisternal injection in order 
to bypass the blood-brain barrier (9) and in- 
troduce radioactive norepinephrine into the 
brain.? Tritiated norepinephrine (norepi- 
nephrine-H?) injected intracisternally into 
the basal cisterns of the brain mixes with en- 
dogenous norepinephrine and appears to be a 
valid tracer for this amine. The effects of 
drugs on the turnover of norepinephrine in 
brain may be studied with this technique by 
determining the rate of disappearance of 
norepinephrine-H? from the brain. 

Male Sprague-Dawley rats were treated 
with various drugs according to schedules 
described below. After this treatment d,l- 
norepinephrine-7-H? (100-128 mag; 6.6- 
8.5 curies/millimole) was injected into the 
cisterna magna of the brain (9).? Groups of 
animals were killed by cervical fracture six 
minutes after intracisternal injection in order 
to examine the effects of the drugs on the up- 
take and metabolism of norepinephrine, and 
270 minutes after the intracisternal injection 
in order to examine the effects of the drugs on 
the turnover and metabolism of norepi- 
nephrine in the brain, Norepinephrine-H^ 
and its metabolites, as well as endogenous 
Norepinephrine, were determined in rat brain 
by methods described elsewhere(10). Stu- 
dent's t test was used to determine the sta- 
tistical significance of the differences between 
Oe levels of endogenous norepineph- 

» Norepinephrine-H?, and the various 
ERROR of norepinephrine-H? in the 
Ins of experimental and control animals. 


UA = 
preliminary rej i 

was port of some of these findings 

meting ae at the meeting of the Federation of 

City NI Societies for Experimental Biology, Atlantic 

lished (7743, API 13-18, 1969, and has been pub- 
2 Mn. M 

or qh technique is similar to Glowinski's procedure 

that he paraventricular injection of norepinephrine-H* 

active dr, 5 used in his studies of the effects of psycho- 

(2, 3), ugs on norepinephrine metabolism in brain 
"du 

cisterna aunt of norepinephrine-H? injected intra- 
i const; i i i 

Varied among experinienten any given experiment but 
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TABLE1 
The Effects of the Duration of Treatment with 
Imipramine on the Uptake, Turnover, and Content 
of Norepinephrine in Rat Brain* 


KILLED SIX KILLED 270 


MINUTES AFTER MINUTES AFTER 
DURATION OF SUBSTANCE  INJECTIONOF INJECTION OF 
TREATMENT ASSAYED NE-H? NE-H? 
Single dose NE-H3** 8923'* 11244**° 
NE (endog.)t 104 +3 101 4-2 
Ten days NE-H? 8345°°° 9744 
NE (endog.) 9443 96 +3 
Three weeks NE-H? 8524'* 80 +6*' 
NE (endog.) 85+3°° 84+42°° 


* Results are expressed as percentages of the control means + standard 
error of the means. 

"p< 0t 
ttp 05 
t Abbreviations: 

norepinephrine. 


when compared with control values. 


NE-H? norepinephrine-H?; NE (endog) endogenous 


Results 


Effects of Duration of Treatment with Imipra- 
mine on Uptake, Turnover, and Metabolism 
of Norepinephrine in Rat Brain 

In order to explore the possible differences 
between the effects of acute and chronic 
treatment with imipramine, three different 
schedules of drug administration were em- 
ployed. In the first series of experiments 
(acute administration), a single dose of imi- 
pramine hydrochloride (10 mg./kg.) or iso- 
tonic saline (control) was administered by 
intraperitoneal injection. In the second se- 
ries of experiments (ten-day administration), 
the same dose of imipramine (10 mg./kg.) 
or isotonic saline (control) was administered 
twice daily for ten days. In the third series of 
experiments (chronic administration), the 
same dose of imipramine (10 mg./kg.) or 
isotonic saline (control) was administered 
twice daily for three weeks. In all experi- 
ments, norepinephrine-H? was administered 
by intracisternal injection 360 minutes after 
the last intraperitoneal drug injection and 
groups of animals were killed six minutes 
and 270 minutes after the intracisternal in- 


jection of norepinephrine-H'. 


Acute administration of imipramine in- 
hibited the uptake of norepinephrine-H? in 
brain as reflected by the significantly lower 
levels of norepinephrine-H? (relative to con- 
trol values) in the brains of animals killed 
six minutes after the intracisternal injection. 
However, 270 minutes after the intracisternal 
administration of norepinephrine-H?, ani- 
mals treated with imipramine had higher lev- 
els of norepinephrire-H? in the brain than 
the controls. Acute administration of imipra- 
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TABLE 2 


The Effects of Acutely Administered Protriptyline on the Uptake, 
Release, and Metabolism of Norepinephrine-H? in Rat Brain* 


KILLED SIX MINUTES AFTER 


KILLED 270 MINUTES AFTER 


H? INJECTION OF NE-H? 

re CONTRO o EE UNE CONTROL'** PROTRIPTYLINE 

"m 100 +2 93 4 3tt 100 + 2 118 + 3ttt 
NMN-Hat 100 +3 12243ttt 10045 118 + 3ttt 
DCN-H*t 100 + 4 6343ttt — 10045 81 4ttt 
DOM-H? (total)t 100 +3 90 + 3tt 100 +3 106 +2 
DOM-H? (free)t 100 +3 96 + 6 100 + 4 101 +4 
NE lendog)t 100 + 2 96 +2 100 +3 103 +2 


7 Results represent the mean of 17-20 determinations and are expressed as percentages of the control m. 
** Control mean values (uncorrected for recoveries): NE-H? = 654 myc./brain; NMN-H? 
DOM-H? = 47 muc/brain: endogenous NE = 565 myg//brain. 


muc./brain; 


jes (uncorrected for recoveries): NE-H? = 


norepinephri 
Phenyl glycol and 3.4-dihydroxymandelic a 
3-methoxy-4-hydroxypheny! 
tt p< 05 
ttt p< 01 


NMN-H? 
; DOM-H? tritiated dei 


when compared with control values, 


mine thus appeared to slow the rate of dis- 
appearance of  norepinephrine-H? from 
the brain, since animals treated with imipra- 
mine had lower levels of norepinephrine-H? 
when compared with matched control values 
at the earlier time, but higher levels of nor- 
epinephrine-H? than the controls when 
examined at a later time. These findings 
indicate that the turnover of norepinephrine 
in the brain (as measured by the disappear- 
ance of norepinephrine-H?) was decreased 
after acute administration. of imipramine. 
The content of endogenous norepinephrine 
in brain was unchanged after a single dose of 
imipramine (see table 1). The metabolism of 
Norepinephrine in brain was altered by acute 
administration of imipramine, and levels 
of normetanephrine-H? in brain were in- 
creased whereas tritiated deaminated cate- 
chol metabolites were decreased (8), 

After chronic administration of imipra- 
mine (i.e., treatment for three weeks) the up- 
take of norepinephrine-H? in brain was 
inhibited às evidenced by the lower levels of 
Rorepinephrine-H? (relative — to control 
values) in animals treated chronically with 
imipramine and killed six minutes after in- 
tracisternal injection. Residual levels of nor- 
epinephrine-H? in brain were even lower 
(relative to control values) in animals treated 
chronically with imipramine and killed 270 
minutes after the intracisternal injection 
indicating that the turnover of norepineph- 
rine in the brain (as measured by the rate of 
disappearance of norepinephrine-H? from 
the brain) was not slowed and may even have 
been increased. Moreover, the content of 

endogenous norepinephrine in brain was 
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ns + standard error of the means. 
= 258 muc./brain: DCM-H? = 20 myc /brain: total DOM-H? = 263 


101 muc/brain: NMN-H? = 7 myc/brain; DCM-H? = 2 myc./brain; total DOM-H? = 108 

ndogenous NE = 541 mug /brain. 

normetanephrine-H?; DCM-H? tritiated deaminated catechol metabolites. i.e. MA 
inated O-methylated metabolites, i.e., 3-methoxy-4-hydroxymandelic acid (VMAI, 

glycol (MHPG), and the sulfate conjugate of MHPG: NE (endog.) endogenous norepinephrine. 


3,4-dihydroxy- 


significantly lower after chronic administra- 
tion of imipramine than after chronic ad- 
ministration of saline (see table 1). Levels of 
normetanephrine-H? in the brain were 
increased, whereas tritiated deaminated 
catechol metabolites were profoundly de- 
creased and tritiated deaminated O-methyl- 
ated metabolites were moderately decreased 
in animals treated chronically with imipra- 
mine (8). k 

The effects of chronic administration of 
imipramine on the turnover and content of 
norepinephrine in brain appear to develop 
gradually. When imipramine was adminis- 
tered twice daily for ten days, the rate 0 
disappearance of norepinephrine- H? from 
brain was still slower than the rate in 
matched controls, and the small decrease in 
endogenous norepinephrine in brain (relative 
to controls) was much less pronounced than 
that observed after three weeks of treatment 
with this drug (see table 1). 


Effects of Acute and Chronic Administration 
of Protriptyline on Uptake, Turnover, iE 
Metabolism of Norepinephrine in Rat Brai 


In order to determine whether the d 
Observed with imipramine were specific fo 
that particular tricyclic antidepressant, sy 
lar experiments were performed with protrip 
tyline. In one series of experiments (acus 
administration), a single dose of pers 
tyline hydrochloride (10 mg./kg.) or isotonic 
saline (control) was administered by intra- 
Peritoneal injection, In another series of oe 
periments (chronic administration), the sane 
dose of protriptyline (10 mg./kg.) or salt 
(control) was administered twice daily f? 


| 
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| TABLE 3 


The Effects of Chronically Administered Protriptyline on the Uptake, 
Release, and Metabolism of Norepinephrine-H? in Rat Brain* 


KILLED SIX MINUTES AFTER 
INJECTION OF NE-H? 


SUBSTANCE 


KILLED 270 MINUTES AFTER 
INJECTION OF NE-H? 


ASSAYED CONTROL'* PROTRIPTYLINE CONTROL'** PROTRIPTYLINE 

NE-H3t 100 + 2 86 + 2tt 100 + 4 75 + 2tt 

NMN-H?t 100 + 2 139 + Stt 100 +3 110 + 4ttt 
DCM-H?f 100-4 46 + 2tt 100 + 5 424 2tt 

DOM-H? (total)t 10043 9243 100 +3 10444 

DOM-H? (free)t 1004-4 96 +4 100 +4 92 +4 

NE (endog.)t 100 +2 88 «211 100 + 2 91+ 2tt 


* Results represent the mean of 18-20 determinations and are expressed as percentages of the control means + standard error of the means. 
** Control mean values (uncorrected for recoveries): NE-H? = 726 muc/brain; NMN-H? = 292 muc/brain; DCM-H? = 19 myc./brain; total DOM-H? = 291 


muc,/brain: free DOM-H3 = 54 myuc/brain; endogenous NE = 642 mug/brain 


** Control mean values (uncorrected for recoveries): NE-H? = 109 myc/brain; NMN-H? = 7 muc/brain; DCM-H? = 2 muc/brain; total DOM-H? = 113 


muc /brain: free DOM-H3 = 8 muc/brain; endogenous NE = 630 mug/brain, 


t Abbreviations: see table 2 
tt p< 01 
ttt p< 05 


when compared with control values, 

three weeks. In all experiments, norepineph- 
rine-H? was injected intracisternally 360 
minutes after the last intraperitoneal drug 
injection, and groups of animals were killed 
six minutes and 270 minutes after the intra- 
cisternal injection of norepinephrine-H*. 
The findings were very similar to those ob- 
served with imipramine. 

After acute administration of protriptyline 
the uptake of norepinephrine-H? in brain 
was inhibited. The turnover of norepineph- 
Tine in brain, as reflected by the disappear- 
ance of norepinephrine-H? from the brain, 
was decreased. The content of endogenous 
Norepinephrine in the brain was not signifi- 
cantly different from control values. Levels 
of normetanephrine-H? in brain were in- 
creased whereas tritiated deaminated me- 
were generally decreased (see table 


E After Chronic administration of protrip- 
. tyline (ie, treatment for three weeks) the 
rdi of norepinephrine-H? in brain was 

jd b ited. The turnover of norepinephrine 
Tain, as measured by the rate of disap- 
me of norepinephrine-H? from brain, 
ve era increased.* The content 
signif genous norepinephrine in brain was 
iion anly lower after chronic administra- 
TENN protriptyline than after chronic ad- 
neph tration of saline. Levels of normeta- 
Bi rine-H? in brain were increased where- 
| Titiated deaminated catechol metabolites 


7 
RA evel of norepinephrine-H? in protriptyline- 
Control aa when expressed as a percent of the 
Sin ean (100 percent). was significantly lower 
utes after the intracisternal injection (75 + 2) 


n at i r É aes 
(86.4. CONDE after the intracisternal injection 
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were profoundly decreased in animals treated 
chronically with protriptyline (see table 3). 


Effects of Thyroid Hormone with Imipra- 
mine on Turnover of Norepinephrine in Rat 
Brain 


In the findings reported above, the rate of 
disappearance of norepinephrine-H? from 
brain was more rapid (relative to matched 
controls) after three weeks of treatment with 
imipramine than after only ten days of treat- 
ment with this drug (see table 1). The follow- 
ing experiments were performed in order to 
determine whether thyroid hormone would 
accelerate the development of this increase 
in the turnover of norepinephrine produced 
by chronic administration of imipramine, 
just as it accelerates the clinical antidepres- 
sant effects of this drug. 

Three groups of animals were used in these 
experiments. All drugs were administered by 
intraperitoneal injection and throughout the 
ten-day period all animals received three in- 
jections daily (of either the active drugs or 
the appropriate injection vehicles). One group 
of animals was treated with imipramine 
hydrochloride (10 mg./kg. in 1 ml. of isoton- 
ic saline, twice daily) and thyroxine (375 ug./ 
kg. in 0.1 ml. of 0.03N NaOH once a day). 
Another group of animals was treated with 
imipramine hydrochloride (10 mg./kg., 
twice daily) but no thyroxine. The control 
group received no active drugs but only the 
appropriate injection vehicles. The last in- 
jection of thyroxine (or the 0.03N NaOH 
injection vehicle), was administered 18 hours 
before the intracisternal injection of norepi- 
nephrine-H?. The last injection of imipra- 
mine (or isotonic saline) was administered 
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FIGURE 1 
Disappearance of Norepinephrine-H? 
from Brain After Ten-Day Administration 
of Imipramine or Imipramine plus Thyroxine* 


1,000 


800r 7. 
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—— Imipramine 


—-— Imipramine plus thyroxine 


Ed 
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8 
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MINUTES AFTER NOREPINEPHRINE-H* ADMINISTRATION 


* Each point represents the mean + standard error of the means of seven 
to 11 determinations. 


six hours before the intracisternal injection 
of norepinephrine-H?, as in previous ex- 
periments. Groups of animals were killed six 
and 270 minutes after the intracisternal in- 
jection of norepinephrine-H?. 

An inhibition of the uptake of norepineph- 
rine-H? in brain (as evidenced by the de- 
crease in levels of norepinephrine-H? relative 
to control values) was observed after treat- 
ment with the combination of imipramine 
plus thyroxine as well as after treatment with 
imipramine alone (see figure 1). As we had 
Observed in previous experiments (see table 
1), the rate of disappearance of norepineph- 
rine-H? from the brain was slowed after ten 
days of treatment with imipramine alone. 
In contrast, the rate of disappearance of nor- 
epinephrine-H? from the brain after ten 
days of treatment with imipramine plus thy- 
TOXine was increased, and appeared to be 
even faster (relative to matched control 
values) than the rate that had been observed 
after three weeks of treatment with imipra- 
mine alone (compare figure 1 and table 1). 


Discussion 


After acute administration 
and various other tricyclic antidepressants 
have been found to inhibit the uptake of 
norepinephrine in animal brain and to de- 
crease the deamination of this amine (2- 
5). In the present study of the.effects of acute 
and chronic administration of two tricyclic 
antidepressants (imipramine and protripty- 
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line), we have found that the inhibition of 
norepinephrine-H? uptake in the brain and 
the changes in levels of its metabolites (in- 
creased normetanephrine-H? and decreased 
tritiated deaminated catechol metabolites) 
were qualitatively similar after acute or 
chronic administration of these tricyclic anti- 
depressants. In contrast, however, the turn- 
over of norepinephrine in brain (as measured 
by the rate of disappearance of norepineph- 
rine-H? from brain) was slowed after a sin- 
gle dose of these tricyclic antidepressants, 
but not after their chronic administration. 
Moreover, the content of endogenous norep- 
inephrine in brain was lower after chronic 
administration of imipramine or protripty- 
line (relative to control values), whereas it 
was unchanged after acute administration of 
these drugs (see table 4). Studies are currently 
in progress to examine the effects of other 
tricyclic antidepressants and to determine 
whether the changes that we have observed 
in the present experiments when studying 
extracts of the whole brain may be localized 
in one or another region of the brain. 3 

The effects on the turnover of norepineph- 
tine in brain have also been found to be 
different after acute and chronic administra- 
tion of other drugs (11). Differences in the 
duration of drug administration, therefore, 
may possibly account for some of the appart- 
ent discrepancies in the findings of various 
studies of the effects of tricyclic antidepres- 
sants on the turnover of norepinephrine In 
brain (4, 12, 13). 

Tis inhibition of uptake, decreased mx 
disappearance, and alterations in metabo Is d 
of norepinephrine-H? in rat brain obere 
after acute administration of imipramine z 
protriptyline confirm and extend previo 4 
findings (2-5). A decrease in the intran 
ronal deamination of norepinephrine- 
(4, 5, 14, 15) could contribute to the decrease 


TABLE 4 d 
Summary of the Differences Between the EIS 
of Acutely and Chronically Administered Imiprs d 
or Protriptyline on the Turnover and Conten 
Norephinephrine in Rat Brain 


CONTENT OF 
DRUG TURNOVER OF ENDOGENOUS, 
ADMINISTRATION NOREPINEPHRINE NOREPINEPHRI 
Acute Slowed Unchanged 
Chronic Notslowedand Decreased 
possibly 
accelerated 


l 
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rate of disappearance of norepinephrine-H?* 
from brain after acute administration of these 
drugs, but another factor must also be con- 
sidered. 

The possibility of a negative feedback from 
postsynaptic receptors onto presynaptic 
neurons has been suggested by the findings of 
a number of studies (12, 16-18). Drugs that 
block monoaminergic receptors, and thereby 
decrease the interaction of monoamines 
with these receptors, have been found to in- 
crease the turnover of one or another of the 
biogenic amines in the brain. Under these 
conditions, a feedback from the blocked 
postsynaptic receptor is presumed to in- 
crease the activity of the presynaptic neuron. 

Norepinephrine that is discharged from the 
presynaptic neuron onto the postsynaptic 
receptor by nerve impulses is thought to be 
removed from the synaptic cleft mainly by 
reuptake of the norepinephrine into the pre- 
synaptic neuron (1). As a result of the inhi- 
bition of the uptake of norepinephrine that 
occurs after administration of imipramine or 
protriptyline a larger fraçtion of the norepi- 
nephrine discharged from presynaptic neu- 
rons may, therefore, remain in the synaptic 
clefts where it is available to interact with 
the receptors. This possibility is supported by 
the increased brain levels of normeta- 
nephrine-H?, the metabolite that is thought 
to reflect the level of norepinephrine present 
extraneuronally at receptors (1). 

After acute administration of imipramine 
9r protriptyline, levels of norepinephrine 
available to interact with postsynaptic re- 
ceptors may, therefore, tend to be increased, 
ee the proposed negative feedback, the 
ras of the presynaptic neurons may be 
iie EA This could account, in part, for 
A €crease in the rate of disappearance of 
| eae pad from the brain under 
sea vun Thus, although a larger 
ra ae 0 the norepinephrine discharged 
byna p esynaptic neurons may remain in the 
ay clefts where it can interact with re- 
seal after acute administration of 
hae eae or protriptyline, the rate of dis- 
ay Norepinephrine into synaptic clefts 
of disch ecreased. This decrease in the rate 
s RETO of norepinephrine onto recep- 
cae Mess contribute to the delay in 

Su clinical antidepressant effects. 

ith chronic administration of imipramine 
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or protriptyline, however, the rate of disap- 
pearance of norepinephrine-H? from brain 
gradually increases, suggesting an increase 
in the rate of discharge of norepinephrine 
from presynaptic neurons, This increase in 
the rate of discharge of norepinephrine may 
help to account for the gradual increase in 
normetanephrine excretion that has been ob- 
served during the period of definitive clinical 
improvement in depressed patients treated 
with imipramine (15). Thus, in addition to 
the inhibition of norepinephrine uptake and 
the decrease in deamination of this amine 
that occurs after acute as well as chronic ad- 
ministration of imipramine or protriptyline, 
the increase in the rate of discharge of nor- 
epinephrine, which occurs only during chron- 
ic treatment, may be of importance in the 
clinical antidepressant actions of these drugs. 

Further experiments will be required to ex- 
plain the decrease in the content of endoge- 
nous norepinephrine in brain that occurs 
after chronic administration of imipramine 
or protriptyline. One possible explanation 
may be proyided by the findings from studies 
of depressed patients treated with imipra- 
mine that suggest that this drug may decrease 
norepinephrine biosynthesis (14, 15). It may 
also be speculated that a smaller total con- 
tent of norepinephrine in the brain is required 
to maintain normal physiological function- 
ing after chronic administration of imipra- 
mine or protriptyline. * 

The increase in normetanephrine-H? and 
the decrease in tritiated deaminated catechol 
metabolites in brain after chronic adminis- 
tration of these tricyclic antidepressants 
suggest that more norepinephrine may be 
available to receptors despite the reduction 
in the total content of endogenous norepi- 
nephrine in the brain. With chronic admin- 
istration of these tricyclic antidepressants, 
the content of norepinephrine could conceiv- 
ably be increased in small superficially sit- 
uated intraneuronal pools of norepineph- 
rine’ that turn over rapidly and are readily 
available for extraneuronal release onto 


* Physiological functioning. however. may not be re- 
lated to the total content of norepinephrine in the brain 
and at least some aspects of neurophysiological func- 
tioning seem to depend only on the presence of small 
(possibly newly synthesized) pools of norepinephrine 

19. 20). 
‘ That is. pools situatedsin or adjacent to the axonal 
membrane in close proximity to the synaptic cleft. 
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receptors and subsequent conversion to nor- 
metanephrine (21), but be decreased in large 
more deeply situated intraneuronal (reser- 
voir) pools’ that turn over slowly and are 
metabolized intraneuronally by deamination. 
Chronic administration of imipramine or 
protriptyline may, therefore, facilitate the 
restoration of normal functioning in those 
depressed patients who may have a relative 
deficiency of norepinephrine at critical re- 
ceptors in the brain (1). 

The decrease in the rate of disappearance 
of norepinephrine-H? from rat brain after 
acute but not after chronic administration of 
imipramine may also help to account for 
such side effects as postural hypotension or 
sedation that often occur during the initial 
period of administration of this drug and 
that gradually diminish with continued 
treatment. Further studies will be needed to 
explore these possibilities. 

When small doses of thyroid hormone are 
administered to depressed patients in com- 
bination with imipramine, antidepressant 
effects have been found to appear more rap- 
idly and to be enhanced (6). Thyroid hor- 
mone also appears to accelerate the de- 
velopment of the increase in the rate of 
disappearance of norepinephrine-H? from 
the brain that occurs during chronic admin- 
istration of imipramine. Norepinephrine-H? 
disappears from brain much more rapidly 
after ten days of treatment with imipramine 
in combination with a relatively small non- 
toxic dose of thyroxine than after ten days of 
treatment with imipramine alone. These 
changes were even greater than the changes 
seen after three weeks of treatment with 
imipramine. The observation that thyroxine, 
when administered in combination with 
imipramine, increases the turnover of norep- 
inephrine in brain (as measured by the rate 
of disappearance of norepinephrine-H? 
from brain) further Suggests a possible re- 
lationship between the increase in turnover 
of norepinephrine and the onset of clinical 
antidepressant effects. 

The techniques of the present study may 
therefore be of use as a screening test for 
other drugs or procedures that would accel- 
erate the antidepressant effects of imipra- 


"That is, pools situated deeply within the neuron 
at a distance from the axonal membrane, but in close 


proximity to intraneuronal mitochondrial monoamine 
oxidase. 
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mine. In addition to thyroxine(6), other 
hormones and pharmacological agents or 
physiological and behavioral techniques, 
when administered. in combination with 
imipramine, may be found to increase the 
rate of disappearance of norepinephrine-H? 
from the brain. The present findings would 
suggest that such agents or techniques may 
also accelerate the clinical antidepressant ef- 
fects of imipramine. 

The findings of the present study thus indi- 
cate that there are differences between the 
effects of acute and chronic administration 
of imipramine and protriptyline on the rate 
of disappearance of intracisternally admin- 
istered norepinephrine-H? from the brain 
as well as on the content of endogenous 
norepinephrine in the brain. These findings 
may help to explain why clinical antidepres- 
sant effects are observed only after chronic 
administration of these drugs and why thy- 
roid hormone may accelerate and enhance 
the clinical antidepressant effects of imipra- 
mine. 


Summary 


We have found that there are differences 
between the effects of acute and chronic ad- 
ministration of the tricyclic antidepressants 
imipramine and protriptyline on bus 
nephrine turnover in brain. The tumor 
Norepinephrine in brain (as measured by t i 
rate of disappearance of norepinephrine-H 
from brain) was slowed after a single dose 5 
imipramine or protriptyline but increase 
during chronic administration of these 
drugs. Thyroid hormone, which has beet 
ported to accelerate and enhance the clinica 
antidepressant effects of imipramine, also 
appeared to accelerate the increase in Ds 
epinephrine turnover in brain that occur 
during chronic treatment with imipramine. 
The content of endogenous norepinephrine 
in brain was lower after chronic administra- 
tion of imipramine or protriptyline (relative 
to the matched controls), whereas it was 
unchanged after acute administration © 
these agents. Both acute and chronic aa 
istration of imipramine and protriptyline 
inhibited the uptake of intracisternally a 
ministered norepinephrine-H? in brain o 
Caused qualitatively similar changes in I 
metabolism (increased | normetanephrine 
H? and decreased tritiated deaminate 
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catechol metabolites); some of these effects, 
however, were more pronounced after 
chronic administration. The changes in 
norepinephrine uptake, turnover, and metab- 
olism after chronic administration of imi- 
pramine or protriptyline suggest that more 
norepinephrine may be made available to 
receptors despite the reduction in levels of 
endogenous norepinephrine in the brain. 
Thus, the increase in the apparent rate of 
discharge of norepinephrine in brain that 
occurs during chronic treatment with imi- 
pramine or protriptyline might help to ex- 
plain why clinical antidepressant effects are 
generally observed only after chronic ad- 
ministration of these tricyclic antidepres- 
sants. 
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Is Methadone Enough? The Use of 
Ancillary Treatment During Methadone Maintenance 


BY BARRY S. RAMER, M.D., MARSHALL O. ZASLOVE, M.D., 
AND JOAN LANGAN, R.N., M.S.N. 


Methadone maintenance treatment programs 
are increasing in number. The question 
arises: "Is methadone blockade alone suffi- 
cient to rehabilitate narcotic addicts?" Ad- 
dicts maintained on methadone at the Cen- 
ter for Special Problems had eight ancillary 
treatment. modalities available. They used 
crisis intervention and vocational rehabilita- 
tion most often. One group of patients made 
excellent life adjustments with little ancillary 
treatment, while another group used many 
modalities but adjusted poorly. Patients re- 
quiring individual psychotherapy made the 
poorest adjustment and had the highest 
rate of attrition from the program. 


D*s ABUSE has become a major 
public health crisis in the United States. 
Its tragic consequences have been costly both 
to the individual and to Society in terms of 
human misery, suffering, ill health, broken 
families, misspent lives, violence, moral de- 
cay, crime, and premature deaths. In San 
Francisco we have witnessed the birth of a 
number of major drug problems, beginning 
with psychedelics, progressing through stim- 
ulants and depressants, and now Settling 
firmly into epidemic narcotic drug abuse. 
Dole and associates have described suc- 
cessful treatment of narcotic addicts using 
methadone, a synthetic long-acting narcotic 
(1-4). Others have independently con- 
firmed the efficacy of this treatment (5, 6). 
In these treatment Programs, substantial 
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effort is made toward social rehabilitation of 
addicts using teams of psychiatrists, social 
workers, psychologists, nur vocational 
counselors, rehabilitated addicts, and legal 
advisors. These personnel add substantially 
to the cost of methadone maintenance pro- 
grams. In a period of increasing taxes and di- 
minishing federal and state spending for 
health programs, many treatment programs 
are actively competing for available eet 
Nyswander and Dole estimated the cost 0 
treatment at $2,000 per year per addict (7). 
Although this sum is minuscule in compari- 
son to what an addict must steal each year to 
support his habit, it is difficult to "sell" po- 
litical leaders a medical treatment program 
for a low-priority criminal population. 

As methadone programs (often peg 
funded) are instituted throughout the Un A 
States, the question arises: “Is metha! pn 
blockade alone sufficient to rehabilitate na 
cotic addicts?” Small communities with lim: 
ited resources and small numbers of e 
personnel have significant problems with nly 
cotic addiction. Must they also obtain hig a 
skilled and expensive treatment i 
begin narcotic treatment programs? 


It is estimated that 5,000 people ure 
Francisco are addicted to narcotics. E 
recently, only limited inpatient facilities 2 
prisons were available in San France 
narcotic withdrawal. The Center for Spe os 
Problems, a division of San Frane 
Community Mental Health Services. Ri US 
voluntary outpatient treatment to à late 
cents and adults who have problems re n 
to alcohol and drug abuse. A variety Mor 
ment methods is available, including inc?" 


ication, 
ual and group psychotherapy, med 
counseling, casework services, an rofes- 


tional rehabilitation provided by a F jisdi- 
sional staff of 45 members. This multi Ss 
plinary group includes psychiatrists. ial 
ternists, psychologists, psychiatric $ 
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| workers, nurses, criminologists, and voca- 
tional rehabilitation counselors. 


The Center's Methadone 
Maintenance Program 


In July 1969, the center began California's 
first methadone maintenance treatment 
program on an outpatient basis. It closely 
paralleled the Dole-Nyswander model. The 
study was conceived primarily as a research 
= activity, but it was not funded and used only 
= available staff and supplies. The group of ad- 
dicts was held to a small number (N = 27), 
and attention was concentrated on evalua- 
_ tion of techniques and amassing firsthand 
experience in a new treatment modality. 

The addicts, all residents of San Fran- 
cisco, were screened to include men 18 to 38 
years old with at least a two-year history of 
Narcotic addiction, repeated relapses after 
withdrawal, multiple felony convictions, and 
no history of psychosis, alcoholism, or ex- 
tensive nonnarcotic drug abuse. Each *hard- 
core” addict was given a physical and psy- 
chiatric examination and completed the 
Minnesota Multiphasic Personality Inven- 
lory (MMPI). After addiction was confirmed 
3y urinalysis, each addict was given increas- 
ing daily doses of methadone until narcotic 
blockade was achieved (usually 80-120 mg.). 

In contrast to other programs, this pro- 
i En was conducted entirely on an outpatient 
E. pally urine samples were collected 
Ee ; irect visual supervision and were 
bi Or narcotics, amphetamines, and bar- 
iturates (8). 

E addict-patient returned to the center 
is E week! for oral administration of 
Hike ee and was given one dose to 
Bitient n for Sunday. In time, when the 
uM ig Proven his stability by good con- 
B uui sence of heroin abuse, he was 
Em ess frequent visits and was given 


Be cation for the days he did not have to 
n. 


flop, originally conceived, the treatment 
E. to comprise two distinct alter- 
Methad a the addicts were to receive only 
the Ere and no other formal treatment; 
lus er group was to receive methadone 
A group and individual psychotherapy, 
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crisis intervention, vocational guidance, and 
any other treatment modality deemed advis- 
able by the program staff. It was hoped that 
this design would permit evaluation of the 
relative efficacy of methadone given alone 
versus methadone administered in combi- 
nation with more orthodox treatment 
methods. 

The original design was quickly discarded. 
Many addicts in the group receiving only 
methadone exhibited a patent need for other 
help in addition to the chemical maintenance. 
The research design was altered to allow all 
addicts in the program free access to any 
ancillary treatment modality. For the next 
eight months the addicts’ use of these prof- 
fered treatments was carefully recorded. 

Each addict-patient in the methadone 
maintenance program received basic treat- 
ment services conducted daily by physicians 
and nurses working in the program. In ad- 
dition, indicated ancillary treatment pro- 
cedures were provided either by the program 
staff or by referral to other treatment per- 
sonnel. 


Basic Services 
The Physician 


The patient's next contact with the physi- 
cian after the initial screening interview oc- 
curred during the period of increasing metha- 
done dosage. At that time, the physician 
closely monitored the patient's physical and 
psychiatric responses to medication and de- 
termined the individual's need for dosage 
increments. During this period the patient 
was offered information regarding the ob- 
jective and subjective effects of methadone 
use, was reassured regarding side effects, and 
developed rapport with the program physi- 
cian. 

The physician assisted the patient in 
changing those parts of his life style that 
seemed inconsistent with successful main- 
tenance treatment. Brief bimonthly individ- 
ual interviews with the physician have con- 
tinued. 

The physician provided crisis interven- 
tion when indicated, often in the capacity 
of co-therapist with nursing personnel. To- 
gether, the physician and the nurse adminis- 
tered group psychotherapy and made re- 
ferrals for other ancillary treatment. 
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TABLE 1 
Use of Ancillary Treatment Modalities by Addict-Patients 
OCCASIONAL USE FREQUENT USE TOTAL USE 
MODALITY PERCENT) (PERCENT) (PERCENT) (PERCENT) 
79 
Crisis intervention 34 fa a ig 
Individual psychotherapy 8 a E. 
Group psychotherapy 4 15 1 30 
Conjoint psychotherapy o 8 a p 
Vocational guidance 22 26 
Medical diagnosis and " 
treatment 8 22 bs E 
Dental care 4 11 a 12 
Legal aid 4 15 
The Nurse tions and minor metabolic disturbances. 


The nurse administered methadone and 
was available for counseling during each pa- 
tient's visit. The patients were counseled re- 
garding emotional changes, physical 
changes, and drastic changes in life style 
(problems relating to time structuring, work, 
school, and interpersonal relationships). 
The nurse's daily contact with the patient 
promoted rapport and facilitated communi- 
cation and understanding of inappropriate 
behavior. She also functioned as a member 
of the screening team, group co-therapist, 
a liaison with outside agencies, and chart 
and record keeper. 


Ancillary Treatment Modalities 


Crisis intervention closely paralleled the 
Objective stated by Parad: " (1) Reducing, 
whenever possible, the impact of the stress- 
ful event and (2) utilizing the crisis situation 
to help those affected not only to solve pres- 
ent problems but also to become strength- 
ened ... by the use of more adaptive and 
coping mechanisms" (9). It was available 
with or without scheduled appointments and 
required ten to 45 minutes of professional 
time. 

Individual psychotherapy, group psycho- 
therapy, and family and marriage counseling 


were conducted using traditional techniques 


and were provided by both program staff and 
outside resources. 


Vocational and educational counseling 
and placement included precounseling by the 
program staff and referral to a counselor at 
the state Department of Vocational Rehabili- 
tation. 

Medical diagnosis and treatment were 
provided by the center’s internists. The most 
frequent disorders treated were skin erup- 
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Dental care was provided by referral to 
local clinics and private dentists. Extensive 
dental care was often required. : 

Legal aid consisted of direct communica- 
tion by the center’s director with existing vol- 
untary community organizations (Neighbor- 
hood Legal Assistance and Own Recognr 
zance Bail Project) These contacts were 
necessitated exclusively by preadmission 
offenses. 


Patterns of Utilization 


Table 1 presents a quantitative record i 
the patients' use of the ancillary creat 
made available to them. It is noteworthy t i 
the largest number of patients made use 2l 
crisis intervention (79 percent), osos 
guidance (48 percent), and medical d 
and treatment (34 percent). The moda nid 
most frequently used were the four Peas 
therapies. Not only was crisis interven nie 
used by the greatest number of patie ai 
it was also the most frequently used mo 
ity. = Aue 

While the treatment staff's subjective m 
pression had been that legal aid and me | 
care were frequently used, the statistica 
ord suggested rather low rates of use., té 
extreme urgency of problems d i 
with an impending court case or à pa e 
tooth amplified their impact on treatm 
personnel. fe 

Not shown in table 1 is the total perea 
age of patients in the program using zd 
form of psychotherapeutic aid—80 n a 

Table 2 represents the relationship © n i 
chiatric diagnosis to use of treatment Dd 
ities. It can be seen from this table bx 
during the nine months of treatment a e 
of 11 patients (41 percent) were diagnose 
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TABLE 2 


Use of Ancillary Treatment Modalities by Presence or 
Absence of Psychiatric Diagnosis* 


TOTAL NUMBER OF MEAN NUMBER OF 


CATEGORY MODALITIES USED MODALITIES USED 
Psychiatric diagnosis 

present (N= 11) 36 3.3 
Psychiatric diagnosis 

absent (N= 16) 32 2.0 
All patients (N= 27) 68 25 


"In all cases, psychosis or borderline psychosis, 


having gross psychopathology.? The pres- 
ence of such a diagnosis was associated with 


a sharply higher rate of use of ancillary treat-- 


ments. Individual psychotherapy was ex- 
amined separately by the authors; of the six 
patients who actually made use of this treat- 
ment, two are no longer in the program and 
the other four are experiencing unusual ad- 
Justment difficulties while remaining on 
methadone maintenance. 

Table 3 points up the lack of any clear con- 
nection between use of the vocational guid- 
ance services and actual employment. Those 
who sought vocational guidance most often 
had a higher rate of unemployment than 
those who did not use this service. 

Table 4 shows the attrition rate among 
our patients according to their use of crisis 
Intervention. The frequent users had a not- 
ably higher rate of attrition from the metha- 
done maintenance program. 


Discussion 


The data so far presented may seem con- 
fusing, contradictory, and discouraging. 
However, a careful reexamination with the 
added dimension of our clinical experience 
Permits a consistent overall empirical analy- 
Sis of the methadone maintenance treatment 
Process, 

Spake program at the Center for Spe- 
um roblems was begun, we had only anec- 
n material available regarding what 

-atment services (in addition to the ad- 
ministration of methadone) would be re- 
gd Four weeks after the program began, 
lin x were already demonstrating start- 
T shifts in habits, life styles, appearance, 
bns We were encouraged enough to 
tos ate that perhaps the daily administra- 

9f methadone alone was sufficient to 


SEA 

Di j £ Sa F 

cS aes was made by direct clinical observation 
otic or “borderline” psychotic behavior. 
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allow the majority of addicts to rehabilitate 
themselves. Six weeks after the initial suc- 
cess, amid a welter of positive urine samples, 
complaining patients, and overworked pro- 
gram staff members, we found ourselves 
wondering whether all the ancillary treat- 
ment we could possibly give would be 
enough for the task. Nine months later it 
was our impression that the truth lay some- 
where in between. We offer the following hy- 
potheses as guidelines to those who are be- 
ginning (or contemplating beginning) an 
outpatient methadone maintenance treat- 
ment program. We hope that our experi- 
ences may spare them the confusion and 
doubt that beset our treatment staff in the 
absence of this information. 

Methadone is by itself an extremely 
powerful treatment modality. Therein lie 
both its advantages and disadvantages. Be- 
cause it is so powerful and works so swiftly 
to remove the addict’s craving for heroin, 
receiving methadone brings about major dis- 
ruptions in his life, and these disruptions re- 
quire swift, supportive, and wise treatment. 

As might be expected, the patient’s initial 
need for immediate gratification does not 
lend itself to the delay of scheduled psycho- 
therapy hours. Our data indicate that 79 
percent of our patients required crisis inter- 
vention, and we would expect such a finding 
to be replicated in other programs. Pro- 
vision should be made in the treatment 
program for crisis intervention. This im- 
plies the ready availability of treatment staff 
not bound by heavy appointment schedules 
nor committed to rigidifying orthodox treat- 
ment methods, The people who assist need 
not be highly skilled psychotherapists but 
should certainly be flexible, responsive, 
empathetic individuals who care enough 
about their addict-patients to acquaint them- 


TABLE 3 


Use of Vocational Guidance Services by Patients 
Unemployed at Inception of Program 


IN SCHOOL OR EMPLOYED IN 
NINTH MONTH OF PROGRAM 
NUMBER PERCENT 


CATEGORY NUMBER 


Unemployed patients 
who used vocational 
guidance services 13 5 38 

Unemployed patients 
who did not use 
vocational guidance 
services 4 3 

All unemployed patients 17 8 
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TABLE 4 
Use of Crisis Intervention and Outcome of Treatment 
CATEGORY NUMBER NINTH. MONTH d AT NINTH MONTH. PROGRAM (PERCENT) 
dp wedge e P a 4 ES 
qup eed 15 1 4 27 
Menn i 6 5 1 7 


selves with their special problems. 

In addition to the physician and nurse, 
the most valuable treatment team member is 
a professional in the field of vocational guid- 
ance and rehabilitation, experienced in the 
placement of ex-convicts and the marginally 
employable, He need not be a full-time 
employee but should be readily available 
for consultation. 

The comparatively low rates of use of 
other treatment modalities suggest that the 
employment of other professionals is not 
required for a successful maintenance pro- 
gram. In a community large and complex 
enough to support an addict population, the 
availability of psychotherapists, internists, 
dentists, etc., would certainly be sufficient 
to allow referral of addict-patients to outside 
resources, . 

Approximately one-third of our addict- 
patients required extensive ancillary treat- 
ment and in spite of this treatment experi- 
enced difficulty in making the adjustment to 
‘a nonaddict existence, This observation re- 
solves the apparent contradictions, illus- 
trated in tables 3 and 4, that seem to indicate 
that ancillary treatments were less than con- 
ducive to success on methadone maintenance. 
It is worthwhile noting that those patients 
experiencing the greatest difficulty in ad- 
Justment were the patients who carried psy- 
chiatric diagnoses (see table 2). 

During the screening process every effort 
was made to exclude psychotic and border- 
line psychotic addicts, but it became appar- 
ent that in many cases heroin use had masked 
severe psychopathology. Once the addict had 
ceased heroin use and experienced a change 
in life style, gross behavior disturbances 
appeared. 

These treatment procedures have yielded 
the following results: after nine months, 70 
percent of our patients remained on metha- 

done maintenance. Approximately one-half 
have not had even a single narcotic abuse, as 
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measured by regular urine tests, during this 
period. A concomitant elimination of 
socially unacceptable behavior has been 
noted. The majority of addicts have acquired 
jobs or are enrolled in school. No known 
crimes have been committed by this group of 
felons during methadone maintenance. 
Indications for further research include 
the rerouting of addicts with severe adjust- 


ment difficulties into a parallel rehabilitation . 


program, including methadone and in- 
tensive inpatient treatment. Such a proce- 
dure would allow focusing of attention on 
the two-thirds of the addicts who required 
little more than occasional ancillary services. 
Since those addicts who required individual 
psychotherapy had the poorest success rate 
in our program, perhaps they could E 
been re-evaluated early in the course 0 
treatment. 
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Long-Term Treatment with Neuroleptic Drugs and 
Eye Opacities 


BY GEORGE E. CRANE, M.D., ALBIN W. JOHNSON, M.D., AND 
WILLIAM J. BUFFALOE, M.D. 


Approximately 100 chronic schizophrenic 
patients were examined for drug-induced 
eye changes. The lens was affected in 36 
patients, the cornea in 19. There was a linear 
relationship between eye opacities and the 
total intake of drugs. Corneal opacities were 
also related to the intake of high doses of 
chlorpromazine over a short period of time. 
In most instances the ocular changes were 
irreversible. Despite heavy deposits in the 
anterior part of the eye, vision was unim- 
paired and the retina appeared to be intact. 


ae FACT THAT chlorpromazine can pro- 
duce typical opacities in the lens and 
cornea of humans is supported by a large 
number of publications, but the reported 
incidence of such ocular findings varies from 
two to 84 percent in samples of more than 
30 patients (1). This discrepancy may be 
attributed to differences in the composition 
of patient samples or to the lack of unifor- 
mity in reporting clinical findings. Some au- 
thors do not describe the characteristics 


- Of eye Opacities or even mention the part 


is eye involved. Other investigators give 
on ie descriptions of à lenticular deposits 
fest € basis of shape, size, color, etc. Cor- 
the | Opacities are classified according to 
that ayers involved (2, 3). All authors agree 
ése chlorpromazine is. responsible for 
di characteristic deposits in the anterior 

amber. It is less well known that levome- 
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promazine, a phenothiazine extensively used 
in Europe, may cause similar changes in 
the eye (4). 

There is no convincing evidence to suggest 
that other neuroleptics affect the cornea or 
the lens, mainly because patients receive the 
more powerful neuroleptics in doses smaller 
than those of chlorpromazine. Eye opacities 
seem to correlate with the total intake of 
chlorpromazine, even though available in- 
formation on the amount of the drug ad- 
ministered is often sketchy and of question- 
able validity. There is less agreement on the 
minimum cumulative quantity of chlorpro- 
mazine sufficient to produce eye opacities. 
It varies from 200 to 600 gm., depending 
on the investigator (2-5). In general, larger 
amounts of chlorpromazine are necessary 
to produce pathological findings in the 
cornea than in the lens, hence, the endothe- 
lium or stroma of the cornea is seldom af- 
fected unless the lens is also involved. 

Opacity of the corneal surface, also known 
as epithelial keratopathy, is a separate clini- 
cal entity. It is a reaction to large doses of 
chlorpromazine over a short period of time 
or moderately high doses over a period of 
years. Animal (6) and clinical studies have 
shown that exposure to the sun or other 
sources of ultraviolet light is necessary to 
produce these eye changes. Other factors, 
with the possible exception of age (7), seem 
to play a secondary role. 

Most lenticular and corneal deposits 
have a tendency to persist or to decrease 
very slowly after reduction or discontinua- 
tion of the offending agent (5). Epithelial 
keratopathy, on the other hand, is com- 
pletely reversible when the administration 
of chlorpromazine is reduced or discon- 
tinued (8). 

Pigmentation of the conjunctivae, palpe- 
brae, and other exposed parts of the skin 
has been observed in conjunction with eye 
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opacities (9). Data on retinal involvement by 
phenothiazines’ other than thioridazine are 
inconclusive, although Sidall (2) and Alker- 
nade(10) have described retinopathies in 
patients who apparently had not received 
significant amounts of thioridazine. Finally, 
the crucial question is whether drug-induced 
opacities interfere with visual acuity. Two 
reports indicate that epithelial keratopathy 
may impair vision to a considerable degree 
(11, 12). Sidall (2) also found some reduction 
of vision in patients with other types of 
opacities. Most authors, however, have not 
detected a significant reduction in vision 
even in the presence of the most severe opac- 
ities, 

In the following pages an effort will be 
made to contribute new data to clarify and 
better document information obtained from 
the literature. 


Methods 


This study is a byproduct of two collab- 
orative efforts sponsored by the National 
Institute of Mental Health using chlorpro- 
mazine and trifluoperazine at two dosage 
levels with chronic schizophrenic subjects 
over a period of six months. Both studies 
also included samples of patients on routine 
treatment and/or a placebo. Preliminary 
data on the eye changes observed in patients 
at the end of the experimental period are 
reported elsewhere by De Long (13) and by 
Prien and Cole (14). The data reported here 
are on eye examinations carried out one 
and a half to two years after the completion 
of the experimental drug regimes. 

In early 1968, 131 patients at Dorothea 
Dix State Hospital who had participated in 
the two collaborative studies were available 
for Anvestigation. The diagnosis for all these 
patients was schizophrenia, they were under 
58 years of age (median: 43), and they had 
been hospitalized for a minimum of three 
years (median: 16). Men and women were 
equally represented. Thirty-five patients 
were excluded because of unsatisfactory 
eye examinations or incompleteness of 
records, 

Reliable information was available on the 
amounts of all phenothiazines administered 
to these patients during their hospitalization, 
which was continuous and extended over 
ten years in most instances. Intake of drugs 
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during hospitalization was expressed in 
grams and was calculated separately for 
chlorpromazine and for all phenothiazines 
combined. For certain analyses the sample 
was divided into the following subgroups: 
patients who for six months had received 
high doses of chlorpromazine (2000 mg. 
per day), high doses of trifluoperazine (80 
mg. per day), and other types of treatments 
(placebo, routine treatment, 300 mg. per 
day of chlorpromazine, or 15 mg. per day of 
trifluoperazine) one and one-half to two 
years before the final survey. 
Bromicroscopic examinations of the lens 
and cornea were performed on each patient 
by one of us (A.W.J.). A rating scale devised 
by De Long (13) was used for the evaluation 
and quantification of findings. In this scale, 
lens opacities are rated on a four-point scale 
on the basis of density, shape, granularity, 
and color. We did not make a distinction 
between the disciform and the stellate de- 
posits described by De Long, since we found 
considerable overlap in these two classes 
of opacities. Corneal changes were divided 
into those affecting the endothelium, the 
epithelium, the stroma, and all layers. 


Findings 
Opacities and Intake of Drugs 


Table | shows the frequency of eye opaci- 
ties in five groups of patients arranged by i 
creasing total intake of chlorpromazine ins 
all phenothiazines. Grade I opacities, bse 
are clinically insignificant, were combine 
with no opacities, forming the group Liga 
nated as negative, while changes rated a! 
II, III, and IV were combined in the bes 
of the positive lenticular changes. Thus á 
percent of the total sample exhibited len 
ticular deposits. T d 

The total intake of chlorpromazine e. 
all phenothiazines) correlated with the zi 
quency and severity of such opacities 10 E 
almost linear fashion. The smallest amd 
of chlorpromazine that produced prod 
changes was 213 gm.; more than 1 kg. 0 nm 
drug caused lenticular deposits in more t cas 
80 percent of the patients. The results WP 
similar for the total amount of phendes 
azines, but since chlorpromazine was m 
istered in higher doses than all other phe” à 
thiazines combined, it was not possible 
determine how much chlorpromazine a" 
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TABLE 1 
Drug Intake and Lens Opacities 


NUMBER OF GRAMS OF PATIENTS WITH GRAMS OF ALL PATIENTS WITH 
PATIENTS CHLORPROMAZINE LENS OPACITIES PHENOTHIAZINES LENS OPACITIES 
20 0- 170 o 74- 314 1 
19 200- 369 3 344- 560 1 
19 372- 560 6 595- 898 7 2 
19 584- 921 11 6* 935 - 1180 10 4* 
19 996 - 3200 16 6* 1210 - 3400 17 6* 
96 36 12* 36 12* 


“Opacity rated grade III or IV. 


how much the other phenothiazines con- 
tributed to these deposits in the lens. 
The average intake of chlorpromazine 
for patients with corneal changes was 1212 
gm. (1512 gm. for all phenothiazines), which 
was considerably higher than the average 
of 767 gm. (962 gm. for all phenothiazines) 
for patients with lenticular opacities only. 
Corneal pathology increased with the sever- 
ity of lenticular involvement (see table 2). 
Opacities and Experimental Drug Regimes 
The incidence of lenticular opacities in 
patients who completed the six months of 
treatment. with high doses of chlorpromazine 
Was significantly larger than in the control 
Broups (13, 14). This difference was still sig- 
Nificant two years later (high doses: 61 per- 
S control groups: 23 percent; p <.01). 
fter termination of the experimental 
Period, similar amounts of chlorpromazine 
Were administered to the two subsamples. 
b the high dose and control groups 
ere matched for the total intake of chlor- 
aad the difference was no longer sig- 
i og Thus, the effects of high doses plus 
5 Intensity of previous exposure to the 
d is than the concentrated action of 
Men T over a short period of time, 
E to account for the large number of 
ie findings in the high-dose group. 
Trid who had been receiving 80 mg. of 
ibi dae for six months did not ex- 
controle cantly more opacities than the 
hir ar 18 patients who had been re- 
stil g high doses of chlorpromazine were 
à Dae for corneal changes two years 
Period e termination of the experimental 
0 the 4s opposed to three of 32 belonging 
highly Control groups. This difference was 
Bikers cant even in smaller samples 
ts Or total intake of the drug. Thus 
Ornea, which tolerates prolonged ex- 
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posure to chlorpromazine better than the 
lens, may be more vulnerable to high doses 
over a short period of time. 

Opacities Over Time 

Twenty patients had definite lenticular 
deposits at the termination of the experi- 
mental studies with chlorpromazine and 
trifluoperazine. At that time, the opacities 
were rated as grade II for 15 patients and 
grade III or IV for five. One and one-half to 
two years later, 18 subjects still had positive 
findings, with 11 patients rated as grade 
II and seven as grade III or higher. The 
remaining two patients exhibited grade I 
opacities, which we consider clinically in- 
significant. 

Nine patients with positive findings at 
the time of the final survey had not received 
chlorpromazine during the preceding two 
years. Thirteen subjects had daily doses of 
phenothiazines not exceeding 300 mg. per 
day during a comparable period of time. 
Despite certain methodological problems 
in the rating procedures, it is safe to conclude 
that opacities of the lens did not decrease 
between the two assessments. Data for the 
remaining patients completing the two drug 
studies were not sufficiently detailed to per- 
mit comparisons with the findings of the 
final survey. 


TABLE 2 


Percentage of Corneal Opacities by Severity of 
Lens Opacities 


PATIENTS WITH CORNEAL 


SEVERITY OF NUMBER OF OPACITIES 

LENS OPACITY PATIENTS NUMBER PERCENT 
o 51 i 2 
Grade ! 9 2 22 
Grade II 27 10 37 
Grade III 6 3 50 
Grade IV 3 3"* 100 
Total 96 19 

* Epithelium only. 
** Endothelium and stroma. 

[87] 


1048 


Opacities of the corneal endothelium, with 
or without stromal involvement, were prac- 
tically unchanged over a two-year period. On 
the other hand, epithelial keratopathy had 
subsided in all ten patients who had received 
the high doses of chlorpromazine (14). One 
patient, who had been negative at the time 
of the first assessment, developed anterior 
keratopathy after having been treated with 
500 mg. per day of chlorpromazine for two 
years. 

Age, hospitalization, and sex were not 
significantly related to eye opacities. 

Evaluations of visual acuity and fundoscopy 
were carried out on 12 patients with the most 
severe involvement of the cornea and lens. 
Ten who were sufficiently cooperative for 
these examinations were normal with regard 
to visual acuity and appearance of the retina. 


Discussion 


Eye opacities are viewed with great alarm 
by some clinicians and are completely ig- 
nored by others. A few facts emerging from 
this investigation provide guidelines for the 
management of patients on long-term drug 
therapy. Even severe eye opacities due to 
neuroleptic drugs do not interfere with 
normal vision, nor are they accompanied by 
damage to the retina unless sizable amounts 
of thioridazine or related compounds are 
administered. 

There is no doubt that eye opacities will 
increase with continued use of all types of 
phenothiazines, This is particularly true for 
chlorpromazine, which is prescribed in larg- 
er doses than other drugs. The progression 
of ocular opacities, however, is very slow. 
Consequently, eye examinations do not have 
to be carried out too frequently. The schedul- 
ing of these examinations should be deter- 
mined by the amount of medication admin- 
istered rather than by arbitrary time inter- 
vals. 

We suggest that all patients on long-term 
drug therapy be screened for eye opacities 
and reexamined after they accumulate 300 
or 400 additional grams of phenothiazines, 
or every 20 months if Phenothiazines are 
prescribed in doses of 600 mg. per day. These 
examinations may be done by the ward 
physician by means of a Penlight or an 
otoscope. With relatively little experience 
he can detect grade III or IV Opacities of 
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the lens. 

The identification of corneal opacities 
requires the use of a slit lamp but, since cor- 
neal opacities of the endothelium or stroma 
are usually accompanied by heavy deposits | 
in the lens, the clinician may refer to the 
specialist only the patients with pronounced 
lenticular opacities. More frequent examina- 
tions are indicated for patients being treated 
with doses of chlorpromazine of about 1000 
mg. per day because such doses may produce 
epithelial keratopathies. There is some in- 
dication in the literature that they cause 
diminution of vision and, furthermore, there 
is no information as to the long-term evolu- 
tion of such lesions. Even though ten of our 
patients failed to show retinal pathology 
after prolonged treatment with neuroleptics, 
more systematic investigations are neces- 
sary before one can rule out damage to the 
retina by phenothiazines other than thiori- 
dazine. 


Summary 


Ninety-six patients were examined for 
corneal and lenticular opacities and other 
eye changes attributable to drugs. There was 
a clear-cut relationship between total intake 
of phenothiazines and the incidence of de- 
posits in the cornea and lens. Such changes 
did not show a tendency to decrease oe 
a two-year period. The incidence of ki 
opacities in patients who had been on im 
doses of chlorpromazine for 18 1:24 mon 
prior to the examinations was significant y 
higher than in other patients. In ten patema 
with the most severe opacities there ye 
impairment of vision or retinopathy. Gui ith 
lines as to the management of patients Wi 
€ye opacities were proposed. 
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QUESTIONS OF THE MONTH 


Questions 1-5 


The questions below consist of five lettered headings followed by a list of 
numbered words or statements. For each numbered word or statement, select 
the one heading that is most closely associated with it. Each lettered heading 
may be selected once, more than once, or not at all. 


) (A) Culture 
| (B) Society 
i (C) Ethnic group 
(D) Class 
(E) Role 


. Characterized by distinctive origin 

2. An aggregate of people that is self-sustaining, has a definite location, is 
of long duration, and shares a way of life 

3. Stratification or ranking of people in a community by other members of 
that community into higher or lower social positions so as to produce a 
hierarchy of respect or prestige s 

4. A set of behaviors expected from an individual occupying a certain position 
or fulfilling a certain function in a society i 

5. Incorporation of all shared, learned patterns of behavior with their under- 

lying value systems 


Question 6 


Each of the questions or incomplete statements below is followed by four or 
five suggested answers or completions. Select the one that is BEST in each 
case. 


In an intensive re-treatment program for chronically ill patients, electroshock 
therapy should 
(A) not be included because a chronic psychosis does not respond to it 
(B) not be included because its relative ineffectiveness does not warrant 
the expense for equipment and staffing 
(C) be included because it is beneficial in all types of functional psychoses, 
| at any stage of the condition 
l (D) be included because it is indicated in treating exacerbations of the 
| affective psychoses, in the symptomatic treatment of depressiveness 
and agitation in schizophrenia, and in maintenance therapy 
(E) not be included because a program of psychotherapy, social activities, 
and industrial rehabilitation excludes its use 


(The Questions of the Month are from the Self-Assessment Program of the 
APA. The answers are supplied on page 1008 of this issue.) 
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The Reversal of Anticholinergic Drug-Induced 
Delirium and Coma with Physostigmine 


BY JON F. HEISER, M.D., AND JOHN C. GILLIN, M.D. 


Although its use for this purpose is not well 
recognized, physostigmine provides an ef- 
fective and safe treatment for delirium and 
coma caused by anticholinergic agents such 
as atropine, scopolamine, and hyoscyamine. 
The authors summarize the supporting evi- 
dence and outline a recommended proce- 
dure. 


-.. any question of priority is however of small 
moment in view of the results attained .... In 
my essay on Atropia which was offered for and 
obtained the prize of the American Medical As- 
sociation for 1869, I distinctly announced the 
discovery of an antagonism between Atropia and 
Physostigma. 


— PROFESSOR ROBERTS BaRTHOLOw, M. D. (1) 


NTICHOLINERGIC AGENTS such as atro- 
pine, scopolamine, and hyoscyamine 
are common causes of delirium and coma 
(2-9). Psychiatrists are frequently respon- 
sible for managing such cases when these 
compounds are used for psychedelic or self- 
destructive purposes; they are also consulted 
when delirium results as a complication of 
preoperative medication or the use of eye 
drops or anticholinergic antiparkinsonian 
drugs. " 
It is not generally recognized that there is 
à well-documented, safe, effective, and con- 
venient treatment for anticholinergic delir- 
ium. Standard textbooks of medicine (10), 
pharmacology (5), psychiatry (4), and toxi- 
cology (11), as well as current widely circu- 
lated informal clinical reviews (12), state that 
there is no specific treatment. A recent text- 
book on somatic therapies in psychiatry 
Tecommended physostigmine for Scopola- 


At the time this work was done th. 


dents in psychiatry, Stanford Universit 
Medicine, Palo Alto, Calif, Currenth 


4 - Gillin is Clinical Associate, National In: 
stitute of Mental Health, Bethesda, Md. 20014. 
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mine toxicity but stated *'there is no antidote 
to atropine” (13). i 

While in many cases treatment is not es- 
sential, it is desirable to have a safe, rapidly 
effective means of terminating the condition 
for several reasons. Death is possible, es- 
pecially in children, as a result of hyperpy- 
rexia or brain stem depression; a patient 
may injure himself or others while de 
the experience is frightening and npl 
to the patient and others; and without trea! 
ment, the condition may persist for days (7). 
The purpose of this communication P 
publicize this treatment and to demons i 
the risks, suffering, and expense that can 
avoided by using it. , ; 

Clinical nidis indicate that this condi- 
tion can be reversed with the antiche 
terase agent physostigmine. Kette 
group (15, 16) has experimentally wr 
delirium in a large number of norma 
unteers with atropine, scopolamine, dt 
ditran and successfully treated it with fn 
sostigmine. Earlier, Forrer and Mills a 
who were studying atropine coma as a n i 
ment for mental illnesss, likewise found M 
sostigmine to produce a safe, rapid ES ond 
of the effects of atropine. Polish (18) m 
Czechoslovakian(19, 20) workers x X 
ported physostigmine to be effective , io 
versing therapeutically induced Stop 
scopolamine coma. Goldner reports w i 
results with scopolamine coma therapy ile 

The use of physostigmine in une 
anticholinergic toxicity began when oe 
wachter (22) reported good results il 
case of atropine poisoning over 100 um 
ago. Duvoisin and Katz(3) have rec 


es of 

'Although we have tabulated numerous excription 
deaths following overdoses of such nonpre E 
Scopolamine-containing compounds as S i 
Sleep-Eze, death in these cases is not due ah 
linergic poisoning but to antihistamine and/or 
toxicity (14). A [ the study. 

? Karczmar (23) has reviewed the history 0 
and use of physostigmine. 
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described excellent results in 26 consecutive 
clinical cases of anticholinergic poisoning. 

The more commonly available neostig- 
mine and related drugs are ineffective in 
the treatment of anticholinergic delirium 
and coma because they contain a quaternary 
ammonium group, inhibiting passage across 
the blood-brain barrier. Physostigmine, 
considered obsolete in peripheral nervous 
system therapies, has a tertiary ammonium 
group and rapidly crosses the blood-brain 
barrier to enter the central nervous system 
(3, 15, 24). Physostigmine is not unique in 
this property (25). Itil and Fink(26), for 
example, found  .he  anticholinesterase 
tetrahydroaminacridine (THA) to reverse 
both clinical and electroencephalographic 
abnormalities. 

While treatment with phenothiazines 
has been recommended, it is probably 
unwise since these medications themselves 
Possess central anticholinergic properties. 
They have been shown to potentiate the 
effects of atropine-like agents (26, 27). Itil 
(28) states that 5-10 mg. of ditran alone 
Produced severe delirium but no coma. 
When 5-10 milligrams of ditran were 
Combined with 5-10 mg. of chlorproma- 


En almost every patient went into a deep 
ma. 


Recommended Procedure 


M rdidates for this treatment will be 
d delirious or comatose and, at best, 
the e to give a good history. Nevertheless, 
Br can give valuable evidence of the 
Ted of their condition. One of us 
sd Saw a patient who, although deliri- 
diues that he had taken Asthmador,’ 
ie 3s belladonna. The patient in the 
ies case reported below also told the 
id ity and quantity of the compound he 

ingested. A vigorous attempt should 
Made to obtain additional information 
m the patient, friends, family, police, 
other sources, 
Eu Physical and mental status ex- 
value lon must be performed. Of particular 
Rec will be signs of parasympathetic 

age (widely dilated unreactive pupils, 


fro 


ihe 
frequently er is one of many readily available and 
y abused nonprescription or over-the-counter 


reparatii nonprescri er- 
onna alkaloids (an significant quantities of bella- 
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“atropine flush,” dry parched mouth, foul 
breath, elevated temperature, etc.) and the 
presence of profound delirium (disorienta- 
tion, incoherence, incompetence, meaning- 
less motor activity interspersed with recog- 
nizable pantomime activity involving 
nonexistent objects, and inability to sustain 
meaningful contact with others [6, 29, 30]) 
or coma. 

The differential diagnosis will include 
delirium from other causes, particularly 
sympathomimetic agents such as lysergic 
acid diethylamide (LSD) or amphetamines, 
which produce somewhat similar autonomic 
nervous system effects. In some areas of the 
country, black market LSD and marijuana 
are made of or contaminated with bel- 
ladonna agents (31). In determining the 
etiology of the delirium, it should be remem- 
bered that adrenergic agents produce pilo- 
erection and hyperhydrosis, while anti- 
cholinergic agents produce anhidrosis, 
a very dry mouth, and extreme mydriasis 
with fixed pupils and cycloplegia. In ques- 
tionable cases, 10-30 mg. (depending on 
the size of the patient) of the short-acting 
cholinergic stimulant methacholine chlo- 
ride* may be administered subcutaneously. 
Lack of a cholinergic response (sweating, 
rhinorrhea, salivation, lacrimation) within 
30 minutes is evidence of the presence of a 
cholinergic blocking agent (32). However, 
Duvoisin (33) regards physostigmine itself 
to be a better test for atropine poisoning. 

If the diagnosis of delirium or coma due 
to an anticholinergic agent is strongly im- 
plicated, if the delirium is profound enough 
to produce all the above symptoms and 
signs, and if no contraindications are 
present (see below), an initial dose of 2 
mg. of physostigmine salicylate’ may be 
administered intramuscularly or intraven- 
ously to a normal-sized adult. Vital signs 
(including temperature), autonomic para- 
meters (pupil size, bowel sounds, etc.), and 
mental status should be recorded frequently. 
If no improvement of the delirium or coma 
occurs within 15 minutes and the signs of 
cholinergic blockage remain, a second 
1-2 mg. dose of physostigmine may be 


*Methacholine chloride (Mecholyl) is available 
through Merck and Co., Inc., Rahway, N.J. j 
$ Physostigmine salicylate injection is available 


through S. F. Durst and Co., Inc., Philadelphia, Pa. 
[o 
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given. Duvoisin and Katz(3) found a 
single parenteral dose of 1-2 mg. of physo- 
stigmine effective in 25 of their 26 cases. Re- 
gardless of the dose of atropine, Forrer and 
Miller (17) reported prompt disappearance 
of coma after a single parenteral dose of 4 
mg. of physostigmine. 

Even if a complete cure is obtained, it may 
be necessary to give additional doses of 
physostigmine at intervals of 30 minutes 
to two hours, since physostigmine is proba- 
bly completely degraded within one and one- 
half to two hours (24). A group from the 
University of Texas has been using oral 
physostigmine (sulfate) in the termination 
of atropine coma therapy (34). They ad- 
minister a 4-mg. intramuscular dose of 
physostigmine salicylate followed in 30 
minutes by a 2-mg. oral dose of physostig- 
mine sulfate. The oral dose is repeated at 
hourly intervals until a total of four oral 
doses has been given. Ketchum’s group is 
currently testing the effectiveness of oral 
physostigmine in reversing anticholinergic 
poisoning. They note that the preexisting in- 
hibition of gastrointestinal motility by anti- 
cholinergic substances will slow the onset of 
the oral physostigmine (16). To our knowl- 
edge, however, no oral preparation is cur- 
rently available commercially. 

In addition to physostigmine, other sup- 
portive therapeutic measures should be used 
as needed: confinement in a protective 
environment, restraints if necessary, verbal 
reassurance, etc. It should not be necessary 
to give sedatives or tranquilizing medica- 
tions. Following treatment, psychiatric 
evaluation is advised, if only because there 
have been reports of prolonged psychotic 


las ks after an acute belladonna delirium 


Risk and Possible Consequences 


Contraindications to both methacholine 
and physostigmine include a history of al- 
lergy or Sensitivity to the drugs, the presence 
of renal hypertension, ` hyperthyroidism, 
coronary artery disease, a history of cardiac 
arrhythmia other than chronic atrial fibril- 
lation, peptic ulcer, colitis, bronchitis or 
asthma, diabetes mellitus, gangrene, me- 
chanical obstruction of the intestines or 


urogenital tract, glaucoma, myotonia 
atrophica or congenita, pregnancy, or any 
[92] 
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vagotonic state. Clinical evaluation for these 
conditions must be made prior to treatment, 
Anticholinesterase poisoning can occur 
if the delirium or coma is caused by some 
agent other than an anticholinergic drug 
or if excess physostigmine is administered, 
If signs of cholinergic excess appear (miosis, 
lacrimation, rhinorrhea, salivation, sweat- 
ing, fasciculations, tremor, nausea, vomiting, 
diarrhea), treatment should be stopped. A 
small dose of atropine (1) may be given to 
counteract the cholinergic excess, if neces- 
sary. In general, no adverse reactions to this 


treatment are anticipated (16, 33). 
Case Reports 


Case 1. A 27-year-old married woman was 
admitted to the psychiatric service after being 
found unconscious at home. She was alternatively 
comatose and awake and appeared to be halluci- 
nating. There was a low-grade elevation of tem- 
perature, blood pressure, pulse, and residen 
Her face was flushed; her pupils were widely 
dilated and her eyes wandered about, not 2n 
pearing to focus on anything. Her mouth ig 
and her bowel sounds hypoactive. She had i 
two previous psychiatric admissions: 18 i 
previously for “acute undifferentiated sol zt 
phrenia” and three weeks previously for d 
psychotic organic brain syndrome, druen s 
dose; depressive neurosis; and hyste! 

ersonality.” pib 

: About Te hours after her admission, he 
husband brought to the hospital several PR 
notes and empty bottles of Sleep-Eze at 
It was concluded that she had taken bet 1d 
one and two hundred Sleep-Eze tablett EE 
eight hours prior to her admission, that. ps 
covery had been fortuitous, and that this 


the 
s 333 ecause 0) 
sented a serious suicide attempt. B that the 


past history of schizophrenia, it was felt ne 


patient might have both an acute scopolam 
intoxication and a functional psychosis. four 
was treated with 5 mg. of trifluoperazine ey 
times a day, 100 mg. of chlorpromazine S. : 
four hours, and | mg. of benztropine 
day, all intramuscularly. EA 
The patient remained delirious, experiencia 
hallucinations and delusions, for annia ae 
five days; intravenous fluids were require! ic brain 
point. By the fifth or sixth day her organ! 
syndrome cleared and she appeared P doit 
depressed hysterical personality with no evi 


i con- 
of psychosis, although chlorpromazine was 


SS rl E the- 
*Sleep-Eze is a nationally advertised over dro- 
p- y hy 


counter sleeping tablet containing scopolamine 
bromide and methapyrilene hydrochloride. 
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tinued until the eighth hospital day and trifluo- 
perazine until the 20th hospital day. 

Case 2. A 23-year-old man was brought to the 
emergency room at midnight after being found 
in a drowsy state in his hotel room with an ap- 
parent suicide note, most of which was illegible. 
He gave a history of having ingested 20-24 
Sominex? tablets approximately three hours 
previously. Attempts at passing a nasogastric 
tube failed, and 30 mg. of methyl phenidate was 
given intravenously. Within a few minutes the 
patient became disoriented, disorganized, un- 
cooperative, unresponsive to questions; he began 
pacing and pantomime smoking imaginary 
cigarettes. He was evaluated by both medical and 
psychiatric services and given a diagnosis of 
"acute brain syndrome due to Sominex ingestion 
after a suicide attempt"; he was judged to re- 
quire hospitalization. The patient was transferred 
to a nearby county hospital where he was seen 
in the emergency room about 3 a.m. the same 
night by one of us (J. F. H) in psychiatric con- 
sultation, He was again noted to be responding 
to visual hallucinations or illusions and to be 
disoriented to place and time. There was clear 
evidence of parasympathetic blockage. 

Physostigmine was not readily available, but 
a pharmacist came from home to prepare a 
Parenteral solution. At 5:15 a.m., 2 mg. of phy- 
oa Enine salicylate were given intramuscularly. 
d hour later the patient was noted to have a 
s sensorium and to be free of hallucinations. 

ere were no further medical problems, a 
Psychiatric evaluation was performed, and he 
s discharged later that day in the custody of 

$ stepfather with a recommendation for out- 
patient psychotherapy. 


Discussion 


; These case reports emphasize the unneces- 
ary risks, suffering, and expense encountered 
ie to unfamiliarity with this treatment ‘and 
Era Pai of physostigmine. Unlike 
ea TN alkaloids, which are readily 
oh able without prescription (2, 6, 7, 9, 35), 
ieee is hard to find. We checked 
By Ies of 90 San Francisco Bay 
oti ospitals and found that while phy- 
E ophthalmic ointment was fre- 
in y available, only 11 stocked physostig- 
ibd for systemic use, and one of these 
Cked it only at our request. 
IS IS not surprising, since as mentioned 


"Som; 
o i " , 
counter sies is another nationally advertised over-the- 


leeping tablet containing scopolamine aminox- 


ide B 
Salicae de methapyrilene hydrochloride, and 
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above, physostigmine is considered obsolete 
for the peripheral autonomic therapies,* 
and most authoritative sources do not sug- 
gest it as the treatment of choice for reversing 
central anticholinergic syndromes.? An ex- 
ception is the area poison control centers, 
which recommend physostigmine but give no 
details of administration. Paradoxically, 
at least one hospital that has a poison con- 
trol center located in the emergency room did 
not carry physostigmine in its pharmacy. 

While physostigmine may currently have 
few other uses, the cost and inconvenience 
of keeping a few vials available is insignifi- 
cant compared to its potential benefit in a 
case of anticholinergic poisoning. 

It is our clinical impression that the inci- 
dence of psychedelic use of these compounds 
has tapered off, possibly because of the un- 
pleasant nature of the subjective experience 
and because of the increasing resistance of 
pharmacies to sell nonprescription com- 
pounds to youths. The incidence of self-de- 
structive use of these compounds does not 
appear to be decreasing, however. 

It appears that Professor Bartholow’s 
attempt to publicize his “discovery of an 
antagonism between Atropia and Physostig- 
ma” was as unsuccessful as his attempt to 
receive undisputed credit for it(1, 23). Re- 
gardless of one's interpretation of his mo- 
tives for this latter ambition, his judgment of 
the importance of the discovery seems ap- 
propriate. We hope that a century later, 
the discovery and its application in clinical 
medicine will cease to be “news.” 
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3 Duvoisin (33) reports that anesthesiologists of his 
acquaintance are using physostigmine rather routinely. 
not only to reverse anticholinergic-induced delirium but 
also because it speeds recovery from anesthesia, pre- 
sumably due to its stimulating effect on the reticular 
system. 

The new fourth edition of Goodman and Gilman's 
The Pharmacological Basis of Therapeutics, not avail- 
able when this paper was originally written, does 
recommend physostigmine as an antidote for bella- 
donna poisoning (5). 
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This Month’s Special Section 
Psychiatry and the Elderly 


Alternatives to Hospitalization for 
Psychiatrically Ill Geriatric Patients 


BY ELIZABETH MARKSON, PH.D., ADA KWOH, M.S., 
JOHN CUMMING, M.D., AND ELAINE CUMMING, PH.D. 


A comparison of the fate of screened and 
unscreened elderly psychiatric patients in 
New York State showed that a very mixed 
group of patients is referred to psychiatric 
Jacilities, but for most of them mental hospi- 
lalization is not the treatment of choice. The 
Study also suggested that neither was the 
nursing home the most suitable solution. If 
crisis resolution and continuing support in 
the community were provided, the authors 
Suggest, the aged would be better served. 


HERE NO LONGER SEEMS any compelling 
? a for sending a geriatric patient to 
aie € mental hospital unless he needs short- 
time deas psychiatric treatment. Some- 
him 4 owever, there is no other place for 
howa. ips Epstein and Simon (2) have 
em e at a combined screening program 
iun UM service can effectively redirect to 
appl : omes most elderly patients who 
the Y to mental hospitals; at the same time 
Y warn that subsequent gains for the 
patient are not automatic. 
sd paper describes a study of a geriatric 
the Vae hc) that raises the question of 
bla ability of nursing homes as alternative 
ements for such patients and suggests, as 


ay F 
ol Meauthors are with the New York State Department 
12208, where Boos: 44 Holland Ave., Albany, N. Y. 
ientist, M Dr. Markson is an Associate Research 
aine Cum ts. Kwoh was a Research Scientist, Dr. 
Search Uni ming is Director of the Mental Health Re- 
missioner. end Dr. John Cumming is Deputy Com- 
atthe University Kwoh is currently a graduate student 
versity of Michigan, Ann Arbor. 
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others have, that better patterns of care 
should be made available (3, 4). 


Background 


For some years, New York State’s mental 
hospitals have maintained an open admis- 
sions policy for geriatric patients and hence 
have accepted many for custodial care whose 
major problems were physical illness and var- 
ious degrees of senility. By 1968, 40 percent 
of the patients in New York State institutions 
were over 65 years of age. Of these, approxi- 
mately half had aged into geriatric status, 
and the other half—totaling about 20,000 
patients—had been admitted in old age. This 
proportion is considerably higher than the 
national average. Perhaps because of the 
open-door policy in its mental hospitals, the 
state has lagged in the development of nurs- 
ing home beds, and the resulting shortage has 
reinforced the pattern. 

In 1967, Bronx State Hospital started a 
geriatric screening program (5), and in July 
1968 a Mental Hygiene Department memo- 
randum introduced screening of geriatric ad- 
missions as a policy for all state hospitals. 
Considerable criticism followed this change 
in policy—on the grounds both that it was 
harmful, sometimes even fatal—to the el- 
derly patients, and that it would further over- 
load already over-extended local facilities. 
This study, which covers the period between 
the introduction of screening at Bronx State 
Hospital and the general policy change, was 
designed to compare the fate of patients ad- 
mitted to and refused care in the Bronx with 
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TABLE 1 


Service Offered to 174 Applicants to 
Bronx State Hospital 


TYPE OF SERVICE 


NUMBER PERCENT 

All patients 174 100.0 
Not offered continuing service 105 60.3 
Rejected 67 38.5 
Medicine only 34 19.5 
Referred elsewhere 4 23 
Offered continuing service 69 39.7 
Inpatient 42 24.1 
Outpatient 14 8.1 
Boarder status 13 7.5 


that of a group of patients admitted un- 
screened to Rockland State Hospital. Inter- 
est was particularly focused on the condi- 
tions of life of the patients refused admission 
and whether they had found alternative solu- 
tions for their problems. 


Study Design 


Bronx County is served by both Bronx and 
Rockland State Hospitals. One hundred and 
Seventy-four consecutive applications to the 
Bronx screening unit were collected between 
November 1967 and June 1968, These were 
compared with 95 randomly selected patients 
admitted from Bronx County to Rockland 
State Hospital during the same period and 
before screening had begun. Records were 
abstracted in the hospital, and both Rock- 
land patients and Bronx applicants were 
followed up and interviewed between five and 
six months later, The follow-up interview in- 
cluded information about the patients’ physi- 
cal and psychological states as well as their 
Social arrangements. If the respondent was 
incapable of answering the questions, a 
Spouse, attendant, or other caretaker was 
interviewed. Of the 128 surviving Bronx appli- 
cants, 112, or 87 percent, were located and 
Interviewed; of the 58 surviving Rockland 


TABLE 2 


Pplicants to Bronx State Hospital 
Services at Time of Screening, 
Sex, and Prior Hospitalization 


Percent of 174 A, 
Offered Bronx 
by Age, 


ALTERNATIVES TO HOSPITALIZATI 


patients, 55, or 95 percent, were successful 
interviewed. 


Findings 
Population Characteristics 


A comparison of the applicants to Bro 
Hospital and the patients admitted to Ri 
land shows that in most respects the two 
groups were alike. The age distribution, for 
example, was similar, with a median of cl 
to 75 years, and both included nearly twice as 
many women as men. The majority of pa- 
tients in both groups (about 40 percent) were 
Roman Catholic, almost as many were Je 
ish, and the minority were Protestant. About. 
half of the members of both groups were liv- 
ing in families, and about a quarter of each 
lived alone or in other institutions. t 

Similar complaints were made of both. 
groups by those seeking their admission 
about 40 percent were described as generall) 
senile, about 20 percent as generally 
mented, and about 30 percent as both de- 
mented and senile; the remaining ten percent 
were described as having psychogenic typ! 
of complaints. No attempt was made to ù 
diagnosis in this study both because of diff 
ent usages at the two hospitals and becall 
not all the follow-up interviewers were 
clinicians. 

The major difference between the P 
groups was the state of their physical hea 
Whereas only half of the Bronx applicant 
reported serious physical disorders, this Was 
true of two-thirds of the Rockland oa 
Furthermore, less than half of the Bronxi 
group but two-thirds of the Rockland group” 
were classed as frail; that is, they were 4 i 
scribed at intake as “feeble” or were bro 
to the hospital in wheel chairs or on stre! ing 
ers. These findings suggest that the referring. 
agents, in particular general hospitals, 


wD PRIOR HOSPITALIZATION 
ADMISSION STATUS ja 


OSPITALIZATION 
60-79 WOMEN ev a WOMEN 
80+ 60-79 80+ 60-79 80+ Gu 
N=30°- N=20 . N.sg 3 = = =21 
Admitted as: Na TM Aus 2 
Inpatient 30.0 30.0 15.3 0.0 818 0.0 429 
Boarder 10.0 100 8.5 114 0.0 0.0 0.0 
Outpatient 00 00 85 74 91 0.0 19.0 
Not admitted 60.0 60.0 67.8 81.5 9.1 100.0 38.1 
[96] 
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TABLE 3 
Percent of 55 Bronx Inpatients, 
105 Rejected Bronx Applicants, and 95 Rockland Patients 
Who Were Dead at Follow-up, by Age, Sex, and Mobility 


PERCENT OF EACH GROUP 


MOBILITY, BRONX 
AGE, AND SEX INPATIENTS REJECTED ROCKLAND DEAD AT FOLLOW-UP 
All patients 55 105* 95 25.5 30.5 39.0 
Mobile, 60-79 35 38 31 14.3 10.5 9.7 
Women 17 27 23 5.9 74 13.0 
Men 18 11 8 222 18.2 0.0 
Mobile, 80+ 7 18 11 28.6 38.9 18.2 
Women 2 14 5 d 28.6 20.0 
Men 5 4 6 20.0 75.0 16.7 
Frail, 60-79 8 29 30 444 379 46.7 
Women 6 21 17 50.0 33.3 35.3 
Men 3 8 13 KE, 50.0 61.5 
Frail, 80+ 4 20 23 50.0 50.0 78.3 
Women 1 10 14 EX 40.0 714 
Men 3 10 9 XE 60.0 88.9 


“Inpatients and boarders combined because not different: outpatients excluded because they experienced no deaths, 


"'Parcents not computed for base smaller than 4. 


changed their practice of sending seriously 
ill and moribund patients to the Bronx Hos- 
pital but were still sending them to Rockland. 


Screening Process 


The Bronx screening unit accepted outright 
42 of the 174 applicants for inpatient care; an 
additional 13 patients referred by one partic- 
ular receiving hospital were admitted to the 
hospital as "boarders"— that is, for custodial 
care while the receiving hospital's staff at- 
pssi to place them in nursing homes. 
Ourteen of the 174 applicants were offered 
Outpatient care. 
ean 105 patients rejected as unsuitable 
rk Tw service, 34 were given medication 
d eir presenting complaints, and four 
Te actively referred to other agencies (table 
Eu of the remainder were given the 
ther oon: agencies they might approach on 
m 2 shows that admission was related 
ni Sex, and prior mental hospitalization. 
is those without prior hospitalization, 
With in was given to men; among those 
Aa a history, younger age alone was 
Yid Ah admission. Rates of admission 
m m 82 percent for men under 80 
jM ith a prior hospitalization to nothing 
lindo men over 80, no matter what their 
y. 

Outcome 

Wen One of the problems in all geriatric 
s that of preventing unnecessary deaths. 


ot ; i 
ute environment of the mental hospital 
€ actual dislocation of the patient have 
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been blamed for the high mortality rates of 
the mentally ill elderly (6), although some 
authors suspect that mental illness in old age 
is in itself a sign of impending death (7, 8). In 
this study, the Rockland patients were found 
to experience a death rate of 39 percent, 
while the Bronx applicants’ rate was only 
26.4 percent. This difference is statistically 
significant. Table 3 shows, however, that 
when age, sex, and frailty are held constant, 
this difference between the two hospitals 
disappears.' 

Of the 83 patients who did not live until 
follow-up, 71 percent had been classed as 
frail at the time of admission, as contrasted 
to only 31 percent of the 186 survivors. In 
other words, a surplus of frail patients enter- 
ing Rockland accounts for the higher propor- 
tion found dead at follow-up (9). This surplus 
is entirely accounted for, furthermore, by 
deaths within one month of admission: these 
amounted to eight percent at the Bronx and 
28 percent at Rockland. Although the frail 
members of the Rockland group experienced 
a slightly higher death rate than the frail 
Bronx applicants, this difference is well with- 
in the range expected by chance alone. Fi- 
nally, there was no statistically significant 
difference in the proportion of those rejected 
for treatment who died when age, sex, and 
frailty are held constant, suggesting that 


1A report of physical illness did not predict death, 
which suggests either that observations of frailty are 
more valid than reports of illness or that frailty is an im- 
portant intervening variable between illness and death in 
the aged. 
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TABLE 4 


Percent of 128 Surviving Bronx Applicants 
and 58 Surviving Rockland Patients Found in 


Various Settings 
LOW. RONX ROCKLAND 
“serra INPATIENT BOARDERS sebo c REB REJECTED PATIENTS 
Surviving patients N=33 N=8 N=14 N=73 N=58 
Not interviewed 12.1 00 0.0 13.7 52 
At home: 33.3 00 785 42.5 E 
5.1 » 
Alone 30 00 7.1 1 
With spouse 212 0.0 50.0 13,7 a6 
With others 9.1 00 214 13.7 . 
Nursing home 30 125 143 30.1 17 
General hospital 6.1 00 0.0 14 0.0 
Mental hospital 455 875 7.1 124 P^ 
Bronx 45.5 87.5 71 14 X 
Rockland 0.0 00 o 6.9 ^ 
Other state 
hospital 00 00 E 4.1 0.0 


those whose disturbance could be seen to be 
associated with impending death had already 
been screened out by the referring agents. 


Setting in Which Patients Were Found 


Table 4 shows the social setting in which 
the Bronx applicants and the Rockland pa- 
tients were found. Of the 33 surviving Bronx 
inpatients, about one-third were in their own 
homes and nearly half were still in the Bronx 
hospital. The remainder were in nursing 
homes and general hospitals or could not be 
interviewed. Of the 13 patients who had been 
accepted as “boarders,” eight were still alive 
and seven of these were still in Bronx State 
Hospital; only one had been placed in a 
nursing home. 

Not surprisingly, most of the outpatients 
were found in their own homes, but two of 
the 14 were in nursing homes and one had 
succeeded on a Subsequent attempt in being 
admitted to Bronx State Hospital. 


of the Bronx groups 
except the 13 “boarders,” the majority of the 
Rockland Patients were found to be still in 
the hospital. All but one of those outside the 


198] 


accepted by the screening unit for inpatient 
care. ! 
One-third of the 73 surviving patients 
from the rejected group were found in the 
same type of setting as they had been in, 
whether they had lived alone, in families, or 
in institutions. Of those who had not s 
turned to the same setting, most had move 
to a more protective one. One-third of n 
who had been living alone at the time e 
application were found in families 
nursing homes, and almost one-half o Hr si 
who had been living in families were jun N 
nursing homes or other mental hospita i 
small but interesting group of five peop E 
two from families and three from spon 
tions—returned to settings less eat 
than those they had been in before. ul 
overall move toward a more protective 5 E 
ronment might be considered an ere P Ts 
the part of the patient's family or eine i 
solve whatever problems had brought hi 
the hospital in the first place. 


Symptom Patterns at Follow-up 


ing to 
The patients were divided ar 
their responses at interview into three ae d 
1) those with mild or minimal Sym any 
including those with no evidence ; those 
thought or mood disorder as pela xut 
judged to have mild depressions, mil tients 
ory loss, or slight confusion (these P erate 
were fully oriented); 2) those with m with 
to severe symptoms, including hor 
memory loss and confusion or with odet- 
changes in a mild form coupled with P pi 
ate to severe depression (most of the 
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TABLE 5 
Percent of 112 Surviving Bronx Applicants and 
55 Surviving Rockland Patients with Various Symptom Patterns 
by Place Found at Follow-Up” 


FOUND AT FOLLOW-UP IN 


BRONX se 

SYMPTOM PATTERNS N=23 ee NONE Eurer 
None or mild depression, 

or senility 26.1 40.4 30.0 681*** 
Moderate to severe 

senility and/or 

depression 47.8 519*** 60.0°** 22.6 
Psychotic symptoms, 

aggression, etc. 26°°* 58 67 11.3 
No data 0.0 1.9 3.3 0.0 


* Excluding 16 Bronx patients and three Rockland patients who could not be interviewed, 


* "Including three patients found in general hospitals. 


**"When the Rockland patients are combined with those in nursing homes and the resulting distribution tested, Bronx Hospital is found to have a 
surplus of patients with psychotic symptoms, Rockland and Nursing homes a surplus with moderate to severe senility or depression, and the com- 


munity a surplus with none or mild symptoms. 
32246; dí- 4; p<.001 


tients were disoriented in one or more 
spheres); 3) those with acute psychotic symp- 
loms such as delusions and hallucinations or 
vith intractably hostile and aggressive be- 
havior; this latter group included both 
oriented and disoriented patients. 

As table 5 shows, the proportion of 
Patients with mild or minimal symptoms 
varied from approximately a quarter of those 
still in Bronx State Hospital to two-thirds of 
those in their own homes. 

Just over 20 percent of the patients in their 
own homes showed moderate to severe symp- 
fom: patterns, a finding not unlike Lowen- 
thal’s in California (10), while twice as many 
in hospitals and three times as many in 
nursing homes were judged to be in this cate- 
gory. Signs of acute illness were shown by a 
E of the Bronx patients, just over a 
as of the patients in their own homes, and 
Site i five percent of those in Rockland 

ndis Ospital and in nursing homes. This 
e a suggests that the Bronx screening 
inen was having some success in selecting 
ix diens for treatment, while Rockland 
erately ‘ae = treating the same mod- 
iie homes, erely senile people as the nurs 
ae although complaints about pa- 
iis id not appear to distinguish between 
Bie e and those rejected for in- 
dat | treatment, observed behavior showed 
aüstically significant association with 

ere they were found. 


Activities of Daily Living 
os Personal care items were selected 
| the Activities of Daily Living Index (11) 
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and subjected to the Guttman scaling tech- 
nique. These items—ability to bathe and 
dress unassisted and to comb the hair— 
formed an almost perfect scale, that is, 
patients who were reported able to bathe 
could also dress, and those who could dress 
could also comb their own hair.? Table 6 
shows that in spite of the large proportion of 
patients for whom not all items were com- 
pleted, those in the community were clearly 
more competent than those in institutions. 
It is not surprising that the nursing home 
patients showed the least physical compe- 
tence and that the hospital patients were in 
between, but it is perhaps surprising to find 
that more than one-fifth of the patients in 
their own homes were unable to bathe them- 
selves unassisted and that almost the same 
proportion of those in nursing homes were 
able to attend to all of these needs unassisted. 
These findings, together with the fact that 
one-fifth of the patients in their own homes 
had moderate to severe symptoms, are re- 
lated to the unmet needs discussed below. 


Unmet Needs 

A judgment of the unmet needs for each 
patient was made by two of the authors, and 
differences were reconciled in conference. 
When there was doubt about whether or not 
a need actually existed, it was not counted. 
Furthermore, no investigation was made of 
the two most important areas of unmet needs 
among the elderly; that is, medical care and 


2 This is a preliminary analysis of the patients’ phys- 
ical competence based on the judgments of the secon- 
dary informant. A more detailed study of these data will 
be published later. 


[99] 


1060 


ALTERNATIVES TO HOSPITALIZATION 


TABLE 6 
Percent of 112 Surviving Bronx Applicants and 55 Rockland Patients 
Able to Bathe, Dress, and Comb Their Hair Without Help by 
Place Found at Follow-Up 


FOUND AT FOLLOW-UP IN 


BRONX ROCKLAND NURSING HOME COMMUNITY 
INDEPENDENT ACTIVITY N=23 N-52 N=30 N-62 
Bathe, dress, and comb hair 217 327 167 548 
Dress and comb hair 348 25.0 3.3 12.9 
Comb hair only 13.0 15.4 10.0 48 
None of these 30.4 23.1 53.3 32 
Unknown 0.0 38 168 242 


income maintenance, although these were 
widespread and obvious. Particularly notice- 
able was the need for attention to eyes, ears, 
and teeth (12-14). 

Table 7 shows that among those still in 
a mental hospital, the most common obvious 
need was for a change of setting. Nearly one- 
third of the 23 patients still in the Bronx and 
22 of the 52 in Rockland were thought by the 
attendant, the interviewer, or both to be able 
to return to the community. In the majority 
of cases, a group home, attendance at a day 
care center, or some supervision in the home 
seemed indicated. Another one-quarter of 
the Bronx and one-third of the Rockland 
patients were thought suitable for nursing 
home care because they had minimal psychi- 
atric symptoms and their physical condition 
required nursing care. The remaining small 
portion of patients in these hospitals were 
felt to be suitably placed, with a few needing 
visitors or recreation in addition to psychi- 
atric care. 

One-quarter of the 30 patients found in 
nursing homes did not appear to require the 
special services of those institutions; among 
them were those found to be capable of self- 
care. Among the three-quarters thought to be 
suitably placed, only one seemed to be un- 
visited and lonely, but five seemed to be in 
need of psychiatric care or consultation be- 
cause of depression, confusion, or agitation. 

Among the 62 patients found in their own 
homes, 60 percent had nO Obvious unmet 
needs. One-fifth were judged to be in need of 
Supports in the home—either Supervision or 
day care for the patient or help with the work 
of the home. Another 16 Percent were 
thought to be in need of Outpatient psychi- 
atric care because they were nervous, ag- 
itated, or depressed. Only two patients were 
felt to need nursing home care because of in- 
firmity, and one to need inpatient psychiatric 
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care for an acute illness. : 

In sum, only one-quarter of the 75 patients 
in the two mental hospitals were thought to 
be suited for inpatient psychiatric care; and 
among the 105 patients in mental hospitals 
and nursing homes, one quarter were judged 
to be able to go into a group home or to re- 
turn home under supervision. Among the 62 
already in the community, one-fifth were felt 
to require some kind of day care service or 
support in the home. 

It is of interest that while the judgment i 
to the need for psychiatric care among n 
groups was made independently of 
knowledge of whether or not the patient 4 
receiving aftercare service, it was foun i 
those already in aftercare had not ie 
judged to need the service. One can ee 
ably conclude from this finding tha h 
service is effective but not widely Bo 
distributed, although the alternative pos i 
ity that those least needing the care i pei: 
ceiving it is not automatically rule (i5 
Earlier work in this unit and elseniiem ee 
16), however, has already suggested os fot 
patient service is feasible and effectiv 
this age group. 

"udi cie were found to be unrelated 
the service received or to the characterisi 
that were associated with screening thas 
age, sex, and a history of prior hose 6 
tion. More surprisingly, they were foun Av 
be unrelated to the patient’s having mie 
a more supportive setting, suggests. a 
"overplacement" as a problem bee oun 
though used by both professionals an blems 
professionals, may create as many pro 
as it solves. 


Discussion 


A H É inter- 
Emotional disorders in old age eT, 
twined with many other problems. Ma 
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people lack resources, both economic and 
social. Furthermore, they lack physical and 
psychological reserves and thus are readily 
thrown out of equilibrium. When the New 
York State experience with emotionally dis- 
turbed older people is added to that of Cali- 
fornia, some inescapable conclusions 
emerge. In both states, comparison of the 
fate of screened and unscreened elderly psy- 
chiatric patients has shown that a very mixed 
group of patients is referred to psychiatric 
facilities, but for most of them mental hos- 
pitalization is not the treatment of choice. 
In both states, the nursing home is the alter- 
native most often chosen. Our study, how- 
ever, suggests that the nursing home is not 
always the most suitable solution. Whatever 
the reason, attempts— both professional and 
lay—to remedy the disorders of old age ap- 
pear to favor overplacement. It seems un- 
likely that many old people would choose to 
80 into mental hospitals and nursing homes 
if alternatives were available to them; their 
presence in these institutions reflects other 
People's solutions to their problems. This 
kind of solution is, however, expensive and 
often inhumane. 

Psychiatric services needed, but almost 
Never available, are of two kinds: crisis res- 
olution and continuing support. For some 
Patients, emergency psychiatric service 
Would be sufficient; even a telephone service 
Tight be enough to solve some problems. 
Other patients require regular supervision of 
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medication and supportive therapy on an 
outpatient basis, still others need care at a 
day center but can still be managed at home 
in the evenings. At a time when so much is 
being made of the virtue of psychiatric ser- 
vices in the community it is surprising that so 
little is found to be available for old people 
when they need it. 

Many more health services are needed to 
maintain the equilibrium of the old and to 
prevent their overplacement. These include 
general health care, visiting nurse service, 
and specific clinic services for hearing, vision, 
podiatry, and so on. At the social level, 
homemaker services are at present impossi- 
ble to get in many places, and this alone can 
result in the person's hospitalization. Many 
old people have inadequate housing; group 
homes, both supervised and unsupervised, 
are needed, as well as specially equipped 
apartments. Many old people are very poor, 
and no doubt inadequate diet contributes its 
share to disequilibrium in old age. 

The lacunae in the service structure are ob- 
vious: there is just not enough money or 
enough social utilities for the aged. When 
one recalls that only a tiny proportion of the 
nation's older people need these services at 
any one time and that considerable attention 
has already been drawn to their lack, it al- 
most appears that an enquiry into the rea- 
sons for our stubborn resistance to providing 
them is of the highest priority. 


TABLE 7 


Percent of 112 Surviving 
55 Surviving Rockland P. 
Unmet Needs by Place 


Bronx Applicants and 
atients with Obvious 
Found at Follow-Up 


PATIENT FOUND IN 


OWN HOME 


ERE e ROCKUAND SR N=62 
No obvious needs 39.1 d P» " 
Change of Setting to: 
ommunity 
Without Supervision 44 154 166 F 
With supervision 26.1 M LÀ j 
Nursing home 
peat Psychiatric "s 
ou 250 iu 
With psychiatric care p ae 20 " 
^ Mental hospital T5 zi K x 
Sychiatric Outpatient 
E: H E 16.7 P 
E recreation, help, 
pport 44 15 = *" 


includ 
“Including three in other state hospitals, 


g three in general hospitals. 
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The Psychiatrist and Medical Home Care: 
Geriatric Psychiatry in the Harlem Community 


BY SHELDON ZIMBERG, M.D. 


The author describes his experience as a psy- 
chiatric consultant to a medical home care 
program dealing largely with geriatric pa- 
tients. His participation in the program in- 
cluded psychiatric evaluations in the patients' 
homes, case consultations, and staff educa- 
tion. The author also points out some of the 
additional possibilities for the further in- 


volvement of, Psychiatrists in such programs. 


"nu VALUE OF psychiatric consultation 


to the nonpsychiatric staff of general 
hospitals has been well documented (1-3). 


Dr. Zimberg was form 
oon Psychiatry, 
REID eae is currently Deputy Director of the 
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General hospitals in recent years, hor 
have been the focus for the begin NE 
changes in the delivery of health care in te i 
of a broader social and community-onien e 
philosophy. This change can be seen deti 
increasing numbers of satellite ambu im 
care clinics, extended care facilities, X 
home care units developed as part of Ed 
close relationship to general hospitals. 
psychiatry have a role to play in this ill dis- 
ing pattern of health care service? I wast 
cuss here the ways a psychiatric con hi 
can help the staff of a medical home s ica 
to better understand the sociopsycho ney. 
factors affecting their homebound, € 
chronically ill patients. Care 
The Harlem Hospital Center Home stabe 
Unit was the second program to be d b 
lished in New York City and the first ^. 
established in a municipal general ho5P 
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for the medical treatment of the chronically 
ill in their homes. It is currently profession- 
ally staffed by a medical director, physicians, 
social workers, nurses, and a_ physical 
therapist. 

Home care fills a significant gap left by the 
short-term general hospital and the chronic 
disease hospital (4-7). Many chronically 
ill patients, after a brief period of hospitali- 
zation, can be successfully managed in their 
home environments when adequate medical, 
nursing, and social services are provided. In 
general, a patient’s morale is better and there 
is less regression; thus a patient can main- 
tain a higher level of functional capacities. 
This is accomplished at a substantially lower 
cost than keeping the patient in a general 
hospital, chronic disease hospital, or nursing 
home. 


The Psychiatrist’s Role 


Home visiting by a psychiatrist and home 
care for psychiatric patients are currently 
accepted aspects of the practice of commu- 
nity psychiatry (8-11). However, the role 
of a psychiatric consultant in a medical home 
care program represents a newer area of in- 
volvement. In addition to the skills of a socio- 
Psychological diagnostician, the psychiatrist 
must be able to establish rapport with profes- 
sionals of other disciplines in order to be an 
effective consultant. 

The predominant medical illnesses affect- 
dE home care patients at Harlem Hospital 
RAT are cardiovascular conditions, dia- 
etes mellitus, arthritis, and cerebrovascular 
Y dpud The psychiatric problems encoun- 
AU in the home care patients consisted 
tive y of organic brain disorders and affec- 
eee CuOns: About 74 percent of the home 
the patients are over 65 years of age, so that 
m Psychiatric problems were those found in 

Y group of geriatric patients. 
eher to my assignment to home care, psy- 

cio ee were performed in the 
felt th ut-Patient Psychiatry Clinic. It was 
tation a the provision of psychiatric consul- 
thee or the staff of home care would help 
ih ue eee of their difficult patients 
a high ome situation and provide them with 
S 8 Era of awareness of the psychologi- 
ch pro lems encountered by their elderly, 

Tonically ill patients. 

ases were presented at a weekly staff con- 
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ference. The home care staff present were the 
medical director, social workers, physicians, 
and nurses. The staff of the three disciplines 
presented varying degrees of interest in and 
acceptance of me as a consultant to home 
care. The initial stage involved a mutual test- 
ing and negotiation of the consultation con- 
tract. The physicians seemed most resistant 
to the idea since they wanted difficult patients 
either to be institutionalized or to be taken 
over completely by a psychiatrist. They were 
not at all sure I had anything of a concrete 
medical nature to offer them except in the 
certification of psychotic patients. The social 
workers, although more interested than 
the physicians, felt threatened since I would 
be reviewing the adequacy of their judgment 
in terms of the environment the patients were 
in, and would possibly consider the social 
and economic factors affecting the patients 
presented for consultation. The nurses were 
divided in their interest, the older nurses 
tending to be negative and the younger more 
receptive to my involvement. 


Thus, | was presented with a great deal of 
clinical information about the patients in the 
weekly staff conferences, but in a charged at- 
mosphere of, at best, disinterest and, at 
worst, overt hostility. My first task was to 
find ways of making my role as psychiatric 
consultant meaningful to the various disci- 
plines. I decided that providing the home 
care physicians with several lectures on the 
use of psychiatric medication would engage 
their interest, so part of the first few staff 
conferences was devoted to these discussions. 


At the staff conferences we decided wheth- 
er the situation could best be handled by my 
visiting the patient at home or whether dis- 
cussion of the patient on the basis of a case 
consultation would be adequate. In general, 
I visited the patients in their homes when a 
crisis situation had developed or when the 
factors that may have contributed to the pa- 
tients’ difficulties could not be discerned 
from the material presented at the staff con- 
ference. 

The home visiting of patients for a psychi- 
atric evaluation provided a unique learning 
experience for me: the opportunity to see 
firsthand the environmental and social 
influences on the behavior of chronically ill 
elderly patients. I was able to observe. for 
example, the effects of sensory deprivation 
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TABLE 1 


Reasons for Psychiatric Referral of Home Care Patients and 
Disposition of Their Cases 


DISPOSITION 
TREATMENT NURSING STATE — GENERAL 
REASON FOR REFERRAL NUMBER CONTINUED AT HOME HOME HOSPITAL HOSPITAL 
Psychotic and/or h 
confusional symptoms 8 6 1 1 : 
Depressive symptoms 6 5 o 0 i 
Management problems 9 7 2 (0) R 
Anxiety symptoms 1 1 0 0 1 
Total 24 19 3 1 


on the mental functioning of a patient with 
marginally compensated congestive heart 
failure who lived in a back apartment with 
grossly inadequate lighting, or the psycho- 
logical impact on a patient with severe arthri- 
tis who was homebound because he lived in a 
fourth floor walk-up apartment. I could also 
observe the regression in chronically ill indi- 
viduals, the depression of people who could 
no longer perform usefully in their occupa- 
tions, and the stress of severely deprived 
social and economic circumstances on 
people with chronic illness. The various re- 
actions of family members to the chronically 
ill person were also observed and interpreted 
to the home care staff. 

Through home visiting, the relating of be- 
havioral disturbance to physiological as well 
as psychological factors, and my ability to 
make pertinent observations of family rela- 
tionships and environmental factors, I as a 
psychiatrist was uniquely able to perform 
the complex function of sociomedical psy- 
chiatric diagnosis and to make appropriate 
Management suggestions in all these areas. 

In addition to the role of diagnostician and 
consultant to the staff of home care, my home 
evaluations often provided concrete thera- 
peutic interventions in themselves. As a 
more neutral person, who was not part of the 


TABLE 2 


Psychiatric Diagnosis, Sex, and Mean Age of Home 
Care Patients Visited by the Psychiatrist 


PSYCHIATRIC 
DIAGNOSIS NUMBER MALE FEMALE MEAN AGE 
Chronic 
brain 
Syndrome 16 6 
Affective 4B 5. 
reactions 4 1 
Alcoholism 3 2 1 E 
Schizophrenic 
reactions 1 o 1 
Total 24 9 15 a 
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home care staff, I enabled the patients to ex- 
press their hostility toward the staff and pro- 
vided them with an opportunity for a reas- 
sessment of their situations. I often served as 
an intermediary between the patients and the 
home care staff in order to clear up misunder- 
standings that had arisen. f 
As consultant to the Home Care Unit, I 
had three functions: psychiatric evaluation r 
the patients’ homes, case consultations, an 
staff education. I performed 24 home evalu- 
ations and 12 case consultations over a peri- 
od of about one year. The patients in 
represented about 18 percent of the Ui 
patient caseload of the Home Care Unit. T 
areas of staff education included recognition 
of mental disorders, use of psychiatric a 
psychological aspects of acute amd dud 
physical disorders, reaction of a family to á 
ill relative, socioenvironmental influences 0! 
behavior, understanding and manager ue 
difficult patients, and the psychologica 
pects of the doctor-patient relationship. 


Results 


Table 1 shows the reasons for referral of 
the 24 patients I visited at home and the ike 
position of their cases. As can be seen, ane 
most common reasons for referral were pee 
agement problems and psychotic and/or a 
fusional symptoms. Most of the pe 
visited were able to remain at home an ing 
tinue in the home care program, sr 
seven of the nine patients who were re'e 
because of management problems. . dr 

The management problems conse 
such things as refusal to take medica te à 
other treatments, difficult relations My ring 
family member or homemaker, wan p 
away from home in a confused state, T€ at 
to admit home care personnel, and 2 
ism. The two patients who were Se^ 
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nursing homes were in need of supportive 
‘care 24 hours a day because of advanced or- 
ganic brain disease. 

— Table 2 presents the psychiatric diagnoses 
I made in the home situation and the number, 
sex, and mean age of the patients in each 
diagnostic category. Most of the patients 
were diagnosed as having a chronic brain 
syndrome, generally related to arterioscle- 
rotic vascular changes. The chronic brain 
syndrome group included the oldest of the 
patients. There were considerably more 
women than men in this diagnostic group as 
compared with the home care population as 
a whole, which was 52 percent female and 
48 percent male. 

— Only one of the 24 patients was diagnosed 
a Suffering from a schizophrenic reaction. 
This was to be expected since the patients 
"were largely in the geriatric age group of 60 
‘years or older and were carefully screened by 
‘the home care staff prior to admission to the 
Program; patients who would present ob- 
vious management problems or had a signifi- 
cant history of psychiatric disorder were not 
accepted for the program. 


Case Reports 


Case 1. Mrs. L.S. is a 50-year-old widow who 
mason home care for one year because of right 
her iplegia, hypertension, and recent fracture of 
“her right arm. Her living arrangements were such 
‘that she shared a four-room apartment with two 
mud people. The apartment was quite dilap- 

À woman friend who lived in another 
ment in the building served as a companion 
ind helper to the patient. The patient occupied a 

all room with a bed, a chest of drawers, a com- 
"m and a television set with only the sound 
-'unctioning. She spent most of the day in a wheel- 
air in her room. 
€ was referred for psychiatric evaluation be- 
i ause of excessive alcohol intake. During the ex- 
Amination she gave a long history of excessive 
king. I noted that she was quite depressed; 
Te Were indications that she had recently exper- 
ced auditory hallucinations. She was then sober 
well oriented. 
T suggested to the home care staff that pheno- 
ne and antidepressant medication be insti- 
dand, in addition, that an attempt be made to 
louse her in a more suitable environment, that 
$ be made to help her ambulate, that exer- 
‘be provided for her hemiplegic limbs, and 
help be sought in terms of homemaking 
es. The staff implemented the recommenda- 
ut were unable to get her rehoused. The 
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patient responded with a considerable lessening of 
symptoms and discontinuance of alcoholic intake. 


Case 2. Mr. G.R. is a 78-year-old retired taxi 
driver; he lives with his wife. He had hypertensive 
cardiovascular disease and he suffered a cerebro- 
vascular accident in 1961. He had been on home 
care for 16 months. I was asked to see him be- 
cause of wandering and confusional episodes oc- 
curring at night. 

During the examination I noted that Mr. R. had 
a poor attention span and had difficulty under- 
standing the questions I asked. He had impair- 
ment of memory and orientation. He complained 
of poor vision in his right eye. 

I felt that Mr. R. was suffering from an organic 
mental syndrome secondary to arteriosclerosis. 
I recommended that he be given a small dose of 
phenothiazine at bedtime and that he be referred 
for an ophthalmological consultation. The patient 
responded quite well to the phenothiazine and had 
no more episodes of nocturnal confusion and 
wandering. 

Case 3. Mrs. A.M., a 79-year-old widow, was 
on home care for two months because of arterio- 
sclerotic heart disease and a recent small bowel 
resection because of an intestinal obstruction. I 
was asked to see her because she showed an ex- 
treme degree of suspiciousness, agitated behavior, 
and a fear of being robbed. 

During the examination | noted that the 
patient was anxious and depressed, She was pre- 
occupied with her fear of being robbed. She 
would not leave her house and had no social con- 
tacts. Her daughter lived in the Bronx, but she 
had little contact with her. She demonstrated 
evidence of chronic brain syndrome. 

I recommended that she be placed on a pheno- 
thiazine medication, that homemaking ser- 
vices be provided, and a phone installed to permit 
her to call her daughter. The homemaker and 
phone were provided, but by mistake the pheno- 
thiazine was not ordered by the attending physi- 
cian. During the follow-up discussion six weeks 
later I learned that the patient had improved con- 
siderably, though the medication had never been 
started. Thus, the patient had responded to the 
environmental manipulations that increased her 
social contacts without benefit of medication. 


Discussion 


The value of a home care program for the 
chronically ill has been demonstrated over 
a number of years. A psychiatrist can pro- 
vide meaningful help to the staff of such a 
program by enhancing their knowledge of 
the psychological effects of chronic disease 
upon their patients and by direct service 
through home psychiatric evaluations. I 
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made only one home visit for each patient but 
the other physicians were able to continue to 
manage these patients through follow-up 
discussions with me. 

My work involved 24 home psychiatric 
evaluations, 12 case consultations, and the 
discussion of a variety of important areas 
involving sociopsychological aspects of the 
management of home care patients. Of the 
24 patients seen in their homes, 19 were con- 
tinued in the program. The patients who were 
maintained at home were provided with a 
variety of supportive measures in addition to 
psychiatric medication. Some of the patients 
responded favorably to supportive measures 
alone. 

Explanation of the reasons behind patient 
behavior that created management problems 
enabled the staff to relate better to the pa- 
tients, to avoid punitive attitudes, and to 
maintain the patients in their homes, Medi- 
cation was often helpful in relieving depres- 
sion, psychotic symptoms, and nocturnal 
confusional states. 

I anticipate that, in addition to the func- 
tions I performed in the Harlem Hospital 
Center Home Care Unit, as described above, 
further areas of involvement are possible. For 
example, the psychiatrist might become part 
of the screening team for admissions to the 
program. His consultation would enable the 
staff to accept the patients who present a 
somewhat broader range of social, medical, 
and psychological problems. In addition, the 
psychiatrist could make management sugges- 
tions that might prevent difficulties from oc- 
curring once the patients were admitted to 
the program through the use of anticipatory 
guidance techniques with the patients and 
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the staff. Therefore, the psychiatrist could 
assume a role in primary prevention. 

I was able to play a useful role in the 
Harlem Hospital Center Home Care Unit 
through direct service, case consultation, 
and staff education. With the increasing num- 
bers of new home care programs being estab- 
lished, the inclusion of a psychiatric consul- 
tant should be considered. 
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The Care of the Psychiatrically Disturbed Elderly 
Patient in the Community 


BY COLIN F. LIPSCOMB, M.B. 


A study was made of elderly psychiatrically 
disturbed patients referred to the Yorkton 
Psychiatric Centre over a two-year period. 
The great majority of these patients were 
able to return home or to the care of their 
relatives following treatment. The author 
discusses the results with specific reference to 
the implications they may have for the gen- 
E. problem of psychiatric care for the 
aged. 


HIS PAPER EXAMINES what is possible in 
| the area of treatment of the elderly pa- 
tient with psychiatric symptoms in a com- 
munity-oriented psychiatric program. The 
Study was conducted because it had been 
noted that during the five and one-half years 
that the Yorkton Psychiatric Centre has 
been operating, there had not accumulated 
any elderly patients in the center who were 
In need of long-term inpatient care in a psy- 
chiatric facility. The center (1, 2) is a psychi- 
atric unit attached to a general hospital with 
4 supporting community psychiatric pro- 
gan serving a defined area of east central 
Be avonewan with about 94,000 inhabi- 
n In view of this, it was decided to make a 
pate study of all those patients aged 65 
* Aer who were referred to the program 
thos € years 1967 and 1968, and to explore 
thar areas of the program’s functioning 

„were throught to be important in the 
Provision of service to the elderly. 


Results 


] DN Yorkton Psychiatric Centre is the 
lis facility providing psychiatric care for 
assigned catchment area, and it is known 


TETTE 
| Rat the time th 
“gional Di 
orkt 
Nive, 


is paper was written, Dr. Lipscomb was 
on. SIDE Psychiatric Centre, Union Hospital. 
rsit H atchewan, Canada. He is currently with 
Sity Hospital, Saskatoon, Saskatchewan. 
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that an insignificant number of persons are 
referred to psychiatrists outside the area, 
Persons referred to the center must consti- 
tute the great majority of those persons in the 
area who are considered to be in need of a 
psychiatric opinion, and no other facilities 
in the area provide inpatient psychiatric 
treatment. 

During 1967 there were 106 nursing home 
beds available in the area for supervisory 
care and limited personal care and 68 beds 
for intensive personal and nursing care, to 
which a further 60 beds were added in 1968. 
Also, some beds were available in a private 
nursing home of 176 beds, which, however, 
also served other areas of the province (see 
appendix). In addition there was a 30-bed 
unit providing chronic nursing care mainly 
for physical disabilities. 

The statistics that follow include all per- 
sons over age 65 who were referred to the 
Yorkton Psychiatric Centre or to the part- 
time clinics operated by the center. They do 
not, however, include all patients seen for 
consultations only while either in general 
hospitals or in nursing homes, although some 
patients seen in this way are included. 

In the years 1967 and 1968, a total of 124 
patients in this age group was referred to the 
center for the first time. These persons rep- 
resented 15.4 percent of all new referrals 
during this period and are estimated to rep- 
resent approximately 0.63 percent of the 
over-65 population of the Yorkton clinical 
area. This sample comprised 65 males and 
59 females; 33 were aged 65 to 69 and 91 
over 70 years. Of the group, 63 were seen as 
outpatients only and 61 (49 percent) were 
admitted to the unit. This admission rate 
was somewhat higher than the average for 
all new referrals, which was 38 percent. 
Slightly more males were admitted than fe- 
males. The major diagnoses of the sample 
were: schizophrenia and paranoid states, 12 
percent; affective psychosis, 25 percent; se- 
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nile psychosis, 34 percent; acute confusional 
states, 11 percent; neurosis, 11 percent; un- 
complicated chronic brain syndrome, 6 per- 
cent; and other, 1 percent. 

The diagnoses of those who needed ad- 
mission to the unit were: schizophrenia and 
paranoid states, 14 percent; affective psy- 
chosis, 28 percent; senile psychosis, 25 per- 
cent; acute confusional states, 16 percent; 
neurosis, 11 percent; uncomplicated chronic 
brain syndrome, 3 percent; and other, 3 per- 
cent. 

A follow-up study was then made to see 
what had happened to this group of patients. 
Of the group who had been seen only as out- 
patients, 89 percent had returned to their 
homes or were being cared for by their rela- 
tives. Of the remainder, one was in a nursing 
home and the others had died. Of the pa- 
tients who had been admitted to the unit, 
only one was found to be still an inpatient 
six months after the end of 1968; this patient 
was awaiting placement in a nursing home. 
Of the admitted group, 65 percent had re- 
turned home or to the care of relatives, 13.1 
percent had died, 19.7 percent had been 
placed in nursing homes, and 3.3 percent 
had been placed in boarding homes. 


Discussion 


Possibly the most notable finding from 
this two-year study is that the great majority 
of elderly patients referred for psychiatric 
opinion were able to return home or to the 
Care of their relatives; only a relatively small 
percentage, 10.5 percent of the whole sam- 
ple, were in Nursing homes. None was in 

_ heed of long-term inpatient care in a psychi- 
atric facility, 

The experience gained at Yorkton over 

past five and a half years seems to indi- 


cility is required, are controllable: the 
Psychiatric dist 


In Practice, it has been found that the 
major psychiatric problems for which the 
elderly have been referred in Yorkton are: 

* Schizophrenia. and paranoid states. 
which have usually been controllable with 
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phenothiazines. Persistent paranoid thought 
content occurred in some cases, but this did 
not prevent the patient's discharge to a nurs- 
ing home as long as his behavior was 
satisfactory. 

* Affective psychoses, which responded 
to antidepressants, with an occasional need 
for a short course of electroconvulsive 
therapy. 

* Acute confusional states. The common- 
est causes of these seemed to be dehyaration, 
sometimes secondary to depressive psycho- 
Sis or a paranoid state; infections (usually 
respiratory); misuse of drugs, especially bar- 
biturates, paraldahyde, and meperidine; and 
occasionally, cardiovascular insufficiency or 
cerebral vascular accidents. These states are 
usually found to be reversible. i 

* Neurosis, which seemed to be a minor 
problem in this group. ; 

* Chronic brain syndrome, with or with- 
out disturbances of behavior. It has not been 
the unit’s practice to admit patients with un- 
complicated chronic brain syndrome who 
are suitable for and in need of nursing home 
care. Such persons are referred directly to 
an appropriate nursing home unless p 
have been extreme social problems. The 
main problem with these persons is wander- 
ing or interfering with others’ belongings. 
Such situations, however, have been cope 
with satisfactorily by using low doses 0 
phenothiazines and by teaching nursing 
home staff how to deal with this problem. " 

It has been noted that patients with e 
dementia who show difficult behavior b 
terns usually have been rather difficult Po 
ple in the past; the behavioral difficulties 5s 
Not seem to be a new problem. One excepti ie 
has been found in a few patients with fell 
menting process secondary to ar 
rosis, when bouts of quite disturbed ba 
Necessitating a short admission to the sar 
have accompanied minor cerebral i 
episodes. After a few days or week d ihe 
ever, the symptoms have subsided anf iad 
patients could be returned to their orig 
abode. d 

It should not be thought, however. H 
the results described above just happert 
They are, at least to some extent, the E 
of an attempt to set up a specific com eae 
oriented program including the e h 
patient. The key area of control in SUC 
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program appears to be the handling of the 
crisis that leads.to the referral or admission 
of a patient. Considerable emphasis is placed 
upon early referral or consultation. It is well 
known that the elderly patient who is slight- 
ly confused at six p.m. can become a difficult 
problem by ten p.m. and can cause an im- 
possible situation necessitating his admis- 
sion to a psychiatric facility at two a.m. the 
next morning. Such situations, especially 
when they are due to acute confusional states 
of organic cause, require early and accurate 
diagnosis and treatment. 

Attitudes cultivated at the time of referral 
are of extreme importance. Both relatives 
and nursing homes from which elderly pa- 
tients are accepted are left in no doubt that 

_ they are expected to receive the patient back 
when the disturbance is resolved. The coop- 
tration of the nursing homes has been good; 
in recent years they have invariably kept 
Open the bed of any patient who has been 
teferred to the center until his return. In gen- 
eral, a way of thinking is cultivated so that 
No one expects any patient to remain in the 
hospital a long time. 

The relatively low number of patients who 
have been placed in nursing homes after ad- 
Mission to the unit is not a true reflection of 
the program's relationship with the nursing 
homes in the district. The aim is to detect 
behavior disturbances early and treat them 
In the nursing home before the question of 
admission to a psychiatric facility arises. It 
cannot be too strongly emphasized that this 
type of preventive program necessitates a 
very well-organized and consistent support- 
ne program to the local nursing homes. 

9mmunity nurses visit all the nursing 
E at least once a week to discuss any 
Es problems concerned with behavior 
E d ances, These nurses are also on call 
visi e nursing homes for advice and extra 

Sat any time. 
p matrons of the nursing homes also are 
m telephone access to a psychiatrist at 
Brune, So that they may get immediate 

ES 9n any problem that may arise and 

E tations can be arranged with a mini- 

EU delay. This part of the service is 

in vina the overall policy of the unit 
lation & Immediate direct telephone consul- 
ing a Menos to doctors in the area regard- 

E Psychiatrically disturbed person. 

Y patient who has been placed in a nurs- 
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ing home by the unit and who cannot be 
managed is immediately transferred back to 
the unit. Such transfers have usually been for 
relatively brief stays, the patient returning to 
the nursing home when his behavior has 
been controlled. 

However, various problems have been en- 
countered in this program. On occasion a 
difficult situation has arisen because there 
were not enough staff members available in 
a particular nursing home. But the main 


. problems arise from the attitudes of nursing 


home staff, which are mainly a reflection of 
lack of experience and training in handling 
patients who at times may exhibit slightly 
more disturbed behavior than that normally 
expected in a nursing home. Unfortunately, 
it is still not infrequent to find considerable 
prejudice against those who are sometimes 
termed “mental cases," i.e., patients who at 
some time or another in their lives are 
known to have seen a psychiatrist. The ex- 
tent to which this type of problem can occur 
is well illustrated in the example that fol- 
lows. 


Case Report 


An elderly man who had presented no nursing 
problems for several months, but who in the past 
had a reputation for being difficult, was placed in 
a nursing home. It was obvious from the moment 
the patient entered the door that a member of the 
senior staff was not prepared to have this patient 
in the home. Following his admission, there was 
a rapid sequence of telephone calls to persons in 
authority and for the patient's sake, he had to be 
returned within four hours to the center. It is 
noteworthy that the same patient was placed in 
another, more understanding atmosphere within 
the next two weeks, and he is still there. 

One wonders in such situations whether 
the patient or the staff member is in need of 
treatment, but the answer to this problem 
presumably lies in more meaningful and 
better organized educational programs for 
nursing home staff. 

Some comments indicate a belief that the 
success of the Yorkton program is depen- 
dent on its rural setting. Other programs, 
however, indicate equal success in urban 
areas (3). 

The decision between caring for psychi- 
atrically disturbed elderly patients in their 
local communities ‘and sending them to 
"psychogeriatric units" and mental hospi- 
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tals would seem to depend not on the possi- 
bility of carrying out such a program but on 
a readiness to do so. 


APPENDIX 

In Saskatchewan the following levels of care 
are defined: ' 

1. Supervisory care. Board, room, and guid- 
ance on supervision of daily activities. (Clients 
may include those with minor mental deteriora- 
tion such as some forgetfulness due to age or 
clients who at one time have undergone psychi- 
atric treatment but who only require minor su- 
pervision.) 

2. Limited personal care. Supervision plus 
assistance with activities of daily living such as 
ambulation, personal hygiene, and grooming. 
(Clients may include those who are mildly con- 
fused or with residual psychiatric symptoms but 


‘Condensed from Directory of Housing and Special- 
Care Homes, Department of Welfare, Regina. 


Psychiatric Treatment for Geriatric Patients: 
“Pub” or Drug? 


BY CHING-PIAO CHIEN, M.D. 


Forty patients on a geriatric ward were 
divided into four groups. Three groups re- 
ceived a beverage (beer, fruit punch, or fruit 
punch with thioridazine) in a pub setup in 
the hospital; the fourth group received thi- 
oridazine on the ward. The group that re- 
ceived beer sociotherapy showed the greatest 
Improvement and had the best attendance 
and greatest social interaction in the pub. 
Both groups that received  thioridazine 
showed improvement, but not as much as 
the first group. The group that received only 
punch in the pub showed the least change. 
In view of these findings, the author believes 
beer sociotherapy deserves q place in the 


practical treatment of geriatric mental pa- 
tients. 


N INCREASE in the number of. geriatric 
mental patients can be expected as the 
result of longer average life €xpectancy and 
the higher prevalence of mental illness among 
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home life.) : 

3. Intensive personal or nursing care, 
under direction of Registered Nurse in 
bathing, minor treatments, administrat 
medication, feeding, bed positioning, and 
therapeutic exercises. (Clients may inclu 


tendency to wander occasionally.) 
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TABLE 1 
Age and Diagnostic Distribution of Patients in the 
Four Experimental Groups 


GROUP GROUP GROUP GROUP 
1 2 3 


CATEGORY 4 TOTAL 
Functional psychosis 2 4 3 3 12 
Organic brain 

syndrome, chronic 8 6 7 7 28 
Age range 66-80 61-83 64-90 58-80 58-90 
Mean age 712 732. 74240720 07237. 


ported to be as high as 60 to 80 percent in 
several surveys (6—10). 

For these geriatric mental patients, the 
usual psychiatric treatment modalities can- 
not always be fully applied. Psychotropic 
drug treatment may be precluded or limited 
by a higher rate of such idiosyncratic reac- 
tions and side effects as hypotension and de- 
lirium (11). Formal psychotherapy is rarely 
utilized; both the shortage of trained man- 
power and a lack of clinical interest in geri- 
atric patients make formal psychotherapy 
impractical. Rehabilitation. through work 
therapy or ordinary occupational therapy 
does not usually elicit the aged patient's in- 
terest; it may even be prohibited by his phys- 
ical condition. Due mainly to these realistic 
difficulties, nearly half of the geriatric pa- 
tients in an active teaching state hospital 
Were found not to have been placed in any of 
the conventional somatic, verbal, or activity 
treatment modalities (5). 

The staff working with geriatric mental 
M are usually hard pressed to find a 
the orm of treatment suited to the patient’s 
Ee and future well-being. However, 
a ehbsum and others(12-14) reported 
REA dad treatment modality—wine or 
Oheery "dou geriatric patients. They 
inci e that patients became more sociable, 
Gato ess incontinent, and required less medi- 
i is Several rationales for using beer as a 
K peutic agent can be derived from the fol- 

di Psychosociophysiological viewpoints: 
Uo dE is universal throughout all cul- 
merits ) Wu in a group may possess the 

do o Sociotherapy and group psycho- 
ong PY; 3) being allowed to drink after a 
s deos of deprivation in an institution 
Bilbolos: a patient's self-esteem; 4) the phar- 
ees E oM effect of alcohol sometimes re- 
tcipati "as anxiety and increases social par- 
make ae and alcohol’s sedative effect may 

€ patient sleep more soundly; and 
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5) beer provides some nutrition and stimu- 
lates appetite. 

For these reasons, beer therapy seems to 
have considerable potential in the treatment 
of geriatric mental patients. The present 
study was designed to compare the effect of 
beer sociotherapy with that of an already es- 
tablished drug therapy. 


Methodology 


One geriatric ward with 45 male patients 
was randomly selected from the geriatric unit 
of Boston State Hospital. Five patients who 
had extremely severe somatic illnesses were 
excluded. Of the remaining 40 patients (av- 
erage age: 73; range: 58-90), 30 percent had 
the diagnosis of functional psychosis and the 
other 70 percent, chronic brain syndrome. 
We intended, by taking almost one entire 
ward, to make our study sample representa- 
tive of the range of patients usually found on 
geriatric wards in large mental hospitals. 
These 40 patients were randomly divided in- 
to four groups, each of which was assigned 
to one of four different treatment conditions 
(see table 1). 

The experimental treatment conditions 
for the four groups were as follows: 

Group 1—beer and social therapy. Ten pa- 
tients spent one hour a day, five days a week, 
in an activity held in a hospital pub with beer 
as the beverage served. Besides the beer and 
sociotherapy at the hospital pub, no psycho- 
tropic drugs or other therapeutic activities 
were prescribed. 

Group 2—fruit punch and social therapy. 
Ten patients served as a control group for 
group l. The conditions were the same as 
for group 1 with the beer replaced by fruit 
punch (for diabetic patients, a sugarless soft 
drink). 

Group 3—drug and social therapy. Ten 
patients, under the same conditions as for 
groups 1 and 2, were served fruit punch con- 
taining a concentrated form of thioridazine! 
in individually adjusted optimal dosages 
ranging from 20 to 60 mg. per day. 

Group 4—drug alone. Ten patients served 
as a control group to group 3. These patients 
received a concentrated form of thioridazine, 
20-60 mg. per day, in the routine ward set- 


i The thioridazine did not make a noticeable change 


in the taste of the punch. 
[111] 
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TABLE 2 
Mean Pretreatment Scores of the Four Groups 


SCALE GROUP 1 GROUP 2 GROUP 3 GROUP 4 F RATIO 
BPRS 32.6 31.1 34.8 35.0 0.008 
NOSIE 1228 1264 1338 1204 0.05 
L-M 28.5 26.8 279 261 0.12 


ting without additional sociotherapy. This 
group was not exposed to the social thera- 
peutic atmosphere of the hospital pub at any 
time in the study. 

Thioridazine was used in this study for the 
comparison since Lehmann and Ban, after 
intensive study of the effects of six drugs on 
a geriatric population, had reported that the 
greatest overall improvement came from thi- 
oridazine (15). 

The study was carried out for a nine-week 
period for all groups. Therefore, groups 1, 
2, and 3 had 45 sessions each of sociotherapy 
in the hospital pub. 

A sunroom of the geriatric building was 
converted into a pleasant pub, nicely deco- 
rated and equipped with a record player, 
television set, tables with checkered table- 
cloths, etc. Crackers and a beverage were 
served to groups 1, 2, and 3 in this pub. This 
room was smaller and somewhat more in- 
timate than the day hall or the other rooms 
within the ward, The patients in each group 
were informed that during a certain time the 
pub was reserved for their use and that they 
Should go there for their activity. Group 2 
(fruit punch) was served from 1:30 to 2:30 
P.m.; group 3 (fruit punch containing medi- 
cation), 2:30 to 3:30 p.m.; and group 1 (beer), 
3:30 to 4:30 p.m. These time Schedules were 
interchanged every three weeks in order to 
eliminate any Special effect attributable to 


oom. The average 
12 fl. oz. in each 


Three rating scales wer 
Psychiatric status of th 
tients before and after ti 
riod, 

1. The Brief Psychiatric Rating Scale 
[112] 


€ used to assess the 
€ participating pa- 
he experimental pe- 


E 


“PUB” OR DRUG? 


(BPRS), as a measure of psychopathology, 
was used by a psychiatrist who was blind to 
the patients’ assignments to various treat- 
ment conditions. 

2. The Nurses' Observation Scale for In- 
patient Evaluation (NOSIE) and.the L-M 
Fergus Falls Behavior Rating Scale (L-M), 
as a measure of the patients’ symptoms and 
ward behavior, were used by two ward 
nurses, one from the day and one from the 
evening shift (thereby covering each patient's 
total waking hours). i 

3. Measurement for social activity: While 
the patients were in the pub, social interac- 
tion was recorded daily for each individual 
by the research assistant who participated in 
the pub social therapy throughout the study. 
This activity scale was a five-point rating 
scale with the following criteria: 


1 = Excellent: takes initiative, is a leader 
within the group. T f 
2 = Good: approaches actively two 0 


more persons within the group. 


3 = Fair approaches actively only om 
person. s j 

4 = Poor: isolated, but will respond pas 
sively to other people. - 

5 = Very poor: completely isolated, refuses 


to answer any question or invitation 
of the group. id 
Daily record of the frequency of pane 
attendance at the pub, early departure, ‘he 
refusal of a drink were also recorded by 
research assistant. These records were E 
to assess the popularity of the three differ 
treatments. 


Results 


ial 
Two patients from group 1 (beer and sm 
therapy) did not complete the nie ri 
periment (one died from a heart atta er 
the other was transferred to a nursing ve 
Three patients from group 4 (ton BAG 
alone in ward setting) were dropped ie 
of the side effects of frequent urinary ! 
tinence and postural hypotension. 
The mean total pre-experimental j 
the BPRS, NOSIE, and L-M for Ha 4 
groups were analyzed by single an erence 
variance. There was no significant di f these 
among these four groups on any 2) This 
three different instruments (see table eis 
justified the assumption that the i jevel 
were quite homogeneous in terms of the 
ry 191! 


scores of 
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TABLE 3 
Comparison of the Four Groups Based on the Net Amount of Change in the Rating Scales 


COMPARISON RESULT BPRS 


LEVEL OF CONFIDENCE 


NOSIE LM 


Group 1 and group2 Beer + pub is better 


than punch + pub p<0.005 0.15<p<0.2 p=0.1 
Group 1 and group3 Beer + pub is better 

than drug + pub 0.1<p<0.15 p=0.05 
Group 1 and group 4 Beer + pub is better 

than drug alone 0.1<p<0.15 0.1<p<0.15 
Group 2 and group 3 Drug + pub is better 

than punch + pub 0.15<p<0.2 p=0.15 
Group 2 and group 4 Drug alone is better 

than punch + pub i 0.05«p«0.1 


Group 3 and group 4 No difference 


of symptomatology and ward behavior be- 
fore the experiment. 

The change in patients’ behavior was 
measured by the difference of the pre-experi- 
mental and postexperimental scores. The t 
test was used for the comparison of all pos- 
sible pairs of treatments with respect to 
change scores on the BPRS, NOSIE, and 
L-M. There was a tendency for the beer 
group to show greater clinical change than 
did any of the other three groups; see table 3. 
As table 3 shows, the efficacies of the four 
different treatment conditions can be ranked 
as follows: the beer group showed the great- 
est change, the two thioridazine groups were 
Next, and the punch group showed the least 
change. The difference between the two thi- 
oridazine groups (group 3 and group 4) was 
b significant even at a very relaxed level 
Base (p <0.2). In other words, thi- 
3i azine brought the same pharmacopsy- 

ological improvement to the patients re- 
Paes of their participation in a sociother- 
NH. Program. Coupled with this finding, the 
i b of group 4 (thioridazine without 
fidis $ group 2 (punch at the pub) further 
Bi ated that the pub milieu per se did not 
th Y a therapeutic role even approaching 

at of thioridazine. 
f m regard to social activity in the pub. 
by Rod in group interaction were indicated 
Rita, d onec in the social activity scores, 

ATE by deducting the mean of the last 
Su e activity scores from that of the 
qiia e weeks. The beer group showed the 
n thee improvement in its social activity 
bunch pub (mean change: 0.51), while the 

5 group deteriorated (—0.33). Those 
ihe Teceived thioridazine in fruit punch in 

Pub showed almost no change (0.04). A 
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single analysis of variance revealed that the 
difference in the change scores for these three 
groups was statistically significant at 
p «0.005. 

Refusal of drinks was also compared 
among the three groups. The percentage of 
the patients in each group who refused to 
touch the beverage offered at each session 
was recorded. Amazingly, none of the pa- 
tients in the beer group refused to drink, 
while 22 percent of the patients in the fruit 
punch group refused to drink their beverage. 
This difference reached statistical signifi- 
cance at p «0.001. 

Absence and early departure from the 
therapeutic sessions in the pub were also used 
to measure the degree of popularity and ac- 
ceptability of these three different treatments 
held in the pub. The percentage of patients 
in each group who refused to attend the ses- 
sion or departed early was recorded at each 
session. The results disclosed that the patients 
in the fruit punch group showed the highest 
rate of absence or early departure (21.3 per- 
cent), while the other two groups had a rate 
of less than five percent (see table 4). Single 
analysis of variance revealed that this dif- 
ference was significant at p «0.001. 


Discussion 


One may question whether the improve- 
ment in the beer group was due to Vitamin 
B and other nutritious elements contained in 
beer. Since many elderly people suffer from 
Vitamin B deficiency this is a legitimate 
question. Twelve fluid ounces of beer con- 
tains approximately 200 calories, with a 
trace of thiamine, roughly 1 mg. of Vitamin 
B; and 1-3 mg. of nicotinic acid (16); it 
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TABLE 4 
Expression of Negative Attitudes in the Pub 


CATEGORY GROUP 1 GROUP 2 GROUP 3 F RATIO 


Mean percentage of 


refusal of drinks i) 22.0 102  567* 
Mean percentage of 

absence or early 

departure 48 213 27 309° 
*p«0.001 


is obvious then that these amounts are not 
sufficient for therapeutic purposes. The daily 
requirements (Vitamin B: 1.5 mg, Br 
1.8 mg., and nicotonic acid: 16 mg.) are not 
met, let alone the extra amounts needed for 
the metabolism of the ingested alcohol. 
Therefore the improvement of the mentality, 
increased social activity, and high popularity 
of beer therapy seems to be attributable to 
the total psychosociophysiological effect 
rather than the nutritional factor. 

It is noteworthy that the dosage of thi- 
oridazine in this study was far below the dos- 
age that the clinician would usually use for 
the younger adult. The initial dosage was set 
at a low level because elderly patients toler- 
ate higher dosages poorly. Even so, several 
patients manifested postural hypotension, 
incontinence, and drowsiness after its ad- 
ministration. Three patients had to be 
dropped from thioridazine treatment be- 
cause of the continuance and severity of 
these side effects. If our population were not 
so susceptible to the side effects, the dosage 
could have been higher and the treatment 
outcome might have changed. This only 
Serves to underline the limitations of drug 
treatment for the geriatric patient, at least 
in our study population. 

If letting psych 
patients be as co. 
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a more desirable effect than the stereo 
application of beer therapy. Even wi h 
discretion considered, beer seems to 
very popular drink all over the wo; 
therefore has a therapeutic potential f 
vast population; it is, in addition, in 
sive. 


In this study one patient, after two 
on beer therapy, died of a heart dl 
Whether beer should be implicated in 
death remained equivocal. If beer is 
prescribed as a pharmacological age 
must receive the same careful consider 
as do more conventional drugs. A ca 
medical checkup with advice from an ir 
nist is necessary since geriatric mental p 
tients frequently have cardiovascular, hi 
ic, renal, and gastrointestinal condi 
that might contraindicate the intak 
alcohol. 
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The author describes the clinical courses of 
three geriatric patients who had acute toxic 
reactions to lithium carbonate. He points 
out that the peculiar variations in serum 
lithium levels in two of these patients may 
have been early indications of their extreme 
Sensitivity to lithium. 


L ITHIUM CARBONATE has been adminis- 
tered to some 150 patients at Norwich 
Hospital over the past five years in a continu- 
ing program of evaluation of the effective- 
ness of this drug in the treatment of manic- 
depressive illness. Previous reports (1) have 
peated that toxic reactions can be avoided 
^ E lithium levels are maintained below 
dents liter. We rigorously adhered to this 
ites. in our treatment program. None- 
ds T cases of acute toxic reactions 
i Ted among the 12 geriatric patients 
eated with lithium carbonate. 
made Pre-ithium work-up (physical exam- 
fite in a complete blood count and urinal- 
fees sts for blood urea nitrogen, fasting 
liver f Sugar, protein-bound iodine, and 
in all UM and electrocardiogram) was 
ithiu ree cases essentially normal. Serum 

m levels were determined by atomic 


übsorption i 
Elmer 290), spectrophotometer —(Perkin- 


E Dravas 
- Van der Velde i mon 
Ab ler Velde is a Research Psychiatrist at the 
em Ribicoff Research Center, Norwich Hospital, 
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Toxicity of Lithium Carbonate in Elderly Patients 


BY CHRISTIAAN D. VAN DER VELDE, M.D. 


Case Reports 


Case 1. A 69-year-old woman, a hospital resi- 
dent for 23 years, had frequent episodes of mania 
and depression, An unusual variation of her 
weekly serum lithium levels made it necessary to 
adjust the lithium carbonate dosage frequently. 
She was maintained at serum levels of 0.4-1.6 
mEq./liter for four months without untoward 
side effects. Suddenly the patient complained of 
feeling "fainty"; her skin was pale and waxy. 
Lithium therapy was discontinued. Four hours 
after the initial complaints, the patient became 
lethargic and shortly thereafter fell into a deep 
coma. Episodes of profuse diaphoresis were 
noted, Her pupils were normal and equal in size 
but reacted sluggishly to light. No other neuro- 
logical abnormalities were apparent on the first 
day of coma. Intravenous fluids (saline and dex- 
trose) were started. At this time the serum lithium 
level was 1.6 mEq./liter. On the second day the 
coma was interrupted by short lucid intervals dur- 
ing which the patient complained of feeling ex- 
hausted. On the third day spontaneous clonic 
contractions and fasciculations were noted over 
the entire musculature. A Babinski reflex could 
occasionally be elicited, sometimes at one foot 
and sometimes at the other. The patient regained 
full consciousness on the fourth day without re- 
sidual symptoms or complaints. 

At the onset of the coma the patient was re- 
ceiving 300 mg. of lithium carbonate three times 
a day. Serum lithium levels were 1.6 mEq. /liter 
on the first day of the coma and 1.8 mEq./liter 
on the second; the level dropped rapidly to zero 
thereafter. Repeated laboratory tests for blood 
urea nitrogen, serum glucose (112 mg./100 cc.), 
serum calcium, serum sodium, and serum potas- 
sium were well within normal limits. Serum mag- 
nesium was somewhat elevated during the first 
and second days: 2.4 and 2.2 mEq./liter (normal 
range in our laboratory: 1.7-2.2 mEq./liter). 
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Case 2. A 71-year-old woman with a long his- 
tory of manic-depressive illness was started on 
300 mg. of lithium carbonate three times a day 
after satisfactory physical and laboratory exam- 
inations. Nausea and vomiting, common side 
effects of lithium, began on the third day of treat- 
ment. Lithium carbonate administration was dis- 
continued, On the fourth day the nurse reported 
“quivering facial muscles” and profuse perspira- 
tion. The patient’s skin was a dirty gray color and 
felt doughy. The patient became lethargic and 
gradually sank into a deep coma. Severe Parkin- 
son-type tremors developed with hyperreflexia 
and cogwheel phenomena; these were later sup- 
planted by episodes of fine, fast tremors and 
generalized fasciculations. From the onset of the 
coma the patient was given intravenous fluids 
(saline and dextrose), Intravenous benztropine 
mesylate (Cogentin), administered every four 
hours, lessened the extrapyramidal symptoms 
somewhat. The patient regained consciousness 
in two days, but remained confused and disori- 
ented for another ten days. During this period she 
could swallow only with difficulty. On the fifth 
day after the onset of symptoms, a pyelonephritis 
developed and the blood urea nitrogen, which had 
been below 20 mg./100 cc., rose and fluctuated 
between 35 and 91 mg./100 cc. during the next 
ten days. 

No abnormalities were observed in other lab- 
oratory tests or in the cerebrospinal fluid or elec- 
trocardiogram. Serum glucose at the onset of 
coma was 154 mg./100 cc. Serum levels of lithium 
were 1.8 mEq./liter on the first day and 2.2 
mEq./liter on the second day; the level had fallen 


to zero by the fifth day. The patient made a com- 
plete recovery, 


, Case 3. This 70-year-old man, a manic-depres- 
sive, had been hospitalized almost continuously 
for ten years, He too showed wide fluctuations in 
serum lithium levels (0.47-1.40 mEgq./liter). 
Six months after achieving a satis 
on lithium he was discharged wit! 


was usually fixed and at ti 
deviation to the left. Coa: 
gerated whenever he was 
were frequently interrupte 
all extremities or a compl 
minating clonic contractio; 
culature were frequently p 
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sonnel reported that he “folded up like a bo 
ing rubber ball” whenever he was toud led 
remained delirious for 14 days, during wh 
temperature was 102-104*F. Difficulti 
swallowing persisted during this period 
required ground food. The patient was pla 
diphenylhydantoin (Dilantin) and high do 
thiamine chloride. He made a complete re 
His serum lithium level was 1.6 mEq,/liter 
admission, 1.2 on the second day, 1.1 on the 
0.7 on the fourth, 0.3 on the fifth, and zero th 
after. (Lithium therapy had been discontinued 
his admission.) Blood cultures were nej 
Electrocardiogram, cerebrospinal fluid, 
potassium, serum calcium, and blood urea 
gen were normal throughout. Serum gluco: 
admission was 88 mg./100 cc. Serum magne 
levels were somewhat elevated for ten days 
fluctuated between 2.1 and 2.5 mEq./liter. 


Discussion 


Various toxic agents and metabolic 
turbances may be implicated in such clin 
Pictures as those described above. H 
glycemic encephalopathy (2), with its st 
ingly similar symptomatology and cli 
course, is of particular interest becaus 
lithium's impact on glucose metabolism 
(Unfortunately, all three of these patient 
had already received oral fluids before th 
first blood samples were obtained.) Cere 
vascular accidents also had to be conside 
However, the only etiological factor kno 
with certainty was the ingestion of lithi 
carbonate. The gradual development ^d 
generalized neuromuscular irritability, E. 
Protracted impairment of consciousness, 
and the absence of discrete, focal e 
ical signs have been described in various a 
ports(l, 4-9) as characteristic of lithium 
toxicity. ; 

If the symptoms of these three Jd 
patients are indeed indicative of É 
toxicity, then their comparatively low M 
lithium levels are of interest in view of ii 
ages. Schou’s report(1) of eight cases i 
lithium intoxication included one 28-yeat 
old man, but the ages of the others "€ 
from 52 to 77. Thus, his data may also iy 
dicate a relation between age and sens 
to lithium carbonate. However, it shoul p 
emphasized that all his patients had serui 
levels above 4 mEq. /liter. Ho 

While the ie patients developed 


i ] Ihi veld 
their symptoms with serum lithium lee 
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of less than 2 mEq./liter, no cases of toxicity 
occurred in the rest of the 150 patients who 
were treated with lithium carbonate, despite 
doses as high as 3,000 mg. daily and near- 
toxic serum lithium levels. Thus Schou’s 
conclusion that the maintenance of serum 
lithium levels below 2 mEq./liter safeguards 
against toxic side effects is confirmed, in 
general, by our experience. 

The two patients who had been on lithium 
carbonate long enough for us to obtain data 
(cases 1 and 3) demonstrated peculiar varia- 
tions in serum lithium levels. The serum lev- 
els of our younger patients, in contrast, are 
usually constant at a given dosage, although 
quantitative differences between patients 
occur. The variations in serum lithium levels 
of these two patients may have been early 
indications of their untoward reactions. 
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EDITOR'S NOTEBOOK 


Geriatrics: Some Complex Problems 


HE ELDERLY PERSON in our society is likely to receive less attention 
f| ps is provided fewer opportunities than young and middle-aged 
adults. This phenomenon, which is seen in virtually all aspects of soci- 
ety, is true in medical and Psychiatric care. The aged person in the 
United States is, generally speaking, a member of a deprived minority 
group. A recent report by the Group for the Advancement of Psy- 
chiatry describes and recommends the establishment of a national pub- 
lic policy on mental health care of the elderly (1). The report expresses 
the belief that this public policy should focus upon three elements: fi- 
nancing and delivery of health care, the nature and quality of the ser- 
vices, and training and research related to the health of the elderly. To 
implement this policy a number of recommendations are made includ- 
ing the establishment of "comprehensive diagnostic and treatment 
centers within (italics added) the Sequence of neighborhood health 
centers, community mental health centers and hospitals.” 


The term “within,” emphasized above, can be interpreted in several 
ways. It could imply that as a consumer the elderly person must be 
given equal attention and not be excluded from any advantages of the 
Program. Or it could mean that within a comprehensive program 
there should be a special program meeting the needs of the elderly 
while having the benefit of all the resources of a comprehensive pro- 
gram. The latter is the approach most commonly recommended, as it 
is becoming increasingly apparent that for a number of reasons—some 
reality-based and some rooted in prejudice and bias—the elderly per- 
son is not likely to receive the full benefit of a comprehensive service. 

In addition, there 
more needed by elde 
the President’s Task 


geriatric programs (2). This President’s Task Force recommended that 
Such geriatric Programs provide continuity in diagnostic, treatment, 
and placement plans. This report stresses the importance of such pro- 
grams being affiliated with comprehensive health centers but states the 
belief that for contin 


uing success the Program should be separately 
funded and staffed. This Combination of autonomy and integration is 


In this Section the Editor Samples varied opinions on topical problems. The 
opinions expressed herein are not necessarily those of the Editor, nor can they 
in any way be construed as marking the official Policy of the Journal. 
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related to the recognition that the problems of the elderly are a mix- 
ture of physical, mental, and social factors and that successful treat- 
ment plans must include attention to each factor. 

There are a number of defects in Medicare; one of the most serious 
is the administratively unreasonable and seriously damaging retro- 
active denial of extended care facility benefits. The conscientious phy- 
sician recognizes that many elderly persons do not require the expen- 
sive resources and intensive care offered in the general hospital but do 
require continuing medical attention before returning to the commu- 
nity. Therefore, transfer to an extended care facility is recommended. 
After transfer, the required forms are completed by the extended care 
facility and are submitted for reimbursement. Unfortunately, all too 
often the application is denied and the benefits are withheld retroac- 
tively. The reason for the benefit denial is rarely medically justified but 
apparently is related to an attempt to reduce the soaring costs of Medi- 
care. This serious impediment to the proper health care of the elderly 
is a major concern of a special Committee on Aging of the U.S. Sen- 
ate (3), but so far no corrective measures have been put into operation. 


The fear of growing old is related to many factors, including sexual 
decline, loss of physical vigor and mental alertness, changes in social 
opportunities and roles, and economic insecurity. These and other 
factors threaten the individual’s self-esteem. Recently, this fear of 
growing old has resulted in a resurgence of people seeking rejuvena- 
tion. The search for the Fountain of Youth continues. This hope for 
restoration of youth has been supported by the statements of scientists 
in congressional hearings and in public statements that the aging pro- 
cess can, in the next few years, be slowed. The scientists claim that the 
only deterrent is a lack of adequate funding. It is conceivable that such 
early breakthroughs are possible, and it is highly likely that many of 
the aging processes will be altered with the next 25 years. Rejuvenation 
efforts are increasingly popular, particularly in Europe, where many 
Americans flock to a few centers. In fact, package plans are now being 
offered via some of the major air carriers. 

The groups providing rejuvenation services say they have a scientific 
basis for their claims, but unfortunately, attempts to duplicate their 
results have been unsuccessful. Hence, confirmation or repudiation is 
not possible at this time. It is evident that of the two most publicized 
rejuvenation treatments, one, “cellular therapy,” is high dangerous, 
while the second, “Hs,” carries little risk but is of doubtful value. If 
biological scientists are able to delay the aging process, it will simply 
complicate our problems, as unfortunately very little thought has been 
given to what will happen if the life span is extended; our economic 
system is incapable of maintaining people in the work force for long 
periods of time. The retirement age is dropping, as evidenced by the 
recent union contract negotiated with the automotive industry. Society 
and psychiatrists will be confronted with finding ways to meet the 
needs of people who have more leisure time and to provide satisfac- 
tions and health care for them over an extended period of retirement. 


EwALD W. Busse, M.D. 
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The Responsibility of Psychiatry 
to the Elderly 


proe AS ^ WHOLE—in private practice, in state institutions, 

in community mental health centers, in education, in research— 
has not assumed its responsibilities toward the care of the elderly. In 
their sense of futility and therapeutic nihilism, psychiatrists share 
with their culture negative attitudes toward the elderly. In fact, psy- 
chiatry has been ambivalent to Negative about its involvement in a 
number of problems of the real world beyond aging and death. Our 
field has not been vigorously active in the areas of addiction, alcohol- 


ism, racism, sociopathic disorders, mental retardation, or poverty. 
Even children have been neglected. 


Evidence contradicts our profession’s hopelessness with regard to 
these conditions and tells us that we should be stimulating, com- 
mitted, and innovative. Consider the old: money counts. Studies of 
Private hospitals show that as many as 75 percent of patients over 65 
are returned improved to their own homes within two months. Out- 
patient work, in clinics and private offices, reveals capacities for 
change and Fecovery. Severely brain-damaged patients respond in a 


Prosthetic milieu with well-planned programs for orientation, activi- 
ties, and socialization, 


In recent years there have been efforts to exclude the admission of 


old People from state hospitals and to transfer the chronically men- 
tally ill out of them. The 


abound: “Keep Old People at Home,” 


S, wrapped in euphemisms, to 
Process of working directly with 
term treatment failures (two very dif- 
be depressing and forcibly remind us 
and coming death. 
any of these “programs” result in old people being 
house type facilities without adequate medical, 
and psychiatric Supervision. Welfare depart- 
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ments pay $4 a day to untrained operators in many places. As de- 
ficient as the state hospitals may be, at least there are safeguards 
against fire, doctors on 24-hour call, the availability of special diets 
for diabetic and cardiac patients, and some minimal social activities. 

There are other unfortunate consequences beyond the stuffing of 
old people into terminal storage bins to await their deaths. Bypassed 
is the necessity to create high-quality programs for admission, diag- 
nostic evaluation, and care. Acute reversible confusional states (a 
surprising number due to malnutrition, drugs, and unrecognized phys- 
ical ailments) and recoverable functional disorders (depressions to 
anxiety states) are only reversible and recoverable if diagnosed and 
treated. 

Moreover, if we continue to place our elderly and chronically men- 
tally ill outside the mainstream of medical, psychiatric, and social 
programs, this society is in for a major shock. There will be some 30 
million older Americans less than 30 years from now. There will be 
many more if we have breakthrough discoveries in atherosclerosis and 
malignancy. We need therefore to encourage basic research into the 
nature of the many conditions that make up the taxonomy of the psy- 
chiatry of later life. We also need to build first-rate training programs 
for psychiatrists and other mental health specialists. 

Much more can be said and has been developed elsewhere concern- 
ing the plight of the elderly in general and of the mentally disturbed 
elderly in particular (1-3). 

Psychiatry must broaden and deepen its interests and commit- 
ments to encompass troubled people of all age groups and with di- 
verse conditions. We must reform our educational programs, expand 
our research, and revise our profession’s goals in proportion to the 
actual epidemiology of mental illness. At present our efforts fill in 
only a narrow band in the vast spectrum of human problems for 
which there is every reason to believe our field can make important 
contributions. 


| RoBERT N. BUTLER, M.D. 
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Mental Health Technology: An Approach to 
the Manpower Problem 


BY PAUL JAY FINK, M.D., AND HERBERT ZEROF, ED.D. 


The authors describe a program for the edu- 
cation of middle-echelon mental health per- 
sonnel. They include descriptions of the edu- 
cational objectives, recruitment problems, 
and curriculum. The program, which leads to 
a bachelor of science degree, trains students 
to be skilled in specific areas of psychiatric 
therapy with a high level of. responsibility for 
patient care. 


N DESCRIBING a mental health technolo- 

gist, we at Hahnemann Medical College 
have specific attitudes, qualities, and skills in 
mind. The objectives of our program reflect 
this. The first objective is to train mental 
health clinicians who will be highly skilled in 
specific therapeutic areas. This is a complex 
demand: it includes our view of the technolo- 
gist as a psychiatrist’s or psychologist’s as- 
sistant like the medical assistants in pro- 
grams being developed throughout the 
country. It also views the technologist as a 
therapist who has primary contact with pa- 
tients and exercises therapeutic skills without 
the involvement of more highly trained per- 
sonnel but under their direct supervision. 
This requires highly competent individuals 


The authors are with the Department of Mental 
Health Sciences, Hahnemann Medical College and 
Hospital, 230 N. Broad St., Philadel 


cational program that combines academic 
and task-oriented competence. This objective 
reflects our philosophy of providing ot 
students with greater educational and bo 
tional mobility. Our graduates will o t 
bachelor of science degrees in the Ha b 
mann College of Allied Health So 
Sixty semester hours of college credit p 1 
quired for admission; the requirements a 1 
vided as follows: 
English 
Basic—six hours 
Advanced—six hours 
Mathematics—three hours 
Science 4 
Biology—six hours 
iy or physics, or pach 
sociology, or anthropology—six ^o 
Humanities 
History, political science, or econom 
—six hours uu 
Art history, philosophy, logic, € 
hours 
Electives—21 hours 


ics 


c.—8i* 


z College 
These requirements are set by the is some 


of Allied Health Sciences, but there ! bi 
room for flexibility subject to review d 
College Council. The requirements 1M ; 
broad liberal arts education with em 


; : iences. 
on the behavioral and social scienc 


and a relevant, practical training program 
that fosters skills in depth. 
Our second objective is to provide an edu- 


hasis 
d This 
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plus the first of our two years ensures a broad 
academic base. Our second year of train- 
ing is a full-time, 11-month internship with 
extensive individual supervision in the stu- 
dent's chosen area of specific interest. This 
combination of academic success with spe- 
cific clinical training should ensure adequate 
mobility on both the vocational and educa- 
tional ladders for these middle-level pro- 
fessionals. 

Our third objective is to develop new job 
descriptions based on specific educational 
and training requirements. These will help 
differentiate among the variety of new men- 
lal health personnel: indigenous workers, 
associate degree graduates or mental health 
lechnicians, and bachelor degree graduates 
like ours, who are called mental health 
technologists. 


The Students 


Our program is new. We enrolled our 
first class of 13 students in September 1969. 
They were selected from among 50 appli- 
Cants after a brief period of recruitment. 
The program was developed in the Depart- 
ment of Psychiatry at the same time the 
College of Allied Health Sciences evolved at 
Hahnemann. We attracted students whose 
motivations for entering this program gener- 
ally fell into three main areas: 

— RAP who had previously worked 
M ild care workers, welfare workers, psy- 
dte ri but who lacked job mo- 

» whic i 

EV ey hoped to gain through our 
EL n ausan ives with some college experi- 
hel Who wished to pursue a career in the 

Ping professions. 

b Students who had been to college but 
E not successfully selected a major interest 
Ber nos not directed toward a specific ca- 
E. ome of the latter group had more 

A wo years of college work. 

OMA applicants pursue our program inan 
E progression from high school 

E s à two-year college program to ours. 
fom A of the recruits have been drawn 

€ previously listed groups. 

Er most recent recruiting experience, 
E and armed forces personnel with a 
attic ng background in medical or psychi- 
of | Settings have represented new groups 

interested applicants. For the 1970-71 
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academic year, 25 students have been se- 
lected from over 100 inquiries. The students 
pay a minimal tuition fee for each year of 
training; this makes it possible to include 
disadvantaged students. As yet, this program 
is not supported through a grant. 


The Program 


The first year is a straightforward didactic 


and seminar program based heavily on the 
behavioral sciences. This is our core curricu- 
lum. The students are taught developmental 
psychology, psychopathology, group and 
family process, and the role of culture in 
mental illness and mental health. They also 
become acquainted with the structures and 
functions of mental health organizations, 
especially community mental health centers. 


The unique aspect of our program is the 


second year of training. The future technolo- 
gist will be expected to have broad knowl- 
edge of the behavioral sciences, minimal 
skills in psychotherapy, and specific knowl- 
edge and skill in one of the 11 or more spe- 
cialties that he may select. These areas are: 
child care, family therapy, psychiatric re- 
search, group therapy, community activity, 
rehabilitation services, outpatient psychiatric 
clinic, school consultation, inpatient hospi- 
tal, criminology, and geriatrics. In the spe- 
cific mental health role he selects, the student 
will be expected to develop the expertise re- 
quired to function efficiently as a therapist 
and professional’s assistant. 


The program is designed so that new 


career specialties may be added with very 
little difficulty. For instance, in addition to 
the 11 specialties described above we are 
planning to add a curriculum in crisis inter- 
vention and suicidology. We feel that this 
degree of flexibility and variety permits the 
training of more students during the 11l- 
month internship period than might be pos- 
sible if we were training only one or two 
types of specialists in a more limited pro- 
gram. From the standpoint of teaching per- 
sonnel this will allow more individual tutor- 
ing and supervision, since students will be 
placed in a variety of services throughout our 
mental health center facilities. This will en- 
able the psychiatric supervisor to give more 
individual attention to each student, since he 
will not be burdened by large numbers of 
students at one time. All final-year students 
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will have common lecture and conference 
work in addition to individual conferences 
within their specific areas of study. : 

In order to provide such a wide diversity 

of training opportunities we have involved 
Hahnemann Medical College's entire depart- 
ment of psychiatry and all service branches 
of its community mental health center. 
Faculty members interested in one of the 
special areas mentioned previously have de- 
signed final-year programs and will personal- 
ly supervise and use their staffs to teach and 
guide the apprentices. The diversity of train- 
ing opportunities under one aegis is an im- 
portant feature of this program—it gives the 
student a greater range of choice in mental 
health services and an intelligent awareness 
of all the services that exist. The levels of re- 
sponsibility for patient care at which the dif- 
ferent types of technologists will operate vary 
considerably according to the individual job 
descriptions and staff expectations. 

Several examples of our planned expec- 
tations may be helpful. One of our inpatient 
service chiefs has indicated that he would 
use mental health technologists as primary 
therapists in milieu therapy. He feels they 
will be more qualified than the present nurs- 
ing staff in this treatment method, In this 
instance the technologist’s care of patients 
will be less formal in its application. How- 
ever, a student trained to be a family co- 
therapist technologist will receive formal 
training in psychotherapy as he works with a 
professional partner throughout the year. 
Furthermore, when he is hired he will be 
skilled in this specific kind of therapy. To 
Contrast these differences further, an educa- 
tional technologist will be actively involved 
in school Consultations, mental health work 
in the classroom, or teaching special classes 
for children with behavior problems, Al- 
though the work will be tremendously thera- 
peutic these technologists will not be hired 
primarily as mental health personnel. 

Most courses are taught by members of 
the department of Psychiatry: psychiatrists, 
Psychologists, Sociologists, and social work- 
ers. Several courses in basic sciences, mathe- 
matics, and medical sciences are taught by 
faculty from the College of Allied Health 
Sciences; these Courses include medical tech- 
nology students, nursing students, and others 
who have classes with our students. 

Each student is assigned to a faculty ad- 
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visor for the junior year. The advisor guides 
the student in completing an independent 
study project during the third trimester of 
the junior year and assists the studentin se- 
lecting his major for the senior year. 

Each senior will have individual super- 
vision from one faculty member who will 
review his work with patients with primary 
emphasis on the understanding of both 
patient and therapist responses and the ap- 
propriate therapeutic interventions. There 
are approximately 180 professionals in the 
department—practicing psychiatrists, Pa 
chologists, psychiatric social workers, an 
community workers in a medical school de- 
partment of psychiatry—who represent po- 
tential faculty for the program. The per- 
sonal supervision will be provided by ne 
faculty members who are specifically skil j 
in the students’ areas of special interest. Sig 
supervision at this level is usua reserve 
for the training of professionals. 

The didactic Mak during this v 
training will include case seminars that à Mi 
students to share their experiences and po 
nal clubs to foster reading on a broader scal 
in the behavioral sciences, family thea 
social and community resources, and Y M 
drugs. We hope that each student Mo 
expert in his chosen special skill area. (ii 
courses will broaden his knowledge d ad 
total mental health problem without chang 
ing the concept of specialist. é 
ne formal eiiluation of the progra i 
mains in the planning stages at this po! sadi 
to lack of funding. We would pé this 
two major questions. The first is: a cod: 
program produce a different and pei 
uct than the two-year junior and eod this, 
college programs? As a corollary deter- 
what aspects of the training progr o e 
mine differential program success? adine 
mann is in the fortunate position of a the 
Practicum experience to soe delphia 
mental health program of the Phi ne aio 
Community College, which grants p à 
ciate of arts degree, in addition to p in- 
program. Thus the same staff and ere ah 
teract with students from both progran" tions 
are involved in developing job des 
for both kinds of workers. This also D : 
us with populations from both kinds 
grams for study. 10° 

The ae is whether Ode 
gram succeeds in effecting changes 1 | 
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skills and knowledge and in their attitudes 
and feelings toward people with emotional 
problems. It is our assumption that the 
added years, more intensive training, and 
specifically different educational objectives 
will produce a middle-level professional who 
is qualitatively different. It is our hunch that 
through our philosophy and methodology 
of education we will produce people who are 
able to assume responsible positions without 
on-the-job training and who will fill key po- 
sitions in mental health services. Increasing 
manpower shortages, the high cost of tradi- 
tional professional help, and public demand 
all point to a viable position for our gradu- 
ates. The problems that this program has 
encountered to date are minimal. 


The Role of the Mental Health 
Technologist 


Hahnemann Medical College had one of 
the early community mental health centers; 
it was organized when there was adequate 
Professional help available to fill key posi- 
tions. The later centers and those yet to come 
Will need trained personnel who can assume 
responsibility without requiring a period of 
six months to a year of inservice training, 
which is usually provided in a disorganized, 
haphazard fashion. This is another major 
objective of our program—to develop 
trained middle-level professionals and to 
reduce the costly, uncontrolled parochial in- 
service training period. This objective is re- 
lated to the concept of mental health tech- 
ology as a profession with relatively uni- 
Dee standards of education and training 
i efinite meaningful criteria for member- 
PU In developing these standards and cri- 
A a the responsible innovators must help 
d students to know their own limitations. 
tis members of the therapeutic team, they 
lii; abundant opportunities to be valuable 
ide aenn but they lack some skills, 
^a is will limit their participation. Our 
d Mc will know not only what they are 
Tei e of doing but also when to seek help 

ealing with clinical problems. 
um ur wish to make this a degree-granting 
igiene led to involving our students in 
: C science courses that will provide a 
Teg base for their specific training. The 
ea of the College of Allied Health 

Clences required this to insure that the de- 
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gree would not be a meaningless document 
when compared to certificates from techni- 
cian programs. The purpose was to combine 
a sound educational program with specific 
training in mental health. 

The real problems concern definition of the 
role of the mental health technologist, 
creating new positions for our graduates, and 
the threat posed to many professionals by 
the philosophical heresy of making therapists 
out of personnel who have only bachelor’s 
degrees. We do not view this as a threat to 
professionals, since it is our feeling that the 
psychiatrists, psychologists, and social 
workers of the future will maintain their ex- 
pertise in many areas with multiple skills 
and will assume greater responsibility in the 
areas of supervision and education. They will 
continue as the leaders of the team, capable 
of greater degrees of synthesis and integra- 
tion of data for optimal decision making in 
the patient's best interest. 

At present the exact role of the many 
workers being trained is in question. Their 
exact task and position vis-à-vis nurses, 
attendants, and nurses' aides on the one 
hand and social workers, other masters’ de- 
gree professionals, and untrained but intui- 
tive, academically educated employees on 
the other is in a state of flux. Our approach 
has been to assume that professional com- 
petence will help in achieving the respect 
needed for professional status. We hope that 
the ability to do a job well as a result of ex- 
cellent training, which the other categories 
of workers are not capable of doing with the 
same degree of confidence or skill, will place 
the mental health technologist in a new pro- 
fessional position on the basis of merit and 
not merely because there is a manpower 
shortage. The long-term success of the con- 
cept of the mental health technologist must 
be firmly based on competence, merit, use- 
fulness, and responsibility. 

The tasks of primary patient care, crisis 
intervention, and triage will fall to the tech- 
nologists. They will be trained to care for 
less complicated cases and to emphasize the 
many preventive therapies that traditional 
professionals have had little time or interest 
to develop. It is to this end that we have 
developed a program we hope will contribute 
to the delivery of mental health services to all 
segments of our society in a primary and 
effective manner. 
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Bipolar Depression—A Comparative Study of 
Patient Characteristics 


BY H. KEITH H. BRODIE, M.D., AND MELITTA J. LEFF, M.S.S. 


The authors report their comparison of socio- 
environmental, familial, and genetic char- 
acteristics in matched groups of bipolar 
(manic-depressive) and unipolar patients. 
While affective illness was present in a major- 
ity of the families of both groups, bipolar ill- 
ness appeared only in the families of bipolar 
patients, suggesting a familial or genetic 
source for this disease. Parental deprivation 
and marital failure rates were significantly 
higher in the bipolar group. 


T PRESENT, definitions of major sub- 

groups of affective illness have been 
based primarily on clinical symptoms. Such 
terms as manic-depressive psychosis, psy- 
chotic depression, involutional melancholia, 
endogenous depression, and reactive de- 
pression do not really provide a meaningful 
differentiation in terms of etiology, genetic 
factors, or physiological responses. We will 
present an analysis of two subgroups of affec- 
tively ill patients: those with unipolar disease 
and those with bipolar disease. We have 
found that separating the affectively ill into 
these two subgroups on the basis of the pres- 
ence or absence of mania provides us with 
meaningful data that differentiate the two 
groups. 

Leonhard first introduced the concept of 
unipolar and bipolar affective illness in 
1959 (1). He described the bipolar patient as 
one suffering from both manic and depressive 
psychotic episodes, and the unipolar patient 
as one suffering from either recurrent manias 
or recurrent depressions. Perris (2) published 


Read at the 
Psychiatric As 
11-15, 1970. 

At the time 
with the National I 


123rd annual meeting of the American 
sociation, San Francisco, Calif, May 


is presently Assistant Professor, Department of P chi- 
atry, Stanford University School of Medicine, Stanford, 


Calif; his address is 8 Campbell Lai 
CA mpl ne, Menlo Park, 


[126] 


the first study comparing bipolar (manic- 
depressive) patients and unipolar (recurrent 
depressive) patients. He was able to find sta- 
tistically significant differences between the 
two subgroups in genetics, childhood envi- 
ronment, response to treatment, precipi- 
tating factors, age of onset, certain psycho- 
physiological responses, and suicide rate. 

To date, there have been no published 
studies of unipolar and bipolar patients 
matched for age and sex. We have looked at 
socioenvironmental factors studied by Perris, 
Leonhard, and others in an attempt to deter- 
mine whether differences exist between unl 
polar and bipolar patient groups matched for 
age and sex. 


Methods 


The case records of 200 affectively ill pa- 
tients admitted to the metabolic mieu 
wards of the National Institute of Mental 
Health’s Section on Psychiatry were re 
viewed in a retrospective study. Alan 
schizophrenic patients who showed olin 
ratings of depression and mania auan 
hospitalization were selected from the 
charts for review. Thirty patients were foun 
who fulfilled this criterion. à b 

Their depression was characterized y 
either psychomotor retardation or agita res 
anorexia, weight loss, sleep disti s m Ne 
depressive thought content, often S Toy 
chotic proportions, which was dominate d 
feelings of hopelessness, worthlessness, P" 
occupation with guilt, and suicidal MEE 
Their symptoms of mania were deeds veis 
by motor and verbal hyperactivity wit aie 
sure of speech, flight of ideas, prov ep 
intrusiveness in interpersonal relations ae 
sodes of violent and destructive be : 
poor judgment, lack of insight, and g 
osity. " 

These 30 patients were matched by 28 
and sex with 30 depressed patients pistor 
hospitalization and entire psychiatric rs d 
had been characterized by a total absen ahin 
manic episodes. The age match was 


ndi- . 
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TABLE 1 


Average Age by Sex and Diagnostic 
Category at First Hospitalization 


NUMBER 
SEX OF PATIENTS UNIPOLAR BIPOLAR 
Male 14 45 38 
Female 16 44 34 
Total sample 30 44.6 36.0* 


“Statistically significant at p < .01 using Students t test. 


two years, and the average age difference was 
six months for each patient pair. In short, 
from a total of 200 affectively ill patients, 30 
bipolar patients with clear-cut episodes of 
mania and depression during index hospital- 
ization were selected and matched by age 
and sex with 30 unipolar depressed patients 
who had no history or symptoms of mania. 
These two groups of patients had been ad- 
mitted during the last eight years. 

„The bipolar patients studied fulfilled the 
diagnostic criterion for the APA classifica- 
lion of manic-depressive illness, circular 
type. The unipolar patients fitted one of sev- 
eral APA diagnostic classifications, primar- 
ily those of psychotic depressive reaction, 
manic-depressive illness, depressed type, and 
involutional melancholia. 

The data for both groups were systemati- 
cally collected from the records maintained 
by the psychiatrist, psychologist, social 
worker, nursing research team, and research 
Coordinator. An assessment of the marital 
Status of the 60 patients as of July 1969 was 
Performed. Data concerning the presence of 
affective illness in first-degree relatives of 
these patients, the patients’ marital status 
both on follow-up and on admission, and the 
Presence of parental deprivation and envi- 
Tonmental stress factors preceding the onset 
of illness were available in each of the 60 pa- 
tients’ charts, 

i SAN factors were scored as being present 

ney occurred in the six-month period pre- 
Ceding the onset of the depressive or manic 
*Plsode for which the patient was hospital- 
"zed. The events themselves were seldom cat- 


TABLE 2 
Index Patients with First-Degree Relatives 
o Have Documented Unipolar and Bipolar Illness 
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astrophic, and no claim is made that they do 
not occur in the population at large. Yet their 
significance inevitably touched on core con- 
flicts in the psychological makeup of the 
patient and may have constituted an emo- 
tional threat to him. These factors were not 
scored as present by inference but only if 
the patient brought them up and complained 
of them. For example, while a move or 
change of residence is a stressful upheaval 
for anyone, it had a totally different signifi- 
cance for the patient who moved from a blue- 
collar neighborhood where she had been a 
community leader to a white-collar area. 
She decompensated following this change in 
her social status. 


Results and Discussion 


Our findings of differentiating factors are 
as follows: 

Average age on first admission. Table 1 
shows the average age by sex and diagnostic 
category of the two patient groups on first 
hospitalization. The bipolar group was 8.6 
years younger on first hospital admission 
than the unipolar population. This difference 
was significant at the .01 level. 

This finding confirms previous reports of 
Perris (2, 3) and Clayton (4). It may reflect 
the age of the patient at the onset of affective 
illness; however, it also reflects the degree of 
tolerance the patient's relatives have to his 
symptoms. Mania may be more difficult than 
depression for the patients’ spouses to cope 
with, causing them to seek out therapeutic 
or legal action ending in hospitalization, thus 
explaining the earlier age at which bipolar 
patients are hospitalized. 

Family history. An analysis of our pa- 
tients’ family histories revealed that of the 
30 unipolar patients, none had first-degree 
relatives with a history of bipolar illness 
(see table 2). This is in contrast to the 30 bi- 
polar patients, of whom 16 percent (five 


TABLE 3 
Number of Patients Who Suffered Parental Deprivation 
Prior to Their Thirteenth Birthday in 30 Unipolar 
and 30 Bipolar Patients 


CATEGORY OF ILLNESS 


CAUSE OF PARENTAL PATIENT CLASSIFICATION 


IN FIRST. INDEX PATIENT CATEGORY DEPRIVATION UNIPOLAR BIPOLAR 
C1 NN" 
Unipol Death of parent 2 9) 
apes 30 24 Parental divorce 1 4 f 
G 0 16° Total 3(10 percent) 13 (43 percent) 


"S 
| ficant at p. < 05 using chi-square analysis. 
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LE 4 


Patients Who Suffered Parental Deprivation Prior to Age 13 


PATIENT CLASSIFICATION 


UNIPOLAR BIPOLAR 
MALE (14) FEMALE (16) MALE (14) FEMALE (16) 
CAUSE OF PARENTAL DEPRIVATION NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 
1 3 o 
Death of parent Mother 0 
Father 1 o 2 : 
Parental divorce Mother o 9 5 a 
resulting in absent Father o 
parent à 
Total number of Mother 0 0 1 6 : 2 ° M 
patients who Father 1 7 1 6 
suffered Ly 
parental deprivation Either 1 7 2 12 6 42 7 


due to death or 
divorce 


patients) had first-degree relatives with a 
positive history of bipolar illness. This find- 
ing is significant at the .05 level using chi- 
square analysis with the Yates correction. 
Twenty-four percent (seven patients) of the 
bipolar group and 30 percent (nine patients) 
of the unipolar group had first-degree rela- 
tives with a history of unipolar illness. 
In reviewing the patients’ family histories 
a calculation of the morbidity risk for the in- 
dex patients’ relatives was impossible to ob- 
tain because the ages and psychiatric status 
of their parents and siblings were not avail- 
able for all patients. However, the finding 
that more bipolar patients than unipolar pa- 
tients have relatives with bipolar illness is 
statistically significant and confirms the find- 
ings of Perris(2), Leonhard (5), Angst (6), 
and Winokur (7). Perris, in his study of 277 
affectively ill patients (50 percent of whom 
were bipolar), found that 16 percent of the 
bipolar probands’ first-degree relatives had 
bipolar illness, in contrast to 0.8 percent of 
the unipolar patients, This is similar to our 
finding of 16 percent and 0 percent, respec- 
tively. 
, Parental deprivation. Three unipolar pa- 
tients had each lost one parent by death or 
divorce before they reached the age of 13 


(table 3). This is in contrast to 13 bipolar 
patients, or 43 percent of the group, who 
each lost one parent by death or divort, Se 
ing the same period. The difference is signii- 
icant at the .01 level by chi-square analysis. 
We defined parental deprivation in relation 
to divorce as occurring when the patient " 
reared in a family in which there was no su ; 
stitute for the lost parent for a mini 
two years. This criterion was also applied to 
patients who lost a parent by death. 
Table 4 shows the incidence of petia 
deprivation by sex of parent and patient 
can be seen from the data, over 40 p 
the bipolar women experienced the abii, 
of their fathers from the home prior to Ed 
lescence. This is significant at the E 
by chi-square analysis when compare on 
absence of the bipolar female pa P 
mothers or the absence of the fathers 
mothers of unipolar female patients. Ie 
The finding that over 40 percent ^ o dn 
polar patients lost parents by deat! it 
vorce reflects both the high divae n d 
parents of bipolar patients during t et in 
13 years of life and the high mortali i fae 
this parent group. This finding coul tient's 
plained if the parent's age at the pa dns 
birth were greater for the bipolar £ 


TABLE 5 
Marital Failures on Index Admission and Follow-Up of 30 Unipolar 


and 30 Bipolar Patients 
UNIPOI BIPOLAR 
NUMBER ME cen NUMBER PERCENT 
Admission 1 4 y 32 
Follow-Up 2f 8 12t 975 
* Twenty-three married patients. 


** Twenty-four married patients. 

*** Twenty-two married patients, 

t Twenty-one married patients. 
tt Significant at p < .01 by chi-square analysis, 
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TABLE 6 


Marital Failures on Index Admission and Follow-Up of Unipolar 
and Bipolar Males 


ADMISSION 


FOLLOW-UP 


NUMBER PERCENT NUMBER PERCENT 
Unipolar males 0* 0 oe o 
Bipolar males or? o p 50* 


* Nine married patients. 
** Eleven married patients. 
*** Ten married patients. 
T. Significant at p < .05 using chi-square analysis. 


However, we can say that three parents of 
bipolar patients committed suicide before 
the patients reached 13 years of age, and that 
none of the parents of unipolar patients com- 
mitted suicide in this period of time. This 
supports Leonhard's(5) finding of an in- 
creased incidence of suicide in first-degree 
relatives of bipolar patients when compared 
to unipolar patients. The high rate of ab- 
sence of the bipolar female patients' fathers 
from their homes prior to the patients' ado- 
lescence may explain to some degree the diffi- 
culty these patients have in relating to male 
figures. For example, of the seven female bi- 
polar patients who were brought up in a 
home that lacked a father for over two years 
before they reached the age of 13, five ex- 
Perienced marital failure ending in divorce. 
Marital stability. Table 5 shows the 
marked difference in marital stability be- 
tween the two groups, which is highly signifi- 
E Eight percent of the unipolar patients 
ad marriages ending in divorce, while 57 
Percent of the bipolar group experienced 
Ron failure, This is significant at the .01 
E using chi-square analysis with the Yates 
hennon. Table 6 shows that 50 percent of 
the r porar male patients were divorced in 
a Short time (less than eight years) between 
bur admission and our follow-up study, as 
Thi Tasted to none of the unipolar males. 
bj n significant at the .05 level. One of the 
E male married patients died between 
Bion and follow-up. This explains the 
Mod seen in the number of married bi- 
Polar male patients noted in tables 5 and 6. 


TABLE 7 
Percent of 30 Unipolar and 30 Bipolar 
Patients Subjected to Environmental 
Stress Prior to Hospitalization 


» FIRST INDEX 
ATIENT CareGony_. HOSETAUZATION HOSPITALIZATION 


Uni (PERCENT) (PERCENT) 
Unipolar m a 
sbolar 86 54 
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These findings suggest the probable in- 
compatibility of manic symptoms with stable 
marriage. We found, for example, that di- 
vorce occurred only after a manic attack and 
never before a bipolar patient had experi- 
enced at least one period of mania. In the 
bipolar patient group, divorce may possibly 
be related to three factors: 1) the lack of a 
male parent figure in the home of a female 
patient prior to her adolescence (five of seven 
female bipolar patients who became di- 
vorced had lost their fathers by death or di- 
vorce before they were 13); 2) the inability of 
the well spouse to tolerate bipolar illness; 
and 3) the manic patient’s acting out of his 
counterphobic defense against his depen- 
dency needs by seeking divorce from a 
spouse who might be most acceptable to him 
when he was nonmanic(8). The last two 
factors are seen as a symptomatic result of 
the illness. The first may be associated in 
some way with the etiology of the illness. 


Environmental stress. The concept of en- 
vironmental stress takes on great personal 
significance and is often vague and ill de- 
fined. Our findings in this section are based 
not on absolutes but on the subjective evalu- 
ation of patient charts. 

The percent of unipolar and bipolar pa- 
tients subjected to environmental stress dur- 
ing the six months prior to both first and in- 
dex hospitalization is depicted in table 7. For 
over three-quarters of both patient groups en- 
vironmental stress factors were shown to oc- 
cur in the six months preceding the first hos- 
pitalization. This percentage remained con- 
stant for subsequent hospitalizations of the 
unipolar patient group; however, in the 
bipolar group almost twice as many patients 
had environmental stress on first admission 
as compared to subsequent hospitalizations. 
Thus in both groups the precipitating factors 
occurring prior to the onset of the patient's 
first hospitalization could be documented. 
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While in the unipolar group this documen- 
tation could be maintained for the index hos- 
pitalization, in the bipolar group stress fac- 
tors preceding the onset of their index hospi- 
talization could only be documented for 54 
percent of the patients. 


This finding supports Perris’ (9) data show- 
ing precipitating factors in the first episode 
of bipolar illness with relapses occurring in- 
dependent of precipitating factors. 

Negative findings. An analysis of the age 
at which the patient married, the number of 
siblings in the family, and the rank order of 
the patient’s birth did not differentiate the 
two patient populations. No socioenviron- 
mental differences could be detected in those 
bipolar patients whose first hospitalization 
was for mania as contrasted with those 
whose first hospitalization was for depres- 
sion. We confirmed Cohen’s (8) findings that 
some bipolar patients are seen by their par- 
ents as useful in improving the family’s socio- 
economic situation. However, this finding is 
not unique to bipolar patients; it was appli- 
cable to 16 percent of the unipolar patients 
in our study and carried over to the well sibs 
of half the bipolar patients, who were also 
viewed as improving their family status. Thus 
this parental attitude seems common both 
to unipolar patients and to bipolar, and 
in the cases where it is present it seems to be 
focused not in the index patient, but rather 
on the entire offspring of the family. 


Summary 


We have examined some socioenviron- 
mental, familial, and genetic characteristics 
in two groups of affectively ill patients. These 
groups would normally have been subsumed 
under four or more major APA diagnostic 
classifications. In studying an age- and sex- 
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matched set of patient pairs, we have found 
significant differentiating features for the two 
groups. The presence of affective illness in 
two-thirds of the families of both patient 
groups, coupled with the finding of bipolar 
illness in the families of only bipolar pa- 
tients, suggests a familial or genetic etiology 
of bipolar disease. Parental deprivation by 
death or divorce was found to be significantly 
higher in the bipolar group. This might pos- 
sibly be due to affective illness in the parents, 
The finding of a marked difference in the rate 
of separation and divorce between the two 
groups suggests that while affective illness 
occurs in the context of an ongoing marriage, 
manic episodes may be destructive to this 
relationship. 
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Use of Pyridoxine in Chorea 


BY GEORGE W. PAULSON, M.D. 


Dyskinesias secondary to L-dopa often ap- 
pear similar to Huntington's disease and to 
the tardive dyskinesias that are associated 
with prolonged use of phenothiazines. Py- 
ridoxine can reverse dyskinesias and bene- 
fits of L-dopa. A group of patients with 
Huntington's disease or tardive dyskinesias 
was treated with pyridoxine, but no change 
in their movements was observed. The au- 
thor concludes that pyridoxine does not 
ameliorate these two conditions. 


Mi THERAPIES have been suggested 
for Huntington’s disease, but none of 
them actually reverse or arrest it. The goal 
of current therapy is limited to family sup- 
Port, education, and an attempt to reduce the 
abnormal movements, without expectation 
of improvement in dementia. Phenothia- 
zines (1) or butyrophenones have been most 
he in controlling the motor aspects of the 
pene but reserpine and various sedatives 
ave also been successfully employed for 

many years. 
apa recent introduction of L-dopa into 
E. medicine produced a new type of 
dn nr medyskanesig in susceptible patients 
Brian high doses. There is a marked su- 
eR similarity between the L-dopa dys- 
Do st that involve the tongue, trunk, and 
fee incessant flicking and tic-like move- 
D the classical movements of Hunt- 
SES disease (2). The complex or tardive 
AE that appear to be associated with 
Rote A | use of phenothiazines (3) are even 
MEE to the dyskinesias produced by 
eu Side effects as well as the benefits of 
Bad can be reversed by pyridoxine. Since 
idm ine reverses the choreiform move- 
S secondary to L-dopa (4), it seemed 
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logical to try this medication in Huntington’s 
disease as well as in the complex dyskinesias 
secondary to phenothiazines. 

Seven patients with classical Huntington’s 
disease, manifested by typical mental and 
motor manifestations plus a dominant in- 
heritance pattern, received 100 mg. of pyri- 
doxine twice daily for one month. Neither 
the mental state nor the movement disorder 
was affected. Two additional patients with 
the rigid form of Huntington’s disease were 
benefited moderately by L-dopa, as has 
been reported by others (5), but none of the 
choreic manifestations were improved by 
100 mg. of pyridoxine given alone twice 
daily for two months. 

Three patients with tardive dyskinesias 
were treated with 100 mg. of pyridoxine 
twice a day for three months. Other medica- 
tions were unchanged. No benefit was noted 
in these patients. 

Birkmayer(6) has recently reported re- 
markable improvement in Huntington's dis- 
ease with alpha-methyl-para-tyrosine; such 
reports from the same laboratories that ini- 
tiated L-dopa for Parkinson's disease further 
raised hopes of an eventual biochemical ap- 
proach to Huntington's disease and other 
movement disorders. Use of pyridoxine did 
not seem to represent such an approach. 
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Effectiveness of Antidepressant Drugs: 
A Triple-Blind Study Comparing Imipramine, 
Desipramine, and Placebo 


BY ABRAHAM HELLER, M.D., RORRY ZAHOUREK, R.N.M.S., 
AND H.G. WHITTINGTON, M.D. 


The authors made a triple-blind comparison 
of placebo, imipramine, and desipramine in 
severely depressed hospitalized psychiatric 
patients. They found that both drugs were 
superior to placebo, that imipramine was 
the drug of choice in treating these patients, 
and that imipramine was superior to desi- 
pramine and placebo in the rapidity of 
action and in the degree of improvement 
noted. 


N A SPECIAL ISSUE of the Psychopharma- 
| Crate Bulletin, a group of authors (1) 
reported on 918 articles concerning the 
effectiveness of antidepressant drugs and 
concluded, “In well designed studies, the 
differences between the effectiveness of anti- 
depressant drugs and placebo are not im- 
pressive.” In spite of the paucity of hard 
findings in the research literature, the clinical 
use of antidepressant drugs continues to be 
a major part of psychiatric practice. Whether 
in community mental health, psychiatric 
hospitals, or private practice large numbers 
of patients are seen as suitable candidates 
for antidepressant medications. 

The present Study is an attempt to make 
an additional contribution to the literature 
concerning the effectiveness of antidepres- 
sants. This study took place on the inpatient 
unit of a public general hospital that serves 
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a city of approximately half a million ux 
ple.' The study was designed to test the 
usefulness of antidepressant medication by 
comparing imipramine (Tofranil ay 
pramine (Pertofane), and placebo, wi y 
patient simultaneously received stam 7 
milieu and community therapy, as well as 
individual counseling and psycho 
when appropriate. The patients stu d 
then, were not singled out or denied M 
to other regularly received treatment modal 
ties. 


Methodology 
Case Selection 
All cases considered for the study a 
hospitalized, severely depressed bo xd 
patients. The evaluation of “severe adm 
Sion" was based on the following id io 
1) no recent history of severe catas ec É 
loss; 2) functional impairment due kaii 
pression of such degree as to pee yi? 
talization; 3) duration of depresse ie vili 
toms for two to three months; 4) E 
scores on the Hamilton Depression Sch 
and the Zung Self-Rating Depres cue m 
(3; 5) elevated Depression Scale 
Minnesota Multiphasic Personality 
tory (MMPI). 
Case Follow-Up his 
The patient was followed throughos ow- 
treatment career, which involved the ^ tient 
ing steps: 1) admission to 24-hour BE 
care; 2) admission to day care follow and 3) 
or two weeks of 24-hour treatmenk ae a 
discharge to outpatient treatment - 
period of one to four weeks on day care 


2 epres 
Evaluation of the patient for the dep 


ter 
: Ith Ce? 
! Comprehensive Community Mental Hea 
serving a catchment area of 200,000. 
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TABLE 1 
Sample Comparability 


MEAN MEAN MEAN 


SEX MEAN D SCALE ON ZUNG HAMILTON 
DRUG MALE FEMALE AGE MMPI SCALE SCALE 
Imipramine 5 7 477 35.4 58.8 26.6 
Desipramine 6 5 49.6 34.7 53.2 24.9 
Placebo 4 10 43.3 33.1 52.7 25.6 
Total 15 22 46.8 34.3 54.9 25.7 
37 


sion study occurred as soon as possible after 
his admission to 24-hour care. If judged 
“severely” depressed by the examiner the 
patient was tentatively accepted into the 
project. At that time he was informed about 
the study and asked to sign a formal consent. 
The examiner then rated the patient on the 
Hamilton Depression Scale and asked him 
to take both the Zung Self-Rating Depres- 
sion Scale and an MMPI. The case was then 
reviewed and those satisfying the five points 
of the case selection criteria were formally 
accepted for the study. One week following 
initiation of the study and then biweekly 
during hospitalization, the patient was eval- 
uated on the Hamilton Scale and was asked 
to fill out the Zung Scale. After discharge the 
patient was seen once a month for three 
months and the same scales were completed. 
At the end of the three-month follow-up, the 
patient completed another MMPI in addi- 
tion to the usual scales. He was then referred, 
if necessary, to an outpatient mental health 
team for further follow-up. 

Assignment and Dosage of Medication 

_The assignment of medication at the be- 
ginning of the study was made according to 
4 random triple-blind method. A secretary 
added a new patient to a list of randomly 


FIGURE 1 
Hamilton Severity Scale Changes 


assigned letters (A, B, and C), and the pa- 
tient was given the medication that had 
previously been assigned to that letter (e.g., 
A-imipramine) To eliminate bias, during 
the period of time the patient was on the 
study no one in direct contact with him had 
knowledge of whether he was on desipra- 
mine, imipramine, or placebo. The code 
could be broken only in case of an emer- 
gency. 

Each capsule of imipramine or desipra- 
mine was of 25 mg. dose strength. The pa- 
tients were started on one coded capsule 
three times a day. This dosage could be ele- 
vated to two capsules four times a day or 
until a maximum therapeutic effect was 
achieved; likewise the dosage could be re- 
duced if side effects developed. 


Findings 


A total of 37 patients was included in the 
study. Table 1 summarizes sample compara- 
bility. The placebo group contained more 
women, was somewhat younger, and by the 
depression scale on the MMPI and the Self- 
Rating Depression Scale seemed to have 
been slightly less depressed on the average 
than the imipramine and desipramine 


FIGURE 2 
Zung Self-Rating Depression Scale Changes 
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TABLE 2 
Comparison of Mean Changes in Rating of Depression 
FOUR WEEKS 
HAMILTON SCALE. s ZUNG SCALE HAMILTON, SCALE zung pas 
- -33) - = 
MEAN” NUMBER MEAN” NUMBER MEAN NUMBER MEAN NUMBER 
SCORE OF SCORE or SCORE OF SCORE a 
CHANGES PATIENTS CHANGES PATIENTS CHANGES PATIENTS CHANGES PATIENT 
Treatment groups à 
Imipramine -11.2 12 -13.2 11 -20.7 s Mr 3 
Desipramine - 80 10 - 98 9 -12.3 Bs fh 
Placebo - 58 14 - 56 13 -75 11 = 
Comparisons 
Imipramine vs. placebo il on (o 
Mean difference 54* 7.6 13 ae 7 5. 
Probability >.05 001 o 4 
Desipramine vs. placebo. T E "e 
Mean difference 22* 42 84 E d 
Probability 2.05 >.05 >.05 4 
Imipramine vs. desipramine 1 z Wor 
Mean difference 32* 34 84 1 i 
Probability >.05 >.05 012 à 
* Not significant. 
* * Highly significant, 
* * * Significant 


groups. However, for the purposes of this 
Study the groups were sufficiently compara- 
ble in terms of the measures used. No sig- 
nificant differences were detected between 
the three groups with respect to age, sex, or 
mean pretreatment scores of three rating 
scales for depression.? 


Figure 1 charts the changes in the severity 
scale (Hamilton Depression Scale) The 
vertical axis represents the mean decrease in 
scores between the pretest score and the 
score obtained at each interval: ie., weekly 
for four weeks, at eight weeks, and at 12 


p <. 


X highly significant , 
p SM and 


2 


weeks. According to this scale imipramine 
resulted in more prompt, greater, and more 
sustained improvement than did desipramine 
or placebo. ; 

Figure 2 charts the changes in the Ru 
Rating Depression Scale. The vertical gk 
represents the mean decrease in scores e 
tween the pretest score and the i 
retest: i.e., weekly for four weeks, at eig 
weeks, and at 12 weeks. Again imipramine 
produced a more rapid and greater ki. 
tained decrease in self-perception or sudje 
tive concomitants of depression. a 

Statistically significant results can ks 
noted at one, four, and 12 weeks. 


^ ; sion 
*Taking into consideration differences eu de- 
ratings prior to treatment, mean group rat "iference 
pression after treatment were converted o and post- 
scores (the difference between Pret ea ri en tested 
treatment ratings of depression) that Mire; the 
by means of t tests (uncorrelated means) ee of this 
various treatment groups. Under the COH on 
trial it was appropriate to consider bot 


eon i roba- 
ratings for depression were analyzed by means of a one- probability distribution in compiling the various P 
way analysis of variance, bilities. 
TABLE 3 
Other Effects 
SIDE EFFECTS oFF 
TOTAL DRUG PATIENTS MEAN DAYS MEAN TRANSFERRED TAKEMENT 
PATIENTS NUMBER OF DIS- NOT IN HOSPITAL TO OTHER TREAT rive 
DRUG AFFECTED SIDE EFFECTS CONTINUED COMPLETING — srUDY DAYS HOSPITAL NO) 
Imipramine 1 
(N = 12) 5 9 0 
Desipramine 9 d 2 s "n 
(N = 11) 5 8 1 
Placebo 1 5 42 13.8 * 
(N = 14) 4 n o 9 50 15.7 1 
971 
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TABLE 2 CONTINUED 


12 WEEKS 


HAMILTON SCALE ZUNG SCALE 
(N = 18) (N = 16) 
MEAN NUMBER MEAN NUMBER 
SCORE OF SCORE OF 
CHANGES PATIENTS CHANGES PATIENTS 
-23.6 5 -31.3 4 
-11.0 6 -23.7 6 
-10.7 7 - 9.5 6 
12:9" * 21.8'* 
.002 .008 
0.3° 142* 
>.05 >.05 
12.6'* 7.6* 
.008 >.05 


Measured by mean changes in the Zung 
Self-Rating Scale, the superiority of imipra- 
mine to placebo was statistically significant 
after one week of treatment. At the end of 
four weeks of treatment, imipramine, ac- 
cording to mean changes in both the Hamil- 
ton and the Zung scales, continued to be 
Significantly superior to placebo and highly 
Significantly superior to desipramine. At the 
Conclusion of 12 weeks of treatment, imi- 
Pramine maintained high statistically sig- 
nificant superiority over placebo as measured 
by mean changes in both the Hamilton and 
Zung scales (see table 2). 

Insufficient numbers of MMPIs following 
treatment (two patients on placebo, five 
desipramine, four imipramine) were ob- 
famed to permit meaningful before-and- 
after comparisons of the depression scale on 
the MMPI. 

Table 3 summarizes other effects. The 
number of persons experiencing side effects 
was comparable with imipramine and desi- 
Bonne. but was somewhat less with place- 
E Out of the total sample, only one patient 
die taken off medication because of side 
i ects. Loss of patients to the study was 
Ssentially comparable among all three 
, Broups, 
| imipramine was most successful in 

rins the patient to the degree that 24- 

"s E hospitalization was no longer neces- 
à T In the imipramine group hospitaliza- 
tha Was, on the dverage, 1.6 days shorter 
"lan for the desipramine group and 3.5 days 
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shorter than for the placebo group. With 
the high and mounting costs of hospital 
treatment, this is an important finding. 

One patient in the desipramine group and 
one in the placebo group were transferred to 
another hospital because short-term hospital 
and day hospital treatment at the Denver 
General Hospital Community Mental Health 
Center did not result in sufficient improve- 
ment to continue outpatient treatment. 

Five patients on placebo were taken off 
medication because it was felt to be ineffec- 
tive; known active medication was substi- 
tuted. One patient on imipramine was taken 
off medication, again due to lack of efficacy. 


Discussion 


Both imipramine and desipramine are 
superior to placebo in terms of the reduc- 
tion of severity as rated by the Hamilton 
Depression Scale; the reduction of subjec- 
tive perception of the concomitants of de- 
pression, as measured by the Zung Self- 
Rating Depression Scale; and the rapidity 
of discharge from 24-hour hospital care. 

In this study imipramine seemed to be 
superior to desipramine in rapidity of action 
and the degree of improvement, both subjec- 
tive and objective (as rated by a professional 
examiner), over both the short- and long- 
term time frame. 

The rapid effective action of medication in 
treating depressed psychiatric patients in all 
settings, particularly a community mental 
health center, is important for several rea- 
sons. The prevention of suicide in severely 
depressed patients, treating large numbers 
of patients with a small staff, the quick 
return and reintegration of a patient into 
his family and community, and the provi- 
sion of rapid, effective relief to a patient 
population that is not particularly psycho- 
logically minded are but a few of the impor- 
tant implications of this study. 
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The death of K. G. Gray on July 30 deprived 
forensic psychiatry of one of its outstanding pi- 
oneers, 

Kenneth George Gray, Q.C., B.Sc. (Med.), 
M.D., was born in Atwood, Ontario, on January 
16, 1905. He graduated from the Faculty of Med- 
icine, University of Toronto, in 1928. After a 
three-year research fellowship in medicine and 
pathology at Toronto, he was granted the B.Sc, 
(Med.) whereupon he began the study of psychi- 
atry at the Ontario Hospital, New Toronto, in 


1931, and later at the Toronto Psychiatric Hos- 
pital. 


In addition, he studied law at the Osgoode Hall - 


Law School, graduating in 1935. He was called to 
the Bar of Ontario as a barrister and solicitor 
the same year and was appointed legal counsel 
to the Ontario Department of Health. He was re- 
tained by the Attorney-General of Ontario to as- 
sist with the drafting of a new Mental Hospitals 
Act, a statute that was enacted in 1935. This act, 
which introduced advanced procedures for the 
‘care of the mentally ill and included entirely new 
terminology, remained in force essentially un- 
changed until 1967. In 1938 Dr. Gray was ap- 
pointed King's Counsel. 

During the Second World War, Dr. Gray 
served with the Royal Canadian Army Medical 
Corps as a lieutenant-colonel. He was command- 
ing officer of the Toronto Military Hospital un- 
til proceeding to the United Kingdom in 1941 as 
Assistant Medical Director No. 1, Canadian 
Army Overseas, 

He was certified as a specialist in psychiatry of 
the Royal College of Physicians of Canada in 
1945. He became Assistant Deputy Minister of 
Health, Ontario, and Director of Health Insur- 
ance Studies for the federal Bovernment in 1946, 
He was associated with the Prime Minister's 
Office, Ontario, from 1944 to 1949, 

He joined the Department of Psychiatry, Uni- 
Versity of Toronto, in 1949 and in 1960 was ap- 
pointed Professor of Forensic Psychiatry, the 
first such chair in Canada. He was Chief of the 
Forensic Clinic at the Toronto Psychiatric Hos- 
pital from 1949 to 1966. This clinic began as a 
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ten-bed unit, expanding to include an outpal 
diagnostic and treatment service in 1956. Fi 
In these years, he wrote two widely usec 
books entitled Law and the Practice of Mi d 
and Law and the Practice of Nursing. 
time of his death he was completing a new 
of the former. He published some 50 
argely in forensic psychiatry. 7 
He ontinied as Chief of the Forensic $ 
at the new Clarke Institute of Psychiatry In 
until he became Acting Chairman of the De 
ment of Psychiatry and Acting Psych 
Chief to June 1967. After being consu 1 
forensic psychiatry, he was appointed "d : 
Emeritus of Psychiatry effective July |, A 
the Board of Governors of the Universi 
Toronto. . m 
Dr. Gray was a Fellow of the American® 
chiatric Association. He served on the Com 
on Constitution and By-Laws for two ter! 
well as the Committee on the Legal Asr 
Psychiatry. He was chairman of the a 
on Psychiatry and the Law, 1960-62 an k 
Dr. Gray was also an Associate Editor i 
American Journal of Psychiatry from 
1965, latterly as medico-legal advisor. scd 
Under his quiet leadership, the Form a 
at the Toronto Psychiatric Hospital a 
ternational renown based on its exemp a 
cal service to the courts, treatment a M. 
advanced postgraduate teaching, an M. 
research. Dr. Gray organized two P E. 
seminars for psychiatrists HOA E 
1964 and 1969, with participation by 7 
members of the Ontario judiciary and lee 
fession. His organizational skills were E. 
strated as president of both the Onang 
atric Association and the Medico-Lega rol 
of Toronto. He was legal counsel at the E. 
of the Canadian Psychiatric Association 4 
remaining honorary counsel until hs ae 
was Vice-President of the Internationa’ ade 
of Social and Legal Medicine, Vice: Ered 
the Medical Correctional Association, 
ber of the editorial board of Correctivé © A 
atry and The Journal of Social Therapy '*^ ^ 
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than ten years, and a member of the Academic 
Council of the Centre of Criminology, University 
of Toronto. 

He is survived by his widow, Geraldine, and 
three sons. 

Kenneth Gray served as the keystone in the 
span between the great professions of medicine 
and law. His unique qualifications, experience, 
and wise counsel earned him the highest regard 
of the judiciary and lawyers. He provided the 
means by which psychiatry clarified its role in 
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the criminal and civil law. The postgraduate 
teaching of forensic psychiatry that he established 
and promoted was not only greatly admired but 
ensures the continuation of his work and influ- 
ence well into distant horizons. 

With his death, medicine and law have lost not 
only a colleague and friend but a distinguished 
and modest gentleman held in the highest esteem 
and affection. 


R. EDWARD TURNER, M.D. 
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LETTERS TO 


THE EDITOR 


The Psychiatrist and the Problem of Social 
Control 


Sir: In the present era, psychiatry as a social 
institution is becoming increasingly involved in 
participating in political and economic issues and 
social control processes, rather than serving ex- 
clusively as an empirical, scientific enterprise that 
also provides care and treatment for particular 
kinds of human difficulty. 

The problem to which I wish to address my- 
self finds an excellent point of departure in the 
recently published “Position Statement on 
Guidelines for Psychiatrists: Problems in Confi- 
dentiality" (April 1970 issue of the Journal). In 
the comment “It may be necessary, and is ethi- 
cally correct, for the psychiatrist to take action 
without such authorization in order to protect 
the patient and others by preventing the patient 
from carrying out a criminal act,” I find a dis- 
tressing failure of the authors of the position 
statement to engage the crucial issues. The over- 
simplification of the statement unfortunately ne- 
glects the profound complexities that practition- 
ers have been struggling with for years. In the 
first place, the statement does not take into ac- 
count the accuracy with which psychiatrists can 
predict future human conduct. There is consider- 
able evidence that we have every reason to be 
quite humble about our capacities for prediction. 
For example, Rappeport notes that in one study 
judges were more accurate in predicting future 
acts of violence than were psychiatrists (1). In 
another study, MacDonald found, after exten- 
sive research, that no predictors of future homi- 
cidal conduct were currently available (2). Wael- 
der, in a carefully reasoned Paper, emphasized 
i "limited possibilities for accurate predictions" 

In view of this predica 
we should be most he 
of their liberty without 
on the basis of our gue: 
a future act of violenc 
trolled studies are do; 
every 100 persons we 
of violence in the near 
tually fulfill the predic 


ment it seems to me that 
sitant in depriving people 
due process of law merely 
ss that they might commit 
e. When appropriately con- 
ne, it may turn out that for 
predict will commit an act 
future only one or two ac- 
tion. If this were the case, 


what about the injustice to the other 98 or 99 
people who have been deprived of their liberty 
for a period of time and who have had the stig- 
ma of involuntary hospitalization imposed on 
them? We would have to balance the damage to 
the community from the (possibly very few) acts 
of violence that we have prevented against the 
damage we have done to those (possibly many) 
persons who would not have committed an act 
of violence but whom we have involuntarily hos- | 
pitalized. The ethical dilemma of and tension 
between the medical value versus the legal value 
in the problem of social control is lucidly por- 
trayed in a paper by Rea (4). x 

A further important area, not covered in the 
position paper, is whether or not psych 
should serve as agents of social control (i.e. “by 
Preventing the patient from carrying out 2 nN 
nal act”), even if our capability of predicting tU 
ture violent behavior were more accurate than F 
is now. It changes the face of our proe 
we assert explicitly that an integral componen i 
our work is to serve as a part of the social contro! 
apparatus. : 

P ly respect the need for our society to d 
humane and effective social control systems, lay 
the question remains: Should psychiatrie 
à prominent social control function or p bf 
this needed societal function be performe 

ersons in other occupations? 4 
: Some colleagues contend that we soi 
ly, or even completely, renounce the role of ag e 
of social control(5,6). Others cogently s. 
that we should participate in social contro ih A 
cesses under certain specific circumstances ( m 
Clearly, this is a matter for an open MET the 
tinuing dialogue. My hope is that we nour! radii 
conditions that would foster such a dialogi 
er than close off discussion by perempto n e 
ments. To participate in the latter is a diss 
both to our profession and to the public. 


The references are: 


of the Dan- 


|. Rappeport JR: The Clinical Evaluator Sael , I 


gerousness of the Mentally Ill. Spri 
Charles C Thomas, 1967 5 ringfield. 
2. MacDonald JM: Homicidal Threats. SP! 


Ill, Charles C Thomas, 1968 


pee ed, will be published, if found suitable, as Bice Pea 
, dou i i xceed 500 words. 
will be subject to the usual pue € spaced), the length, if possible, not to excee 
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3. Waelder R: Psychic determinism and the possibil- 
ity of predictions. Psychoanal Quart 32:15-42, 1963 

4, Rea RB: The rights of the mentally ill: a proposal 
for procedural changes in hospital admission and 
discharge. Psychiatry 29:213-226, 1966 

5, Basescu S: The threat of suicide in psychotherapy. 
Amer J Psychother 19:99-105, 1965 

. Leifer R: In the Name of Mental Health. New 
York, Science House, 1969 

7, Abroms GM: Setting limits. Arch Gen Psychiat 
9:113-119, 1968 

8. Solomon P: The burden of responsibility in suicide 
and homicide. JAMA 199:321-324, 1967 
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DONALD L. SHAPIRO, M.D. 
New Haven, Conn. 


Anxiety—A Factor in Somatic Symptoms 


Sir: In his paper “Physical Symptoms Oc- 
curring With Pleasurable Emotional States” (Au- 
gust 1970 issue of the Journal), Dr. lan Stevenson 
seems to be intent upon dispensing with a large 
part of what dynamic psychiatry has learned in 
the past half century. He cites multiple cases in 
which the patient reports or is observed to be in a 
pleasurable emotional state and then says that the 
assumption of any accompanying or underlying 
affects, such as anxiety, is mere theorizing because 
the patients... do not say this...” 

Dr. Stevenson's position is indeed surprising 
Considering the widespread acceptance of the 
Concepts of resistance and defense. If this is still 
too theoretical, then what of the countless patients 
We see who initially insist that they deeply respect 
their parents, enjoy their jobs, like dangerous 
Sports, and are the life of the party—all in the ser- 
Vice of denying and reversing their underlying 
feelings? 
nr addition, the author makes no reference to 
tae role of signal anxiety in producing 
in sie symptoms when unacceptable affects and 
ae Ses threaten to make themselves known. For 
ieee: Wallace’s mounting excitement and en- 
i 8 symptoms at the time of his scientific tri- 

mph immediately suggest certain parallels to 
reud’s self-documented experiences upon viewing 

* Acropolis (1) and to his discussion of “Those 
eeen by Success” (2). It does not seem point- 
Vinee to me to hypothesize that if a 
sity 8 woman can become psychotic or a univer- 

d UMS severely depressed at the attainment 
mist erished wishes,” psychosomatic symptoms 
RS also develop as the result of similar dynam- 

echanisms. 
me it does make good sense that any strong 

Raed can affect the body by neurohumoral 

che ems, it seems grossly unfair to discuss 

Kise uem causes for symptoms as mere theo- 
hay} When Dr. Stevenson gives no evidence of 

| ing looked for their presence beyond the mani- 
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fest content. Such an approach is like dismissing 
the need for a skull X ray or brain scan of a 
hemiparetic patient who tells us there is nothing 
wrong with his head because he does not have a 
headache. Moreover, such reasoning seems ar- 
bitrary when the author does not go on to explain 
why only certain individuals manifest the phenom- 
enon he reports. 

I can only assume that the author operates 
with a strong antipsychoanalytic bias, which, 
of course, is his privilege. However, the substi- 
tute he offers, namely the notion that it is good 
for the sick to avoid "nervous shocks," is indeed 
a return to a folklore-type of psychiatry that 
helps us understand little except that our ancestors 
were better clinical observers than we had thought. 


The references are: 


1. Freud S: A disturbance of memory on the Acropolis 
(1937), in Complete Psychological Works, standard 
edition, vol 14. Translated and edited by Strachey J. 
London, Hogarth Press, 1964 

2. Freud S: Some character types met with in psycho- 
analytic work (1916), in Complete Psychological 
Works, standard edition, vol 22. Translated and 
edited by Strachey J. London, Hogarth Press, 1964 


Maj. JOHN J. STINE, M.D. 
McGuire AFB, N.J. 


Dr. Stevenson Replies 


Sir: Dr. Stine is incorrect in asserting that I 
failed to consider the possibility that the patients 
reported in my article might be experiencing 
anxiety rather than a pleasurable emotion. I re- 
ferred quite specifically to this possibility and 
indicated that I had considered it carefully both in 
the reports of the two patients I interviewed and 
in my discussion at the end of the article. I also 
considered this interpretation in case reports that 
I had published earlier. 

I freely admit that many persons deny anxiety 
they may be experiencing. But that is not the point 
at issue in the cases of the persons whose expe- 
riences I reported. All the patients I interviewed 
(the bulk of such cases were reported in my earlier 
report [1]) acknowledged that their symptoms 
usually occurred during states of anxiety or other 
unpleasant emotions; but they also stated that 
sometimes symptoms occurred during pleasurable 
emotions. On these occasions they not only denied 
having anxiety but asserted the awareness of a 
positively pleasurable emotion, Now are we sim- 
ply to select from patients’ reports only those 
of their statements that harmonize with our ex- 
pectations? To deny the patient the right to re- 
port on his subjective feeling state with credibility 
seems to me to go too far, almost arrogantly so, 
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in our claim to know more about another person’s 
feelings than he knows himself. 

The cases of people experiencing unexpected 
anxiety or more severe symptoms during success 
or other situations that ordinarily evoke joy are 
not relevant either, for these persons do not 
claim that when success comes they are joyful. 
They find, albeit to their surprise, that they are 
anxious although they expected to feel otherwise. 

Dr. Stine seems to be saying that since most 
physical symptoms accompanying emotions are 
concomitants of anxiety or unpleasant affects, all 
such symptoms must be; and therefore if a patient 
says he has symptoms during pleasurable emo- 
tions, he must be wrong and must simply be deny- 
ing his anxiety. One wonders how far this willing- 
ness to tell the patient what he is feeling may go. 
Let Dr. Stine imagine himself in the reverse sit- 
uation. Let him suppose himself tied with ropes 
to railway tracks, hearing the whistle of a train 
as it comes down the line. A “dynamic psychia- 
trist” leans over him and gently says, “You are 
not really anxious, Really you are experiencing a 
pleasant, happy feeling because your masochistic 
tendencies are likely to be satisfied in a moment.” 
Would he not find this comment somewhat vexa- 
tious? 

It does not seem to me either fair or helpful in 
scientific controversy to categorize one’s adver- 
saries. In a certain sense, however, I accept the 
label of “‘antipsychoanalytic” if there is no more 
polite way to describe someone like myself who 
selects among the doctrines of psychoanalysis 
without accepting them all unquestioningly. It 
seems to me that what now goes under the name 
of dynamic psychiatry is a mixture of valuable 
insights and nonsense; of important, useful ob- 
servations and absurd myths that have gone un- 
challenged far too long. I may add, however, that 
I am equally antibehaviorist and no less opposed 
to all other closed systems that, by claiming to 
explain everything, stultify curiosity and prevent 
us from admitting new facts that do not accord 
with Our current generalizations, “Pay great 
attention to the things that ought not to happen," 
advised the astronomer Herschel. So when it 
comes to „considering whether physical symp- 
toms can in fact occur during pleasurable emo- 
tional states I can think of no better admonition 
than that of Charcot, often cited by Freud him- 

self: “La théorie, c'est bon, mais ça n’empeche 


pas d'exister.” 
The reference is: 


L Stevenson E: Physical symptoms during pleasurable 
emotional states, 


Psych 
mn Sychosom Med 12:98.102, 


IAN STEVENSON, M.D. 
Charlottesville, Va. 
[140] 


LETTERS TO 


No Internships—No Fully Competent 
Psychiatrists? 1 


Sir: The Department of Psychiati 
Greenwich Hospital questions the wisdi 
abandoning a year of internship as 
preparation for training in psychiatry. 
aware of the current trends in medical 
that appear to be directed toward mi 
specialization and of making a choice of 
earlier in the medical education process; 
wonder if the implementation of this trend 
many years behind the times. 

During the early years of the 20th centul 
practice of psychiatry moved from 
psychiatric hospitals into the commun 
cal schools, and local hospitals. This 
accompanied by an ever-increasing integra 
psychiatry with the rest of medicine. The 
interaction has enriched both psychiat 
medicine. i 

The present move to discontinue medic 
ships for physicians planning to specialize 
chiatry is a step in the opposite direction. 
will it tend to stop the progress that J 
made, but it may well be detrimental both to 
icine and psychiatry. Already nonpsychia | 
sicians who have come to accept psychiatry 
of the medical community and to app 
psychological aspects in their own praci 
asking if psychiatrists no longer feel the nt 
complete physicians. Psychological, socio 
biological, and physiological disciplines musta 
be a part of medical education for all physic 
including psychiatrists. 1 

Dr. Daniel Funkenstein's careful stu 
medical students have detected three majo 
trends in the last three decades. that have! 
enced the career patterns of medical studen 
has termed them the “Specialty Era” of the 
the "Scientific Era" from 1959 to 1968. 
"Community Era" beginning in 1968. b : 
munity Era" is now only two years old, 
1970, 23 percent of the students at Harvi 
tended to practice general medicine. The 1 
Specialization" has passed; it left us neà 
years ago. L 

Modern psychiatry is caught up in the € 
nity medicine movement—witness the £! 
community mental health centers and the 
in treating the “sick society." But the rece 
coveries in psychopharmacology and E 
ated findings of disordered neurochemis!i 
led to greatly augmented capability !n 
mental diseases, especially in local genera 
tals. At the same time these discover! 
greatly increased the complexity of treatm 
necessity for psychiatrists to be better e 
organic chemistry, biochemistry, neurop 
and pharmacology has never been mort 
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Indeed, psychiatric training now requires more, 
not less, general scientific training. To face the 
facts, as we see them, the reduction of hospital- 
ized mentally ill people has not come about by the 
development of community mental health centers 
(which in no way detracts from their usefulness) 
but by the discovery of vastly improved medical 
therapy in mental illness. 

A qualified specialist in psychiatry who offers to 
treat the mentally ill should be fully conversant 
with the physiology, biochemistry, and pathology 
of all the body’s organs. Where else is a young 
man to learn, in a clinical sense, the functions and 
diseases of the internal organs except on the medi- 
cal wards? Can he function adequately in the field 
of psychiatry without this knowledge and experi- 
ence? Won't psychiatrists of the future continue to 
need to know how to treat individual cases, to 
make diagnoses, to identify the ill, and to provide 
individual care for them? Are we to go backward 
and train psychiatrists in centers removed from 
general medical and surgical care, or are we to go 
ahead with our new knowledge and complete the 
integration of the “alienist” with the “physician”? 

Our thesis is a simple one: All psychiatrists 
should have a substantial competency in internal 
medicine. The best way to obtain this competency 
is by an internship or medical residency training; 
and the American Board of Psychiatry and Neu- 
tology should not certify any physician as a com- 
Petent specialist in psychiatry until it has ascer- 
tained that the candidate has adequate training in 
internal medicine. Furthermore, the examination 
of candidates should be designed to determine 
their Satisfactory competence in neurophysiology, 
peychopharmacology, internal medicine, and al- 
e fields. We believe that for a psychiatrist the 
Pest way to obtain this training is by experience as 
an intern, or, if internships are abandoned, as a 
medical resident. 


THE DEPARTMENT OF PSYCHIATRY 
GREENWICH HOSPITAL 
Greenwich, Conn. 


The Other Side of a One-Sided Approach 


fibers ex search for traumatizing experiences 
action sible for various types of psychogenic re- 
Work i is an integral part of the psychiatrist's 
in nat nvariably these experiences are unpleasant 
Sided Bs This, however, appears to be a one- 
and fee to understanding mental processes 
tevens Physiological concomitants. Dr. Ian 
Currin Son’s paper, ‘Physical Symptoms Oc- 
gust ie Pleasurable Emotional States” (Au- 
attempt issue of the Journal) is a worthwhile 
piii. at drawing attention to the fact that 

urable affects may be associated with physi- 
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cal symptoms and that this is likely to occur more 
frequently than is generally recognized. 

Among various conditions in which this may 
occur he mentions some types of epilepsy and 
cataplexy. In connection with the latter and with 
encephalitis lethargica, I would like to point out 
the notions of affektiver Tonusverlust (affective 
loss of muscle tone) and Lachschlag (laughter- 
induced stroke), which are well established in the 
German psychiatric literature. In my experience 
I have found various degrees of the phenomenon 
of loss of muscular tone following strong emo- 
tions, both pleasant and unpleasant, frequently 
occurring in individuals whom Stevenson de- 
scribes as “predisposed.” To this I would like to 
add that this “predisposition” may consist of an 
overall emotional instability encountered in other- 
wise healthy persons, as well as in individuals with 
diffuse cerebral lesions, e.g., arteriosclerosis with 
the well-known paradoxical reaction (uncontrolla- 
ble crying spells) to pleasurable experiences. This 
is due to an impairment of the control that higher 
levels normally exercise over the thalamus and 
hypothalamus. 


MILo TYNDEL, M.D. 
Toronto, Ont., Canada 


A Case for the Candidates ` 


Sir: Dr. Morgenstern's paper, “A Criticism 
of Psychiatry’s Board Examinations,” (July 1970 
issue of the Journal) was a timely and well-con- 
ceived effort. He has voiced many questions my 
colleagues and I share concerning the examina- 
tion process and the social matrix in which it ap- 
pears to thrive. 

In all fairness I must agree with Dr. Boyd's 
comments on our "credentials-conscious" soci- 
ety. The boards are one example of a widespread 
and time-honored process whereby one’s study 
of a trade or profession is climaxed by an exam- 
ination that measures expertise as judged by 
those already qualified. Parallels abound in other 
fields (the Certified Public Accountant and bar 
examinations), other cultures (tribal initiations 
of hunters and warriors), and other eras (the 
master’s requirements for medieval craft guild 
membership). 

Two specific criticisms remain. First of all, 
there is serious question whether the oral exam- 
ination measures in any way what it purports to 
measure. The test situation is simply not a re- 
creation of a routine clinical setting, and the great 
stress it produces could hardly be compared to 
the candidate’s mental state in the privacy of his 
own office. One’s ability to function during this 
ordeal may demonstrate nothing so much as a 
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capacity to contain or deny overwhelming anxi- 
ety. 

Second, the total absence of feedback after a 
candidate receives a conditional pass or a failure 
is, I feel, inexcusable. There is absolutely no way 
to describe the utter bewilderment and numb 
frustration experienced when one learns he has 
not passed and has no idea why. Unhappily, this 
reaction does not subside with time. Rather it 
magnifies and intrudes into the period of reprep- 
aration when the candidate may find himself 
doubting and questioning every information 
source and study technique he has used previous- 
ly, since they were all somehow judged to be 
“wrong” or deficient. Far from inspiring a candi- 
date to study harder and learn more during re- 
preparation, this phenomenon may produce 
something close to complete immobility. 

Dr. Boyd's dismissal of this was quite unsatis- 
factory. If a larger secretarial staff is all that is 
needed, I am sure that most candidates who were 
failed or conditionally passed would be happy to 
have their fees augmented in order to provide for 
this. I fear that a more basic reason for the lack 
of constructive criticism and suggestions for im- 
provement may be the Board's need to maintain 
its image as anomnipotent and vaguely myste- 
rious body that reaches profound decisions that 
are almost always accurate and, in any case, com- 
pletely unalterable. There is probably no deliber- 


ate attempt to achieve this image; it is a fact that 
the image exists. 


Another possibility is that a particular exam- 
iner who fails or conditions a candidate may have 
need to avoid the self-exposure and risk of re- 
proach that would be involved in substantiating 
his decision; and indeed, such a setting of im- 
munity and freedom from Criticism may truly 
be necessary to allow an examiner to make his 
sound, unhurried, and dispassionate judgments. 
If this is the case, however, one could hardly ex- 
pect the oral examination to be in any way a valid 
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measure of a candidate's ability to do the same 
thing. 


HERBERT W. PETERSON, JR., M.D, | 
San Francisco, Calif, 


Getting Caught 


Sir: In his article concerning “Is Punish: 
ment Dead?" (August 1970 issue of the Journal), 
Dr. Walter Bromberg states the thesis that hu- 
mans nowadays react differently to and have a | 
different attitude toward punishment than they 
had in the past. I do not accept this thesis; 1 do 
not believe that punishment has ever been as im- 
portant as Dr. Bromberg suggests. I believe the | 
important matter has been the chance of getting 
caught. Very severe and harsh punishments have 
never had any effect when the chance of the of | 
fender's being caught was very low. Very mild 
punishments are completely effective if the 
chance of the offender's getting caught is high. | 
do not think this situation is any different than 
it ever was. i 

Further, I do not share Dr. Bromberg’s view 
that intensive propaganda or brain washing 
would make people behave better. I think va 
easy to propagandize people into behaving badly 
or in indulging themselves or spending T 
foolishly, but I can see no evidence to sui 4 1 
propaganda or preaching has had any € ed 
whatever in the thousands of years that mankin 
has been exhorted to behave well. Mr. 

I believe it is technically possible for specia 
control any particular antisocial act but ema E 
a huge investment of money and material spa ife 
raise the chances of getting caught to a Pur 
cantly high figure. Then I believe that o e 
would vanish from society, pretty well regar 
of whatever the punishment was. 


M. 
J. E. BouLDING, M.D.C. 
Nanaimo, B. C., Canada 
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Human Sexuat Inapequacy. By William H. 
Masters and Virginia E. Johnson. Boston: 
Little, Brown and Co., 1970, 450 pp., $12.50. 


Masters and Johnson in their second text write 
of understanding and treating human sexual in- 
adequacy well beyond anything previously re- 
ported. This work is based in part on their studies 
of sexual physiology as reported in Human Sexual 
Response (1), on therapy of 510 marital units and 
57 individuals, and on psychotherapeutic acumen. 
They emphasize positive verbal and nonverbal 
communication in marital interaction, 

_In order to effect their results, the authors ob- 
viously treated more than sexual mechanics. A 
20-percent projected overall failure rate is far 
better than what "techniques" have produced and 
à far cry from the 25 percent success rate, culled 
from literature reports, for individual psychother- 
apy for sex dysfunction. A program producing 
these results in two weeks of daily therapy com- 
mands Our attention, critics notwithstanding. 
This book is a text requiring study; it is not 
written for bedtime reading or as a self-help 
primer, 

Masters and Johnson treat the marital unit be- 
Cause they insist there is no uninvolved partner. 
Only one of the mates may complain of sexual 
difficulty, as in 287 of their units, and both may 
have dysfunction, as in 223 units. They treat the 
Marital unit as the patient, with attention first 
focused on verbal communication between the 
Couple, wherein positive interaction is built upon 
and old resentments, anger, and guilt are negated. 
Focus is on the here-and-now interaction, where 
each partner learns to speak for himself. 

Kus à pair begins communicating more use- 
W Y, both individuals are taught to give each 
Hos Sensory pleasure through the use of all 
abs an especially touch. This is one’s learning 
T the "sensate focus" of his mate—learning 
general body stimulation the other finds 
Pleasurable, rather than laying on a preconceived 
aan In this experience the giver gets plea- 
se € return, which is the "*give-to-get" principle 
m m uel by the authors. The giver also has his 
the Mus as a receiver. Genital stimulation that 
d e pleasurable is added to the sequence, 
Bee by coital connection without orgasmic 
hae eventually moving to coitus and orgasm. 

‘ite therapy the unit builds a large repertoire of 
givi action: verbal communication, sensate focus, 

'g-to-get, coitus without demand for perfor- 
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mance. Thus fear of failure and the pattern of be- 
ing a spectator grading a performance are re- 
moved, since these are the biggest inhibitors of 
sexual function. The therapists build self-aware- 
ness, self-esteem, and awareness of the other in a 
good humanistic psychology model. 

Therapy sessions are verbal interchanges be- 
tween the dual sex therapy team and the marital 
pair. The patients are sent to the privacy of their 
own room for practicing their new patterns. 
They are not observed by therapists, and there 
is no laboratory sex. In the last pages Masters 
and Johnson warn against therapists’ seduction 
of patients, a story they have heard frequently 
enough from their patients to warrant a sobering 
statement. 

The dual-sex therapy team is composed of a 
physician and a behavioral scientist. The advan- 
tages include having a woman to counter male 
bias in teaching sexuality and adding female 
understanding to other interactions. Dual thera- 
pists monitor each other and alternate activity, a 
good example of interaction and freedom for the 
patients. 

Therapy is viewed as teaching, and therapists 
are catalysts in providing information and clari- 
fication. They challenge patients to try new learn- 
ing. Failures occur most frequently with those 
who have rigid sex value systems based on such 
background as religious orthodoxy, one-parent 
domination in the family of origin, singular 
overreaction to sex trauma, and lack of positive 
regard for a mate. 

Factors in success have to do with social isola- 
tion of the couple for two weeks so that the in- 
dividuals can interact without distraction of fam- 
ily and job and with the motivation implied in the 
time commitment. The therapists’ motivation is 
evident in their working six and one-half days 
per week for 11 years on this project. 

Uptight censors will focus on the treatment of 
unmarried patients with assistance of partner 
surrogates. Results supporting this part of the 
program and the careful selection of partners 
are explained in the text. Women’s Lib will fuss 
since single women are obliged to arrive with a 
man with whom they have an ongoing relation- 
ship. 

Chapters are devoted to each of the dysfunc- 
tional syndromes. Some specific techniques are 
described, such as premature ejaculation and 
vaginismus, which have 2.2 percent and 0 initial 
failure rates respectively. The authors are less 
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specific about treatment of primary impotence; 
and its 40.6 percent initial failure rate is the 
poorest, The label of “frigidity” is not used, and 
classification of dysfunctions is more functional. 

The text is generously supplied with case his- 
tories describing syndromes. The last chapter re- 
counts patterns of the treatment failures. The 
section on sex in the aging begins a look at a 
neglected area in sexology literature. The labored 
part of the writing is an explanation of the au- 
thors’ concept of interaction between psycho- 
social and biophysical forces. 

All in the helping professions would be well- 
advised to steep themselves in this work—not as 
an end-all, but as one of the significant develop- 
ments in co-therapy and sex therapy. 


The reference is: 


1. Masters WH, Johnson VE: Human Sexual Re- 
sponse. Boston, Little, Brown and Co, 1966 


Titus P. BELLVILLE, M.D. 
Minneapolis, Minn. 


Our Viotent Society. By David Abrahamsen, 


M.D. New York: Funk & Wagnalls, 1970, 
298 pp., $7.95. 


Is our current orgy of violence in America 
rooted in social pressures? Or in the ease of buy- 
ing handguns? Or in contrasts of wealth and pov- 
erty? Or in the Viet Nam conflict? Or in racial 
bigotry? One presumes that people will not react 
with violence unless they feel frustrated, unable 
to work “within the system,” or defrauded, And 
it sometimes does happen that violence is one 
way of getting results, 

‘ In this book Dr. Abrahamsen takes an essen- 
tially psychoanalytic view in explaining violence, 
The uproar at the universities is seen as an oedipal 
situation; “symbolic overthrow of the father’s 
and mother’s tyranny.” We are told that “when 
'a man commits a violent crime, it is invariably 
founded on his unconscious feeling that he must 
show his mother that he is not insignificant and 
is able to take revenge on her for rejecting him.” 
We are advised that “the Oedipus situation serves 
as the prototype for ail social and political con- 
flicts.” One wonders if it is really that simple: ail 
conflicts, invariably founded. 

Apart from these somewhat 
Views, the author has given us 
practical material to mull Over. 
ability of firearms is, 
indicted as a factor in o 
by gunfire. Dr. Abraha: 
ninger in pointing out 


rigid orthodox 
a good deal of 
-. The easy avail- 
and with good reason, 
ur high rate of slaughter 
amen echoes Karl Men- 

at in spite of our pious 
protests, too many of us really love feda He 
weighs, too, the meaning of destructive impulses 
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and death wishes within us. An entire Chapter 
is devoted to the American dream, the “Puritan 
myth," and the adjustment problem of the up- 
rooted immigrant. There is a candid review of 
conscious and unconscious sex factors in individ- 
ual violence. Our attitude toward our own minor- 
ity groups is interpreted as a sort of model of 
our violent drives. 

Dr. Abrahamsen offers us a tabulation of 14 
“danger signs of potential violence.” These in- 
clude such items as temper tantrums, mother 
domination, sense of isolation, a history of tru- 
ancy in childhood, the witnessing of sex rela- 
tions between parents, speech and spelling errors 
(related to faulty pre-oedipal development), bed- 
wetting, accident-proneness, and chromosomal 
abnormalities. 

The author has some recommendations for 
changing our attitudes. He suggests how we can 
inhibit hostile aggressions, encourage the con- 
structive aspects of aggression, set up better 
housing and work programs, and establish an 
institute for the "study and treatment of social 
pathology." Additional recommendations 1n- 
clude avoiding a family structure where the moth- 
er has a dominating role, giving the child ir 
tunities to express his anger, not "slapping a 
dren at the slightest provocation," (this, he feels, 
sets before the child an example of violence as 
an immediate means of settling arguments), er 
trolling the sale of guns in a better way, E 
educating the police to control crowds and riots. 

All of us in the behavior science field Res 
what it is) are asked about the causes, prevé 
and management of violence. Here is an unusu y 
well-rounded, and in-depth approach to the P 
lem in psychiatric terms, offering a point 0 Wis 
that every psychiatrist should know about. M 
the best of the recent psychiatric interpretati 
of this troublesome issue. 


7 HENRY A. DAVIDSON, e 
East Orange, N} 


STRANGERS: 


" WITH INTIMATE 
Encounter: A WEEKEND Grossman 


By John Mann, Ph.D. New York: 
Publishers, 1970, 235 pp., $6.95. 


In this condensed distillate of an ove 
group meeting, the author has used extens un 
his experiences as a leader as well as pros 
fantasy in creating this exciting story of d He 
end with strangers who become ini 4 
brings an expertise to this book that coul E 
make it a text for encounter group procedure from 

I found myself breathless at times, pun 
the impact of so many powerful conte Vi 
and change techniques coming so do felt 
the heels of one another. And yet at time yond 
the author talked too much, going far 


ter 
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brief educational lecturettes, and I became im- 
patient for the next round of interaction. I might 
more aptly call it the next round of the bout, as 
the road toward love and respect through the 
gate of aggression-release is repeatedly demon- 
strated as a battleground in this encounter group. 

This book could be an enlightening, exciting, 
and challenging experience for the majority of 
psychiatrists and other readers of this journal 
if they accept the following: 

l. This book is not a presentation of group 
psychotherapy as it is known and responsibly 
practiced by thousands of practitioners (nor does 
the author imply that it is), although many of the 
basic processes or dynamics operating in the 
encounter group reported on also occur in group 
psychotherapy. 

2. Final judgment of the book will be reserved 
until the reader has read it completely, including 
the author’s preface and final commentary chap- 
ter, which may answer in whole or in part the 
many questions this book is bound to raise. 

The experience described goes far beyond the 
boundaries of everyday living, as well as conven- 
tional psychotherapy. Readers not previously 
familiar with encounter groups will be able to 
better understand the increasing popularity of 
Such groups in view of the opportunity they afford 
nonpatients as well as persons in psychotherapy 
lo sample nonconventional communication, con- 
tact, and freedom in a group of strangers. The 
goals are increased sensory awareness, new op- 
lions for intimacy and mutuality in risk-taking, 
and maturation. 

d Hope, à vital ingredient for change and growth 
in life as well as in psychotherapy, is repeatedly 
rekindled in Mann's encounter group. 

„The members of the group—all separate in- 
dividuals—came together during the intimacy 
9f the group process and were not quite the same 
às before. Before leaving one another at the 
gimination of their encounter, group members 

ad come to know one another quite well, deeply 
9n some levels and, paradoxically, hardly at all 
9n other levels. 

Orking with groups is a serious business as 
ida Pressures can become destructively coer- 
arian self-negating, as well as constructively 
EE and self-fulfilling. I was concerned 
Ry times as I read this book about the possible 

z Sequence of scapegoating or coercing various 
B qub, members into inappropriate or premature 
i aviors, Fortunately, things went well and 

“re were no apparent casualties such as those 

ing increasingly reported in psychiatric journals. 

Ah he necessity for training group leaders for 

$ Ounter as well as sensitivity, theme-centered, 

ñ Mae and psychotherapy groups will be ob- 
ied 9 every reader of this book. What is more 

ed besides competency, however, is a sense 
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of professionalism among leaders and a way of 
adequately screening participants for encounter 
groups. 

The stress on intellectual and mechanized pur- 
suits has proven to be unsatisfying and unfulfilling 
in our alienated and fragmented society. Because 
of this, methods have been devised to augment 
the pale, wordy, and incomplete relationships 
of detached, isolated, and many so-called normal 
people with expanding feeling experiences that 
can allow for trust, identification, mutuality, com- 
passion, intimacy, and communion. 

The book. is **must" reading for all who wish 
to know more about the group growth scene, al- 
though it will at times shock and perhaps even 
offend the sensibilities of traditional therapists. 


MILTON M. BERGER, M.D. 
New York, N. Y. 


ExrmasENsORY Perception. Edited by Gertrude 
Schmeidler. New York: Atherton Press, 1969, 
161 pp., $2.95 (paper). 


This book is an anthology of nine excellent ar- 
ticles on experimental investigations in parapsy- 
chology. Dr. Schmeidler contributes a thoughtful 
introduction to the book in which she summarizes 
the history of parapsychology since the founding 
of the Society for Psychical Research in London 
in 1882, an event generally regarded as the begin- 
ning of scientific work in the field. She also con- 
tributes helpful commentaries on each article. 

The first three articles deal with criticisms of 
parapsychological experiments. Chapter ] re- 
prints Professor C. E. M. Hansel’s criticism of 
the Pearce-Pratt experiments, generally con- 
sidered to be among the better experiments in 
the field. This is followed by the rebuttal of the 
experimenters, Rhine and Pratt, who defend the 
experiments. In chapter 3 James C. Crumbaugh, 
long a benevolent skeptic of parapsychology, 
presents again his call for a repeatable experiment 
in parapsychology and declares that the failure 
to provide this is the greatest single obstacle to 
the advance of the subject. 

The remaining six chapters reprint previously 
published reports of successful experiments in. 
parapsychology. From these reports the reader 
can obtain a good view of modern experiments 
in parapsychology in the United States. Dr. 
Schmeidler in her commentaries quite properly 
emphasizes the delicacy of the faculty for extra- 
sensory perception (ESP). Slight changes in moti- 
vation or mood block it. The smallest change of 
conditions—internal or external—may throw it 
off. 

This is probably why we do not as yet have 
a repeatable experiment in parapsychology, that 
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is, one in which we can guarantee success in the 
presence of anyone at any time. But we do have 
many experiments that have been successfully 
repeated. This is not the same thing as a repeat- 
able experiment, but it is as much as many other 
investigators in the behavioral sciences can say 
of their experiments. 

Extrasensory Perception, in fact, contains an 
excellent example of a repeated experiment in 
parapsychology. It includes a report by an Indian 
investigator (Bhadra) of a replication in India of 
some of Dr: Schmeidler's own experiments. She 
has shown that belief or disbelief in ESP (sheep 
and goats) correlates well with actual performance 
in ESP tests, Sheep (believers) tend to score well, 
goats (skeptics) poorly. Some American parapsy- 
chologists have successfully replicated Dr. 
Schmeidler's work, with American subjects. 
Bhadra found a similar differentiation in a group 
of Indian college students, thus successfully re- 
peating the experiment in a different culture. 

I recommend this book highly as an introduc- 
tion to the field of parapsychology. However, 
there are many excellent experiments and a mass 
of important observations on spontaneous para- 
psychological experiences that are not touched 
upon in this necessarily short introduction to the 
subject. Also, the foreign literature, which is of 
great significance in this field, is barely alluded 
to. 

Extrasensory Perception is well produced, with 
an index and adequate references for those who 
wish to read further. It contains numerous ref- 
erences to the interplay of ESP and those factors 
of mood and motivation that especially interest 
psychiatrists. Through parapsychological inves- 
tigations we are gradually developing new insights 
into the nature of human personality. At present 
psychiatric knowledge can often clarify parapsy- 
chological experiences; eventually parapsycho- 
logical experiences may revolutionize psychiatry. 
Now is the time for psychiatrists to start reading 


in the field, and this is a first-rate book with which 
to start. 


IAN STEVENSON, M.D. 
Charlottesville, Va. 


Tue Crisis or Psyc 
New York: Holt 
161 pp., $5.95, 


The title of thi 
which is well wri 
has begn in the 
tion is that the 
tion of psychoa: 
with medical an 
part of thi 


[146] 


HoANALYSIS. By Erich Fromm. 
; Rinehart and Winston, 1970, 


is book fits only the first chapter, 
itten and provocative, as Fromm 
Past. The burden of his presenta- 
historically significant contribu- 
nalysis was in its radical break 
id social thinking during the first 
€ 20th century. With carefully docu- 
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mented sentences he shows, in design if not in de- 
tail, how this torch of newness has burned down 
to the tiny flame of conformist theory. 


Fromm believes that Freud's original genius— 
to challenge the mode of his times—was dimmed 
by personal peculiarities. In the traditional game 
of analyzing Freud, Fromm handles himself well. 
The gist of Freud's personality, Fromm believes, 
was that he demanded of others unquestioning 
loyalty to him. “To him" meant to his ideas, at 
whatever point of change. The early defections 
are well known to any student of psychiatry. Less 
well observed by students, especially psychoana- 
lytic students, has been the tendency to go the 
opposite way. Fromm believes that pure devotion 
to Freudian theory, without Freud's genius to 
evolve new concepts, is primarily responsible for 
the stagnation that now besets psychoanalysis. 
He gives interesting examples, eg. Jones's 
"proof" that Rank and Ferenczi were insane at 
the time of their defection or, in a lighter view, 
the still dominant notion in some analytic camps 
that women are really castrated men. 


Fromm closes his original first chapter po 
complex discourse about Marcuse, which T 
be of interest to anyone not already familiar vit 
Marcuse's position regarding Freudian ER 
No mention is made of Rubin or of Gore Vidal, 
but Fromm spends his pages trying to un 
to the reader just how a man such as MA 
could have arrived at such a “distorted” view 


Freudianism. He is much kinder, in the OR e 
paragraphs, to the works of Hartmann dee still 


feels is trying to move forward, although 
bound by orthodoxy. 


Fromm's last thought is a brief paragraph of 
hope—that psychoanalysis will shed its p 
lyzing conformity and rise to meet the Me 
lenge of our century. Fromm believes our en 
current challenge is to understand the Ss 
that have replaced Victorian sexual tpe bac 
wit: alienation, anxiety, loneliness, UE 
feeling deeply, lack of activeness, and lac jc low- 
Together these constitute a sort of caonag be- 
grade schizophrenia,” generated, deest 
lieves, in the “cybernated, technologica 
of today and tomorrow. a the 


In the pattern of modern books, m od 
pages from 30 to the epilogue on page 15 tion is 
reprints of previous papers. Ihe sexo ta ol 
chapter 6, a discussion of the significan ng 
mother right for today; this chapter is à Be an 
version of several papers. All are interest! The 
do constitute essays on social psychology to 
fresh interpretation of Marx’s contribu P 


i 
the knowledge of man is well done, alte bon 
does not fit with the title of the book. f whom 


will hold most charm for Fromm fans, ^ | 
I am one. Those seeking great definitio 
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“crisis of psychoanalysis” may well be disap- 
pointed. 


RAYMOND HEADLEE, M.D. 
Elm Grove, Wis. 


Social Tuoucur iN THE Soviet Union. Edited by 
Alex Simirenko. Chicago: Quadrangle Books, 
1969, 425 pp., $14.95. 


This is a comprehensive collection of original 
essays on Soviet social sciences. While the essays 
are uneven in quality, the book still succeeds in 
giving a panoramic view of intellectual life in the 
U.S. S. R. 

Simirenko's introductory essay on the develop- 
ment of Soviet social science is followed by Man- 
del’s detailed presentation of Soviet Marxism, the 
ideological basis of all social sciences in the 
US. SR. 

For the psychiatrist reader, most informative 
are the essays by Bronfenbrenner on character 
education, Molino on psychology, and Ziferstein 
on psychiatry. The primary characteristics of the 
Communist method of character training, as ex- 
Pressed by Bronfenbrenner, are the early re- 
Placement of the family as the principal agent 
of socialization by the peer collective, the replace- 
ment of competition between individuals by 
Competition between rival groups, and the re- 
placement of personal incentive by the motivation 
of the collective. 

Within this framework the principal methods 
i Social control are public recognition and pub- 
MC group criticism being the vehicle for 
TUS in self-criticism. There are indications 
Men ese principles of character training have 
WR prematurely introduced. Consequently. an 
* E need is expressed to conduct research 

nconscious processes (Bozhovich) and social 
fed ey (Kovalev). Whether all of this will 
iem o an enrichment and widening of the 
us etical basis of Soviet character education— 

is merely a tactical step backward—still re- 
Mains to be seen. 
ten Molino's review of contemporary Soviet 
the cone psychology is informative, it lacks 
ee ain of understanding that characterizes 
tiders the other papers. Without having any real 
in his anding of Pavlov or Marx, he still succeeds 
teen goal of illuminating certain trends in the 

i t growth of experimental psychology in the 

viet Union. 

EN concluding chapter Simirenko succeeds 
With g pnstráting the compatibility of sociology 
the U Hei Marxism, the revival of sociology in 
SOR R., and the contributions of Soviet 

gists who apply Marxist principles—and 

Ogmas—in sociological research. Neverthe- 
* Simirenko maintains that the question 
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of whether Soviet sociology will become an ad- 
ministrative arm for fact gathering, a theoretical 
discipline satisfying intellectual curiosity, or an 
area of objective research cannot be answered 
with certainty. 

While it has no specific merits for psychiatrists, 
this book can be recommended to the intelligent 
layman interested in social thought in the Soviet 
Union. 

Tuomas A. Ban, M.D. 
Montreal. Quebec, Canada 


Tue Psycuiatrists. By Arnold A, Rogow, Ph.D. 
New York: G. P. Putnam’s Sons, 1970, 307 pp., 
$7.95. 


This book was bound to be written. Sooner or 
later someone would venture to scotch the hoary 
myths about psychiatry, psychiatrists, and psy- 
choanalysts. In turn, disgruntled and "cured" ex- 
patients, show biz people wanting to laud or con- 
demn or retrieve what their treatment cost in 
dollars and/or emotion, short-story writers and 
novelists, satirists and humanists, both good and 
bad, radio and television authors, cartoonists as 
well as apostates who no longer are believers—all 
have turned their hand in an attempt to charac- 
terize the many-featured face of American psy- 
chiatry. Up to now the picture has been kaleido- 
scopic. 

Professor Arnold Rogow is a political scientist. 
His scholarly bona fides in the behavioral science 
area is attested not only by the perceptiveness of 
his previous books but also by the thoroughness 
of this volume's bibliographic citations: refer- 
ences to 151 books, 176 “articles cited,” 39 "news- 
papers and magazines consulted," as well as three 
"unpublished sources” of data. 

Moreover, The Psychiatrists is replete with two 
appendices. The first one is an abbreviated Who's 
Who in Psychiatry and Psychoanalysis; it lists 58 
names (50 living persons, eight dead). Appendix 
2 is a glossary of 312 psychiatric terms selected 
from three of the more extensive and “official” 
glossaries. And there are 23 pages of “Notes.” 

In addition to this, Professor Rogow sent a 
pretested questionnaire to every 30th name in the 
membership directories of this Association and 
the American Psychoanalytic Association “on the 
assumption that psychiatrists and psychoanalysts 
are influential figures in the life of the nation." 
The total number of questionnaires mailed was 
490. Four hundred sixty of these were actually de- 
livered, and 184 were completed and returned. 
This is a percentile return of 40.0. APA members 
accounted for 149; 35 members of the American 
Psychoanalytic Association responded. 

Professor Rogow foresaw and consequently 
forestalled criticism of the validity of conclusions 
drawn from such a small sample by an explicit 
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qualifying statement that appears in the preface. 
Further, he admits that there is no way of know- 
ing to what degree those 184 respondents qualify 
as spokesmen for the more than 25,000 physicians 
who state they practice psychiatry. All that Ro- 
gow claims is that his book is “a study of values 
of psychiatrists and psychoanalysts and the role 
of these values in psychotherapy” inferred from 
these replies and his other sources of information. 
Collectively, this is the substantive base used to 
examine “the nature, problems, and goals of psy- 
chiatry itself.” 

While Rogow obviously is sympathetic to the 
values that he concludes from these data, this is 
not to say also that he is unaware of the deficien- 
cies in the response of psychiatry and psychia- 
trists to the pressing social problems and issues of 
these times. 

The Psychiatrists is a 307-page collage: a com- 
pilation of facts, impressions, inferences, conjec- 
tures, and opinions, Rogow highlights this exposi- 
tion with the adroit use of excerpts gleaned from 
the verbatim transcripts of the criterion group of 
184 respondents, which he judges to be “fairly 
representative of the profession as a whole.” The 
composite portrait of American psychiatrists is 
like a Japanese sumi-e painting in that it contrives 
a resemblance by the use of a remarkably few 
word pictures strategically placed. Of course, one 
could question the representativeness of the por- 
traiture; however, when it is appreciated that Ro- 
gow accomplishes this deft word sketch in a 32- 
page precis entitled “Who Does What to Whom?” 
the aptness of the sumi-e metaphor grows abun- 
dantly. 

In a chapter entitled “Career Patterns, Prefer- 
ences, and Problems” the author catalogs every- 
thing from earnings of psychiatrists to their living 
standards and what they consider basic psychi- 
atric literature. He concludes a discussion of de- 
terminants of success or failure in Psychotherapy 
with the prediction that in the years ahead, there 
will be "the insistence on a more scientific meth- 
odology, and, in particular, the empirical valida- 
tion of results is almost certain to take effect." 

It is at such epistemological points as this that 
Rogow lays down his sumi-e artist's brush to be- 
come the empiricist and thereby exposes himself 
to the same critical judgment that he levies against 
psychiatrists as clinicians. 

Toynbee, the British historian, apropos of the 
value-judgment Controversy that this observation 
highlights, has written: "Study will be most scien- 
tific when its object is the physical structure of 
the Universe ., +. the object of study that will be 
the least amenable to scientific treatment is the 
nonphysical facet of human nature." Also, it was 
Shelley who said: “Science can nobly await an an- 


swer; but common-sense acting on occasion must 
accept and act.” 
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As befits a political scientist, Rogow's chapter 
“The Politics of Psychiatry" is not only a broad- 
brush depiction of political actions within our 
professional organizations but also a graphic ex- 
posé of our political party orientations. In 1970it 
no longer is necessary to comment on "the com- 
fortable nonpartisanship of the past”; it is passé, | 
Rogow wisely anticipated the politicization in 
which everything is immersed these days: our 
communities, our hospitals and clinics—even our 
professional associations, let alone ourselves, Fur- 
thermore, it is Rogow's opinion that "pressing 
social problems" will make increasing demands 
upon the psychiatrist's “expert knowledge." 

Chapter 6 poses the knotty question of the ex- 
istence of a “sick society." Rogow’s conclusion is 
that most psychiatrists do agree essentially with 
this simplistic diagnosis. Those who affirmatively 
answered the question apparently agree with Ro- 
gow, who in substantiation of this assumption 
musters all the usual social indicators: the stark 
fact of student revolutionaries, the amount of al- 
cohol and drugs consumed, the number of par 
tients in mental hospitals, the suicide and divorce 
rates, and so on. 

As to the question of what is to be done aboy 
these problems, Rogow says that whereas rn 
chiatrists, politicians, and ministers do P ay 
“a satisfactory answer, . . . if an ethic of alie a 
tion” is not to replace the traditional Americ: 
ethic, an answer must be found. j «i 

Guessing what the future holds in store— i 

Se s in-ga “What is the 
turology"—is the current in-game. Son f 
year 2000 to resemble?" is the preoccupa Ro- 
great many persons as well as organiza m 
gow uses present styles and present voan Si psy 
chiatry to pose questions about the future d 
chiatry— psychiatric patients, its theori other 
practices—circa 2000 A.D. Similar to t Eo d 
such iffy questions raised about the fun e 
be answered only with another sheen i 
tion: “Indeed, is there any guarantee Beth 
psyche of the 21st Century man will resori 3o 
of the 19th-20th Century man, upon i ' whole 
form of one interpretation or another, a is 
of psychoanalysis and most of psyc! laboring 
based? To ask these questions is to risk 
the obvious.” 

This caviling aside, Professor Rogow hiatrists 
a scrutinizing eye on psychiatry as psy¢ us wha 
And it is high time that someone did to ing that 
we do to others. However, it is reas also 
Professor Rogow's analysis finds a ree are 
struggle with the issues that most woul Fei Jas: 
reality problems appropriate to what Iled the 
pers, psychiatrist-as-philosopher, has Cà 
“theatre of universal history.” 


does tur? 


p. 
P. ROME, M» jn. 
p Rochester. Min 
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Mino Over Marrer: Psycuoxinesis. By Louisa 
E. Rhine. New Y ork: Macmillan Co., 1970, 390 
pp., $7.95. 


There is probably a greater degree of interest in 
and openness toward the field of parapsychology 
among the general scientific community today 
than at any earlier time. Research reports have 
spread beyond the two specialized journals pub- 
lished in this country (the Journal of the American 
Society for Psychical Research and the Journal of 
Parapsychology) and have appeared in psychiatric 
as well as psychological journals. In the recent 
past two psychiatric journals devoted entire issues 
to the subject (the /nternational Journal of Neuro- 
psychiatry, volume 2, 1966, and Corrective Psychi- 
b Journal of Social Therapy, volume 12, 


Some of the prejudicial attitudes that have 
stood in the way of a serious consideration of 
parapsychological claims have withered away be- 
cause the main exponents of such views have been 
left with little other than the charge of fraud or 
self-deception. When the entire scene is taken into 
account the sheer volume of painstaking research 
laking place in academic surroundings, both in 
this country and abroad, makes this hypothesis 
more unlikely than the phenomena themselves. 


There are more positive reasons, however, to 
account for the greater degree of openness. There 
Is an awakening to new and exciting properties of 

inner space” coming on the heels of a break- 
through in our knowledge about dreaming and 
Psychotomimetic drugs. There is the application 
of new techniques to parapsychological research 
Such as plethysmographic studies and the electro- 
encephalographic monitoring of sleep. There are 
the continued careful and systematic quantitative 
ries that have characterized the work of Dr. 
oseph B. Rhine and his associates over so long a 
Period of time. 


vis Subject matter of this volume is the story of 
€ research effort to establish and explore the 
eling phenomenon of psychokinesis (PK) or 
pa irect influence of thought upon physical sys- 
ari It is written by Dr. Louisa E. Rhine, the 
M of Dr. Joseph Rhine and a distinguished 
á eisychologist in her own right. The book offers 
ie Diueneive accoun of studies initiated at 
fendin niversity in the early 1930s and later ex- 
eee to other laboratories here and abroad. It 
aiunt in considerable detail the enormous 
ie Lof investigative work that took place over 
fade 2 decades. It is an attempt at synthesis 
tes an popularization. Most of the studies 
DU ered were first published in the Journal of 
orc chology. The book provides both the his- 
ae Perspective and the human matrix linking 
Studies. The story that emerges is both fasci- 
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nating and compelling. 

The empirical fact that some gamblers seem to 
have a way with dice led to the use of dice as the 
vehicle for establishing the existence of a psycho- 
kinetic effect. Early efforts were directed toward 
getting above chance results when particular dice 
faces were chosen as targets. The work grew more 
and more sophisticated as efforts were made to 
rule out dice bias and skilled throwing as factors 
influencing positive results. Repeated experiments 
yielded significant probability values to a sufficient 
extent to allow for a systematic search for lawful- 
ness governing the phenomena, 


The main experimental thrust was in the direc- 
tion of trying to determine whether the results 
followed physical or psychological laws. The indi- 
cations from the very beginning were that psycho- 
logical factors were of the greater consequence. 
Interest, novelty, high motivation, and a relaxed 
attitude were more consistent determinants than 
variations in the physical system, The latter in- 
cluded every conceivable variation in size, shape, 
texture, mass, and number of the dice as well as 
experimentation with other target material, even 
including the rate of decay of radioactive sub- 
stances. 


Because of the number and reliability of repli- 
cated studies, the author regards PK as an estab- 
lished fact. There are many supporting data favor- 
ing a close link between extrasensory perception 
and PK. In both instances many of the supporting 
data are indirect and come from an analysis of the 
arrangement of hits in a series of runs, i.e., the so- 
called decline effect or clustering of hits, at the 
beginning. There is the further conclusion that 
psychological influences, both conscious and un- 
conscious, offer more consistently logical expla- 
nations for the variations in experimental results 
than any changes introduced into the physical 
system. 

Following the presentation of experimental 
studies there is a brief section speculating on the 
possible role PK may play in such alleged phe- 
nomena as unorthodox healing, psychic photog- 
raphy, physical effects noted at a distance at the 
time of death or dying, and finally, such phenom- 
ena as hauntings and poltergeist. None of these 
ghosts (sic!) has ever been set to rest, perhaps, as 
the author suggests, for the good reason that they 
may contain a kernel of genuine PK. 


There is a concluding section dealing with theo- 
retical models and philosophical implications. 
Here the author restates the deeply held convic- 
tions of J. B. Rhine concerning mind as an inde- 
pendent agency influencing the brain but not lim- 
ited in its expression to the nervous system alone. 
Mind energy impinging on external objects is PK. 
It is this same energy, however, that links mind to 
its bodily expression within the confines of the 
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skin. The only difficulty with this model is that it 
appears to explain more than it actually does. 

The story of PK as told in this volume empha- 
sizes the accumulation of evidence based on statis- 
tical analysis of data. Paradoxically, PK is the one 
area of parapsychological research where the 
single objective event if captured under scientif- 
ically believable circumstances would carry more 
weight than any further accumulation of indirect 
evidence. Soviet investigators are apparently pur- 
suing this tack. Convinced that the energy source 
can be discovered, they are directing their efforts 
toward understanding the mechanisms involved. 
It is for the future to say which approach will 
bring about what all investigators agree is an im- 
minent breakthrough in our knowledge of basic 
life properties. 


MONTAGUE ULLMAN, M.D. 
Brooklyn, N. Y. 


Acts or VIOLENCE BY PATIENTS IN MENTAL Hosp- 
vats. By Bengt Ekblom. Uppsala, Sweden: 
Svenska Bokförlaget, 1970, 130 Pp., no price 
listed (paper). 


There have been all too few good presentations 
concerning the-extent of acts of violence or as- 
sault. committed by patients in or on parole 
trom: mental hospitals, Sweden’s central record- 
ing of such statistics offers an opportunity for 
such a valid analysis. The author has reviewed 
these statistics along with case histories over a 
ten-year period ending in 1965, The statistical 
analysis seems unbiased and the recording con- 
cise and readily understandable. 


Acts of violence or assault range from verbal 
threats of serious i 


for the first time 
many hospital administrations have long sus- 
pected: that emp 

minimal risk of sı 


ilar finding the author con- 
ysis justifies the use of “more 
open and liberal regimes now ainin; i 
mental hospitals,” i Spee 

As a reference work, this should hav. 
every mental hospital library. 


€ a place in 
ARTHUR O. HECKER, M.D. 


Coatesville, Pa. 
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Parrerns or SeLr-Desrruction. Edited by. 
Wolff, M.D. Springfield, Ill: Charle 
Thomas, 1970, 81 pp., no price listed, 


On the whole I found this a disappoint 
book. It contains many of the drawbacks 
come from a decision to publish all the pap 
an annual institute, this one being the 12thN 
psychiatric Institute held at the Coatesville ( 
sylvania) Veterans Administration Hospi 
April 1969. The quality of the papers varie 
the editing is poor—much of the material is 
itive. This is to be expected if the authors d 
meet or consult prior to the institute. 

A number of old horses are whipped 
lessly. I am reminded that suicide is a le 
cause of death; that the actual number is in 
excess of the number reported; that more 
than women commit suicide, despite the faci 
women attempt it more; that the suicide rate 
with age, depression, and drug abuse and am( 
solitary, lonely people. I am reminded that 
whites than blacks commit suicide and tha 
chiatrists do it more than other physicians 
not understand why these figures are quoted 
and again, despite the fact that everyone a 
that the reported figures are grossly unreliabl 

Jacob Tuckman gives an excellent summary 
the work of the Philadelphia Suicide Preve 
Center, including the usual rationale and ph 
phy. Fortunately, he is mindful that it is di : 
to evaluate the effectiveness of such centers 
spite the fact that the centers have proliferat 
Most major cities in the past decade, there | 
evidence that any dent has been made in the in 
dence of self-inflicted death. A 

Dr. Tuckman does not consider the poss! 
that an equivalent proliferation of 24-hour 
chiatric emergency or crisis-intervention cel 
would be equally if not more effective in pre 
ing suicide. Only a small proportion of a 
self-inflicted deaths are obviously suicidal. 
centers do not deal with cardiac patients M 
taking digitalis, diabetic patients who stop id 
insulin, hypertensive patients who stop 

their anti-hypertensive medication, parie i 
bronchiectasis or emphysema who smokes 
thotics who continue their alcohol intake, 
chronic renal failure patients who imbibe € 
sive amounts of salt and water. 

These are only a small portion of the i 
ways in which “medical” patients may effec 
avoid psychiatric diagnosis, consultation 
treatment. It may be argued that Dr. a 
because of his less than comprehensive a 
and experience, can view the problem of $ 
only in severely limited dimensions. 

Possible advantages of this book ar i 
Short (81 pages) and has a good biblio d 
and an extensive index. It will enable a beg 
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to survey the field of suicide (superficially) in one 
evening. Thus it would help those doing a report 
for a journal club on the subject or those who 
must review before examination for Board certifi- 
cation. 

Howard Rome's paper, “Motives for Suicide,” 
is an interesting review of historical factors that 
facilitate the act (or reporting) of suicide. The 
editors own paper on suicide in the geriatric 
patient appears to be a crudely designed, im- 
pressionistic study that reiterates the clinically 
useless and unsound notion that a premorbid 
compulsive personality increases the likelihood of 
severe depression and suicide. 

Joel Cantor's paper, “The Search for the Sui- 
cidal Personality," is an excellent review of psy- 
chodynamic factors: it utilizes a number of useful 
conceptual frameworks that clinically antedate 
Suicide in known cases. Zygmunt Piotrowski's 
paper, "Test Differentiation Between Effected 
and Attempted Suicides,” is a step in the right 
direction, Although such studies are realistically 
modest about their validity and clinical useful- 
ness, they will pave the way to finding the 
answers to the complex factors underlying suicide. 


Victor BLooM, M.D. 
Detroit, Mich. 


PSYCHOPHYSIOLOGICAL MzrcHaNisMs oF Hypnosis. 
Edited by Léon Chertok, M.D. New York: 
Springer-Verlag, 1969, 202 pp., $13.20. 


hee reader need not be a devotee of hypnotism 
a e intrigued with the scope and content of this 
9 ume. Leading American and European investi- 
oe with an interest in hypnotic phenomena 
nale at the First International Symposium on 
BE Sychophysiological Mechanisms of Hypnosis 
P. Tance in the fall of 1967; the present volume 
Ntains their respective contributions. 
See of the papers contain an overview of the 
Ps carried out in the investigators’ particular 
S Contributions of high quality from 
GEI ysiology, behavioral and cognitive psy- 
di fee and psychoanalysis are brought to bear 
js € study of hypnotic phenomena and related 
pa nervous system functioning. 
su by E. R. Hilgard on the psychophysiol- 
tipher n reduction and by D. Langen Ones 
ita Wi changes in blood circulation contribute 
ship ie Moe to an understanding of the relation- 
to regi ypnosis to man’s psychological capacity 
EN ^ Stress. S. Black reports on the use of 
See ysiological techniques to objectify the 
ue of memory and hypnotically induced hal- 
m TS A brief paper by H. Gastaut provides 
id M E discussion of the diverse neurophys- 
meditari findings obtained from the study of 
ive states. The serious investigator, how- 
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ever, will need to return to the primary references 
out of which these papers evolved to adequately 
assess the methodological issues and the authors’ 
conclusions. Nevertheless, the heuristic value of 
each presentation justifies the reader’s attention. 

More directly related to clinical issues is Martin 
T. Orne’s discussion of the mechanisms of post- 
hypnotic suggestion. Orne emphasizes the need 
for precise attention to details of definition and 
observation, and he compares and contrasts the 
clinical use and experimental study of posthypnot- 
ic phenomena. D. Rosenhan describes an innova- 
tive approach toward studying the relationship of 
hypnosis to personality. The latter endeavor tradi- 
tionally has been a frustrating one for the re- 
searcher, but Rosenhan’s moderate results provide 
some encouragement. 

A shortcoming of this symposium is its failure 
to include a discussion of the papers. One wishes to 
know, for example, how the Pavlovian school 
reconciles the data presented from experimenters 


_ of different theoretical bent and vice versa. An in- 


formal critique of each other’s viewpoints and 
work would have complemented an otherwise 
highly worthwhile publication. 


Mas. EpGAR P. Nace, MC, USA 
Washington, D. C. 


Steep anp Dreaminc. International Psychiatry 
Clinics, vol. 7, no. 2. Edited by Ernest Hart- 
mann, M.D. Boston: Little, Brown and Co., 
1970, 430 pp., $21.50 (annual subscription). 


This issue of the International Psychiatry Clin- 
ics Series is organized around a number of basic 
questions in the area of sleep and dreams that 
were sent to various people interested in working 
in this field. The questions included: "What is 
good sleep? How much sleep is needed? What 
have we learned about the nightmare? What are 
the directions for future research?" 

The result is a potpourri of responses that 
vary all the way from provocative and stimulating 
to repetitious and banal. Careful reading is re- 
quired to find what is new in this book. People 
working in the sleep-dream area have been fortu- 
nate in being able to keep up fairly well with the 
literature via the yearly meetings of the Associa- 
tion for the Psychophysiological Study of Sleep 
(APSS) and the UCLA Brain Information Ser- 
vice, which has a monthly bibliographic coverage 
of articles appearing in the various periodicals of 
the world. 

Probably the best way to separate the “wit from 
the chaff” is to consider some of the speculations 
of workers in this field and some of their sugges- 
tions about what needs to be done. Thus Kleitman 
points to the basic rest-activity cycle as being a 
fundamental periodicity without any particular re- 
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lation to sleep and wakefulness. He makes the co- 
gent suggestion: Why not schedule classes in 
school, factory shifts, and so forth to take into ac- 
count this biological clock? 

Similarly, the late Arthur Shapiro was struck 
by the time lapse between one rapid eye move- 
ment (REM) period and the next as averaging 
85.5 minutes and that this was the value of 
Schuler's constant for the gyrocompass and also 
the approximate period of revolution of artificial 
satellites fairly close to the surface of the earth. 
His theory was: Could it be possible that some- 
where in our brains a mechanism is operating to 
preserve the image of a flat stationary earth when 
we are actually rotating on a sphere that moves at 
a tangential velocity of 1,000 miles per hour and 
reverses its direction every 12 hours? 

Speculations and suggestions such as these 
make the book worthwhile. But at the same time 
there is much to be waded through that has been 
said many times before. The book contains hard 
data that interrupt the pace of one’s reading and 
soft data that accelerate it, This sense of uneven- 
ness makes one impatient and raises two crucial 
questions about such a book: What role does it 
fill in our present state of knowledge, and for 
whom? 

Being generally well read in an important area 
of research and perhaps preparing for embarka- 
tion on research in this area would both be good 
reasons to include this book in one's reading. But 
neither the clinician nor the experienced re- 
searcher in this field will find it satisfying. Per- 
haps the book needs a running commentary by 
the editor, supplemented by a summary of the 
major contributions. Perhaps more clinicians 
such as Zetzel should have been included in the 
authorship or at least been made to grapple with 


the data generated by the plethora of sleep-dream 
studies in the past 15 years. 


Roy M. WHITMAN, M.D. 
Cincinnati, Ohio 


HA tucinocenic Druc Research. Edited by James 
R. Gamage and Edmund L. Zerkin. Beloit, Wis.: 
STASH Press, 1970, 130 PP., $2.95 (paper). 


This Paperback monograph represents the pro- 
ceedings of a symposiu 


College in October 
Student Association 


t 1 to provide informa- 
tion on psychedelic drugs and marijuana. This ed- 
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good start in this presentation, in which attention 
has been primarily directed to LSD Studies by 
investigators identified with research on the psy- 
chedelic drugs. 

Most of the symposium's ten papers have 
been carefully formulated and appear to have 
achieved their mission in outlining some of the 
important aspects of hallucinogenic drug re- 
search, as well as its limitations and the issues that 
have created some of the uncertainties and con- 
troversy in this area. This was achieved by ase 
quential arrangement of the presentations, begin- 
ning with a brief introduction and a discussion of 
the problems and prospects of research with hal- 
lucinogens. Unfortunately, little is said about the 
necessity for having a thorough training in the ust 
of these compounds, training that can only be ob- 
tained in a setting where the compounds are under 
continuous study by clinical investigators exper 
ienced in their use. This is a most serious omis- 
sion. A 

The following paper on the psychological d 
fects produced by hallucinogens is We 
superficial in its approach to the complex Me 
of these drugs and the factors that influence t i 
effects. The two papers on the potential pi 
of hallucinogens present a brief survey 0) i 
hazards but unfortunately suffer from the fact thal 
the authors do not have firsthand or Me 
clinical experience with these problems. Me 
ports on the investigation of LSD as a tre iei 
modality, the detailing of the differences int dE 
perimental treatment procedures is of co 
able value for its clarification of several sign! 
factors. 

A study reporting attempts to eval 
fluence of the “psychedelic experienc Wi, 
temporary art and music presents à e is in 
mary of the literature pertaining to ated 
recent years to study the psychedelic e. from 
creative process. The presentation of da rea sul 
survey of artists on their activities in this apsequetl 
marizes their subjective experience and su cate 
reflections; the data are outlined ina Desi 
esting array of provocative information. he social 
posium concludes with a discussion b. ugs a 
aspects of research with psychoactive mend est 
with a plea for greater freedom to oe vi 
compounds; this reviewer can take no 1S 
that plea. and asa 

The monograph can be easily reads MD 
whole the presentations tend to be fal some Bf 
The papers summarize rather effectively Pn 
pects of our information on this constances 
subject; they are accompanied in mons be re 
by well-chosen references. The book “pray 
ommended as a useful addition to one’s! 


s 


uate the in 
c" on con: 


M.D. 
. KURLAND, id. 
ALBERT À Baltimore: 
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Innovations IN SociaL Psycutatry. By Joshua 
Bierer, M.D., and Richard I. Evans, Ph.D. Lon- 
don: Avenue Publishing Co., 1969, 212 pp., $4 


(paper). 


Innovations in Social Psychiatry is written as 
an interview between Dr. Bierer and Dr. Evans; it 
includes as well several papers written by Dr. Bier- 
er and his associates on the day hospital and the 
therapeutic social club. The interview technique 
is used to filter Dr. Bierer’s empirical ideas and 
practices through the social psychological per- 
spective of Dr. Evans. This reviewer, on the 
whole, preferred Dr. Bierer’s pioneer homespun 
to the academic gown in which Dr. Evans sought 
to clothe him. Dissent with pioneers tends to en- 
courage their creativity. Had Dr. Evans challenged 
more and edited less, he might have had greater 
opportunity to savor Dr. Bierer’s originality. 

Although Dr. Bierer challenges many classic 
psychoanalytic doctrines, he is basically psycho- 
dynamic rather than sociodynamic in his views. 
He sees, for example, human motivation arising 
More out of the individual’s need to compensate 
than out of imposed social values. A psychody- 
namic viewpoint is obviously more limited than a 
sociodynamic one in the practice of social psychi- 
atry. If, for example, in dealing with the problems 
of frigid women, our assumption is basically that 
frigidity is due to some form of penis envy, then a 
Social club containing frigid women would be lim- 
ited to commiseration, resignation, or the sharing 
of whatever meager power women would be per- 
AM to exercise. If we assume, sociodynami- 
eit a principal component of frigidity is the 
iu ineness of the entrenched patriarchal struc- 
c o grant social position and status to sensual 
thes ce then a social club could as well devote 
f o developing recognition and respect for 
emale sensuality, 
aun therapeutic social clubs, like other 
ioi ould be expanded into national and inter- 
feelin a oreahizations to give their members the 
en M ga the mores and customs they developed 
ara AL small group have some hope of wide- 
ha issemination. It is of course conjectural 
neal A not the club structure for mental hos- 
Stage ee will work as well in the United 
fabled TUN does in England. In England even 
ps Se (i.e., Robin Hood) have generally 
erally b y, whereas in America they have gen- 
Sel£ relin loners. In a society touting ideals of 

me nce, the need for clubbiness is often an 

jh ssion of weakness. 
d oe Dr. Bierer espouses a multidimension- 
Unidimens «his criterion for “cure” tends to be 

Hache pee social adjustment rather than 
problems Menon As a result, many complex 
terae at may limit a patient's future effec- 

S tend to be oversimplified. Sexual nomad- 
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ism may, for example, be more useful (even ifitis 
not actively advocated by the therapist) as a way 
of life for the schizophrenic girl who is adept at 
finding flaws in flamboyant stars she seeks to 
hitch her wagon to than a life of constant frustra- 
tion and multiple divorce. 

In his case histories Dr, Bierer also oversimpli- 
fies the evaluation of what is traumatic to a pa- 
tient. He sees trauma through the prejudiced eyes 
of social consensus. Death of a mother, for ex- 
ample, is per se traumatic. Case histories might 
be more helpful if we could quantify trauma as 
seen through the patient’s eyes. 

No criticism of this work should detract from 
acknowledgment of Dr. Bierer’s massive contri- 
bution to a more human and social treatment of 
severe emotional disturbance. 


InviNG ManKOWITZ, M. D. 
East Orange. N.J. 


Socar Psycniatry. By the Association for Re- 
search in Nervous and Mental Disease. Re- 
search Publications Series, vol. 47. Baltimore: 
Williams & Wilkins Co., 1969, 343 pp., $21. 


Social Psychiatry is a compilation of the pro- 
ceedings of the meeting of the Association for 
Research in Nervous and Mental Disease held 
in New York in December 1967. Dr. F. C. Red- 
lich, the editor of the volume, and the association 
define social psychiatry as the investigative en- 
deavor on which. practitioners base the practice 
of community. psychiatry. As such, most of the 
papers are reports of research studies or research 
approaches upon which various community. psy- 
chiatry programs might be established. 

The character of the papers is quite uneven; 
they range from reports of specific research stud- 
ies to broad philosophical discussions of evalua- 
tion and research strategies. The. research-ori- 
ented social psychiatrist will surely be interested 
in all of these papers. Community psychiatrists 
and other community mental health workers 
will be interested in the findings, but they may 
find some of the discussion of research a bit out 
of their area of concern. 

The book's format is much like* that of a 
journal; the papers are published as they were 
originally written, each with the comments of the 
discussants at the conference. This in itself gives 
a variety but also an unevenness. One has the 
feeling that many of these papers were abbrevi- 
ated à bit too drastically in order to fit the pre- 
scribed time limits for their presentation; a good 
bit of the flavor and finer issues are missing. How- 
ever, the references listed at the end of each 
chapter refer the reader to more comprehensive 


reports. ; 
HaroLp L. McPHEETERS, M.D. 


Atlanta, Ga. 
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SCHIZOPHRENIA: Current Concerts AND RESEARCH. 
Edited by D. V. Siva Sankar, Ph.D. Hicksville, 
N. Y.: P.J.D. Publications, 1969, 944 pP. 
$21.50. 


This massive book is a kind of omnibus of 
Schizophrenia, which, like its vehicular counter- 
part, contains a large number of passengers (63 
papers) bound for a variety of different destina- 
tions. These passengers vary considerably in 
sophistication, differing in purpose, and are not 
often well acquainted with each other. 

The editor states that the purpose of his com- 
pendium is to show the diversity and heteroge- 
neity of schizophrenia research. He draws the 
book’s contents from articles presented at the 
1968 symposium on “Schizophrenia: Current 
Concepts and Research,” held in New York City 
under the sponsorship of the Eastern Psychiatric 
Research Association and the Psychiatric Re- 
search Foundation (New York). While the con- 
tents are indeed varied, they are weighted heavily 
in the direction of physiology, biochemistry, and 
psychopharmacology (roughly 80 percent). 
Studies dealing with the psychological and en- 
vironmental aspects of schizophrenia are con- 
spicuously few. A high proportion of the papers 
are not reports of original research but review 
articles, some of which are well done and merit 
the attention of the clinician as well as the re- 
search specialist. 


Two clusters of papers are worth noting—the 
biochemical and the electroencephalographic 
sleep articles. Transmethylation and 6-hydroxy- 
lation of indoles are discussed, as well as serum 
polyamines. There are seven articles dealing with 
the electroencephalogram in schizophrenia, three 
of which are sleep studies. Snyder contributes 
a review of sleep studies in psychosis. 

_Gleser and others Provide a study that will 
discourage the tendency to overmedicate chronic 
patients (some patients improve when taken off 
phenothiazines). Blumenthal’s lucid article on 
“Research Strategy in Schizophrenia” gives an 
excellent and most worthwhile exposition of 
the “multiple variable” problem. Rainer reviews 


genetic research in Schizophrenia, and Malitz 
reviews lobotomy. 


Unfortunately, some Of the papers are less 
scholarly than others and the quality of this vol- 
Somewhat uneven. Whi 


of use to the general psychiatrist than Bel 
Loeb's The Schiz ^ ie. thee 


Is no index. 


The reference is: 


1. Bellak L, Loeb L (eds): The Schizophrenic Syn- 
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drome. New York, Grune & Stratton, 1969 


JOHN T. MALTSBERGER, M.D, 
Brookline, Mass, 


CHANGING ParreRNS iN. PsvcuiaTRIC. Care. Edited 
by Theodore Rothman, M.D. New York: Crown 
Publishers, 1970, 284 pp., $7.95. 


This compilation of 16 papers, some of which 
have been published or were delivered at a meeting 
of the American College of Neuropsychopharma- 
cology, presents facets of changing patterns in 
psychiatric care that are rooted in scientific. ap: 
proaches, Research in psychopharmacology is 
used as an example of a basis for a more scientific 
approach in the treatment of schizophrenia and 
affective disorders. 4 

Much of the research reported here was carried 
out four or five years ago and has since been ex- 
tended or the findings superseded. However, the 
historical and clinical discussions are still bii 
and pertinent. Several papers touch upon the rele- 
vance of the adminstrative management of patient 
care in and out of institutions to both patient im- 
provement and validity of research faa 
especially in relation to psychopharmaco ks 
Philip May writes, "We must create an Pg 
phere in which the research investigator and. É 
entire institution have a sense of active participa 
tion .. .”” (p. 257). d j 

Ed of the principles of milieu b 
and community psychiatry also influence Md 
administration and effects. Engelhardt ae 
golis found in their drug research bs: E Het 
phrenics that hospital-prone and non s 
prone patients could be differentiated T Es 
clinic milieu and the physician contact Pd 
tribute to prevention of hospitalization. Ro los 
describes a cohort of first-admission a i 
phrenics who could be managed successfu 7 us 
a brief hospitalization by means of minip AUR 
Chotherapeutic management, minima Fite 
treatment, and minimal social therapy aj! 
which he terms "contemporary moral n up 
Greenblatt and Sharaf speak of the need y ychi- 
cate all disciplines working in community P 
atry about drugs. 

Donald Klein and the Hillside an 
York) group contribute several chapters onitary 
importance of diagnosis vis-à-vis hat their 
theories of mental illness. They believe t ient dè 
studies demonstrate that systematic mE ration- 
scription and classification are crucial to and, in 
al approach to treatment and prognosis 
turn, to etiology. r on 

Tourney ose a well-researched de urges 
"Psychiatric Therapies; 1800-1968." d in eval 
that a historic perspective be maintaine! 


i c manital- 
uating current developments. ". .. hU 4 
ry 19 
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iansim in itself. . .[is not]. . „the solution to 
our psychiatric problems” (p.36). 

The book succeeds in delivering its message: 
Scientific psychiatry benefits the mentally ill; 
moral therapy contributes a conceptual frame- 
work that is useful in mental health services; 
philosophical approaches are only rational spec- 
ulations; a scientific psychiatry is possible and is 
exemplified by neuropharmacology in the treat- 
ment of schizophrenia and affective disorders. 
The editor concludes with the warning: “There is 
always a philosophical, social or political move- 
ment lurking around the corner that could divert 
psychiatry. . .” (p. 284). 

Rothman deserves high marks for his excellent 
editing. 


Lucy D. Ozarin, M.D. 
Chevy Chase, Md. 


Beyonp tHe Coucu: DIALOGUES IN TEACHING AND 
Learninc PsycHoanatysis IN Groups. By Alex- 
ander Wolf, M.D., Emanuel K. Schwartz, 
Ph.D., D.S.Sc., Gerald J. McCarty, Ph.D., and 
Irving A. Goldberg, Ph.D. New York: Science 
House, 1970, 360 pp., $12.50. 


This book consists principally of tape-recorded 
telephone interviews between an experienced psy- 
chiatrist with his closely associated clinical psy- 
chologist in New York, and two younger clinical 
Psychologists in Seattle. It claims a first in tele- 
dus supervision of a group, by a group, for the 
f aching and learning of group therapy. The pro- 
eee! fees and telephone charges amounted to 
Whats $100 per session, which clearly illustrates 

^ inflation has done to the value of the dollar. 
s an chapter describes guiding principles 
photos niques in “what has become identified as 
icu oanalysis. in groups"; the second chapter 
NET training or didactic supervision for the 
ditio ese are reasonable, sound, perceptive dis- 
ity Bhan are of higher quality than the follow- 
made bi apters, which record verbatim remarks 
ihe Y all parties during about ten percent of 
meu woe mately 200 didactic sessions that took 

n ie a four-year period from 1961 to 1965. 
al ee unfortunate that the dates of the individ- 
tion i are not given, although the diminu- 
fested RU over group therapy results mani- 
abrupt y the trainees, as well as the surprisingly 
di i termination (almost by ukase), indicate 
m ME are recorded chronologically al- 

£^ not successively. 

tong TEL EUDIe “pecking order" observed 
of the out the sessions bespeaks the authenticity 
tige RUP formation; while it follows the pres- 
Permits "s commonly found in our culture, it yet 
Up on s e most masochistic member to wind 
€ bottom and thus again illustrates the 
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peculiar genius of unconscious forces. 

The question of whether this technique is prop- 
erly called “psychoanalysis in groups" depends of 
course upon what is meant by “psychoanalysis.” 
If using psychoanalytic terms such as "trans- 
ference,” "acting out," or "working through" 
freely to "explain" behavior is psychoanalysis, 
then this technique is quite properly named. If. 
on the other hand, “psychoanalysis” refers to 
that ineffably subtle human interaction that is 
simultaneously analytic and synthetic, that can 
only occur when one member of the transaction 
has discovered how to be himself in a civilized 
way and is willing to help others do the same, if 
this is what psychoanalysis means, then what is 
demonstrated in this book should be called “psy- 
choanalytic jargon in groups.” 


ALAN CHALLMAN, M.D, 
Minneapolis, Minn. 


Benaviour TuHerary IN CLINICAL PSYCHIATRY. 
By V. Meyer and Edward S. Chesser. Balti- 
more: Penguin Books, 1970, 273 pp., $2.95 


(paper). 


This relatively inexpensive paperback book 
deals in a comprehensive manner with the theory 
and clinical practice of behavior therapy. The 
authors are psychologists in the Department of 
Psychiatry at Middlesex Medical School in 
England. 

For the uninitiated, the text may be a little 
hard to follow because of unfamiliar terminology 
and the state of flux in which the new science of 
behavior therapy finds itself. For those with some 
knowledge of behavior theory and practice, this 
book should be invaluable, for the presentation 
is succinct, exhaustive, balanced, and very up-to- 
date. 

Modern behavior therapy is based on experi- 
mental psychology, conditioning processes, and 
learning mechanisms. The fundamental assump- 
tion is that abnormal behavior, having been 
acquired through faulty learning, can be un- 
learned. New, healthy patterns of behavior can 
then be established by relearning. Some of the 
procedures used to do this are desensitization, 
aversion therapy, “flooding” or implosive ther- 
apy, and operant conditioning. 

Behavior therapy makes no claim to account 
for the totality of the human psyche or its treat- 
ment. The emphasis is on those disorders with 
which this therapy has had the most success and 
which are all too often not significantly helped by 
conventional psychotherapy. These include the 
phobic anxieties, alcoholism, sexual and social 
deviations, stammering, tics, obsessions, com- 
pulsions, enuresis, and childhood behavior dis- 
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orders. Some familiar examples of behavior 
therapy are the aversion techniques in the treat- 
ment of alcoholism, enuresis, and sexual and 
social deviations. The use of “reward” and "pun- 
ishment" in modifying the behavior of psychotics 
is an accepted therapy. The hierarchical desen- 
sitization of phobias is being increasingly used in 
treatment. 

Behavior therapy tends to bypass the conven- 
tional preoccupation with psychodynamics and 
psychosexual development and instead to attack 
symptoms directly and eliminate them. The 
authors authenticate the success of this new 
approach in many cases provided that care is 
taken in selecting the patients, symptoms to be 
treated, the method of treatment, and the quali- 
fications of the therapist. These are dealt with in 
detail. 

This text will be of value and interest especially 
to those engaged in or contemplating the practice 
of behavior therapy. It should be a “must” for 
those undergoing training or doing research in 
this new and highly specialized type of psychi- 
atric treatment. 


FREDERICK LEMERE, M.D. 
Seattle, Wash. 


A First Grour PsycHotHeRrary Book. By Edward 
L. Pinney, Jr., M.D. Springfield, Ill.: Charles C 
Thomas, 1970, 199 pp., $8. 


This is a textbook for the beginner in group 
psychotherapy. The author states that its purpose 
is to provide “instructions for psychotherapists 
who want to do group psychotherapy, a theoreti- 
cal basis for group psychotherapy, and tran- 
scriptions of the discussions at group psychother- 
apy sessions as illustrations of techniques for 
study.” 

Pinney begins by providing a brief historical 
background to the present-day group psycho- 
therapy movement. He then presents a basic for- 
mat for the training of the beginning: group 
therapist. His comments are succinct and per- 
tinent for one interested in the basic aspects of a 
group therapy training program. The chapter on 
“The Selection and Preparation of Patients” is 
too general, and the writer makes no mention 
of any exclusion criteria, which I would consider 
essential in a text aimed at the beginning group 
therapist. He makes little mention of how one 
should Specifically prepare a patient for group 
therapy itself. The chapter on “The Character of 
the Group” only briefly discusses the significance 


of group composition and its impact on the mem- 
bers ofa group. 


The verbatim 
for chapter 5, 
Group,” 
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transcripts that Pinney selected 
The First Meetings of a New 
are excellent and illustrative of some of 
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the typical problems and issues encountered in 
the early meetings of many psychotherapy 
groups. In chapter 7, "The Tasks of the Group 
Psychotherapist," Pinney discusses some of the 
therapist's reactions to his group and the impor- 
tance of the therapists continual self-appraisal, 
In chapter 8, “The Work of the Group,” he 
stresses the vital impact of the family and society 
on the shaping of personality and the manner in 
which we relate to other persons. Pinney indi- 
cates that one's characteristic maladaptive ways 
of relating to others will become manifest ina 
group. At these times other group members will 
often react in ways that will help clarify these 
maladaptive mechanisms, thus making change 
possible. 

This text is often too general and is often lack- 
ing in theoretical explanations of group phe- 
nomena. Its major contribution, and a significant 
one, is the extensive use of verbatim transcripts to 
illustrate important issues in therapy groups. | 
recommend this text to the beginner as an adjunct 
to a more comprehensive text. By his use of 
transcripts, Pinney does fill an important void in 
the group therapy literature. 


Myron M. Pisetsky, M.D. 
Hartford, Conn. 


NevuropnysioLocy ror Mepicat GRADUATES. B 
Edwin de Caire. Johannesburg, South a 
Witwatersrand University Press, 1970, 
pP., no price listed. 


It is most significant that this compact rl 
of neurophysiology grew out of a course B jd 
to prepare would-be psychiatrists for their Ts 
ma examinations in psychological medicit® high 
significant because it is an indication uu waht 
level of basic scientific information i EE 
to be relevant to psychiatry in the Unite! 
dom. 

Beginning with a concise argume he author 
cellular approach to neurophysiology, the rane 
considers in turn the ionic basis of the ur eo 
potential, the action potential, and impu d cot 
duction. He then reviews neuromuscular an 


4 Aube amenta 
tral synaptic transmission. These bs detail 


llowing 


nt for the 


chapters on reflexes, 
sensation, the motor system, 
mechanisms constitute less detailed bu 
introductions to the subjects at a levi 
introductory texts. The subjects O! 
sleep, and cortical functions are touche 
three brief concluding essays that sacr! 
prehensiveness and accuracy in favor o 
point of view. 
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The style is relaxed, and the reader is further 
disarmed by the casual, sometimes comical il- 
lustrations. These are unusual qualities in any 
text, and they are especially welcome in one 
dealing with such a forbidding and complex sub- 
ject as neurophysiology. In these respects the 
work is unique and offers a distinct advantage 
over other synoptic reviews. It should be possible 
to read the book comfortably in two or three 
evening sessions. 

This book, then, is recommended to the psy- 
chiatrist wishing to renew his acquaintance with 
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neurophysiology, especially its cellular aspects. 
It will also accommodate the medical student 
seeking a low-key introduction to the subject. 
While the content cannot be directly translated 
into clinical terms, its relevance to the mind- 
body problem and to such important areas as 
psychopharmacology is perfectly clear. Thus it 
is also recommended to those who consider the 
question: Which sciences are basis to psychiatry? 


J. ALLAN Hosson, M.D. 
Boston, Mass. 
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Books Received 


- The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


PsycHoLocicaL Aspects or Stress. Edited by 
Harry S. Abram. Springfield, Ill.: Charles C 
Thomas, 1970, 92 pp., $7.50. 


Famity Process. Edited by Nathan W. Ackerman. 
New York: Basic Books, 1970, 431 pp., $10. 


Task Force Report 2: PSYCHIATRIC EDUCATION 
AND THE Primary Puysictan. By the American 
Psychiatric Association. Washington, D. C.: 
APA, 1970, 74 pp., $3 (paper). 


Your REucioN: Neurotic or Heattuy? By George 
Christian Anderson. Garden City, N. Y.: 
Doubleday & Co., 1970, 191 pp., $5.95. 


Tue Wortp BIENNIAL or PSYCHIATRY AND PsycHo- 
THERAPY, vol. 1. Edited by Silvano Arieti. New 
York: Basic Books, 1970, 602 pp., $20. 


Abpiction AND Society. By Nils Bejerot. Spring- 
m Ill: Charles C Thomas, 1970, 290 pp., 


Edited by Steuart Henderson Britt, Ph.D. New 
York: John Wiley & Sons, 1970, 484 pp., 


| Consumer BEHAVIOR iN THEORY AND IN ACTION. 
| $11.95, 


NonMAL Tremor: A Comparative Stupy. By Joel 
| Brumlik, M.D., Ph.D., and Chong-Bun Yap, 
| M.D. Springfield, Ill: Charles C. Thomas, 
1970, 85 pp., $7.50. 
l 
| 


ThousteD CuipReN m A TrousLep WORLD. By 
CA Buxbaum. New York: International 
Niversities Press, 1970, 326 pp., $10. 


ie Death or tHe Famuy. By David Cooper. 
ew York: Pantheon Books (Random House), 
1970, 145 pp., $5.95. 


a Sex AND Sanity. By Isabelle Walsh Evans. 
ew York: Carlton Press, 1970, 168 pp., $3.75. 


m Emotionaty DisrumsEp Cup: A Book oF 
mae Edited by Larry A. Faas. Springfield, 
“Charles C Thomas, 1970, 384 pp., $14.50. 


A ar Years or PsvcuoLocv, 3rd ed. (re- 
M By J. C. Flugel and Donald J. West, 
Us M.D., D.P.M. New York: International 

Diversities Press, 1970, 380 pp., $12. 


P: 
a AND THE Army Brat. By Victor R. 
"zalez, M.D. Springfield, Ill.: Charles C 
.. tomas, 1970, 81 pp., $6.50. 
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Rote or Cvcuc AMP ın Cert Function. Ad- 
vances in Biochemical Psychopharmacology, 
vol. 3. Edited by Paul Greengard, Ph.D., and 
Erminio Costa, M.D. New York: Raven Press, 
1970, 381 pp., no price listed. 


Biotocic Retativity. By EF. R. N. Grigg, M.D. 
Chicago: Amaranth Books, 1967, 248 pp., 
$9.50. 


DISADVANTAGED CHILD, VOL. 3: COMPENSATORY 
Epucation: A Nationa Desate. Edited by 
Jerome Hellmuth. New York: Brunner/Mazel, 
1970, 463 pp., $12.50. 


Crosep Circuir TELEVISION FOR Pouce. By David 
A. Hansen and John J. Kolbmann. Springfield, 
Ill.: Charles C Thomas, 1970, 100 pp., $8.75. 


SHORT-TERM CHANGES IN NEURAL ACTIVITY AND 
Benaviour. Edited by Gabriel Horn and Robert 
A. Hinde. New York: Cambridge University 
Press, 1970, 606 pp., $28.50. 


INTRODUCCIÓN A LA PsicoLocfa M£pic4. By Jorge A. 
Insua. Buenos Aires: Columba S.A.C.E.LLF.A., 
1970, 408 pp., no price listed (paper). 


Tue First Henry Ford: A Stupy iN. PERSONALITY 
anD Business Leapersuip. By Anne Jardim. 
Cambridge, Mass.: M.LT. Press, 1970, 271 
pp., $6.95. 


FREDERICK TavLoR: A STUDY IN PERSONALITY AND 
Innovation. By Sudhir Kakar. Cambridge, 
Mass.: M.I.T. Press, 1970, 211 pp., $6.95. 


A Psycuiatric Recorp MANUAL FOR THE HOSPITAL. 
By Dorothy Smith Keller. Pittsburgh: Uni- 
versity of Pittsburgh Press, 1970, 222 pp., $8.50. 


Druc DEPENDENCE: Aspects OF Eco Function. By 
Henry Krystal, M.D., and Herbert A. Raskin, 
M.D. Detroit: Wayne State University Press, 
1970, 119 pp., $5.95. 


INTRODUCTION. TO  SrRUCTURALISM. Edited by 
Michael Lane. New York: Basic Books, 1970, 
456 pp., $10. 


Tur DEVELOPMENT OF THE CONCEPT OF SPACE IN 
THE Cmo. By Monique Laurendeau and 
Adrien Pinard. New York: International Uni- 
versities Press, 1970, 465 pp., $12.50. 


PHARMACOTHERAPY OF TENSION AND ANXiETY. By 
Heinz E. Lehmann, M.D., and Thomas A. Ban, 
M.D. Springfield, Ill.: Charles C Thomas, 1970, 
118 pp.,.$7.50. 


Tue EvoriowaLLv DisrumpED CHILD: À PARENT'S 


Gume. By Harold D. Love, Ed.D: Springfield, 
Ill.: Charles C Thomas, 1970, 99 pp., $6.50. 
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Group Processes: AN INTRODUCTION TO GROUP 
Dynamics, 2nd ed. By Joseph Luft. Palo Alto, 
Calif: National Press Books, 1970, 117 pp., 
$3.25 (paper). 


Freup. By O. Mannoni, translated by Renaud 
Bruce. New York: Pantheon Books (Random 
House), 1971, 207 pp., $6.95. 


Socar Retationsuips. By George J. McCall, 
Michal M. McCall, Norman K. Denzin, Gerald 
D. Suttles, and Suzanne B. Kurth. Chicago: 
Aldine Publishing Co., 1970, 193 pp., $7.95. 


A CELEBRATION or LaucHTER. Edited by Werner 
M. Mendel, M.D. Los Angeles: Mara Books, 
1970, 189 pp., $4.95. 


PSYCHIATRIC APPROACHES TO MENTAL RETARDATION. 
Edited by Frank J. Menolascino, M.D. New 
York: Basic Books, 1970, 744 pp., $17.50. 


PsycuiaTrY AND Its History: METHODOLOGICAL 
PmosLEMs iN RrsrARCH. Edited by George 
Mora, M.D., and Jeanne L. Brand, Ph.D. 
Springfield, Ill: Charles C Thomas, 1970, 
268 pp., $9. 


Junc, Gops, & Mopern Man. By Antonio 
Moreno, O.P. Notre Dame, Ind.: University 
of Notre Dame Press, 1970, 269 pp., $7.95. 


RECREATION AND LEISURE SERVICE FOR THE Disap- 
VANTAGED: GUIDELINES TO PROGRAM DEVELOP- 
MENT AND RELATED READINGS. Edited by John A. 
Nesbitt, Ed.D., Paul D. Brown, Ed.D., and 
James F. Murphy, M.S. Philadelphia: Lea & 
Febiger, 1970, 593 pp., $12.50, 


Tue Nature or CHILDHOOD Autism, 2nd ed. By 
Gerald O'Gorman, D. P.M. New York: Appleton- 
Century-Crofts (Meredith Corp.), 1970, 157 
pp., $7.75. 


Normat AcinG. Reports from the Duke Longi- 
tudinal Study, 1955-1969, Edited by Erdman 
Palmore. Durham, N. C: Duke University 
Press, 1970, 424 pp., $17.50. 
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ENVIRONMENT AND HUMAN EFFICIENCY. By E. C 
Poulton, M.A., M.B., B. Chir. Springfield, Ill. 
Charles C Thomas, 1970, 313 pp., $15.50. 


Tur ANGry Boox. By Theodore Isaac Rubin, M.D. 
New York: Collier Books (Macmillan Co), 
1970, 223 pp., $1.25 (paper). 


New Aspects or SroRAGE AND Rerease Mech- 
ANISMS OF CATECHOLAMINES. Bayer-Symposium 
II. Edited by H. J. Schümann and G. Kroneberg. 
New York: Springer-Verlag, 1970, 282 pp., 
$13.20. 


MzNraL Rerarpation AND Social Action. By 
Robert M. Segal, Ph.D. Springfield, Il: 
Charles C Thomas, 1970, 206 pp., $9.50. 


Sruptes iN Human Sexuat BEHAVIOR: THE AMER: 
can Scene. Edited by Ailon Shiloh. Springfield, 
Ill.: Charles C Thomas, 1970, 453 pp., $16.50. 


Tue Druc Users: THe PSYCHOPHARMACOLOGY OF 
Turninc On. By A. E. Wilder Smith, D.Sc. 
Ph.D., Dr. es. Sc. Wheaton, Ill.: Harold Shaw 
Publishers, 1970, 294 pp., $5.95. 


Dmucs AND Ceresrat Function. Compiled 
edited by W. Lynn Smith, Ph.D. Span ^ 
Ill.: Charles C Thomas, 1970, 272 pp., $17.25: 


Tue TALE or THE Seventh Trumpet: A SOCIOLOGI 
CAL COMMENTARY WITH AN INTRODUCTION TO s 
New Worin. By Marseille Spetz. Los Ange les: 
Deuce of Clubs Press, 1969, 63 pp., $5 (paper). 


Tue Group Process as A HELPING TECHNIQUE Hs 
Sheila Thompson, A.A.P.S.W., and J. H. Ma 
M.D., D.P.M. Elmsford, N. Y.: Pergam 
Press, 1970, 154 pp., $4 (vinyl). 


TnEDGOLD's MrNrAL RETARDATION, De 
R. F. Tredgold and K. Soddy. us í 
Williams & Wilkins Co., 1970, 486 pp. 9^ 


worrn. By 


Micro-Art: Art IMAGES IN A HIDDEN ny N. 


Lewis R. Wolberg, M.D. New er 
Abrams, 1970, 292 pp., no price listed. 


TRIC 

Tue EMOTIONAL REHABILITATION OF THE Ee ] 

Patient. By Kurt Wolff, M.D. Spin : 
Charles C Thomas, 1970, 214 pp., $119 
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Are the Ranks Closed? Attitudinal Social Distance 
and Mental Illness 


BY GUIDO CROCETTI, PH.D., HERZL R. SPIRO, M.D., AND 
IRADJ SIASSI, M.D. 


The authors review previous studies on social 
attitudes toward the mentally ill and present 
data from their field survey on the opinions 
and attitudes of a blue-collar population to- 
ward mental illness. Almost all the 937 re- 
spondents considered mental illness an ill- 
ness requiring the care of a physician and one 
that can be cured with proper treatment. Re- 
sponses to questions about social distance 
showed significantly greater acceptance 
than rejection of all those who were formerly 
mentally ill. 


A iig IMAGE OF rank on rank closed to 
A those classified as mentally ill is dramat- 
ic and tenacious but perhaps inaccurate. The 
idea that mental health professionals care for 
v patients in the face of a hostile popu- 
hio: ES neither understands nor accepts 
dne € somewhat quixotic in the light of 
Vibe r evidence. In this paper we shall: 1) re- 
the Previous studies of social distance from 
ID ill, and 2) present data from a 
(iria udy conducted in a homogeneous pop- 
tud n purported to harbor negative atti- 
es toward the mentally ill. 

ture establishment of the National Insti- 
Re. Mental Health in 1946 and the in- 
Menu of the federal and state govern- 
5 in mental health programs in the late 
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1940s inspired several assessments of public 
attitudes about mental illness (1-6). The 
primary concern at the time was evaluation 
of the popular support needed to endorse 
the expenditures required by these programs. 
The enactment of the Community Mental 
Health Centers Act of 1963 and its expansion 
in Public Law 89-105 in 1965, with empha- 
sis on community-based treatment of the 
mentally ill, have made public attitudes to- 
ward mental illness one of the most impor- 
tant factors in the management of mental 
illness. Success of community psychiatric 
programs and development of alternatives 
to hospitalization for persons suffering from 
mental illness depend, in a large measure, on 
a favorable climate of opinion in the com- 
munity. ; 


Review of the Literature 


Since its first use by Bogardus in 1925 (7), 
the concept of social distance has been main- 
ly devoted to social response to ethnic 
groups. The literature on attitudinal dis- 
tance from the mentally ill is of later origin 
and is sparser. In 1943 Allen (8) stated that 
public feeling about the mentally ill was 
characterized by fear, stigmatization, and 
rejection. Bingham reported essentially the 
same findings in 1951 (9). However, as early 
as 1948 Ramsey and Siepp (4) noticed that 
the public was moving toward a humanitar- 
ian and scientific point of view toward men- 
tal illness, and Woodward, in a study done 
in Louisville, Ky., in 1950 (6), reached similar 
conclusions. 

Among the earlier studies, the most pub- 
lished and most quoted is that of Star (5). 
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This study, originally called “The Dilemma 
of Mental Illness,” was carried out in 1950 
and was based on interviews of.3,500 per- 
sons in a national sample. Star’s conclusions 
were that people were greatly rejecting of the 
mentally ill and admitted only extreme psy- 
choses, accompanied by threatening as- 
saultive behavior, into their actual working 
definition of such illness. This survey in- 
cluded six case descriptions of mentally ill 
persons: a paranoid schizophrenic, a simple 
schizophrenic, a chronic anxiety neurotic, a 
compulsive phobic, an alcoholic, and a 12- 
year-old with a behavior disorder. These 
cases achieved standard use in subsequent 
studies. 


Although it was published in 1957, the 
field survey for Closed Ranks (1) was carried 
out in 1951. John and Elaine Cumming con- 
ducted a field experiment in two small Cana- 
dian towns. The people of one town were 
subjected to a program of intensive mental 
health education; the people of the other 
town served as the control group. Attitudes 
in both towns were surveyed before and 
after the educational program. The Cum- 
mings’ conclusion was that public attitudes 
toward mental illness were those of “denial, 
isolation, and insulation of mental ill- 
ness" (p. 119); hence the community's re- 
markable tolerance for deplorable condi- 
tions in mental hospitals, the patients" 
physical and social isolation, and the com- 
munity's rejection of ex-mental patients, 
They theorized that this was necessary for 
"the reaffirmation of the solidarity of the 
Social system in which the norms are not 
violated” (p. 127). They also postulated 
another function for the isolation of the 
mentally ill: that of reducing the guilt of 
those whose close ones have been sent off 
to the state hospitals. These attitudes per- 
sisted despite the educational program. 


Nunnally (3) carried out an ambitious 
five-year study during 1954-59. Using the 
Semantic differential, this Tesearcher con- 
cluded that public attitudes were negative 
and that the public was uninformed rather 
than misinformed about mental illness. 
Other Studies concerned themselves with the 
relationship of expressed Opinion to 
action (10) and employer attitudes in rela- 
tion to hiring the mentally ill (11, 12). Sev- 
eral authors found fault with the terms 
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“mental illness" and “mental health” (13- 
15). They felt that much confusion had re- 
sulted from viewing these two as opposite 
ends of the same continuum. 

By the late 1950s, Ridenour (15) and Gurin 
and associates (2) found much improve- 
ment in individual attitudes toward mental 
illness. Many positive concepts of mental 
health had been accepted, and people 
showed a willingness to admit their illness 
and seek psychiatric help. The Joint Com- 
mission on Mental Illness and Health, a 
composite of 36 national and public organi- 
zations established in 1955, published its 
final report, Action for Mental Health, in 
1961 (16). Greatly influenced by the findings 
of Star (5), the Cummings (1), and Nunnal- 
ly (3), this report paints a picture of rejection 
and punitive social response to mental ill- 
ness with a major lack of recognition of 
mental illness as illness and a pred mee 
tendency toward rejection of both menta 
patients and those who treat them. M id 
port further describes "a pervasive defea' 
ism” concerning the mentally ill. 

These assertions were in marked contrast 
with the 1960 findings of Lemkau al 
cetti (17, 18). In this study, a prona 
sample of 1,737 residents of Baltimore, e" 
was interviewed. Most questions used i 
identical with those used in previous he 
veys and included three of the six so 
descriptions. The sample population a 
“fairly well informed,” and showe iy ill? 
standing and tolerance for the menta i 
The majority identified given descr 
of behavior as indicative of menie 
felt that the patient should see a P y tal) 
and were in favor of treating the me Les 
ill in the community. These indie 
markedly inconsistent with "degit 
tion, and isolation." Many S" s nd- 
studies have confirmed the Baltimor 
ings (15, 18-24). s t0 

The similarity between social Ée 
members of ethnic outgroups an offman 
mentally ill has been of interest. Tass 
noted that these two groups can be arson 
among a more general category e 
who bear a "stigma" (25). Hu arture 
others (26) defined prejudice as 4 tion 
from some ideal norm of humá e 
ship. Stereotyping is defined by A F with a 
as “an exaggerated belief associate! 


19! 
Amer. J. Psychiat. 127:9, March 


È 


CROCETTI, SPIRO, AND SIASSI 


category” in order “to justify (rationalize) 
our conduct with respect to that category.” 
Using the above definitions, Chin-Shong (28) 
found some similarity between the response 
to ethnic outgroups and to the mentally 
ill. Other studies have shown that the 
“authoritarian” personality has been posi- 
tively correlated with prejudice (29) and with 
the rejection of the mentally ill (30, 31). 
What emerges with clarity is that those re- 
searchers who believe that there is a stigma 
attached to the mentally ill have found them 
to be generally rejected (1, 16, 32, 33). 


Factors in Social Distance 


What of the factors that influence atti- 
tudinal social distance? The body of litera- 
ture shows a high consensus that better 
educated persons tend to be more en- 
lightened, more humanitarian, and more 
scientific about mental illness. These observa- 
tions were noted in one of the earliest surveys 
made (4) and were confirmed in several later 
surveys (1, 6, 34, 35). However, Freeman and 
Kassebaum (36) found that education had 
little effect on attitudes to mental illness, as 
did Nunnally on a semantic differential 
scale (3). Phillips indicated that rejection of 
the mentally ill is based more on their devia- 
tion from the norms of the expected behavior 
than on other factors (37). With regard to 
social class, Dohrenwend and  Chin- 
Shong (35) noted that when a pattern of be- 
havior is defined as seriously deviant by both 
lower and upper status groups, the lower 
status groups are less tolerant. 

Acceptance of the mentally ill seems to be 
Negatively correlated with age; younger 
People are less likely to reject the mentally 
ill (6, 17, 28, 34, 36, 37). The effect of per- 
Sonal acquaintance with hospital patients 
is of interest. Phillips found that in going 
from “no acquaintance" to "friend" to 

family" there was reduced attitudinal dis- 

tance (32). Swingle, interviewing visitors to 
hospitalized patients, found that the non- 
related visitors were more accepting of the 
Senis than their visiting relatives (38). 
EAM found relatives more accepting of 

€ ex-mental patient, though they still 
showed a good deal of attitudinal social dis- 
Sa (39). Chin-Shong demonstrated more 
h Ceptance when there was a close tie to a 

Ospital patient (28). 
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Where do people seek help for emotional 
disorders? Halpert (40) stated that "Studies 
made at intervals from 1950 to the present 
indicate that there has been little change in 
the public's reluctance or inability to seek 
psychiatric care for such disorders." He 
based this conclusion on three studies: a 
1950 study in Louisville (6), the final report 
of the Joint Commission on Mental Illness 
and Health (16), and a 1963 study in New 
York City (22). Phillips has claimed that 
the mentally ill person is increasingly re- 
jected as he moves along a continuum from 
not seeking help to seeking psychiatric help 
to utilizing a mental hospital (37). In con- 
trast, in the Baltimore study (18) and the 
Kentucky study of 1964 (21), the vast major- 
ity of respondents knew that the patient 
should seek medical help. In a study in rural 
North Carolina(24), 31 percent of the 
respondents thought that a physician other 
than a psychiatrist was needed to help im- 
prove the mental health of the community, 
28 percent named a psychiatrist, and three 
percent named a minister. This contrasts 
with the Joint Commission's findings and the 
literature reviewed by Halpert. 

The issue of social distance in the psychiat- 
ric hospital has received attention. The 
optimal social distance between personnel 
and patients is sought (41). Henry described 
the need for maintaining social distance be- 
tween the patient and the staff member (42). 
Schwartz and Schockley stressed that nurses 
must keep the appropriate distance from 
patients, both: psychologically and physical- 
ly (43). 

Many feel that increased social interaction 
decreases social distance. It is felt that when 
the unknown and feared object becomes 
known and familiar it is a less suitable object 
for projection and displacement of re- 
pressed ego-alien tendencies. Knight, in her 
study of college teachers and students (44), 
found a decrease in social distance between 
them as a result of social interaction. Al- 
trocchi and Eisdorfer (45) found that with 
students in advanced stages of college and 
nursing training increased information alone 
did not result in favorable changes in atti- 
tudes. Favorable changes came from train- 
ing that included contact with the patient and 
the learning of psychotherapeutic behavior. 
Chin-Shong, however, wrote that “even if 
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close contact with the mentally ill should re- 
duce ordinary fear, other objections to them 
will arise, based on realistic experience ...” 
(28). Whatley also found no relation be- 
tween attitudinal social distance and 
acquaintance with a mental patient (34). 

As was mentioned above, the vanguard 
of psychiatric opinion is oriented more to- 
ward the conclusions of Star, the Cummings, 
and the Joint Commission about the public’s 
attitudinal social distance than toward 
the preponderance of contradictory evi- 
dence. This has had far-reaching conse- 
quences and has pervasively influenced psy- 
chiatric opinion. The resistance to policies 
that have proven beneficial, such as open 
doors, is rationalized in terms of the com- 
munity’s fears and hostility and its pressure 
that the mentally ill be isolated. The docu- 
mented quantitative findings of almost all 
the studies of the past ten years, however, 
repeatedly refuted the qualitative concept 
of a monolithic majority of any community 
“closing ranks” against the mentally ill. 

In this study, we have examined the opin- 
ions and attitudes of a blue-collar population 
toward mental illness. We have compared 
our results with those of the 1960 Baltimore 
study (18) for consistency. 


Methodology 


The Department of Psychiatry of the 
Johns Hopkins Hospital has been providing 
comprehensive Psychiatric services to 
United Auto Workers members employed at 
the General Motors plants in the Baltimore 
metropolitan area. The cost of these ser- 
vices is paid through a prepaid insurance 
plan mediated through Blue Cross and Blue 
Shield. Concomitantly, a Tesearch program 
was undertaken for the ongoing evaluation 
of this program and its implications for the 
prepayment of psychiatric services for the 
working class. We will examine here that 
part of the initial field Survey that dealt with 
the study population's opinions about mental 
illness and their attitudinal Social distance 
from the ex-mental hospital patient. 

The insured group consisted of 4,827 
workers and their families. A probability 

sample of 1,076 was chosen. Only one mem- 
ber from each household was interviewed, In 
the case of married members, the Spouse was 
the predesignated respondent in 50 percent 
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of the cases. The sample was representative 
of a population of 8,000 U.A.W. members 
and their spouses. A completion rate of 87 
percent was achieved (937 respondents), 

The sample was a one-class population— 
the upper part of class IV (46). The typical 
respondent was white, 40 years old, and lived 
in a row house. He was a high school 
dropout, was born in Baltimore or lived 
there for many years, had been married for 
over 17 years, and had two children; he had 
worked at the same job for over 13 yearsand 
his family income was close to $9,000. 

Our questionnaire was developed by ex- 
tensive testing and was administered by ex- 
perienced interviewers. It included the five 
questions that form the basis of this paper; 
they were the first questions to mention men- 
tal illness. No mental health educational 
efforts were directed at the sample until this 
field survey was completed. 


Discussion of Results 


Our first concern was the definition of 
mental illness as an illness. Respondents 
were asked: “Do you think people who are 
mentally ill require a doctor’s care just » 
much as people who have any other sort 0 
illness?" More than 99 percent of the re 
spondents answered yes. 

Pen years ago a probability sample OFT 
entire population of Baltimore was ia 
tioned. They were given Star's original bri 4 
standard descriptions of a withdrawn E 
phrenic girl, an alcoholic man, and a be 
noid man. These persons were not he 
as mentally ill. Respondents were asked P 
you think X should see a doctor or no i 
For the schizophrenic girl, 93 po 
answered yes. For the paranoid, 96 PT 
answered yes. For the alcoholic, 85 MH 5 
answered yes. Thus two random samp'e ud 
decade apart, using different question sd 
mats, gave virtually identical response uu 
populations studied conceived of the s; 
tally disturbed individual as “ill,” in ailing 
medical attention, and, by inference, !4 e 
within the sociologically defined “sick Toles 
with all that such a role implies. 

The second question dealt wit f treat 
or pessimism about the outcome 0 lic be- 
ment. It has been claimed that the publi ever 
lieves that no mentally ill person Sigma 
really “cured” and that a permanent $ 
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TABLE 1 
Response to Social Distance Questions About the Formerly Mentally Ill (Percentages) 


DEFINITELY PROBABLY PROBABLY DEFINITELY 


DON'T 


QUESTION WILLING WILLING UNWILLING UNWILLING KNOW TOTAL 
How would you feel about working on the 

same job with someone who had been 

mentally ill? 49 45 3 2 1 100 
How would you feel about rooming with 

someone who had been mentally ill? 14 50 18 19) 3 100 
Could you imagine yourself falling in love 

with someone who had been mentally 

ill? 15 49 14 13 9 100 


is attached to anyone with such an illness(1, 
5, 16). To the question “Do you think that 
most people who are mentally ill can be 
cured with the proper treatment?” 89 percent 
of the respondents said yes, five percent said 
no, and six percent did not know. In the 1960 
Baltimore study, using specific case descrip- 
tions, 79 percent felt that the paranoid 
could be cured, 72 percent the schizophrenic, 
and 57 percent the alcoholic. It would be dif- 
ficult to infer public pessimism from these 
responses. 


The remainder of the study deals with atti- 
tudes toward ex-mental patients, using three 
social distance statements (7); the results are 
shown in table 1. Viewing the responses to 
all three questions, it is evident that more 
Persons are willing to associate with the 
formerly mentally ill than are unwilling. For 
example, if a former mental patient were to 
work among our population of factory 
workers, he would encounter only two fellow 
workers out of each 100 who would be def- 
initely unwilling to work with him because 
he was a former mental patient. When 
Seeking a roommate, only 15 percent would 
definitely reject him solely on the basis of his 
Psychiatric history. And in courtship only 
13 percent would definitely reject him be- 
Cause he was an ex-mental patient. Members 
of few ethnic or religious groups in the 
United States encounter such a small degree 
of rejection. 

Another way of interpreting the findings is 
to make the assumption that respondents 
me answered “probably willing” or “def- 
an willing” are really answering “yes” 
E i those who answered “definitely unwill- 
a or “probably unwilling” are really 

Swering “no.” Such an assumption makes 
b i the classification of respondents 
ina. ve types: 1) those who could not fall 

Ove, room, or even work with someone 
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who had been mentally ill, representing the 
extreme of rejection; 2) those who would be 
willing to work with but not room with or 
fall in love with; 3) those who would be will- 
ing to work with or room with, but not fall 
in love with; 4) those who answered “yes” to 
all three questions, representing the ex- 
treme of acceptance; and 5) those who gave 
any other answers. The result of such a 
classification is shown in table 2. The magni- 
tude by which the most extremely accepting 
exceed the most extremely rejecting is signi- 
ficant: almost 15 times as many people gave 
totally accepting responses as gave totally 
rejecting ones. 

Finally, one may examine the degrees of 
social distance embodied in the three ques- 
tions and, simultaneously, the extent of 
willingness to accept such social distance. 
This is done by assigning a weight to each 
question and to each response. The responses 
implying the closest contact receive the 
highest weight, 3, and those implying the 
least contact, lowest weight, l. The re- 
sponse indicating the greatest willingness to 


TABLE2 


Patterns of Negative and Affirmative Responses 
to Three Social Distance Questions 


RESPONSE NUMBER PERCENT 
NO to all three 36 4 
YES to 

Work with 
NO to 

Room with 

Fall in love with 124 14 
YES to 

Work with 

Room with 
NO to 

Fall in love with 80 9 
YES to all three 515 58 
All other combinations 133 15 

888* 100 


Total 


T Forty-nine responses were eliminated from this tabulation because the 
respondents either were or had been clinic patients. 
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TABLE 3 
Social Distance Index of U.A.W. Members Toward the Formerly Mentally IIl (N = 888)" 
'OBABLY DEFINITELY 
oeomeor wine — WING KNOW UNWALLG  UNWILING Deonet of 
CATEGORY CONTACT +2 + o E] it 
443 400 9 27 9 
Work with 1 (+886) (+400) (o) (-81) (-54) 3 
124 444 27 160 133 
Room with 2 (4-496) (4-888) 10) 1-320) (-532) 2 
Fall in 133 436 80 124 2i 1 a à 
love with 3 (+798) (+ 1.308) (0) (-124) (-230| 
* Social distance index = 3435... +3.86, 
accept social contact receives the highest (60 percent). 


weight, +2 and the least willingness, the 
lowest weight, -2. The number of re- 
sponses in each category is multiplied by the 
weights for that degree of contact and de- 
gree of acceptance. These products are 
summed and then divided by the total number 
of people answering; see table 3. The result 
is a weighted average of social distance for 
this population—or an index of social dis- 
tance. By combining both the degree of 
social distance and the intensity of feeling, 
the index permits a quantitative compari- 
son of the overall acceptance by any popu- 
lation of the mentally ill. 

The total possible range of the social dis- 
tance index in this study is from a minimum 
of -12 to a maximum of +12. The mean 
score, i.e., the index of social distance for the 
population studied, was +3.86 or about 66 
percent of the maximum possible acceptance. 
The fact that the sign is positive shows that 
there is more acceptance than rejection. 
What does this degree of acceptance mean? 
In the late 1920s Bogardus, the originator of 
the concept of social distance, asked 1,725 
native-born Americans to rank 21 ethnic 
groups, using questions similar to those used 
in this study. Computing the index of social 
distance for these groups shows that the 
sixth most favorably accepted group was 
the French. They attained a value of 434 
on the same score range, or less than that 
obtained for the mentally ill in this study. By 
contrast, the Japanese—the lowest ranking 
group—attained a value of -436, ie, 
only 30 percent of the possible range of 
acceptance. The same index of social dis- 
tance for the 1960 Baltimore study also 
shows a considerable degree of acceptance 


! The rationale and derivation of this social distance 


index and its application to this and other studies are 
described in detail elsewhere (47). 
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These results should be considered against 
the general view that psychiatric patients will 
be the subject of community stigma and re- 
jection. Such predictions by mental health 
professionals easily lead to errors in plan- 
ning and distorted communications with 
public leaders; they might even boomerang 
into a self-fulfilling prophecy. Paranoid 
stances are rarely productive of fruitful co- 
operation. 


Summary and Conclusions 


The hypothesis tested here was that T 
preponderance of the public has attitu 2 
toward the mentally ill that are character: 
ized by stereotyping, stigmatization, pel 
tion, and prejudice and regards them as di 
curable. Our sample was almost undae 
in considering mental illness an Mer 
quiring a physician's care. Social i 
questions used in previous studies b^ i 
ployed and the responses were compara 
consistency with a 1960 study of the iling 
more area. The questions examined wi niu 
ness to work with, to live with, or to fa C 
love with an ex-mental patient. There 15 blic 
dence that for at least a decade the it i 
has accepted mental illness as illness, dii 
looks to the medical profession for the st 
ment of this illness, and that it is OP NET 
about the outcome of such treatment. po 
is no evidence in this study of exttéme n 
tion by blue-collar workers of the m Sul 
ill. As mental health professionals, Mr P 
move away from assumptions ba e may 
studies of two decades ago. The ee die 
have come to write a belated epitaph 
long-vanished “closed ranks." 
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Depressive Disease: Familial Psychiatric Illness 


BY JOE DORZAB, M.D., MAX BAKER, M.D., REMI J. CADORET, M.D., 
AND GEORGE WINOKUR, M.D. 


Data from families of 100 intensively studied 
patients with depressive disease (unipolar 
affective disorder) and a review of the litera- 
ture suggest that genetic factors play a role 
in the etiology of depressive disease. It is 
also possible that this disease may in fact be 
a heterogeneous group of illnesses with dif- 
ferent manifestations, for example, in males 
and females. The authors stress the need 
for further studies to test their hypothesis. 


RIMARY AFFECTIVE DISORDER may be de- 
P fined as affective symptoms occurring 
in an individual without a preexisting, non- 
affective psychiatric illness such as alcohol- 
ism, anxiety neurosis, or schizophrenia (1). 
Clinically, there are at least two types of 
primary affective disorder. 

One of these is bipolar affective disorder 
or manic-depressive disease in which both 
manias and depressions occur. Considerable 
genetic and clinical course data suggest 
quite strongly that manic-depressive disease 
is a distinct diagnostic entity, separate from 
other primary affective disorders (2). Family 
data indicate that it has a strong genetic 
component and is probably transmitted in 
an X-linked dominant fashion (2). Linkage 
of manic-depressive disease with a known 
genetic marker, the color blindness locus, 
tends to confirm the fact of X-linkage. Other 
data using the Xg blood system locus as a 
genetic marker also favor X-linkage. 

The present study deals only with those 
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primary affective disorders in which mania 
does not appear (unipolar affective disorder 
or depressive disease), Attempts to study 
depressive disease separately from manic- 
depressive disease have been made only in 
recent years. Such a distinction, which we 
have made in the present work, is an abso- 
lute necessity. ; 

This is a preliminary look at a rigorously 
defined group of patients with depressive 
disease and their first-degree family mem- 
bers. All subjects received an intensive vig 
sonal investigation to aid in e 
possibility that genetic factors play an el ra 
logical role in depressive disease. If gene i 
factors are strongly suggested in this RA 
of the study data and pertinent Be 
additional evaluations of possible moon 
transmission, population distribue 
linkage with known genetic traits WI 
required for proof of their validity. 


Method 


The methodology for the entire p 
was reported previously (3). The Lis 
were 100 hospitalized Caucasian e S 
admitted consecutively to the inpet ce 
chiatric teaching services of the "s. ik 
University School of Medicine. Six Y din 
were female and 31 were male. The i ud 
age at admission for the entire group 
45.9 years. j 

A semi-structured personal 4 
averaging two hours in length was 
evaluation. ; 

One hundred ARM 
family members were also sy in 
opui the same manner conci 
themselves, the proband, and their was ob- 
in general. In addition, informato de 
tained about 400 first-degree relati 
were not interviewed. i 

Inclusion criteria used for the se i. 
a proband included depressive n 
six of the following ten symptom 
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TABLE 1 
Some General Family Characteristics, Two Groups 
DEPRESSIVE DISEASE MANIC-DEPRESSIVE DISEASE 

{PRESENT STUDY, N=100) — (WINOKURI6), N - 89) 
ITEM PERCENT PERCENT P VALUE 
Affective disorder in at least one parent 26 52 .001 
Two-generation families 

(parent-proband, proband-child) 32 54 01 

Affective disorder in both parents 1 3.4 ns. 
Totally negative family history 16 10 n.s. 


appetite, weight loss, sleep difficulty, loss of 
energy, agitation, constipation, decreased 
sexual drive, loss of concentration, slowed 
thinking, or suicidal ideation. 

Exclusion criteria were rigid; they were 
designed to provide a group of patients with 
as homogeneous an illness pattern as possi- 
ble. A patient was excluded if he showed: a) 
evidence of a preexisting nonaffective psy- 
chiatric illness, b) presence of a medical ill- 
ness with known possible psychiatric mani- 
festations, c) history of mania or hypomania 
in the proband or his family members, d) 
abuse of alcohol or drugs in amounts likely 
to produce psychiatric symptoms, e) use of 
drugs known to cause depression, or f) the 
death of a first-degree relative or mate with- 
in three months of admission. Otherwise, 
precipitating factors were not used in making 
à diagnosis. 

The diagnosis of depression in a family 
member was made using essentially the same 
criteria as in the probands. The criteria used 
for diagnosing alcoholism were those de- 
scribed by Barchha and associates (4). So- 
ciopathy was diagnosed using criteria 
adapted from Robins (5). 

Chi-square with Yates’ correction for 


small numbers was used for statistical eval- 
uation, 


Results 
Family Characteristics 
Some general family characteristics are 
Presented in table 1. The material on the de- 
Pressive disease patients is compared with 
teen. published data on manic-depres- 
diss isease patients (6). Two characteristics 
Bnificantly differentiate the two groups. 
T ed disease patients had an affec- 
the y ill parent much less frequently than 
uer group “Ge (eda PM <01). 
ling ition, the occurrence of depression 
© successive generations of a family 
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was less frequently observed in depressive 
disease families (x? = 9.28, p < .01). Al- 
though this was not statistically significant, 
the depressive disease patients tended to have 
a less positive family history of all psychiatric 
illnesses. 
Psychiatric Illnesses in Family Members 
Lifetime prevalences of those psychiatric 
illnesses occurring in the first-degree families 
of our depressive disease probands at a rate 
greater than that of the general population 
are shown in table 2. Lifetime prevalence is 
defined as the proportion of people who have 
an illness at the present time or who have 
had an illness at some time in the past. The 
figures in table 2 are not corrected for future 
age at risk and are therefore minimal. 


Sex Differences 

If one compares fathers and brothers to 
mothers and sisters on the variable of depres- 
sive disease, one finds that 21 of the male 
relatives were depressed and 197 were not. 
Thirty-five of the female relatives were de- 


TABLE 2 
Psychiatric Iliness in Families 
of 100 Depressive Patients * 
eo 
LIFETIME 
NUMBER PREVALENCES 

FAMILY MEMBER uL (PERCENT) 
Fathers (N = 100) 

Depression 9 9 

Alcoholism 8 8 

No psychiatric illness 76 76 
Mothers (N = 100) 

Depression 18 18 

Alcoholism 1 1 

No psychiatric illness 71 71 
Brothers (N = 118) 

Depression 12 10 

Alcoholism 6 5 

Sociopathy 7 6 
Sisters (N = 116) 

Depression 17 15 

Alcoholism 1 1 

Sociopathy 2 2 
T Only those family members within the age of risk (215 years old) were 

included in the study. 
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pressed and 181 were not. Chi-square evalua- 
tion of this difference is significant (x? = 
4.17, p < .05). It would appear, then, that 
depression is more likely to be seen in the 
female relatives of depressive patients; there 
is almost a 2:1 ratio of females to males 
among the depressive probands. While this 
may not reliably be used to consider a sex 
differential, since particular selective factors 
may result in one sex being admitted to a 
hospital more than the other, the relatives 
were not chosen because of admission to the 
hospital but simply for the presence or ab- 
sence of illness. It would thus appear that 
one could accept a sex differential in this 
unselected population. 

Interestingly, the sex differential for de- 
pressive disease (33 percent of female rela- 
tives and 19 percent of male relatives) was 
eliminated when the eight percent of fathers 
who had alcoholism and the 11 percent of 
brothers who had either alcoholism or so- 
ciopathy were added to the 19 percent of 
males with depression. 


Importance of the Personal Interview 


The family study method (utilizing per- 
sonal interviews of first-degree relatives) was 
used in this study. Rimmer and Chambers 
(7) have systematically demonstrated an in- 
creased yield in the identification of psy- 
chiatrically ill family members when the 
family study method rather than the family 
history method (in which information about 
psychiatric symptomatology in relatives is 
obtained only from the proband) is used. 

_ In the present study, of 129 personally 
interviewed first-degree family members, 47 
were found to be psychiatrically ill and 82 
were not. In contrast, of 400 noninterviewed 
first-degree family members, only 75 were 
found to be psychiatrically ill and 325 were 
not. The chi-square evaluation of this differ- 
ence was highly significant Q = 17.19, p 
< .001). The major part of this difference 
can be attributed to the apparent difficulty of 
probands in recognizing symptoms of psy- 
chiatric illness in their brothers (psychiatric 
diagnoses made in interviewed vs. noninter- 
viewed brothers y? = 13.13, p < .001). 
This striking increase in the identification of 
psychiatric illness in family members using 
specific diagnostic criteria confirms the value 


of the family study method in psychiatric re- 
search. 
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Discussion 


The definition of illness in the probands in 
this study is crucial. All probands were in- 
patients with many depressive symptoms, 
No particular attention was paid to the pres- 
ence or absence of precipitating factors ex- 
cept for the elimination of cases of acute 
bereavement. It is entirely possible that mul- 
tiple causes were responsible for the illnesses 
in the probands. Our specific interest, how- 
ever, is whether the data that we have col- 
lected support the possibility of a genetic 
contribution to the illness. 

A number of leads, both positive and nega- 
tive, might cause one to suspect a genetic 
etiology in an illness. Positive factors are 
highly in favor of some blood relationship. 
Negative ones, on the other hand, are asso- 
ciated with the absence of other kinds of 
etiological factors than genetic. Thus the 
presence of an increased rate of the same ill- 
ness in the family of the depressive proband 
when compared to illness in the family ofa 
control would be a positive kind of evidence 
in favor of a genetic factor. Greater concor 
dance rates for an illness in monozygotic 
twins than dizygotic twins is another positive 
factor. With some genetic diseases there Is u 
increased frequency of other illnesses 1n ni 
same functional system (for example, i i 
ilies with a certain thyroid defect, fam 7 
goiter, also have an excess of other kin ie 
thyroid defects [8]) This is thought "i i 
due to a pleiotropic effect of the geno Jt 
In studying the genetics of psychiatric a 
orders, the psychological function of wie 
dividual may be considered to be such ei 
tional system. Finally, systematic Mee 
of illness rates with differing blood t dr 
ships if the environment is contro Mer 
randomized is a positive factor e Fi 
genetic illness. The absence of a know pies 
cipitating psychological, social, OT ative 
environmental cause would pr =) neg 
factor in favor of a genetic etiology. i 

We will discuss only the kind of e 
our study and from the literature Ee ol 
be used in making a positive reco 
the importance of a genetic factor 1 
Sive disease. 5 bers 

In a genetic illness, family m pop 
should be more likely than the gene? ^ the 
lation to be affected with the illness ‘et 
families of the 100 depressive P^ 
March i 


, 
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fathers and brothers had a lifetime preva- 
lence of depression of nine and ten percent, 
respectively. Mothers and sisters were given 
a diagnosis of depression in 18 and 15 per- 
cent of cases, respectively. These rates may 
be compared to prevalences reported in the 
^ parents of 180 medically ill controls by 
Winokur and Pitts (9). Mothers of the medi- 
cally ill controls had a 1.1 percent prevalence 
of affective disorder and fathers a prevalence 
of 2.2 percent. Thus in their study, which 
used a sampling method, parents of non- 
psychiatric hospital patients had a prevalence 


of affective disorder of two percent +0.62 - 


percent. 

In a large population study done by a bio- 
graphical method in Iceland, Helgason re- 
ported a risk of affective disorder of 5.39 
percent for males and 9.19 percent for fe- 
males (10). These figures include all affective 
disorders: manic-depressive, manic, de- 
pressed, involutional, and depressive neu- 
roses. If one eliminates the depressive neu- 
roses, one may compute the rather high 
figures of 3.11 percent risk for males and 
4.98 percent for females. This, however, in- 
cludes uncertain diagnoses as well as patients 
who have bipolar psychosis. It is clear, then, 
that the data from the present study indicate 
a striking increase in depressive illness in the 
family members of depressive patients when 
compared to either of these sets of controls. 

The second kind of positive evidence that 
Might suggest a genetic factor is greater con- 
cordance for illness in identical than in fra- 
ternal twins. Some distinguished twin studies 
have been reported for affective disorders, 
but most of them are concerned with mixed 
groups of bipolar and unipolar patients. 
Zerbin-Rübin, however, in collecting a num- 
ber of twin pairs from series that have been 
reported in the literature (11), separated the 
unipolar from the bipolar index twins. Of 

monozygotic unipolar pairs, nine or 45 
iN were concordant for depressive dis- 
dd Of 31 dizygotic same-sex pairs, nine or 
di Percent were concordant for depressive 
Isease, 
m twin data may be of relevance. In- 
ca anal psychosis may be considered a 
hn miii Kallmann studied 96 
eae ional twin index families (12), and 
a tion and a mixture of paranoid and de- 

Ssive features were found in the probands. 
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Concordance was found in 60.9 percent of 
the monozygotic cases and in 6.9 percent of 
the dizygotic cases. Kallmann quotes figures 
indicating that the general population risk 
for involutional psychosis is from 0.3 to 0.8 
percent. 

Our series contained two twin probands 
(one monozygotic and one dizygotic). Both 
twin pairs were concordant for depressive 
disease. 


The third criterion suggestive of a genetic 
factor is the finding of abnormalities in rela- 
tives in the same functional system as that of 
the illness being investigated (in this instance, 
psychological function). In the present study, 
eight percent of the fathers of depressive pro- 
bands had alcoholism and 11 percent of the 
brothers either alcoholism or sociopathy. 
These figures may be compared to some con- 
trol data reported by Robins (5). Of 65 male 
control subjects in her study, six percent had 
either alcoholism, sociopathy, or drug addic- 
tion. Viewing the problem in a different fash- 
ion, Winokur and co-workers studied 259 
alcoholic probands and found a highly sig- 
nificant increase in depressive illness, but not 
manic-depressive illness, in female family 
members of the alcoholic probands, most of 
whom were male (13). Likewise, Amark, in 
his large study of male alcoholics, found that 
psychogenic psychoses (mainly psychogenic 
depression) were seen more frequently in the 
relatives of the alcoholic probands than 
would be expected in the general population 
(14). Thus, two additional illnesses (alco- 
holism and sociopathy), reflecting psycho- 
logical dysfunction, occur at increased rates 
in the families of depressive disease patients. 


One other kind of evidence would suggest 
a genetic etiology in depressive disease. If 
environmental factors were held constant or 
randomized and the blood relationship sys- 
tematically altered, an increased association 
of the illness with increasing blood relation- 
ship would be found in an illness with a 
genetic etiology. There are two ways to study 
this possibility. One is an adoption study in 
which children of ill parents separated from 
their parents at birth are followed into adult- 
hood. No systematic adoption study has 
been reported in affective disorders. How- 
ever, Price (15) has collected a group of 12 
monozygotic twin pairs from the literature 
who were raised apart and at least one mem- 
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ber had an affective disorder. Although the 
case descriptions lack detail, it appears that 
nine of these twin pairs had unipolar depres- 
sive illness. Four of the nine pairings (44 per- 
cent) were concordant for the illness despite 
most of the individuals not having passed 
through the age of risk. 

Another way to arrive at a similar con- 
clusion would be to compare siblings to half- 
siblings as regards rates of illness. One 
study compares half-siblings of depressive 
probands with full siblings in terms of their 
propensity to develop a depressive illness 
(12). Presumably, environmental influences 
would be randomized among the half- 
siblings and full siblings, although the blood 
relationship would be systematically de- 
creased by 50 percent. In the Kallmann 
study of the 96 involutional twin index fam- 
ilies, half-siblings had an expectancy of in- 
volutional psychosis of 4.5 percent and full 
siblings an expectancy of 6.0 percent (12); 
both of these were considerably higher than 
the general population figures of 0.3 to 0.8 
percent. The significance of the difference 
between half-siblings and full siblings can- 
not be calculated since Kallmann did not 
report the actual numbers of patients in- 
volved; however, the difference is in the di- 
rection suggesting a genetic etiology since 
full siblings were more frequently ill than 
half-siblings, 

In general, the available data from our 
study and the literature, obtained by study- 
ing families, are in favor of a genetic contri- 
bution to depressive disease, Three and pos- 
sibly four of the criteria that Suggest a genetic 
etiology in an illness have been fulfilled. 
However, such a hypothesis is not proven 
beyond a shadow of a doubt. In order to 
Prove a genetic hypothesis one of the follow- 
ing possibilities must be found: 1) a specific 
kind of transmission, 2) a distribution of 
depression in the population consistent with 
a distribution expected with a known genetic 
model, 3) an association in the population 
of depression with a known genetic trait, or 


a linkage of depressive disease with a 
known genetic marker. 


Conclusion 


A preliminary look at data from the fami- 
lies of 100 rigorously defined and intensively 
studied patients with depressive disease as 
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well as a review of the literature suggest that 
genetic factors play a role in the etiology of 
depressive disease. Assuming a genetic eti- 
ology, the observed increased frequency of 
depression in females as compared to males 
leads to some interesting possibilities, Per- 
haps depressive disease is simply more likely 
to manifest itself in a female than a male, 
However, equally possible is that depressive 
disease as now defined may be a hetero- 
geneous group of illnesses containing two or 
more subcategories. In one type of depressive 
disease, depression could occur with equal 
frequency in males and females. A second 
type could manifest itself as depression in 
the female and another illness in the male, 
The data from the present study are compat- 
ible with the latter hypothesis in that the 
deficit of depression in males is offset by theit 
excess of alcoholism and sociopathy. 
Further studies are necessary in order to 
determine whether any genetic modes of 
transmission are feasible and whether de- 
pressive disease is indeed a heterogeneous 
entity composed of more than one disease. 
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QUESTIONS OF THE MONTH 


For each of the incomplete statements below, ONE or MORE of the com- 
pletions given is correct. Choose A if only /, 2, and 3 are correct, 
B if only / and 3 are correct, 
C if only 2 and 4 are correct, 
Dif only 4 is correct, 
E if all are correct. 


Question 1 


Statements applicable to the catecholamine hypothesis of affective disorders 


include: 


(1) It proposes that depressions are associated with an absolute or relative 
deficiency of catecholamine in functionally important sites of the brain 
(2) Consistent with this hypothesis iproniazide increases the brain catechol- 


amine content 


(3) Consistent with this hypothesis reserpine has been found to deplete the 
brain of serotonin, norepinephrine and dopamine 

(4) The successful use of imipramine supports this hypothesis, because it 
has been shown to inhibit monoamine oxidase 


Question 2 


Norepinephrine is synthesized in 
(1) the adrenal medulla 
(2) the peripheral autonomic system 
(3) the central autonomic system 
(4) pheochromocytoma 


(The Questions of the Month are from the Self-Assessment Program of the 
APA. The answers are supplied on page 1152 of this issue.) 
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Casual Versus Heavy Use of Marijuana: 
A Redefinition of the Marijuana Problem 


BY STEVEN M. MIRIN, M.D., LEO M. SHAPIRO, M.D., 
ROGER E. MEYER, M.D., RICHARD C. PILLARD, M.D., 
AND SEYMOUR FISHER, PH.D. 


Twelve heavy and 12 casual users of mari- 
juana generally found the experience to be a 
pleasurable one. In contrast to casual 
smokers, heavy users of marijuana tended to 
use multiple drugs and demonstrated a sig- 
nificant incidence of psychic dependence on 
marijuana. Their search for insight or for a 
meaningful affective experience colored their 
motivation for drug use. Experience with 
multiple drugs was also associated with poor 
social and work adjustment; goal-directed 
activity and ability to master new problems 
were diminished. 


MERICAN SOCIETY ‘has defined all mari- 
A juana use as a problem, implying that 
those who use it are members of a deviant 
subculture. A number of recent surveys have 
shown, however, that marijuana smoking is 
extremely common among a wide variety of 
young people. Most such studies have esti- 
mated that the frequency of use among high 
school and college age youth ranges between 
20 and 40 percent (1-3), 

In a census tract survey Manheimer and 
associates (4) found that half the men and 
one-third of the women in the 18- to 24-year 
age range had used marijuana one or more 
times. The researchers found that while users’ 
“values in general tend to be non-tradition- 


Read at the 123rd annual meeting of the American 
TODA Association, San Francisco, Calif., May 11- 
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cal Center, 700 Harrison Ave., Boston, Mass. 02118, 
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This work was supported in part by Public Health 
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al,” in most respects they were considered 
“reasonably conventional.” In a survey of 
two eastern colleges Hogan and associ- 
ates (3) found that 40.5 percent of the stu- 
dents had tried marijuana, but, as in other 
studies of this type, the average user was 
similar to the average nonuser. 

It is also clear that casual or experimental 
use of marijuana is not regarded by young 
people themselves as particularly deviant or 
unusual. Balter suggests in unpublished data 
that when an intoxicant (e.g., alcohol of 
marijuana) is used by a significant number of 
people, it is the frequency of use that corre- 
lates with the degree of manifest psycho- 
pathology. In the case of heroin and intra- 
venous methamphetamine, however, ae 
casual use is associated with psychopatho®: 
ogy. As in the alcohol model, where one ou 
of. 15 becomes a problem drinker, there are 
those who use and those who abuse marl- 
juana. of 

The present study compares a sabe 
frequent marijuana users to those who smo i 
casually. If there are “problem smokers 


the same way that there id hr 
z S : hould be 
drinkers,” they logically sho uana use 


among those whose pattern of marij 
suggests that it has become à daily, 
tured part of their existence. This is Ww 
equate the effects of marijuana and ene 
but rather to suggest that the e vet) 
and sequelae of marijuana use may d gn 
different for those who use the drug 00, 
occasional basis than for those who oU 
quently intoxicated. Accordingly, We 

to differentiate heavy and casual 
smokers by defining the extent and Fol 
of drag consumption, motivation g the 
past and present—for drug use. ko two 
social and work adjustment in dence of 
groups. Their relative psychic depen 
marijuana was also explored. 
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Future reports will describe differences in 
the marijuana experience (in the laboratory) 
for the "heavies" and *casuals." The present 
study examines questionnaire and interview 
data on 24 subjects, 12 of whom were casual 
(one to four times per month) and 12 of 
whom were frequent (20 to 30 times per 
month) users of marijuana. 


Method 


Drug use questionnaires were distributed 
to 91 men who had indicated they would be 
willing to participate in this research. Some 
volunteers came from contacts in the student 
community; others volunteered directly 
after a news release about the study. The 
questionnaires were used as both a screen- 
ing device and a primary data source. They 
asked about use of marijuana, alcohol, hal- 
ucinogens, and amphetamines: in particular, 
the frequency and duration of use, the cir- 
cumstances surrounding initiation, how each 
drug made the subjects feel, and their reasons 
lor continuing or discontinuing its use. 

From the 66 returned questionnaires we 
selected 24 subjects: 12 who smoked mari- 
juana virtually every day and 12 who smoked 
it “casually,” i.e., once a week or less. Sub- 
jects were excluded if they were under 21 or 
if their pattern of marijuana use fell between 
the two criteria. We attempted to match the 
lwo groups on LSD and amphetamine use, 
Dut, as will be shown later, this was not pos- 
AN The comparisons to be discussed, 

erefore, are actually between two groups 
Who differ in multiple drug use. 
pn subjects came to the laboratory to 
Rr ce iewed by a psychiatrist. Further 

Tmation was obtained about the fre- 
ON duration, and motivation for mari- 
(a use. The effects of the drug on thought 
a pes, perception, memory, ideation, 
in rg ability were specifically explored, 
life dn to the subjects’ family history, 
SUA justment, and world view. Subjects 
d a eustruoted to abstain from all drugs on 
E the interview. Each interview was 
fee y the psychiatrist conducting it and 

UR on video tape. 

x rue following the interview each 
tests Pae: a battery of psychological 
le is uding the Taylor Manifest Anxiety 
and pi ersonal Inventory of Psychological 
hysiological Awareness, Buss-Durkee 
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Hostility Scale, Bass Social Acquiescence 
Scale, the California F Scale (a measure 
of “‘authoritarianism”), and the Psychiatric 
Outpatient Mood Scale (which asks for self- 
ratings of anxiety, hostility, and depression 
and has been found useful in drug studies 
with neurotic populations). The entire ses- 
sion took about two hours, for which sub- 
jects were paid $5. 


Results 
Subject Groups Compared 


The two groups were comparable in age 
(mean: 25 years), educational experience 
(mean: first-year graduate school level), 
racial distribution (11 white, one black), and 
the social class from which they came (Hol- 
lingshead and Redlich Class 1 and 2) (5). 

Casual smokers were presently using mari- 
juana one to four times|per| month|compared 
with 20 to 30 times per month for the heavy 
users. The casual smokers’ average age at 
first experience was 22.7 years compared to 
20.4 years for the heavy users (p =NS). The 
latter group had been using the drug for an 
average of 4.4 years and for three of those 
years (range: six months to five years) had 
smoked virtually every day, indicating that 
daily use began an average of 16 months 
after initial contact with marijuana. 


Other Drug Use 

As we previously mentioned, our attempt 
to find heavy users of marijuana who em- 
ployed no other drugs was unsuccessful. As 
table 1 illustrates, all of the heavy users had 
tried hallucinogens at least once and almost 
half had taken 25 or more "trips." In con- 
trast, only two casual smokers had ever 
tried hallucinogens, and their combined 
experience totaled four occasions." 

A similar relationship exists with respect 
to oral amphetamines. Eleven of the 12 
heavy smokers had tried amphetamines, and 
seven had more than occasional experience 
with these drugs. All of the subjects had used 
alcohol, with no group differences in the fre- 
quency of their current use. None of the sub- 
jects had used heroin. 

In attempting to determine if there was a 


! Data on drug use frequency were available for all 
66 subjects who returned questionnaires. Patterns of 
drug use in this larger group were the same as for the 24 


subjects finally selected. 
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TABLE 1 
Heavy Users: Mean Age of First Use 
for Four Classes of Drugs 


Mean Age at First Use" Duration of Use 
Drug (Years) (Years) 
Alcohol 15.0 9.8 
Marijuana 20.4 44 
Amphetamines 20.6 42 
Hallucinogens 21.5 33 


"Current mean age of heavy users = 24.8 years (range: 22 to 29). 


pattern of progression in drug use, we com- 
pared the age at first experience with each 
of the four drugs for the 12 heavy users of 
marijuana. 

As table 1 illustrates, alcohol was the 
first drug used in every case. The mean age 
at first experience was 15 years. In 11 of 
the 12 subjects the next drug used was mari- 
juana. Amphetamines and hallucinogens fol- 
lowed in random order. A single heavy user 
had tried intravenous amphetamines on one 
occasion. The data confirm the findings of 
others (2, 6) that experience with marijuana 
generally precedes the use of hallucinogens. 
One would have to follow these subjects pro- 
spectively to determine whether they have an 
increased future risk of heroin or intra- 
venous amphetamine use. 


Nature of the Marijuana Experience 


The interviews were in part structured to 
elicit descriptive material about what the 
marijuana experience was like for the sub- 
jects. A majority of both groups stressed the 
drug's pleasurable effects. All rated a typical 
experience as extremely or mildly pleasur- 
able, and three-fourths had had no unpleas- 
ant experience with the drug. 

Both heavy and casual users cited the 
drug's pleasurable effects. These effects in- 
cluded enhancement of perceptual awareness 
and „an increased appreciation of art or 
music. Thought disruption, feelings of de- 
Personalization, paranoid ideas, and im- 
pairment of recent memory were commonly 
experienced. In addition, three heavy users 
reported difficulty with recent memory when 
they were not under the influence of mari- 
juana. 

Differences were discernible between the 
two groups when one explored attitudes to- 
ward future drug use. Almost all heavy users 
were definite in their plans to continue smok- 

ing marijuana, whereas only half the casual 
smokers felt this way. In citing their reasons 
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for continued drug use both groups stressed 
the drug's pleasurable effects, but a signifi 
cantly greater number of heavy users men- 
tioned enhanced insight, the wish for union 
with some cosmic force, and the sense of 
harmony they felt while “high.” 

In describing a typical marijuana experi- | 
ence, ten of the 12 casual smokers reported 
they felt more friendly, involved, or agree- 
able. In contrast, only three of the heavy 
users said they felt this way (p <.02; Fisher 
Exact Test). Significantly, seven of the 
heavy users felt they had a moderate or ex- 
treme psychological dependence on the drug 
none of the casual users reported this. Mani- 
festations of psychic dependence included 
anxiety when the supply was low, a self- 
perceived inability to get along in the world 
when not high, and the belief that marijuana 
was an integral part of life. 

Work Adjustment 

As previously mentioned, part of the inter- 
view was designed. to elicit information 
about the subjects’ social and work adjust- 
ment. Judgments about work adjustment 
were made by the interviewers on the basis; 
of conventional standards. College graduates 
who had “dropped out" or worked at p 
far below their previous achievement e 
were judged to have a poor work adei 
None who fell into this group appeared to be 
engaged in independent and/or creative ys 
tivity. Despite similar educational ue 
ground, racial distribution, and social e 
the heavy drug users were judged to ine 
significantly poorer work adjustment ENT 
those who used drugs casually (p WT 
Fisher Exact Test). Heavy drug use was 2 i 
correlated with a self-reported inability 
master new problems. 

Of the zl smokers, ten were ec 
one was a reporter, and one was à e 
ment consultant. Among the heavy 5mo d P 
four were students, four were employe ei 
menial or mechanical tasks, and two Tite 
unemployed. A teacher and a free-la' 
writer completed the group. 

Social Adjustment i 

The frequency of drug use was ae 
with the subjects’ overall evaluation © users 
current relationships with peers. Hed € 
expressed considerably more difficulty 


? All probability levels are two-tailed. 
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| lating to women, although this factor did not 
reach statistical significance. Heavy users 
also often reported a fair or poor heterosex- 
ual adjustment. 


Psychological Testing 
- |, Hostility scores. The relationship be- 


tween hostility scores and drug use was ex- 
amined. Two measures of hostility were 
used. The Buss- Durkee Scale is a self-report 
of one's tendency to indulge frequently in ag- 
gressive behavior; no significant. difference 


was found between the heavy and casual 


users of marijuana. The Psychiatric Outpa- 
tient Mood Scale (POMS), on the other 
hand, is an indicator of current mood. It was 
administered immediately following the in- 
lerview. Heavy users, as a group, scored sig- 
nificantly higher than the casual users on 
the hostility factor of the POMS (p «.05; 
two-tailed t test). It is of special interest 
that all of the increase in hostility can be at- 
tributed to those seven subjects who de- 
scribed themselves as psychologically de- 
pendent on marijuana.* 

2. Other psychological tests. No signifi- 
cant differences were found between the two 
groups on any of the other psychological 
tests, although the POMS revealed a trend 
toward greater anxiety and depression 
among heavy users. 


Discussion 


E compared two groups of marijuana 
sal who were comparable in age, educa- 
inb background, social class, and racial 
m ibution. Of the two groups, the casual 
okers best represent the great majority of 
Marijuana users. 
E frequent smokers, on the other hand, 
Prec differing from our sample of 
baie smokers, are probably not truly repre- 
he ie of the class of “marijuana abusers.” 
aty "i peatonal level of this group seems 
ay T. ly high for the population at large, 
iis ere are undoubtedly other biases oper- 
g in the volunteering process (e.g.. in- 


Sm uin siad p 
mother chi T but not significant trend is evident in the 


and REE reistonsts both as it existed in the past 

(ina pagiministration of the POMS at a later time 

ference Sie View situation) no longer revealed any dif- 

Suggests th ostility between the two groups. This 

entially to at our heavy smokers were reacting differ- 
some aspect of the psychiatric interview. 


4 
mer. J. Psychiat, 127:9, March 1971 


‘than 25 times, 


1137 


dividuals with more severe psychological im- 
pairment might be more reluctant to be 
evaluated). A more valid approximation 
of the characteristics associated with chronic 
marijuana use will probably have to come 
from the intensive study of nonvolunteer 
samples. š 

From what data we have, it is impossible 
to determine the frequency of daily use of 
marijuana in the general population. In a 
medical school survey Pillard, Meyer, and 
Fisher (1) found that 45 percent of the cur- 
rent freshman class had experimented with 
marijuana, yet none could be called heavy 
users by our criteria. We suggest further sur- 
veys to determine the true frequency of daily 
use. 

The heavy users in our study demonstrated 
a notable pattern of marijuana consumption. 
Their frequency of use appeared to increase 
steadily from the date of onset until smoking 
had become a daily occurrence, usually with- 
in a 16-month period. Experimentation with 
amphetamines and hallucinogens was prom- 
inent among frequent smokers, and at the 
time of the study all but one had experi- 
mented with both drugs. Almost half the 
group have now used hallucinogens more 
some much more. Clearly, 
then, in our study heavy marijuana smokers 
are multiple drug takers, making such terms 
as "pothead" or *acidhead" of doubtful 
validity. ‘ye 

The casual smokers did not show a similar 
pattern. Their use of marijuana seemed more 
flexible. Their frequency of use thus far has 
not increased, and they abstain when cir- 
cumstances dictate. Their experience with 
amphetamines was limited and with hal- 
lucinogens rare. 

The data generally confirm the impression 
of other investigators (2, 3, 7, 8) that heavy 
marijuana use is frequently associated with 
use of more potent mind-altering agents. 
We emphasize that this does not implicate 
marijuana as a cause of amphetamine or 
hallucinogen use. Situational or personality 
factors could be the determinants of a 
multiple-drug-taking syndrome. Given this 
syndrome of multiple drug use and the pref- 
erence of our subjects for marijuana, we at- 
tempted to differentiate the marijuana ex- 
periences of those who use it frequently from 
those who use it casually. 
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Drug effects reported often included 
thought disruption, depersonalization, im- 
pairment of recent memory, increased per- 
ceptual awareness, and paranoia—evenly 
distributed among the heavy and casual 
smokers. In terms of attitude toward the 
drug, however, the two groups differed con- 
siderably. All but one of the frequent 
smokers were definite in their plans to con- 
tinue using the drug, while casual smokers 
were divided on this point. 


When the reasons for continued drug use 
were explored, both groups cited the drug’s 
pleasurable effects (i.e., euphoria, relaxa- 
tion). It was chiefly the heavy users, how- 
ever, who mentioned the search for insight 
and/or the wish for a sense of harmony or 
union as part of their motivation for con- 
tinuing to take the drug. Keeler (9) has noted 
that this type of motivation for drug use is 
frequently associated with an increased in- 
cidence of manifest psychopathology. 
Bowers and associates (10) have found simi- 
lar motives among frequent users of LSD 
and attribute them to “unsatisfied longings 
for interpersonal closeness and ... the need 
to feel.” 


Social adjustment in daily Marijuana users 
was impaired when judged from a tradition- 
al psychiatric standpoint. Interpersonal 
relationships with women were frequently 
described as poor, and there was a trend to- 
ward a less satisfactory sexual adjustment 
in this group, a finding previously reported 
in chronic LSD users (8). One wonders 
whether the inability to get close to people 
and a subsequent “wish for fusion" (with 
persons or nature) provide the impetus for 
Tepetitive drug use in this group(10, 11). 
Welpton (12) has postulated that there is a 
need to "overcome despair and establish 
meaning in life" in those who abuse psyche- 
delic drugs. The user of hallucinogens 
"attempts to experience intimacy by break- 


ing down [body and ego] boundaries . . . 
through drug use," 


i One could postulate that for some mari- 
Juana users, the transient nature of the drug 
experience necessitates its repetition. Con- 
sequently, they lapse into a pattern of 
heavy and frequent use, More than half 
of our heavy users felt considerable psychic 
dependence on marijuana, and a similar 
number planned further hallucinogen use. 
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CASUAL VERSUS HEAVY USE OF MARIJUANA 


The nature of this study precludes com. 
ment upon the cause-and-effect relationship 
between heavy marijuana usage and current 
life style. Nevertheless, a description of the 
adjustment patterns of this group seems 
warranted. Despite the seemingly high level 
of scholastic attainment, many were per- 
forming functions well below their intellectu- 
al capability. Half were unemployed or 
working at menial or mechanical tasks; 
however, they generally said they were satis- 
fied with what they were doing. In contrast, 
all but one of the casual smokers appeared to 
be doing well at school or work. | 

With a few exceptions, the heavy mari- 
juana users were more disheveled in appear- 
ance and had an air of self-neglect. They 
were more difficult to understand, for they 
were often vague and tangential. Indeed, 
they appeared not unlike the chronic LSD 
users described by Blacker and associ- | 
ates(13) and the prisoner subjects d 
Williams and associates (14) in their labora | 
tory study of chronic, prolonged marijuana 
use. As did these subjects, our heavy users | 
displayed “a general lassitude and s 
ence ... carelessness in personal hygiene EA 
lack of productive activity." Some of ea 
heavy users demonstrated aspects of jh 
“amotivational syndrome" described 4 
McGlothlin and West (7) and ar 
16). It must be mentioned, however, bs 
there were exceptions to this picture, ber 
some daily smokers restricting their in M i 
cation to the evening while maintaining 
high level of functioning during the day. 


Two measures of hostility were include 
because there is much evidence that ie 
juana acts to influence hostile feelings 
aggressive behavior. Allen and M ii 
have suggested that marijuana may "lief ‘| 
“an effective medication for the eos 
feelings of anger, resentment, and pet 
sion." They further suggest that tha a fe | 
psychedelics to reduce aggression ! 
miliar concept for the street culture. 


jects 
Hollister (17) has found that sr 
self-estimates of aggression dimint cette 
their ingestion of 30 to 70 mg. of A com: 
hydrocannabinol, the principal active a 
ponent in marijuana. The Mayor $ c thei! 
tee on Marijuana (18) reported that in ete 
subjects, acute marijuana use peek | i 
feelings of self-assurance with a corr? 
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ing decrease in feelings of guilt, insecurity, 
and inadequacy. Under these conditions 
subjects were able to admit feeling more ag- 
gressive, but behaviorally they were quite 
placid. Other observations both in hu- 
mans(19) and in animals (20-22) gener- 
ally support the theory of the anti-hostility 
effect of marijuana. 

In this study both the heavy and casual 
users had similar “trait” scores on the Buss- 
Durkee Hostility Scale. The POMS, on the 
other hand, reflects the subjects’ mood at 
the moment they are taking the test. Here, 
heavy users showed significantly elevated 
hostility levels, that is, right after the psy- 
chiatric interview. What was there in the in- 
ierview to account for this selective rise in 
hostility? 

_ Possible explanations include the sub- 
jects’ responses to the interview setting, the 
interviewers, or the interview material. It was 
noted that the highest hostility scores came 
from those heavy users who admitted psychic 
dependence on marijuana. These were also 
the subjects whose life styles differed 
markedly from those of the interviewers. 
Pehaps these factors, coupled with questions 
about work, social adjustment, and re- 
lationships with women, made our heavy 
users defensive and then hostile. The life 
Styles of the casual users, in contrast, closely 
approximated the life styles of the inter- 
viewers and these subjects would be expected 
to be less defensive in this setting. 


Summary 


A certain percentage of the drug-using 
pe laton readily falls into a pattern of 
Tequent marijuana use, followed shortly by 
Use of other drugs. Consequently, it is diffi- 
cult to draw conclusions about heavy mari- 
Juana use per se, since what we observe here 
1$ a multiple drug abuse syndrome. 
In any case, the marijuana experience ap- 
Eus to contain certain common denomi- 
i ors for both groups; these include a 
E ule euphoria, enhanced perceptions, 
i: thought disruption. Occasionally there 
Aes of recent memory, deperson- 
ae lon, and paranoia. Despite this, both 
Bue P judge the experience to be 
psychological dependence and the search 
insight or a meaningful affective experi- 
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ence appear to be correlated with multiple 
drug use. Multiple drug use is also associated 
with poor work adjustment. Goal-directed 
activity and the ability to master new prob- 
lems are diminished. By traditional psychiat- 
ric standards, social adjustment in heavy 
users is poor, as are their relationships with 
women. There is also evidence of less than 
satisfactory sexual adjustment in this group. 
A significantly increased hostility mood 
score was noted in the heavy drug users 
following a structured interview. 
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The. confusion between the interest which a person himself has or takes, and 
the interest which a second person has or takes in him, is one of the pitfalls of par- 


entage, teaching, religion, 
order to discover whether 


and all the varied forms of professed bencvolence. In 


y professed benevolence is really independent benevolence, 
ask the beneficiary rather than the benefactor 4 t 


R. B. PERRY 
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Tranylcypromine-Trifluoperazine Combination 
in the Treatment of Schizophrenia 


BY DAVID L. HEDBERG, M.D., JOHN H. HOUCK, M.D., 
AND BERNARD C. GLUECK, JR., M.D. 


Ninety-six schizophrenic patients partici- 
pated in a double-blind, crossover study of 
the efficacy of trifluoperazine and tranylcy- 
promine therapy alone and in combination. 
Pseudoneurotic patients had a statistically 
significant response to tranylcypromine; 
paranoid (chronic undifferentiated) patients 
responded best to the combination therapy. 
The authors urge the use of computer-derived 
profiles of patients' symptom clusters rather 
than their diagnoses to ensure selection of the 


optimum drug therapy. 

F OR A NUMBER of years investigators 
J have reported advantages in using drugs 
in combination in the treatment of schizo- 
phrenic psychoses; they have found that 
synergistic responses occur when combina- 
tions of two phenothiazines or a phenothia- 
zine and a psychic energizer (e.g., chlorpro- 
mazine and trifluoperazine or trifluoperazine 
and tranylcypromine) are used. 

Advantages of these combinations have 
been reported as follows: 

L Smaller doses of drugs can be utilized, 
Peumnizing the occurrence of distressing side 
elects such as extrapyramidal symptoms. 
ate depression, or more properly an- 
SER la, appearing in some patients treated 

a phenothiazine alone has been allevi- 


cosa. 
n d at the 123rd annual meeting of the American 
Hees Association, San Francisco, Calif, May 
Retr authors are with the Institute of Living, 200 
es at Ave., Hartford, Conn. 06103, where Dr. Hed- 
na Research Psychiatrist, Dr. Houck is Medical 
ond Dr. Glueck is Director of Rescate $ 
was supported by Public Health Service 
Ther  MH-10820 and MH-08870 from the National 
Hae of Mental Health. 
Me RUSICHHOR and placebo were supplied by Smith 
i French Laboratories, Philadelphia, Pa. 
Cartas authors acknowledge the assistance of Mrs. 
SR Cassarino and Mrs. Hilda Laffin in preparing 
anuscript and figures. 
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ated by adding an energizer (e.g., tranylcy- 
promine). i 

3. In schizophrenics classified as border- 
line, ambulatory, or pseudoneurotic, treat- 
ment with phenothiazines alone has been 
relatively ineffective, whereas combinations 
of a phenothiazine and an energizer have 
been more effective. 

Since 1960 a number of studies have eval- 
uated the combined use of trifluoperazine 
(Stelazine) and tranylcypromine (Parnate) 
in a variety of diagnostic categories. 
Hordern, Somerville, and Krupinski (1) 
showed that there was an advantage in using 
the combination in the treatment of chroni- 
cally ill schizophrenic patients, but no sig- 
nificant difference was noted between groups 
treated with trifluoperazine alone and groups 
treated with the combination. Some patients 
showed dramatic results after treatment with 
the combination, while others showed an 
acute exacerbation of symptoms (2). Some 
studies noted that side effects of either drug 
were not increased when the drugs were used 
in combination (3). 

The double-blind, crossover design seemed 
best suited to determine whether or not there 
were subcategories of schizophrenia that 
would consistently respond best to one or 
the other of the drugs or to the combination 
of drugs. Using each patient as his own 
control we would be able to evaluate the 
patient's response to each of the three treat- 
ment modalities. We hoped to show the fol- 
lowing: 

1. By using the combination of drugs, 
smaller doses of tranquilizer and energizer 
could be used than when these drugs were 
given alone. 

2. Side effects noted when the drugs were 
used singly would be reduced when they were 
given in combination. 

3. The frequently noted phenothiazine 
depression or, as we interpret the behavior, 
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anhedonia would be decreased by the addi- 
tion of tranylcypromine. 

4. The combination of drugs would be 
more effective than the drugs given singly 
in the so-called pseudoneurotic schizophren- 
ic group. j / 

5. Other subcategories of schizophrenia 
might be identified for which the combina- 
tion of drugs was more effective or less effec- 
tive than the phenothiazine or energizer 
alone. 


Method 


Ninety-six newly admitted schizophrenic 
patients aged 16 to 50 were studied at the 
Institute of Living. Selection was based on 
one or more of the following target symp- 
toms: thinking disorder, catatonic motor 
behavior, paranoid ideation, hallucinations, 
delusions, and disturbed social behavior and 
interpersonal relationships. Patients were 
not accepted if they exhibited brain damage, 
mental deficiency, chronic alcoholism, epi- 
lepsy, drug addiction, or liver damage or if 
they were pregnant. The following diagnos- 
tic categories of schizophrenia were repre- 
sented: chronic undifferentiated (49 patients; 
51 percent of the total); acute undifferenti- 
ated (15; 16 percent); paranoid (28; 29 per- 
cent); schizo-affective (three; three percent); 
catatonic (one; one percent). 

Fifteen of the chronic undifferentiated and 
13 of the acute undifferentiated group were 
classified as pseudoneurotic Schizophrenics. 


Design 


Prior to the study all patients were taken 
off medication for a period of at least 48 
hours. Each patient was then rated by the 
project psychiatrist, the patient's own doc- 
tor, and a research nurse. At this time the 
patient was given a coded prescription for 
pink capsules and green capsules. The pink 
capsules contained either trifluoperazine, 
2 mg., or placebo; the green capsules con- 
tained tranylcypromine, 5 mg., or placebo. 

The study was divided into eight-week 
phases so that during the study each patient 
would be treated with trifluoperazine for 
eight weeks, tranylcypromine for eight 
weeks, and a combination of tranylcypro- 
mine and trifluoperazine for eight weeks. 
Because this was a double-blind study, only 
the. director of research (for purposes of as- 
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TRANYLCYPROMINE-TRIFLUOPERAZINE COMBINATION 


FIGURE 1 
Minnesota-Hartford Personality Assay: 
Mean Admission Profile Versus Mean Best Response 
Profile of Patients Responding Best to Trifluoperazine 


Oo Aamission 
ee best response 


Factor names corresponding to factor numbers are: 1) Disturbance j ate 
2) Lack of social conformity: 3) Lack of social communication: 4] Su 
isolation: 5) Lack of insight: 6) Guilty self-concept; 7) Compulsiviy 8) Bon 
concern; 9) Overt anxiety symptoms: 10) Dependency: 11) Hi hae 
behavior: 12) Disorientation: 13) Dissociative concern: 14}, DAMEN 
tendency. 15) Thinking disorder; 16) Paranoid thinking: 17) Home 
concern; 18) Depression; 19) Anhedonia; 20) Self-destructive 
* p«.05 

** p<.001 

"tt pe 0t 


signment of phases) was aware of the d 
drugs the patients were receiving at any gel 
time. z 
In general, the initial dose of the m 
capsule (trifluoperazine or its plis 
4 mg. twice daily, increasing every three Ht 
to a maximum of 16 mg. twice daily or py 
side effects or improvements were ps 
The initial dose of the green capsule in 
cypromine or its placebo) was 10 Bm 
daily, and this was increased to a s Wr 
dose of 15 mg. twice daily. In genera id 
increase or decrease of the green e 
depended on the amount of depression 
or anhedonia noted in the patient. 
Patients whose symptoms becam 
edly worse to the point where it was 
to control their behavior were us 
next phase without waiting the fu sydho 
weeks. Subjects received no ote da) 
tropic drugs, except methyprylon e 
or chloral hydrate as sleeping me only in 
Antiparkinsonian drugs were given 
emergency situations. 


e mark- 
difficult 
d to the 
eight 


Ratings 


Ratings were done by the patien : 
the research psychiatrist, and t 
nurse. The patients were rated a! : 
ning of the study and every four we eig and 
after. Phase changes occurred at yii 
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16 weeks. The patients themselves com- 
pleted a Minnesota Multiphasic Personality 
Inventory (MMPI) at the beginning of the 
study and every eight weeks thereafter. The 
Minnesota-Hartford Personality Assay 
(MPHA) was used by the doctors and nurses. 

Global ratings based on a joint interview 
were done by the patient’s doctor and the 
research psychiatrist every four weeks in 
order to compare these with the MHPA 
ratings. Previous evaluation (4-7) indicates 
that the MHPA is a sensitive measure of 
change in a patient’s mental status. 


Results 


Figures 1, 2, and 3 illustrate the marked 
improvement when mean admission pro- 
files of patients showing best response to 
one of the medications are compared to 
the mean rating of these patients at the end 
of their best phase. The MHPA was used to 
select the best response phase for each pa- 
tient as a check against the global ratings 
of the patient’s doctor and the research 
psychiatrist. The computer was programmed 
to compare the MHPA ratings at each 
four-week interval with a “much improved” 
prototype. The profile that most nearly ap- 
proached the much-improved profile rep- 
resented the best response phase for a given 
patient. In the selection of the best response 
phase, the global judgment of the research 
psychiatrist and the patient’s doctor agreed 
with the computer-derived judgment in 84 
percent of the cases. 

_Table 1 shows that 34 percent of all pa- 
tients responded best to trifluoperazine, 26 
Percent to tranylcypromine, and 40 percent 
to the combined drugs. The group of patients 
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FIGURE 2 
Minnesota-Hartford Personality Assay: 
Mean Admission Profile Versus Mean Best Response 
Profile of Patients Responding Best to Tranylcypromine 


o—o 
_ 


Admission 
Best response 


* p<.02 
** p<.001 
tt p<.01 
t p<.05 


diagnosed as chronic undifferentiated schizo- 
phrenics showed a reversal in their response 
to trifluoperazine and tranylcypromine 
alone. The acute undifferentiated schizo- 
phrenia group showed a shift in the tranyl- 
cypromine and combination best response 
percentages. The responses of these three 
groups were not statistically significant. 

The pseudoneurotic schizophrenic sub- 
group, as previously defined, was remarkable 
in that 50 percent of the patients responded 
best to tranylcypromine, 28 percent to the 
combination, and 22 percent to trifluopera- 
zine (x? 213.42; p <.01). The three pa- 
tients diagnosed as schizo-affective and the 
one catatonic patient did best on trifluopera- 
zine therapy alone. 

In order to test the hypothesis that the 
addition of tranylcypromine to trifluopera- 
zine medication would reduce anhedonia 


TABLE 1 
Best Response Phase 


RESPONSE 


ACUTE 
UNDIFFERENTIATED 
SCHIZOPHRENICS 


CHRONIC 
UNDIFFERENTIATED 
SCHIZOPHRENICS 


PSEUDONEUROTIC 
‘SCHIZOPHRENICS 


MEDICATION NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 
Trifluoperazine *M-20 34 M-8 26 M - b 33 id = A 22 
CCS F-5 - - 
Tranyleypromine M-10 26 M-5 34 M-3 40 M-7 50 
F-15 F-11 F-3 F-7 
Trifluoperazine i z 40 M-2 27 M-4 28 
-tranylcyprom M-18 40 M-7 

ylcypromine F _20 F -13 F -2 F -4 

„| Male 
Female 
[63] 
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FIGURE 3 
Mean Admission Profile Versus Mean Best Response 
Profile of Patients Responding Best to Trifluoperazine- 
Tranylcypromine Combination 


17273747 $76 7 87371071 WIS MB WW I9 3 


o—o Admission, 
ee bestresponse 


* p<.05 
** p<.001 
tt* p<.01 
t p<.02 


and depression, the mean MHPA profiles 
of patients who were improved when the 
combination phase followed the trifluopera- 
zine phase were reviewed (figure 4). The re- 
duction in depression, significant at the .02 
level, and decrease in anhedonia, which ap- 
proaches the .05 level of significance, tend 
to confirm our hypothesis. 


Discussion 


In a preliminary report on this Study (8), 
we stated that although we felt the study 
design used was well suited for selecting the 
best drug response, we were concerned about 
the possible carry-over effect of trifluopera- 
zine, alone or in combination, into the tran- 
yleypromine phase, since it was felt that 
there might be a two- to six-week washout 
period. Out of 25 patients who responded 
best to tranylcypromine alone, 19 were 
rated best at the eight-week rating of that 
phase, when there had been ample time for 
trifluoperazine washout, 

Further evidence to indicate that the carry- 
over effect was minimal was obtained from 
the response of a number of patients (main- 
ly diagnosed as Paranoid) who did poorly 
on tranylcypromine therapy. They showed 
acute exacerbation of psychotic symptoma- 
tology shortly (five to ten days) after a switch 
from a phase in which trifluoperazine was 
used to the tranylcypromine-placebo phase. 

Thus our hypothesis is confirmed. One 
can conclude from our results that in hospi- 
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talized schizophrenic patients, the largest 
number—40 percent—will respond best to 
a combination of trifluoperazine and tran. 
yleypromine, 34 percent will respond best 
to trifluoperazine alone, and 26 percent to 
tranylcypromine alone. The last figure is 
surprising since most clinicians felt that 
tranylcypromine | was contraindicated in 
the treatment of schizophrenia. We did in 
fact note a serious exacerbation of symp- 
toms in some study patients. It is of interest, 
however, that of those who did badly on 
tranylcypromine therapy alone, Some even- 
tually did better on combination therapy 
than on trifluoperazine alone. 

Given the preceding percentages, one 
would like to be able to predict which treat- 
ment might be best for an individual patient, 
The results seem to indicate that there are 
interesting differences in the response pat- 
terns of subcategories of schizophrenic b 
tients. In general, paranoid patients n 
poorly on the energizer alone, with PARA 
cent responding to the combination 0 r 
or trifluoperazine alone and 11 perc j 
tranylcypromine. On the other hand, 5 bi 
cent of the pseudoneurotics and 40 per 2 
of the acute undifferentiated patie a 
sponded best to the energizer alone. i 
hypothesized that pseudoncur i M 
respond best to the combination 0 prid 

Our prior experience in using phen ie 
zines has indicated that optimum T€ 


FIGURE 4 Nm. 
Mean Profile of Patients on Trifluoperazing ee 
Combination Phase Versus Mean Profile o 
Improved on Combination Following 
Trifluoperazine Phase 


aea Tnfuoperstme 
0 Combination 


*p«.02 
** p<.05 
tt pe Ot 
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are obtained by increasing the dosage to 
the point where side effects appear. In this 
study it became evident that we could use 
greater doses of phenothiazine in a given 
patient by adding tranylcypromine. In fact, 
it was discovered that at a certain dosage 
ratio, trifluoperazine protected patients 
against hypertensive crises after the inges- 
tion of tyramine, whereas patients on tran- 
ylcypromine alone experienced severe hyper- 
tensive effects (9). 

As previously noted, early reports from 
investigators using this combination of drugs 
indicated that side effects were lessened be- 
cause one could use smaller doses of drugs 
in combination. Our findings indicate that 
side effects were in fact reduced even when 
larger doses of phenothiazine and tranylcy- 
promine were used in combination, indicat- 
ing that the two drugs provide mutual pro- 
tection against side effects. 

In spite of the fact that the results show 
definite trends in the response of subcate- 
gories of schizophrenic patients to the drugs 
alone or in combination, the question of 
predicting which treatment is best for a given 
patient presents a problem when diagnosis 
Is used as the criterion. For example, para- 
noid patients would have a 50 percent chance 
of responding best to the combination of 
drugs, but 11 percent would still respond 
best to tranylcypromine. 

The use of computer-derived profiles from 
the MHPA, which uses symptom clusters, 
gives one a better chance of selecting the 
drug or combination of drugs for best re- 
sponse. Although the mean admission pro- 
files (figure 5) of best responders to tri- 

uoperazine, tranylcypromine, and com- 
bination are quite similar since all were 
descriptive of schizophrenic patients, they 
differ in several areas to a significant degree. 
The hypothesis that the admission profile 
of a newly admitted patient might be matched 
te one of these three profiles to select the 
ji d treatment modality was tested in a fol- 
el study with positive results (10). The 
i archer used the personality profile rather 

an the diagnosis to screen for drug treat- 
ment assignment. 


Summary 


hee 96 patients participating in a double- 
ind, crossover study to evaluate the efficacy 
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FIGURE 5 
Minnesota-Hartford Personality Assay: 
Comparison of Admission Profiles 
of Best Responders to the Treatments" 


20 


12 3 4 5 6 7 8 9 I0 H 12 13 14 15 16 17 18 19 20 


O——o Combination 
B—4_Triftuoperazine 
&----A Tranylcypromine 
* In the tranylcypromine-trifluoperazine versus trifluoperazine treatment group. 
p«.01 for factors 2 and 4: p<.08 for factor 3: and p<.02 for factors 7 and 8. 


ih the tranyleypromine-trifluoperazine versus tranylcypromine treatment 
group. p<.05 for factors 2, 9, and 16; p<.02 for factor 17; and p«.02 for 


factor 19. 
lache trituoperazine versus trenylcypromine treatment group, p<.01 for 


factor 9. 


of trifluoperazine and tranylcypromine alone 
and in combination, 40 percent responded 
best to the combination, 34 percent to tri- 
fluoperazine, and 26 percent to tranylcy- 
promine. Because each patient was his own 
control, we can hypothesize that these per- 
centages are valid for newly hospitalized 
schizophrenic patients. 

In the combination therapy larger doses 
of phenothiazines could be used with fewer 
side effects. Moreover, patients on the com- 
bination of drugs were protected against a 
hypertensive crisis after chance ingestion of 
food with a high tyramine content (9). Dif- 
ferent subcategories of schizophrenia were 
identified for which single drugs or the com- 
bination was more effective. In general, 
paranoid patients responded best to the 
combination therapy, while most of the 
pseudoneurotic patients responded best to 
tranylcypromine. 

Patients who show improvement when a 

sychic energizer is added to a tranquilizer 
show statistically significant changes in lev- 
els of depression and anhedonia. 

Computer-derived global judgments cor- 
related positively with therapists’ and the 
research psychiatrist’s global judgments. 
Mean admission profiles of each of the three 
best response groups showed significant 
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differences in some areas of personality 
functioning. In a later study these admission 
profiles were used to select the best treat- 
ment modality for newly admitted patients 
with greater success than when diagnosis 
alone was used. 
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Routine Diagnosis by Computer 


BY IVAN W. SLETTEN, M.D., HAROLD ALTMAN, M.D., 
AND GEORGE A. ULETT, M.D., PH.D. 


A clinical computer program at the Univer- 
sity of Missouri uses data collected by clerks, 
technicians, relatives, and the staff to build 
a data base that helps predict significant 
patient behavior and outcome. Computer- 
generated probability statements regarding 
diagnostic classifications are now routinely 
provided to clinicians. These are augmented 
by statistical techniques designed to help 
predict length of hospital stay, risk of run- 
ning away, and assaultive ideation. 


E THE TRADITIONAL method, clinical 
decisions are made by a clinician who col- 
lects, combines, and evaluates information 
obtained by interviewing patients and rela- 
tives. Then, using his own judgment and 
experience, he arrives at a decision. Another 
method is to gather standardized behavioral 
observations about patients (e.g, demo- 
graphic facts, test scores, coded observations 
by staff and relatives, etc.), feed this infor- 
mation into statistical formulas, and arrive 
at actuarial predictions. Such predictions 
can be used to help make clinical decisions. 
Evidence that clinical decisions can be im- 
proved through the use of actuarial predic- 
Co methods has existed for some time. 
TRUE. and comprehensive analyses of these 
ys have been made by Meehl (1), Sawyer 
dh and Sines (3). In more than 50 compara- 
e Studies the actuarial approach has 
ore to be as good as, or better than, the 
thee nogal clinical method. Thus, al- 
nae there is a variety of reasons for 
beli A e computer in clinical psychiatry, we 
f ve that its contribution to the clinical 
ision-making process is among the best. 


a 


ae the 123rd annual meeting of the American 

1-15 1970 Association, San Francisco, Calif., May 

ign futhors are with the Department of Psychiatry, 

chool Tate of Psychiatry, University of Missouri 
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Ins. ere Dr. Sletten is Professor, Dr. Altman is 
or, and Dr. Ulett is Professor and Chairman. 
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In Missouri we are developing a state- 
wide system to provide computer-aided 
suggestions for clinical psychiatric decision- 
making. This paper will describe our meth- 
ods, discuss our present systems for pro- 
viding diagnostic suggestions, and touch on 
further inferential information that we are 
beginning to supply. 

As a result of vigorous encouragement by 
the mental health director, we began plan- 
ning in 1966 for the use of the computer in 
the Missouri Division of Mental Health. As 
is true of most such efforts, plans have 
moved more slowly than we had hoped. 
Continued support from the director’s office, 
however, has given us an organizational 
structure and the economic base upon which 
to proceed. Support at this level and in these 
areas is critical for the success of such a pro- 
gram, as was noted recently by Bennett at 
the Institute of Living (4). 

In our system we have endeavored to ob- 
tain patient data in the form of coded de- 
scriptions by devising checklists to be used 
by clerks, technicians, relatives, and patients 
in order to reduce the workload of profes- 
sional staff. Clerks collect and code demo- 
graphic information, technicians collect 
psychological test data, relatives give his- 
torical and behavioral data by answering 
questions on pre-punched Hollerith cards, 
and patients sort pre-punched Minnesota 
Multiphasic Personality Inventory cards. 
The medical staff has two computerized 
forms, the Mental Status Checklist and the 
Emergency Room/Admission Checklist, 
each consisting of one page. Social workers 
and nursing staff each have a form. Thus the 
staff complete checklists in lieu of written 
or dictated notes. 

From these the computer generates a 
report for the medical record that serves as 
a legal record entry. Staff members at no 
time are asked to provide data solely for 
“research,” although their observations re- 
corded on checklists serve not only for 
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TABLE 1 
Diagnostic Probabilities (Percent) 


1 2 
DISORDER PROBABILITY RELIABILITY 


Neurosis or psychophysiologic 


disorder 81 80 
Personality disorder 7 100 
Psychotic depression 3 60 
Organic brain syndrome, acute 3 30 
Schizophrenia, paranoid type 1 90° 
Organic brain syndrome, chronic 1 80 
Mental retardation 0 40 
Schizophrenia other than 

paranoid type o 90° 


* Reliability estimate is for all schizophrenic types considered together. 


medical record entries but are also available 
in a machine processable form for multiple 
purposes, including research. The result is 
the acquisition of a large amount of data 
from a modest amount of staff effort. Several 
publications have described this program 
(5-9). 


Diagnostic Probabilities 


Data from the patient's face sheet (demo- 
graphic information), a diagnostic checklist, 
and an automated mental status form have 
been Statistically handled using linear dis- 
criminant analysis to classify patients into 
diagnostic categories. Through grouping, 
official diagnostic categories were reduced 
to 12. Approximately 800 cases were used 
to develop the predictive equations; another 
800 cases were used for cross-validation 
study. The five strongest predictors of diag- 
nosis were found to be age, sex, withdrawal, 
paranoid ideation, and organic brain find- 
ings. Approximately 50 percent of the com- 
puter classification of patients was in agree- 
ment with that of the clinician. Details of 
this study have been published (10). 

Further analysis of these data revealed 
that mental status information alone, plus 
age, sex and hospital identification, would 
classify patients nearly as well (that is, in 
agreement with clinicians), without the 
need for information from the face sheet. 
The decrease in “hit” rate was only three 
percent. This finding resulted in the decision 
to modify our program for processing men- 
tal status forms so that the narrative mental 
status report printed by the computer would 

include numerical diagnostic probabilities. 
The 12 diagnostic categories were further 
reduced to eight because some categories 
had too few patients to permit building of a 
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reliable predictive equation. 


Table 1 shows the information presented 
to the clinician. Diagnoses are rank ordered 
from the most to the least probable occur- 
rence; the one with the highest percent indi- 
cates the most probable diagnosis. Some of 
our clinicians view the percentage figure as 
the percent of clinicians who, if they were 
to see the patient, would vote for that diag- 
nosis. This is, in fact, an accurate way to 
consider it. It should be noted that consider- 
ably more information is presented than 
merely a diagnosis. The eight diagnostic 
categories encompass 95 percent of patients 
admitted to general psychiatric wards and 
in effect produce a differential psychiatric 
diagnosis for each patient. 

Since the numerical probability of the 
occurrence of each diagnosis is reported, 
additional inferences can be made for each 
patient by comparing probabilities among 
the eight categories. These include assessing 
the degree of confidence one can place in the 
most probable diagnosis, inferring border- 
line diagnostic types, spotting the presence 
of more than one disease process, and infer- 
ring nonsignificance of all eight categories. 
For example, if the most probable diagnosis 
(the first one) carries a high percent qu 
and the remaining diagnoses low, one Ri i 
relatively confident in accepting the d ; 
diagnosis; if both the first and second ma 
noses have high percentages and the er 
ing ones are low, the patient may have t i 
disease processes or a borderline ec 
several diagnoses are fairly high, ont te 
infer the presence of symptoms compa ti 
with several disease states or a border! ht 
state: and if all are low, none of the ele 
categories probably apply. 

The reliability estimate is a meast ble t0 
accuracy with which the computer obs qr 
stimulate diagnostic decisions made UN 
nicians of average ability. The literatur i 
reviewed and our own studies Mit 
regarding this reliability feature. A E dad 
percent agreement among climes p 
diagnostic category was gleaned standard 
literature (11-13) and used as a $ ontage 
with which to compare our own pere, 
of computer-clinician aeren y 
nostic category. For example, 
reliability would indicate that the con 
is 60 percent as good as a clinician 
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of diagnosing a particular diagnostic cate- 
gory. In other words, on the average the 
computer will agree with a clinician on that 
diagnostic category 60 percent as often as 
would another clinician. The computer 
could then be considered to be 60 percent as 
accurate as a clinician. This measure helps 
the clinician to know how much confidence 
to place in the probabilities associated with 
a particular diagnostic category. 

In our program design, after the clinician 
completes a mental status form it is key- 
punched and telecommunicated to St. Louis 
to be processed on the IBM 360/50 com- 
puter. Reports are teleprocessed back to the 
outlying hospitals. In a matter of hours (or 
sometimes minutes) the clinician has a re- 
port that includes a legal medical entry and 
the probability statements concerning the 
diagnosis. 

We asked a sample group of clinicians to 
indicate their reactions to these computer- 
generated diagnostic suggestions. Forty-nine 
physicians responded, of whom 45 felt the 
diagnostic suggestions were helpful and four 
felt they were not. 


Some Problems in Diagnosis 


There is poor agreement among psychia- 
trists with regard to diagnosis (14-17). 
The pioneering work by Overall and Hollis- 
ter(18) found that professionals could agree 
quite well on classifying archetypes using 
the Brief Psychiatric Rating Scale (19). 
However, using similar rating and statistical 
techniques on actual patients, they obtained 
only 13 percent agreement between raters 
and the computer formula(18). Using a 
logical decision tree program called 
DIAGNO II, which was designed for the 
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computer, Spitzer was able to diagnose pa- 
tients in accord with clinicians’ diagnoses 
about 50 to 60 percent of the time (20). 
Using discriminant analysis, Melrose and 
co-workers at the Institute of Living (21) 
have achieved results about half as good as 
DIAGNO II. 

Our agreement of approximately 50 per- 
cent using discriminant analysis seems to be 
similar to results with DIAGNO II. Differ- 
ences in sample size and details of technique 
may explain the difference between our 
results and those of Melrose, even though 
the same basic statistical method was used. 
Because of difficulties inherent in diagnosis 
in psychiatry, 50 to 60 percent agreement 
may be as good as one can expect. Since 
computers use much of the same patient 
data that are utilized by clinicians, the for- 
mer may not be able to do better. But inas- 
much as the computerized diagnoses agree 
with the clinicians about as often as one 
clinician agrees with another, one would 
expect clinicians to be interested in the com- 
puter diagnosis. Results of our questionnaire 
indicate such is the case. 

Most psychiatrists agree that the present 
diagnostic nomenclature has limitations. 
Kraepelin’s central aim in his diagnostic 
classification system was to predict the 
course of the disease. The currently used 
diagnostic classification system helps the 
clinician only a little in such prediction. Yet 
clinical decisions are based on predictions: 
we decide to place a patient on suicidal pre- 
cautions if we predict he will commit suicide; 
we may decide to place him on a locked 
ward if we predict he will run away from the 
hospital. 

A major aim of our program is to help the 


provement after electroshock 
provement in one to three years 


ength of hospitalization * * 505 psychotics 


343 schizophrenics 
960 psychotic patients 


TABLE 2 
Ten Studies* Comparing Actuarial and Traditional Clinical Approaches 
TEDICTION OF: SUBJECTS AUTHOR 
Improvement during psychotherapy 33 psychoneurotics Barron 
mprovement during psychotherapy 38 patients S 
ittman 


Wittman and Steinberg 
Dunham and Meltzer 


Adjustment in an institution 501 reformatory patients Hamlin 
erent during casework 63 social work clients Blenkner 
me losis versus neurosis 350 patients Meehl 
ert homosexuality* * 40 male undergraduates Lindzey 
ental versus physical illness* * 100 V.A. patients iod 


"n 

e quw Studies are cited in the review by Jack Sawyer. 
nificane Studies results indicated no significant 
icantly more accurate. 
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TABLE 3 
Identification of High-Risk and Low-Risk Patients 


1 


ROUTINE DIAGNOSIS BY COMPUTER 


LENGTH OF STAY THOUGHTS OF THOUGHTS OF THOUGHTS OF 
OCCURRENCE RATE GREATER THAN 90DAYS RUNNING AWAY SUICIDE ASSAULT 
In total sample (base rate) 2in5 lin 23 lin 9 lin16 
In high-risk group. 2in3 lin 9 lin 3 lin 3 
In low-risk group 1in5 1in30 1in15 1in20 


clinician predict. Our approach is to accom- 
plish this by helping the clinician place pa- 
tients into high- and low-risk categories 
using an actuarial method. Ten studies (22- 
31) comparing the actuarial and the tradi- 
tional clinical approaches are listed in table 
2. In seven instances the actuarial method 
was better than the clinical, and in three it 
was as good. 

Perhaps in the traditional sense this 
method of prediction is not viewed as diag- 
nostic, but it helps to predict behavior— 
which is what a psychiatric diagnosis is 
supposed to do. It tends to identify patients 
who have a high probability of manifesting 
certain kinds of behavior. Recalling Sir 
William Osler’s statement that “Medicine 
is a science of uncertainty and an art of 
probability,” the computer-statistical ap- 
proach makes good sense, 


Predicting Length of Stay, 


Running 
Away, 


Suicidal and Assaultive Ideation 


The information used to generate com- 
puter diagnoses, as noted above, plus addi- 
tional information, was used in making the 
predictions cited below. Sixty-four demo- 
graphic variables, 11 major diagnostic cate- 
gories, and 111 mental status variables were 
correlated with outcome criteria to be pre- 
dicted. Length of stay was computed by 
noting dates of admission and discharge. 
Running away from the hospital was re- 
corded. Using linear discriminant analysis, 
demographic and mental Status data were 
then analyzed relative to these criteria. Pa- 
tients with a long stay were compared to 
those with a shorter Stay, and patients who 
Tan away compared to those who did not. 
Table 3 shows that we were able to distin- 
guish: 1) patients with a two-in-three chance 
of being in the hospital more than 90 days, 
and 2) a high-risk group with a one-in-nine 
chance of running away and a low-risk group 
with a one-in-30 chance of doing so. 

Our aim has been to distinguish between 
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patients likely to be hospitalized for a long 
period from those likely to be hospitalized 
for less than three months. The clinician 
may be able to plan more effectively if he 
knows he is confronted with a patient who 
can be expected to have a long stay. The 
accuracy of our computer predictive equa- 
tion compares favorably with one developed 
by Lindemann (32). 

We have identified high-risk patients 
those three times more likely to run away 
than others. Clinicians may wish to take 
special precautions with these, particularly 
if the patient is otherwise dangerous. Just as 
important may be the clinician’s opportu- 
nity to relax controls on patients who are In 
the low-risk group and allow them more 
freedom, since he can be more confident m 
they will not run away. We have not foun 
a predictive equation concerning rn 
away to compare with ours, although som 
studies have identified characteristics 9 
such patients.(33). on d 

Patients with and without suicidal " 
assaultive ideation were identified in MF 
mental status report. Demographic | 
other mental status items were then s. 
lated with these items, using multiple ws 1 
sion analysis. In table 3 we see well 
1) a high-risk group with a one-In- " 
chance of having suicidal ideation ann 
risk group with a one-in-15 chance; 2) M 
risk group with a one-in-three chance 0 o 
ing assaultive ideas and a low-risk 8 
with a one-in-20 chance. Ber. 

We are thus able to alert ctii 
specific patients who may or may y char- 
expressed such ideation but who ha “asioi 
acteristics—age, sex, anxiety, mee pr 
etc.—that are highly characteristic scia! 
tients with such ideation. The clin s 
attention can then be focused appr ation 
on this group. Patients with suc dics SUF 
may never commit suicide, but stu 
gest they are high risk (34). E 

We are now beginning to prov! 
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predictive statements to clinicians. 
Summary and Conclusions 


The evidence is clear that the statistical 
actuarial method can assist the clinician in 
making decisions. Using coded observations, 
the actuary can provide predictions about 
patients and classify them into high- and 
low-risk groups; the clinician can use this 
information when he makes his treatment 
and management decisions. To provide such 
actuarial prediction is a central aim of the 
clinical computer program in Missouri. 
Using data collected by clerks, technicians, 
relatives, and staff, we are building a data 
base that will help predict significant patient 
behavior and outcome and thereby assist and 
improve patient treatment and care. 

_At this time we routinely provide proba- 
bility statements regarding diagnostic classi- 
fications. These computer-generated diag- 
Noses are in agreement with the clinician 
about as often as would be the diagnosis of 
another clinician. Our clinicians have found 
this contribution to be of value. 

„At present, psychiatric diagnosis has 
limited value in predicting patient behavior; 
we have therefore sought to augment this 
value by developing methods to predict other 
Clinically important events and behavior. We 
have used demographic data from the face 
sheet and mental status data reported on the 
automated Mental Status Checklist in de- 
veloping equations to predict length of 
hospital stay, risk of running away, and 
Suicidal and assaultive ideation. We are now 
able to return to clinicians statements con- 
cerning these items. 

We have established an organizational 
Structure, a data base, and an electronic data 
nen system that will allow us to gather 

„Process information on any patient; 

Predictions based on the data will then be 
Promptly communicated back to the clini- 

lan within a time frame that will permit 
am to use the information in his day-to-day 

nical decisions, Our next goal is to intro- 

d onis and other treatment data into the 
in ire so that predictions regarding 
al € response to specific treatment will 

50 be available. 

Te not be long before clinicians will 

computerized suggestions to help 
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them care for their patients as they now 
demand clinical laboratory reports. 
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Induced Abortion for Psychiatric Indication 


BY SANFORD MEYEROWITZ, M.D., AARON SATLOFF, M.D., AND 
JOHN ROMANO, M.D. 


Women considered for induced abortion for 
psychiatric indication under a restrictive 
state law were studied over a period of seven 
years. The recommendation for abortion 
was unrelated to a number of social variables 
but it was associated with judged suicide risk 
and psychiatric diagnosis. Most patients, 
both those who had abortions and those who 
carried the pregnancy to term, were better 
or unchanged in overall psychosocial compe- 
tence at a long-range follow-up. A small 
group of women who were aborted were 
judged worse; this group also showed evi- 
dence of immediate adverse response after 
abortion. 


VER A SEVEN-YEAR period, from 1963 
through 1969, 168 women for whom 
abortion for psychiatric reasons was pro- 
posed were studied at the University of 
Rochester Medical Center. Most of these 
cases of unwanted pregnancy were referred 
^ us by private attending obstetricians and 
EU the obstetrical clinic at the medical 
nh addition, obstetricians in other 
D : utions in the community also used the 
th ices of the psychiatric consulting team at 
€ medical center. 
bel decisions had to be made within the 
Ag ictive framework of New York State’s 
a eres law that prohibited abortion ex- 
His or life-threatening circumstances. How- 
Rae a long-standing intimate relationship 
ween the departments of obstetrics-gyne- 
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cology and of psychiatry at the medical 
center! has facilitated decisions that are as 
responsive as possible to the needs and prob- 
lems of each patient while attempting to 
abide by a reasonable interpretation of the 
law. We have not had a formal committee. 
Instead two senior faculty psychiatrists have 
been designated by the chairman of the 
department of psychiatry to act for him in 
making recommendations to the referring 
obstetrician and to the chairman of the 
department of obstetrics-gynecology, who 
finally approved or disapproved the pro- 
posed intervention on the basis of the evi- 
dence and judgment offered. Although it is 
primarily a clinical service, the work has also 
contributed to the education of our medical 
students and house officers. During the last 
two of the seven years reported on here, a 
third-year resident in psychiatry was regu- 
larly assigned to work with the two evalu- 
ating psychiatrists in studying all cases 
referred. 

The size and nature of the sample of wom- 
en with unwanted pregnancies referred to the 
evaluating team was dependent upon a host 
of selection factors. In each case, however, a 
critical factor was the judgment of the obste- 
trician who made the referral. Such referral 
to us was usually based on his diagnosis of 
pregnancy, his preliminary evaluation that 
resulted in the judgment that study for pos- 
sible abortion was indicated, and his implied 
willingness to perform such an abortion if it 
recommended. Occasional referrals 
directly to us from physicians other than 
obstetricians, such as family doctors, in- 
ternists, or other psychiatrists, were always 
referred first to an obstetrician for evalua- 
tion. We can only speculate about more re- 
mote selection variables that may, for ex- 
ample, determine a pregnant woman's 


was 


JU util D 

‘Through the years the two departments have fos- 
tered a program in which senior residents in obstetrics- 
gynecology have an opportunity to receive training in 
psychological aspects of their specialty. 
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TABLE 1 
Incidence of Induced Abortion at the University of Rochester Medical Center 

CATEGORY 1963 1964 1965 1966 1967 1968 m 
Total births 2464 2.532 2.270 2.284 2.269 2203 2204 
Total induced abortions 4 17 s 1 : s 4 E 

Psychiatric indication 4 3 és 2 7 4 

Medical indication o 14 


access to an obstetrician who would actively 
consider abortion as an alternative and refer 
such a patient to us for study. Throughout 
the seven years of the work there was no 
difference between our procedures for pri- 
vate patients and for nonprivate patients. 

The University of Rochester Medical Cen- 
ter is one of a number of community hospi- 
tals meeting the health needs of Monroe 
County and parts of adjacent counties. The 
population of the county has gradually risen 
to 700,000; approximately half of these peo- 
ple live in the City of Rochester and the re- 
mainder in contiguous and outlying towns. 
During the period of this study an average 
of 12,800 births occurred yearly in the coun- 
ty. Slightly more than half of these took 
place in the city, the rest in the outside 
towns. The out-of-wedlock births for the 
entire county rose from 900 to over 1,500 
a year during the seven-year period. How- 
ever, for each of these years, 80 to 90 per- 
cent of the out-of-wedlock births occurred in 
the city proper. This information provides 
a baseline for our presentation of data indi- 
cating the origin of our patients: the city 
proper, elsewhere in the county, or outside 
the county. 

Some further background can be provided 
by examining the incidence of induced abor- 
tion at the University of Rochester Medical 
Center. During the years 1963-1969 the rate 
varied from slightly fewer than two to almost 
ten abortions per thousand births; see table 
1. This rate is comparable to the incidence at 
other hospitals affiliated with medical Schools 
in the United States prior to the enactment 
of so-called liberal laws (1). Most of the 
induced abortions have been for psychiatric 
indications. The rare medical indications for 
abortion have included both maternal and 
fetal risk factors (e.g., collagen disease, ma- 
lignant nephrosclerosis, rubella). The rela- 
tively large number of abortions for medical 
indications in 1964 reflects the increased 
incidence of rubella that year. The University 
of Rochester Medical Center is only one of a 
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number of hospitals in the area; patients we 
studied and for whom we recommended 
abortion had these performed at other hos- 
pitals in some cases. 

Table 2 demonstrates the rising rate of 
referral of pregnant women for psychiatric 
evaluation during the seven-year period. 
More than twice as many cases were studied 
during the second half of the period as during 
the first half. These cases are further subdi- 
vided, as will be most of the subsequent data 
presented, according to whether or not abor- 
tion was recommended as a result of our 
evaluation. It can be seen that throughout 
the seven-year period there was fair ur 
tency in the recommendation of M 
nearly two out of every three cases studied. 


The Process of Evaluation 


The decision-making process M 
consulting group evolved gradually [) da 
seven-year period. Essentially it UT a 
the gathering of as much clinica wr 
possible. To this end, we inten at Í 
only all the women but also et d 
family members who were pr The 
spouse or parent, or their boy femal 
referring obstetrician’s clinical et medi | 
and impressions were solicited. Pas S wet 
records, including psychiatric records, 

amined. y ol 
The information was evaluated ad 
the following categories: 1) past bi previous 
history, including any evidence 0 


TABLE 2 tion 
i bol 
Referral for Psychiatric Evaluation tor Al 
a. 
ABORTION NOT qon 
YEAR RECOMMENDED RECOMMENDED K 
9 
Sons 2 me 
1968 22 ; D 
1967 10 7 h 
1966 15 8 i 
1965 14 7 1 
1964 5 : r 
1963 7 t 
Total 108 f 
9 march? 
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psychological disturbance, chronic or acute; 
2) current clinical picture, including psycho- 
logical formulation and diagnosis, with atten- 
tion to any evidence of serious decompensa- 
tion or impending psychosis; 3) detailed 
history of the circumstances of conception, 
with consideration of conscious as well as 
inferred unconscious motivations; 4) nature 
of the coping process since pregnancy be- 
came apparent, especially how the alterna- 
tive of abortion developed as the patient’s 
preference, and attention to possibilities of 
duress from others; 5) current social set, 
especially the availability of persons who 
have rallied to support the patient; 6) esti- 
mate of the patient’s capacity and resources 
to formulate and implement realistic alter- 
natives other than abortion; and 7) suicidal 
potential. 

For this last judgment, we used a crude 
three-point scale of suicide risk: 

Zero =Little or no risk: Current state- 
ments about suicide, if any, were considered 
unimpressive. There was no history of sui- 
cidal behavior nor of a high degree of im- 
pulsivity. 

| - Moderate risk: This category was 
frequently inferred from current active sui- 
cidal ideation, preoccupation, or planning. 
In addition, there might be a past history of 
impulsive, though not suicidal, behavior. 
Any suicide act had had the characteristics 
of a gesture and had occurred only since the 
Pregnancy had become apparent to the 
patient, 

2 = Severe risk: This category included 
current active suicidal preoccupation plus 
One or more of the following: history of 
Suicidal behavior prior to this pregnancy, 
Prominent history of suicide in the family, or 
the presence of conspicuous guilt, shame, Or 
self-blame inferred to be manifestations of 
internalization of aggression in the intra- 
Psychic conflict. 

A number of psychosocial characteristics 
g the 168 women were studied. Their pre- 
ie edon in table 3 reflects the outcome of 
He ea able ie, whether or not abor- 
due was recommended. While some weak 
si eum are apparent, none of these are 
na cant; furthermore, the variables €x- 
"n ined are unlikely to be independent of one 

other, It can be seen that recommendation 
or abortion was somewhat more likely to be 
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TABLE 3 
Background Information on 168 Women 
Referred for Evaluation 
ABORTION ABORTION NOT 
RECOMMENDED RECOMMENDED 

CATEGORY" N= 108 PERCENT N = 60 
Age 

Under 15 4 66.3 2 

15-19 14 56.0 11 

20-29 45 60.0 30 

30-39 33 67.3 16 

40 and over 12 92.3 1 
Marital status 

Single 38 56.7 29 

Married 49 70.0 21 

Separated 12 60.0 8 

Divorced 3 100.0 o 

Widowed 6 75.0 2 
Pregnancy number 

First 34 56.7 26 

Second 9 56.3 7 

Third 11 64.7 6 

Fourth 23 74.2 8 

Fifth or more 31 70.5 13 
Social class 

1 0 te) 

2 13 56.5 10 

3 18 64.3 10 

4 24 60.0 16 

5 20 66.7 10 

6 22 64.7 12 

" 11 84.6 2 
Patient status 

Private 72 632 42 

Division 36 66.7 18 
Race 

White 96 632 56 

Nonwhite 12 75.0 4 
Religion 

Jewish 5 62.5 3 

Protestant 70 70.0 30 

Catholic 27 62.8 16 

Other 1 50.0 1 

Unknown 5 333 10 
Residence 

Monroe County 

Rochester 52 65.8 27 
Outside city 37 59.7 25 
Outside county 19 704 8 


Tanaan analysis revesed no significant differences, in any ol Wem 
between whether abortion was recommended or not recom. 


categories. 
mended. 


made for older patients, for patients who are 
or who have been married rather than for 
those who have never been married, and for 
patients for whom this is the third, fourth, or 
fifth pregnancy rather than the first or 
second. Social class was estimated on a sev- 
en-point scale with one the highest and sev- 
en the lowest.2 Some tendency can be 
seen toward a greater likelihood of recom- 
mendation for abortion in the lowest classes. 
Other categories one might expect to be 


7A modification of Hollingshead’s scheme, based 
on the occupation scale alone, was used (2). 
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TABLE 4 
Relationship Between Diagnosis and Recommendation * 
TOTAL ABORTION ABORTION NOT 

DIAGNOSIS NUMBER PERCENT RECOMMENDED RECOMMENDED 
Adjustment reaction of adult life a 22 9 E n 
Depressive neurosis Se ps E i 
Schizophrenia 
Adjustment reaction of adult life plus A Yi 36 $ 

personality disorder A F 1a ig 1 
Depressive neurosis plus personality disorder p A 5 ‘a 
Personality disorder Ce aA J H 
No diagnosis . o 5 1 5 
Depressive psychosis 2 20 5 H 
Neurosis, other nus 24 A 7 
Neurosis, other, plus personality disorder 2 z ; 
Other 1 06 108 R 
Total 168 O! 


* Chi square = 66.19, df = 10. p<.001 


related, such as residence and race, show 
similar weak associations with recommenda- 
tion. Religion and patient care status do not 
appear to be related to recommendation. 

The nosologic categories into which the 
sample falls are significantly related to the 
consultation outcome (table 4), though the 
the team’s decision about a recommendation 
cannot be considered truly independent of 
its selection of the diagnosis. Diagnoses that 
are closely associated with recommendations 
for abortion are depressive neurosis (with or 
without personality disorder), depressive 
psychosis, schizophrenia, and personality 
disorder with adjustment reaction of adult 
life. By contrast, diagnoses of adjustment 
reaction of adult life or of personality dis- 
order without a secondary diagnosis occur 
frequently when abortion is not recom- 
mended. 

Examining other psychological variables 
at the time of consultation (see table 5), the 
judgment of suicide risk on the aforemen- 
tioned three-point scale is significantly re- 
lated to recommendation, but, once again, 
these factors are not mutually independent. 
In all cases judged as severe risk, in 82 
percent of the cases judged to present mod- 
erate risk, and in only 16 percent of the cases 
representing little or no risk was abortion 
recommended. Judgments about the availa- 
bility of supporting figures, made in the 
majority of the cases studied, are apparently 
unrelated to our recommendation. Twenty- 
six women were hospitalized on the psy- 
chiatric service in early pregnancy, usually at 
the time of the consultative study. Such 
hospitalization did not influence the recom- 
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mendation; for 17 of these, abortion was 
recommended and for nine it was not. 


Follow-Up 


The follow-up data concerning the fate of 
these 168 women after our consultation x 
derived primarily from a careful Spies 
of all hospital records and by interviews re 
all referring obstetricians and other invo k 
physicians, usually family doctors oC 
chiatrists. In addition we utilized the M 
roe County Cumulative Psychigi hs 
Register to detect any subsequent ou! » Th 
or hospital contacts by these pel 
search was systematized by using an! 
check sheet for each patient. ; n 

Except for a small group of patie 
by a member of the consulting ees 
ing the consultation, most of our in ? es 
is not primarily derived from di Ei 
with the patient. However, our neues 
perience and the reports of others S$ gi 


TABLE 5 
Relationship Between Two dation 
Psychological Variables and Recommen! ae 
ABORTION Pio 
neCOMENDED RECOM)” 

VARIABLE (N = 108) 

Suicide risk* 48 
Little or none 9 12 
Moderate 54 0 
Severe 45 

Object engagement 
and support* * 22 
Present 34 18 
Absent 43 20 
Unknown 31 


* Chi square = 92.2, df = 2. p«.001 
** Not significant 
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or yield when patients are contacted di- 
rectly for a follow-up interview or for com- 
pletion of a questionnaire (3). Also, we were 
impressed throughout by the magnitude and 
detail of the information obtainable from 

- physicians who have followed some of these 
patients for years since the unwanted preg- 
nancy. 

We sought information about the fate of 
the pregnancy: whether it was terminated 
and how, or whether it was carried to term, 
regardless of the recommendation. We fur- 
ther tried to learn about the patient's imme- 
diate behavioral response to the consultation 
and to the abortion, if one was performed, 
or, if there was no abortion, about her psy- 
chological functioning during the remainder 
of the pregnancy. Finally, we attempted to 
make judgments about overall psychosocial 
Competence or adaptation during the entire 
time period since the unwanted pregnancy; 
we assumed this would be reflected in the 
School or work performance, marital adjust- 
ment, health history, and psychological 
symptoms observed by the physicians caring 
for them. We specifically-searched for subse- 
quent episodes of psychiatric illness requir- 
ing outpatient or hospital care. 

Examining the fate of the pregnancy, 
regardless of our recommendation (table 6), 
one can see that most abortions recom- 
mended were performed. However, 21 of 
the 60 women for whom it was not recom- 
mended managed to obtain abortion else- 
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TABLE 6 
The Fate of the Pregnancy 
CATEGORY NUMBER 
Abortion recommended 
Abortion induced as planned 93 
Abortion not performed 
Spontaneous abortion 6 
Patient changed her mind 1 
Rejected by obstetrics 5 
No information 3 
Total 108 
Abortion not recommended 
Pregnancy carried to term 23 
Pregnancy interrupted 
Spontaneous abortion 4 
Abortion elsewhere 21 
No information 12 
Total 60 


where (other cities, Japan, Puerto Rico, 
England, or, in some cases, other hospitals in 
Rochester). A closer examination of this 
group for whom abortion was not recom- 
mended is presented in table 7. There is an 
indication that higher social class, with its 
expected greater resources and opportunity, 
permits women to obtain an abortion else- 
where. 

Using all the information available, we 
were able to rate 18 of the 23 patients who 
carried the pregnancy to term. Seventeen of 
these revealed little or no distress during the 
pregnancy; any acute discomfort reported at 
the time of the consultation appeared to 
subside. This was not true in the case of the 
one remaining patient. At the time of consul- 
tation this 19-year-old unmarried woman 


TABLE 7 


Outcome of Cases in Which Abo 


rtion Was Not Recommended 


PREGNANCY INTERRUPTED 


ORTION NO 
UIN Ad n. ar TNNT ELSEWHERE INFORMATION TOTALS 
Socal class ^ 
"3/904 1 3 16 6 6 
56,017 12 1 5 6 . 24 
Patient status 
Private 15 3 17 7 42 
Division 8 1 4 5 18 
Race 
White 20 4 20 12 56 
Nonwhite 3 o 1 0 4 
Residence 
ity 10 o 10 7 27 
county 10 3 8 4 25 
ut of County 3 1 3 1 8 
Maral status : : si 
ingle 11 1 13 4 
l Married 10 3 5 3 21 
Separated 2 o 2 4 g 
. Divorced o 0 1 1 2 
idowed o 0 o 0 0 
[77] 
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presented as having a personality disorder 
and appeared quite ambivalent about the 
abortion she was requesting; we considered 
that she might be a borderline psychotic. She 
had to be hospitalized for severe depression 
ten days after she delivered the baby, which 
was placed for adoption. 

We made similar judgments of the im- 
mediate behavioral responses of the 93 wom- 
en for whom abortion was induced as 
recommended. For 60 patients (64 percent), 
the manifest response was one of pure relief 
with no readily expressed misgivings or re- 
grets. Mixed feelings, with expressions of 
sadness or mild guilt but without expressed 
regret, were apparent in six patients. In still 
another six patients, there were manifesta- 
tions of serious psychological disturbance, 
largely resembling grief, shortly after the 
procedure. Three of these six became frankly 
psychotic and required hospitalization with- 
in weeks of the abortion. All three proved to 
be schizophrenic, but it had only been recog- 
nized in two at the time of consultation. Only 
in the case of the third woman had there 
been an underestimation of her deep con- 
fusion and ambivalence about abortion. 

Of the remaining three who had adverse 
responses to the abortion, two had intensifi- 
cation of their depression shortly after the 
abortion; one of these made a Serious suicide 
attempt and required hospitalization. The 
last patient of the six, a 28-year-old woman 
who was separated from her husband, judged 
to have a severe hysterical Personality dis- 
order, had a Psychotic reaction that ap- 
peared to be a dissociative State five days 
after her abortion. Her uncontrolled rage and 
a suicide attempt led to hospitalization. 


Subsequent Adaptation 


Judgments were also made from all of the 
available information about Subsequent over- 
all _Psychosocial adaptation. Some of our 

' patients had had the unwanted pregnancy as 
long as seven years before, but for those seen 
elapsed since the 
od in question was 
The baseline taken 
me period j i 
to the unwanted conception. Į cage 
OW-up, we compared the 
23 women who had carried the pregnancy to 
term with the 114 women who had had 
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induced abortion (in Rochester, as recom- 
mended, as well as elsewhere); there weren 
notable differences (see table 8). Most ofthe 
women were judged to be the same or better 
in overall psychosocial competence, based | 
on the absence of psychological symptoms, 
on job or school performance, and on stabil- 
ity of the marital role. Seven of the women 
who had terminated their pregnancies were 
judged worse; six of these seven were the ones 
who had shown serious disturbance immedi- 
ately after the abortion. The seventh wasa 
severe chronic schizophrenic who had had 
feelings of relief and no immediate adverse | 
response to abortion. Only one who com- 
pleted the pregnancy was judged worse; she 
was the one who had had major psychologi- 
cal distress throughout her pregnancy and 
required hospitalization in the postpartum 
period. ; 

Psychiatric outpatient or hospital treat- 
ment subsequent to the unwanted pM 
may be utilized crudely as another we 
psychological functioning. Of the 114 ipu 
who had abortions, 17 had subsequent i 
chiatric outpatient treatment, but 14 oft ie 4 
17 had also been in treatment prior to 
pregnancy. Three of the 23 women aa 
carried to term had subsequent treatm i 
and two of these had previously been in m 
ment. Eleven of the aborted women Rr 
or more psychiatric hospital admissions id 
the pregnancy, but eight had been Pe 
ized previously. (This does not B im 
hospitalization during pregnancy at omel 
of the consultation.) Six of the 23 W ái 
who carried to term had subsequent WU 
admissions and four of these had had P 
vious admissions. -s a 

Our follow-up findings contain t id 
small sample of seven women following 
poorly in the long-range period 2o 
abortion. All of them decompensate ss 
an exacerbation of previously exist who 
It should be noted that six of the sev 


TABLE 8 A 
Subsequent Psychosocial Adaptatio! 


M 
T0 TER 
INDUCED ABORTION PREGNANCY TE, cent 


ADAPTATION NUMBER PERCENT NUMBER d 
Better 47 412 2 56.5 
Same 23 20.2 i 1 43 
Worse 7 6.1 2 87 
No information 37 32.5 23 
Total 114 

ch 197! | 
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did poorly in the longer time period had had 
an immediate adverse response to the abor- 
tion. This suggests that, in the absence of 
immediate postpartum disturbance, most 
women are able to integrate the experience 
of termination of an unwanted pregnancy 
without subsequent psychosocial adaptive 
failure. While our long-range follow-up data 
are similar to those reported in a number of 
studies and summarized in recent reviews 
(4, 5), there is little mention in these other 
reports of severe psychological decompen- 
sation immediately following abortion. 

Only one of 23 women who carried the 
pregnancy to term had subsequent pyscho- 
logical disturbance, and this woman had had 
evidence of persistent distress during the 
pregnancy, In retrospect, we believe it might 
be of value to reassess the cases of all women 
who are having persistent or worsening dis- 
tress following a decision that pregnancy 
cannot be interrupted. In three cases we did 
reevaluate women who were apparently be- 
coming more anxious or depressed after the 
consultation; our decision was changed to a 
recommendation for abortion in all three 
cases, 

Finally, our data also suggest that, while 
social class did not influence the recom- 
mending or carrying out of an abortion, of 
the women who were rejected, those with 
higher social status and those who were un- 
married were more likely to obtain abor- 
tions elsewhere. Going beyond the tabulation 
of this segment of our data, we plan to ex- 
amine in more detail the handful of cases in 
which there was severe psychological de- 
compensation following abortion. In addi- 
tion we are studying other variables, such as 
duration of pregnancy at the time of abor- 
lion, technique used to induce abortion, 
Sterilization accompanying abortion, contra- 
Ceptive practices following abortion, and 
Subsequent pregnancies. 


Summary 


, Initially we set out to review this material 
in anticipation of legislative reform in our 
Own state. We believed it important to docu- 
Ment our experience prior to the enactment 
à “liberalized law" so that the impact of 

is change could subsequently be appreci- 
ated (6). Now, with repeal of the traditional, 
restrictive legislation in New York State, 
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we hope that some of our experiences will 
prove useful in guiding the physician con- 
fronted with a request for abortion. 

The group of women we studied were 
characterized by psychiatric illness; they had 
been selected as such by the requirements of 
the old law. Their immediate and long-range 
response to abortion was influenced by the 
fact of their illness, and the poor outcome of 
a few may reflect decompensation that would 
have occurred no matter how the unwanted 
pregnancy was managed. 

The current situation in New York per- 
mits, for the first time, abortion for 
“healthy” women on request. However, we 
assume that a subpopulation of "sick" 
women will continue to request and be 
granted abortions. The physician should be 
alerted to the likelihood that within this 
subpopulation a small number of patients 
will have an adverse outcome. It is to be 
hoped that all requests to interrupt a preg- 
nancy will be evaluated thoughtfully, but 
identification of the woman with a history of 
psychiatric illness requires particularly care- 
ful exploration of her attitudes prior to abor- 
tion and closer monitoring of her coping ca- 
pacities for a period of time thereafter. 
Finally, the opportunity is now available to 
study the experience of abortion for 
“healthy” women as well. 
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DISCUSSION 


EDMUND W. OVERSTREET, M.D, (San Francisco, 
Calif.)—In essence, this paper deals with the effect 
of therapeutic abortion—or of carrying the preg- 
nancy to term when abortion was denied—on pa- 
tients with serious psychiatric illness. These were 
not just 168 women mentally disturbed by un- 
wanted pregnancy. The criteria of the former 
New York law—life-threatening circumstances— 
undoubtedly dictated their preselection for refer- 
tal. The authors’ interpretation of these criteria 
was perhaps even more stringent and literal, since 
they approved abortion for only 64 percent of 
these patients. Extensive clinical data brought 
them honestly to their decisions, but only in the 
classical estimate of suicidal risk is there a dis- 
cernible correlation. And I find it Startling that of 
26 patients so ill as to require psychiatric hospi- 
talization during pregnancy, only 17 were ap- 
proved for abortion. 

In their follow-up study the authors treat the 23 
patients who carried to term as a Sort of control 
group. But clearly this group is scarcely compa- 
rable to that of the 93 aborted patients, since the 
very denial of abortion approval to them classifies 
their psychiatric illnesses as mild and not life- 
threatening. So when the authors report that 
there were “no notable differences” in the final 
Psychiatric status of the two groups, one should 
not conclude that comparable mentally ill pa- 
tients do just as well carrying pregnancy to term 
as when they are aborted early. Indeed, the op- 
posite is suggested: that severely ill patients are 
protected from graver psychiatric damage by 


early abortion and end up no worse off than more 
mildly afflicted patients, 


But in truth this sort o 
germane in view of the fa 
toward abortion are chan 


f discussion is scarcely 
ct that general attitudes 
ging so rapidly that this 
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paper may soon be of only historical interes, 
Even now the types of patients it analyzes con. 
stitute only a very small fraction of those now 
being aborted on psychiatric grounds. These pa 
tients were studied when the local hospital abor- 
tion rate was only two to ten per thousand births, 
Doubtless this will now rapidly change, as it has 
in California, where several major hospitals have 
reached rates of 300 to 500 abortions per thousand 
births, and one hospital currently reports 1,500 
per thousand! The rate for the entire state, now 
60 per thousand, has doubled every six months 
since January 1968. Ninety-six percent of these 
abortions are for so-called psychiatric reasons 
and, in contrast to the authors’ figure of 64 per- 
cent, 97 percent of all applications are being 
approved. à 
Quite obviously, abortion has become a socio- 
logic matter rather than a truly medical one, 
since physicians increasingly use it simply to solve 
the problem of unwanted pregnancy. Fortunately, 
earlier studies in Sweden and current ones in thè 
United States seem to be gathering evidence that 
forcing a woman to carry a pregnancy to n 
against her will is per se detrimental to her mental 
health. Notable among these studies is the n 
of Forssman and Thuwe (1) documenting the ad- 
verse effect of “compulsory pregnancy" on the 
mental health and social adjustment of the 
children thereof. More studies along these be 
are needed, using the meticulous methodology " 
the current authors, to reassure physicians a 
performing huge numbers of legal abort Hi 
are doing more good for society than simp A ah 
fying a sociologic whim or coping with popula 
ressure, X 
i In actuality, current abortion practices i 
more to woman's ethical right to the Con 
her own body than they do to psychia ee 
siderations. I have no doubt, therefore, t io; di 
psychiatrist will soon be relieved of his Hi (ot 
role in the adjudication process. But he MIR 
tinue to be essential for evaluating the psy° thet 
results of the enormous abortion task that o 
physicians are now undertaking. 
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An Integrated Department 
of Psychiatry/Community Mental Health 
Program: One Model 


BY VAN BUREN 0. HAMMETT, M.D., CLIFFORD J. BODARKY, ED.D., 
AND PAUL J. FINK, M.D. 


The authors describe one model for setting 
up a good relationship between an academic 
department of psychiatry and a community 
mental health program. The "marriage 
model” emphasizes total integration. It has 
proved to be effective in providing a large 
volume of clinical service, a fruitful context 
for numerous education and training pro- 
grams, and many opportunities for research. 


OR THE MOST PART academic psychia- 
trists have not shown much enthusiasm 
for community psychiatry; their attitudes, 
as revealed in the available literature and in 
oral communications, have tended toward 
reluctant interest, wariness, or outright dis- 
approval. This lack of enthusiasm is reflected 
in the fact that of 96 academic departments 
of psychiatry in the United States only 21 
have community mental health programs in 
Operation or in the planning stage (1). There 
are various reasons for the prevailing aca- 
demic position vis-à-vis. community psy- 
chiatry; these have been expressed by others 
(2-4) and need not be repeated. On the 
other hand, there are cogent reasons why an 
Minemue department should be involved in 
ommunity psychiatry. Some of these are 
theoretical (5), others are philosophical or 
Practical; we shall refer to them later. 
a Rate an academic department has decided 
Haas td with community psychiatry 
to activate a community mental health 
SETA there is another question that im- 
ediately becomes important: What is the 


i ENG are with the Department of Mental 
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relationship to be between the department 
and the community mental health program? 
Are they to be allies, siblings, or partners in 
marriage? There is as yet no generally ac- 
cepted answer to this question, and each de- 
partment must come to its own conclusion. 
There are many factors to be considered. 
The emphasis in community psychiatry is 
on service. How acceptable is this to the de- 
partment whose traditional emphasis is on 
education and research? Can the department 
provide service in such greatly augmented 
quantity without compromising its standards 
of quality? The community program empha- 
sizes  decentralization—movement away 
from the complex medical center into the 
medically naive community. Will the 
department and its parent institution look 
favorably on this? The community program 
proposes to develop new, previously unheard 
of categories of personnel who are for the 
most part less extensively educated and 
trained. Should an academic department 
countenance such "dilution"? These are 
some of the questions, and psychiatrists are 
by no means in agreement about the answers. 
As an academic department considers 
these questions and weighs alternative an- 
swers, it should give attention to certain 
philosophical and theoretical considerations. 
The traditional concept of the university as 
an institution concerned only with the pur- 
suit and transmission of knowledge may be 
becoming anachronistic. Accompanying the 
current awesome mastery of our enviroment 
and our affluence are massive social unrest 
and a growing distrust of the formal insti- 
tutions of our society. The demand for social 
equity is imperative. The modern university 
cannot in good conscience remain aloof from 
the everyday concerns of society, nor can the 
medical school's department of psychiatry 
do so. The effective rendering of sophisti- 
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cated services requires as much knowledge as 
other, more traditional university pursuits. 
Kerr (6) has described the relationship of the 
university to public service as a matter of 
prime concern and has listed involvement in 
the life of society as one of the major uses of 
the university. 


Another consideration is that the basic 
principles of community psychiatry are essen- 
tial components of any teaching program 
that attempts to train medical students and 
residents to provide the most effective man- 
agement for their future patients. Continuity 
of care, the provision of complete care with- 
in the home community, and the melioration 
of stigmatization and rejection by the family 
and neighborhood are cardinal principles of 
community psychiatry; they are also effective 
deterrents of institutional neurosis, chro- 
nicity, and the “social breakdown syndrome." 
The concept of a system is now available to 
the field of mental health: a system is a regu- 
larly interacting or interdependent group of 
items forming a unified whole. A community 
mental health program is a system of ser- 
vices, and within this system professionals 
are ableto make treatment decisions with the 
assurance that they will be implemented as 
required. Furthermore, considerations of ego 
development and function, as well as crisis 
theory, support the validity of the principles 
of community psychiatry as essential com- 
ponents of all good psychiatric manage- 
ment (5). 

The introduction of a vigorous communi- 
ty psychiatry program into an academic de- 
partment oriented to traditional concepts is 
not an easy process (7). It is, however, quite 
possible to accomplish. Furthermore, the 
amount of friction and conflict that re- 
sults is directly proportional to the degree 
of ambivalence toward concepts of com- 
munity psychiatry that the departmental 
chairman and other leaders feel. Friction 
and difficulty may be avoided if these men 
are truly convinced of the value of commu- 
nity psychiatry, for when they are convinced 
they transmit to their staff the belief that the 
gestalt triad of service, training, and research 
constitutes a sum that is different from and 
ticher than any of the component parts. It 
has been written that the attitude of the de- 
partmental leadership largely determines 
whether the new enterprise is seen as the in- 
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trusion of a foreign body into the system 
or as the somewhat painful but natural 
growth of a dynamic department (8). 


Defining the Relationship 


We return now to the question about the 
relationship between the academic depart- 
ment and the program of community psychi- 
atry: are they to be allies, siblings, or part- 
ners in marriage? These various models of 
relationship have points of similarity, but 
there are significant differences. If we ex- 
trapolate from these well-known models, we 
find that there are certain criteria that help 
to identify the kind of relationship: 

1. Do the community mental health pro- 
gram personnel hold faculty appointments? 
If so, what proportion of them do—only the 
“top brass’ or all who meet the academic 
requirements? To what extent have the rê- 
quisite qualifications for faculty apponi | 
been modified to accommodate menta 

th program personnel? 
ai What is the relationship between the 
chairman and division heads of the academic 
department and the director and service 
chiefs of the community mental health p 
gram, both formally in the organization? 
structure and informally (one might say, 
emotionally) in everyday interactions: à 

3. Does the academic department pam 
pate in or remain aloof from tes 
tions of the community program?  . 

4. Are there regular joint mes “a 
personnel of the academic depart 
personnel of the community mental a 
center, or do they hold separate meeting ats! 

5. What are the financial arrang ini 
Are the budgets entirely separate os 
combined insofar as it is legally poss”) 

The answers to these questions p" 
to define whether the academic dep 
of psychiatry and the commune T 
health program are allies, siblings, Pu 
riage partners at a given institution. can 
ples of all of these types of relation 
be found among existing programs. ‘i 

One can think of arguments bot 
against each of these three models. tent of 
not intend to analyze here the ee is t0 
validity of these arguments. Our | orgati£? 
report and to briefly describe an of one ? 
tional structure that is illustrative marria? 
the three models outlined—the 


s for 


rtment 
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model—together with some of the philo- 
sophical and theoretical considerations that 
underlie it. 


The Marriage Model 


In order to provide a clear context against 
which this model can be described and evalu- 
ated, we will define community psychiatry 
as we conceive and practice it. There are 
still various definitions and significant theo- 
retical and practical differences in conceptu- 
alizing the functions of community mental 
health programs. It is to be hoped that a 
consensus will emerge from the discussions 
that began several years ago and are con- 
tinuing vigorously today. Until a generally 
accepted concept does emerge, however, we 
believe that we must define our terms. 

We define community psychiatry as the 
application of the principles of psychiatric 
and social science to the prevention, recog- 
nition, treatment, and rehabilitation of 
emotional and mental illness and its sequelae 
within a given population or catchment area. 
In order to translate this definition into an 
active program, specific objectives are nec- 
essary. They are: 

l. To extend the availability of mental 
health care to a wide spectrum of the popula- 
tion. In centers located in large urban com- 
munities, this has special reference to the 
socially and economically disadvantaged 
Segment of the population. 

2. To provide primary mental health care 
at the neighborhood level. 

3. To provide comprehensive or total 
Psychiatric service, from emergency service 
to rehabilitation, within the home commu- 
nity; this stresses continuity of management. 

4. To establish, maintain, and expand 
communication with the community in order 
to understand its problems and needs and to 
identify social factors that cause stress and 
mental illness. 

. 5. To meliorate as much as possible nox- 
lous social factors that can be identified. 

The organization we are describing here 
Should be considered in light of the definition 
of Community psychiatry and program ob- 
J€ctives outlined above. 

The feature we believe to be unique to our 
Organizational model, and therefore our 
reason for reporting it, lies in the fact that 

ere was, from the beginning, insistence on 
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the principle of complete integration of the 
community mental health program and the 
academic department of psychiatry. The 
basic organizational premise was that the 
department of psychiatry would develop a 
community mental health program as one 
of its integral functions. This premise con- 
tinues to be the foundation of the entire de- 
partmental system with a calculated inter- 
digitation of budgets and staff. 

Figure 1 presents a schematic outline of 
the structure of the department of psychiatry 
and includes all of its functions. There are 
three major divisions in the department: 
clinical services, education and training, and 
research and evaluation. Divisional chiefs 
are responsible for the implementation of 
the programs, which encompass all of the 
department’s professional activities. These 
divisions report to the chairman for the ulti- 
mate establishment of broad psychiatric 
policy or for the adjudication of important 
philosophical questions. Administrative con- 
cerns are handled by the executive director, 
who is responsible to the chairman for the 
orderly conduct of the department's affairs. 

The child psychiatry program has separate 
divisional status within the department. The 
head of child psychiatry is responsible to the 
chairman for appropriate professional 
programs, and the associate executive direc- 
tor for children’s services is part of the cen- 
tral departmental administrative team, 

There is a weekly meeting of division 
chiefs and executive directors with the chair- 
man, during which departmental affairs are 
discussed. This group bears the primary re- 
sponsibility for the functioning of the de- 
partment. 

The central concern of the program has 
been the development of many high quality 
services. We assumed that we would do a 
better job by starting with familiar skills 
and areas of experience. Therefore, many of 
the program’s treatment modalities are more 
or less traditional. And yet the availability 
of prompt and high quality psychiatric ser- 
vice to the residents of a large and impover- 
ished community is indeed a tradition worth 
establishing and is of itself quite innovative. 

There are good reasons for evolving a 
formula in which an academic department 
of psychiatry and a large community mental 
health center are intertwined in all aspects. 


[83] 


1164 


FIGURE 1 
Structure of the Department of Psychiatry 


Chairman 


Executive Director 


Administration 


Director, 


Director, 
Clinical Services 


If they remain separate entities the pattern 
of funding may create a situation in which 
the academic department is the poor coun- 
try cousin looking for crumbs from its rich 
cousin, the community mental health center. 
The dichotomy may be exaggerated and 
rendered disastrous by competition between 
the chairman of the department and the 
director of the center. Without initially real- 
izing the good sense of it, this program 
elected a plan that produced the present 
formula, in which the chairman of the de- 
partment also became the medical director 
of the community mental health center 
and the executive director became the ad- 
ministrator who reported to and consulted 
with the chairman as the center developed. 
At first glance this may seem to complicate 
matters and to force an unnecessary hierar- 
chical system, but in practice it provides 
solutions to problems that might otherwise 
be difficult to resolve, 

Community mental health centers were 
mandated to. provide multiple services to 
their assigned catchment areas. If a de- 
partment of psychiatry already had certain 
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services that it maintained for traina 
poses, it usually sought a variety oM . 
types, without regard for such consi E 
as catchment area. The natural in anm 
in such situations might be to d di 
separate facilities. For ee sei 
might be a departmental outpati a 
in which residents would I 
and, alongside it, a community er is 
center outpatient service, each wi i 
rate staff, record keeping, and d E 
This “separate but equal" po p^ 
false barriers and in some ways ity mà 
primary purposes of the commun M 
health center concept. Furthermo E 
tinues the traditional policy of we 4 
residents in community mental ei p 
ities or concepts. The residents pem 
own" clinic, with "good" pe o 
patients, and hired staff stay in nta 
clinic with “those ghetto patera 
an arrangement tends to DN p 
myth that mental disease in pi ‘he 
is different from mental disease a el 
fortunate. By contrast the mode r É 
here affords an opportunity for re 
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training to have active experience with both 
underprivileged and middle-class patients. 


Advantages of Integration 


For the staff of the community mental 
health center, faculty appointment and the 
opportunity to mix some teaching activities 
with their primary service functions are im- 
portant advantages. The academic atmos- 
phere extends to community mental health 
services and gives a lift to morale. Instead 
of the chief of the inpatient service donning 
his assistant professor’s hat and going 
“across the street” to teach, he can teach 
residents, medical students, and community 
workers on his own service where he knows 
the patients, is familiar with the routines, 
and is responsible for policy. 

From the trainee’s point of view there is 
the advantage of having access to a much 
larger number of patients. The traditional 
model of academic services left many stu- 
dents clamoring for more patients. This 
model allows for a better ratio of students 
to patients. 

From the standpoint of medical student 
education, several advantages accrue to 
this plan. The students can participate 
In programs in the community and thus start 
carly to develop a sense of community psy- 
chiatry; since all services of the department 
and center are integrated, the students 
learn community psychiatry and dynamic 
Psychiatry at the same time as interrelated 
parts of a whole. 

The medical school faculty and its 
degree-granting aspect tend to add prestige 
to special training programs for the devel- 
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opment of new types of mental health per- 
sonnel. Moreover, the availability of large 
patient populations in the community pro- 
gram solves a major problem otherwise 
present and difficult to overcome in these 
training efforts. The student is supervised 
and guided in clinical work and in the com- 
munity center by the same faculty members 
who teach the more academic aspects of his 
educational program. In a similar manner, 
the research and evaluation service of the 
community mental health program is fused 
with other departmental research efforts. 
This has proven to be of mutual advantage 
and is reflected in the final products; a 
broader scope of research material results 
from this fusion. 
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Drug Use in a Black Ghetto 


BY WENDELL R. LIPSCOMB, M.D. 


The findings of this relatively bias-free inter- 
view study of 92 ghetto youths in a work 
training program suggest that "normal" drug 
use in the ghetto is more comparable to 
nonghetto drug use than has previously been 
believed. Also, studies that suggest high 
ghetto rates of heroin use where marijuana 
use is high (or at least culturally accepted 
without sanction) may be specifying small, 
specific population sectors rather than the 
ghetto as a whole. 


LTHOUGH it is alleged to be true that 
Ae dwellers of all descriptions (but 
especially blacks) are heavy drug users, actu- 
al documented evidence confirming these be- 
liefs is infrequent, and when the evidence is 
presented it is appropriate to regard it with 
suspicion. Police and court records do not 
supply representatively reliable data because, 
aside from the issues of unequal law enforce- 
ment, the records are relevant only to the 
"losers"—those who get caught or “busted.” 

Attempts to query ghetto populations 
about actual drug use can be stymied by in- 
group distrust and secretiveness related to, 
among other. things, overstudy of ghetto 
residents by government and university re- 
searchers and their resentment at the ab- 
sence of rewards or changes as an outcome 
of their cooperation. Moreover, the identity 
of informants who do cooperate can be 
challenged on the basis that the informants 
are not "true" representatives of the ordinary 
ghetto population, but enlightened spokes- 
men. Consequently, other researchers often 
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question the reliability of findings from even 
the most systematic and sympathetic inquir- 
ies about drug use in the ghetto. 


Method 


The data collected in the study reported 
here are probably unusually reliable because 
of the circumstances of their collection. The 
persons reporting are undeniably hard-core 
ghetto youths. They were selected in 1967 for 
a work training program in northern Cali- 
fornia, and strict requirements for eligi- 
bility were applied. The trainees were 16 to 
22 years old, and they met three basic E 
an annual family income of $3,500 or less at 
a family of four, residence ina “poverty E 
get" area of a large California city, a 
membership in an ethnic or racial d 
group, in this case black or Mexican-Am 
Tha addition, most members of the pum 
were characterized by at least three f high 
following descriptions: dropped out 0 an 
school; came from families with four or " 
children; came from families eligible ne 
receiving welfare; lived in one-parent dd 
holds; had arrest records; and had Mu. 
employment records that inclu : EU 
tenure on specific jobs, long pem bent 
employment, many job changes, an 
involvement in illegal enterprises. m". 

The drug use question was E sinl 
cidental procedure in the general icit ie 
orientation routine that each apP pecie 

ters. 
study effort on the part of the tesi 
In addition to a number of ie ; 
pencil tests of academic and me 


— x g at 
! This was a pre-apprenticeship program th 
young men intensive mechanical trate the ope 

academic instruction as preparation ie passe 
engineer apprenticeship tests. Those the Union of OF 
at the end of the program could enter t Mist becom! 
ating Engineers as apprentices en TO! Ben 
heavy equipment operators. The pog financed by 
oped by Local 3 of the union and wa nd We 
Department of Health, Education. a 

other federal agencies. 
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aptitude, personality characteristics, scholas- 
tic achievement, etc., a complete physical ex- 
amination was administered, the oral part of 
which included a full health history and re- 
port of selected aspects of drug and alcohol 
use? This drug use information was clearly 
incidental to the general purposes of the ex- 
amination routine, especially since the appli- 
cants knew that no one who applied would 
be selected out because of such testimony. 

Health interviews and drug use questioning 
were administered by a black physician in the 
hope that his embodiment of the confidential- 
ity of the physician’s status and the similarity 
of race would minimize distrust among the 
respondents and help ensure optimum truth- 
fulness. The trainees were further assured 
that all information would be held in strict 
confidence and that it would be reported 
only in the form of grouped data, without 
individual testimony. 

The work training program lasted six 
months and involved 92 young people. About 
six months to a year after the program had 
been terminated, a follow-up study was con- 
ducted to find out what had happened to all 
the participants. The primary purposes of the 
follow-up study were to describe and evaluate 
the results and effects of the job training 
Project and to develop methods for keeping 
in contact with these youths. A third purpose 
was to obtain post-training testimony about 
drug use. 
_ Such drug use testimony would be useful 
in confirming the belief about the effects of 
drug abuse, or at least of drug use, which 
asserts that such use lowers the possibility 
for effective and efficient performance in the 
World of work and achievement. We felt it 
Would be instructive to determine whether 
the trainees’ drug use patterns varied in some 
Systematic way according to their success or 
failure in the work training program. The 
Outcome categories of trainees in the work 
Peu program included: 1) those who 
io out before completing training; 2) 

ose who completed training, took an ap- 
prenticeship test for heavy equipment opera- 
9r, and failed it; and 3) those who com- 
Pleted training, took the apprenticeship test, 
and passed it. 


Mores. Hn 
anor specific information about the tests adminis- 
can pand the individual qualifications of the examiners 
Me ce Obtained from the Department of Research, 
Ndocino State Hospital, Talmage, Calif. 95481. 
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Several youths who had participated in the 
job training program were employed as inter- 
viewers and were paid for each completed 
interview. Other interviewers were hired to 
supplement this core staff. Altogether, the 
interviewers completed follow-up interviews 
with 86 of the trainees (93 percent of the 
group). Most interviews were obtained di- 
rectly from the former trainees in a person- 
to-person situation; about 15 percent were 
obtained by mail or by an interview with a 
family member or known intimate. 

The data to be reported here came from 
both pre- and post-training testimony. It 
should be noted, however, that comparisons 
of testimony before and after the program 
are not direct. Of the 97 young men who were 
given a physical examination (five of whom 
dropped out before starting training), only 
74 answered the drug usage questions, due to 
several factors beyond the control of the 
examiners. In the follow-up study only 52 of 
the 86 followed-up trainees had provided 
drug use information. Of the remaining 34, 
some were from the original group and failed 
to complete a health history, and others 
were brought in later as replacements for 
dropouts and did not complete a health his- 
tory for this reason. Despite this gap, we felt 
that the data would be strongly indicative, if 
not precise. 

In the pre-training health interview, six 
categories of mind-altering drugs (alcohol, 
marijuana, barbiturates, hallucinogens, am- 
phetamines, and heroin) were specified, and 
trainees were asked if they had ever used any 
of them. If they had, they were asked to clas- 
sify their use as regular, occasional, sporadic, 
or “trial” use and to apply the classification 
of “quit” to the drugs they might have tried 
but had completely discontinued. 


The factors responsible for obtaining drug 
use information from only 74 of the 97 appli- 
cants were related to the extreme length and 
tedium of the day on which the physical ex- 
amination was given. The physical was ad- 
ministered on a mass basis, which required 
that trainees had to queue up for each phase. 
Psychological tests were also administered 
that day, a situation that kept some trainees 
going for ten to 12 hours. When a trainee was 
clearly upset and tense, the physician who 
took the health history did not ask for infor- 
mation about drug use. It did not seem 
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appropriate at a subsequent time to return to 
those who had not been queried, largely be- 
cause it was felt that such a procedure would 
exaggerate the amount of concern that was 
actually felt about drug use. 


Results 


The testimony of the 74 trainees (about 76 
percent of the original group) showed the 
following proportions of drug use: 87 percent 
said they had used alcohol, 54 percent mari- 
juana, 20 percent amphetamines, five per- 
cent hallucinogens, four percent barbiturates, 
and three percent heroin. These proportions 
are comparable to those reported in other 
studies. To cite one example, in a study of 
all high schools in San Mateo County? 
(California) in 1969, the male seniors (prin- 
cipally middle-class whites) reported the 
following proportions: 78 percent said they 
had used alcohol, 44 percent marijuana, 23 
percent amphetamines, and 17 percent LSD. 

Another comparable study, completed in 
1967 and 1968 in San Francisco (2), asked 
1,104 older persons and nonstudent young 
adults whether they had ever used mari- 
juana.* In the 18- to 24-year-old age group, 
for men only, 50 percent reported having 
used marijuana at least once. When mari- 
juana use was analyzed separately for black 
men and white men, there was little differ- 
ence between the two groups if they were 
under 35; in the 18- to 34-year-old age group, 
35 percent of all white men and 35 percent 
of all black men in the sample said they had 
used marijuana at least once. 

In addition to being asked about individual 
drug use, the pre-apprenticeship trainees 
were also asked to estimate the extent of 
marijuana use in their own neighborhoods 
by young people of comparable age. On the 
average, they estimated that about 70 per- 


“Five Mind-Al 

„> “Five Mind-A tering Drugs” (1), a report by Mrs. 
Lilian S. Blackford, Statistician, Research Bad Statistics 
Section, San Mateo County Department of Public 
Health and Welfare, prepared at the request of the Nar- 
cotic Advisory Committee in accordance with the rec- 
ommendation of the Juvenile Justice Commission, 
County of San Mateo, 1969, Mimeographed Copies 
available on request from Russell Kent, Superintendent 
of Schools, San Mateo County, 225 West 37th Ave., 
San Mateo, Calif. 94403 ($1). 

* This Study was a probability sample design, and 
thus the ultimate sample selection truly represented the 
more than 700,000 residents of San Francisco as to sex, 
Tace, economic status, and the like, 
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cent of these persons regularly used or ex. 
perimented with “pot,” a figure that is about 
20 percent higher than what the trainees 
themselves reported. We interpret this 
discrepancy to mean that trainees under- 
estimated their own use of drugs, even in 
an interview situation where the investigator 
was a member of their own race and had 
promised them complete confidentiality. 
The probability of underestimation was 


borne out by drug use data collected in the 
follow-up interview. As we have already indi- 
cated, interviewers for the follow-up study 
were young men who had participated in the 
training operation or who were drawn from 
the same neighborhoods as other trainees; a 
high proportion (90 percent) of them were | 
black. 1 

In the follow-up interview the trainees | 
were queried only about the use of pot. Under 
these circumstances the trainees’ reported 
use of marijuana was considerably lower 
Only 37 percent of the 86 trainees inter- 
viewed after the program admitted to ever | 
having used pot before the program, a Ew | 
that is 17 percent lower than that in theb E 
physician’s drug use interview. This p e| 
flect the difference in the group; since omly i 
of the 86 followed-up trainees were ide 
with the group of 74 studied before r p 
gram, the 34 exceptions could account sail 
difference. The discrepancy could also be 
to the difference in interviewing condi 

In the follow-up interview, parc 
were asked if they had ever used TAM 
before the job training project and if t y 
ever used it afterward. In general, He ha 
ences were slight: 37 percent ba ais, 
used it prior to the program, and il ihe 
said they had used it afterward. ED. 
trainees were classified according e got 
success in the work training program, 
the following results: Nun. 

1. Among dropouts, 37 percent a i 
had used marijuana before; 33 perce! 
they had used it afterward. m- | 

2. Among those who had completes failed 
ing, taken the apprenticeship test, th before 
it, 40 percent said they had used poi wae 
the program; 45 percent said they "a 
afterward. rain 

3. Among those who had completed cg 
ing, taken the apprenticeship test, pe Pore 
it, 31 percent said they had used P wil 
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the program; 44 percent said they had used it 
afterward. 

None of these differences is statistically 
significant. We conclude that those who 
would admit to using pot before the program 
would also admit to using it afterward and 
that those who passed the apprenticeship test 
would feel free to admit to using pot even 
more readily. With reference to the effect of 
the training program on the trainees’ use of 
pot, we conclude that it made no difference. 
Other of our figures suggest that the training 
program made no difference in the trainees’ 
alcohol usage, either. Conversely, the use of 
pot did not predict success or failure in the 
program. 


Discussion and Summary 


The ghettos of our urban metropolitan 
areas are believed to be spawning grounds 
for careers in which social and economic 
growth is blighted and patterns of criminal 
behavior and illegal drug use are developed. 
This study attempted to acquire more infor- 
mation about the nature and amount of drug 
use among a specific group of young ghetto 
dwellers and a few ideas about the com- 
munity attitudes concerning such practices in 
their own ghetto neighborhoods. 

Our results verify that ghetto youths do 
try and in some cases regularly use drugs of a 
variety of sorts and combinations, but that 
such use had little effect on success or failure 
in a work training program. We found that 
the most popular drugs in use are alcohol and 
marijuana, in that order, and that the use of 
heroin, amphetamines, barbiturates, and hal- 
lucinogens is relatively infrequent. 

„One particularly noteworthy finding is the 
discrepancy between the amount of drug use 
acknowledged by the youths in personal 
testimony and their estimate of the amount 
of drug use in their communities: The young 
subjects queried in this study consistently 
estimated that the amount of drug use in the 
community, particularly the use of pot, was 
higher than their own. About 50 percent of 
the trainees reported having used drugs; they 
estimated that drug use among the com- 
Munity youth was about 70 percent. 
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One interpretation of these findings is that 
drug use and drug experimentation in the 
ghetto is such an accepted cultural phenom- 
enon that attempts to change it by laws and 
institutions outside the ghetto will meet with 
failure until the nature of the ghetto itself is 
changed. The youths interviewed in the 
course of this study expressed attitudes and 
feelings that reflect a philosophical attitude 
of tolerance and laissez-faire, and they did 
not seem unsettled by their impressions of 
widespread drug use in their communities. 
This “doesn’t everybody?" attitude conflicts 
with the notion that a major part of the 
plight of ghetto dwellers is the probability 
that their productivity will be crippled or 
diminished by the single phenomenon of 
drug use. 

The findings reported here suggest that 
efforts to curb or change the prevailing prac- 
tices of drug use in the ghetto should be tuned 
not to suppressive police enforcement opera- 
tions, but rather to an understanding of the 
meaning of such drug use as it symbolizes 
“naturalness” and "belonging" to accultu- 
rated ghetto residents. 

This research points up the need for addi- 
tional and more valid information about 
drug use. Our findings cast great doubt on 
the thesis that, for example, marijuana use or 
trial use inevitably leads to use of other more 
devastating drugs. The trainees’ use of or 
interest in the trial use of heroin, “smack,” 
and “horse,” was nominal. In their words, 
“There are a few guys that use it and maybe 
speed, but it ain’t no big thing.” 

In a hysterical climate about the use of 
drugs, emanating from legislative, judicial, 
familial, and other institutions, it appears 
more reasonable and more effective to at- 
tempt sympathetic understanding of the how 
and why of drug use rather than attempting 
punitive action for the what. 
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Assault and Homicide Associated with 
Amphetamine Abuse 


BY EVERETT H. ELLINWOOD, JR., M.D. 


The author describes the histories of 13 per- 
sons who committed homicide while intoxi- 
cated with amphetamines. In most of these 
cases, the events leading to the homicidal act 
were directly related to amphetamine-in- 
duced paranoid thinking, panic, emotional 
lability, or lowered impulse control. The 
most important variables associated with 
these cases included predisposing personal- 
ity, environmental circumstances, and the 
use of other drugs. 


ECENT STORIES in the news media 
Ris: linked the use of drugs with a 
series of bizarre murders. Often it is not 
clearly stated what type of drug is in ques- 
tion, and in many cases several types of 
drugs have been used. There is a need to dis- 
tinguish as clearly as possible the specific 
types of drugs associated with aggression and 
violence. 

The consensus among those who work 
closely with problems of drug abuse is that 
the opiates do not tend to induce unwar- 
ranted violence (1). For years, alcohol and 
sedatives have been associated by most in- 
vestigators with an increased incidence of 
violence that is thought to be secondary to 
a lowering of impulse control (2). Reports 
from law-enforcement personnel and psy- 
chiatrists, as well as from drug abusers them- 
selves, have indicated that amphetamines 
may also be related to aggressive behavior, 
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perhaps more specifically than any other 
group of drugs (3, 4). 

.I recently examined four persons who 
committed murder after taking large doses 
of amphetamines. The interviews were held 
after the court proceedings were over. I have 
outlined below three of these cases to illus- 
trate the direct effect of amphetamine-in- 
duced paranoid ideation or emotional labil- 
ity leading to the violent act. These me 
cases were chosen because of the absence 0 
other variables that often play a part in the 
violence associated with drug abuse. 


Case Reports 


The first case illustrates the rapid ye 
tion of paranoid thinking after acute P 
dose use (repeated drug use over se P: 
hours) of amphetamines in an effort to ci 
bat the effects of sleep deprivation. 


Case 1. This 27-year-old truck driver à 
boss in the back of the head because he sata 
the boss was trying to release poison edie “ 
back seat of the car in which he icu 
thought they had gassed me. My boss B 
ing down beside him and pulling on 50 ut I gt 
I rolled the window down to let the ore | then 
nauseated and passed out due to the £ who was 
got up on my elbow and shot my boss, 
driving.” 4 ake à 

Over the previous 20 hours, in order Ea 180 
nonstop 1,600-mile trip, Mr. A had se o 
mg. of amphetamine; he had not $ 40 mg. ol 
hours. Mr. A usually used less bec 
amphetamine on long trips. Six to í 
before the murder, he had becom d drugs on 
suspicious that someone had p a high¥4y 
his truck. At this point, Mr. A cal a bizarre 
patrolman, related his suspicions !! il for salt 
manner, and was taken to the local ja 
keeping. ze 

While at the jail, he kept seeing a et «Then 
and watching him from across the 5 room and 
there were muffled voices in the wo pissing: 
they tried to gas me. I could hear 


ot his 
ought 


feet 
1S 

got down and looked under the door jit and 
there! I still remember them. Both 
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the truck-stop people acted peculiar; I thought 
they were out to get me." 

Soon afterward, his boss arrived to take him 
home and Mr. A's delusions about the boss 
gradually evolved. “I tried to tell the boss that 
those men were waiting on us and would kill us. 
He said something, and I knew then he was in 
on it.” When Mr. A arrived at the car, there 
were bottles on the floor and he attributed a sin- 
ister significance to them. Because of this clue, 
he knew that his boss and the other rider were 
going to harm him. Mr. A checked his handbag 
for the pistol he carried with him when trucking. 
After several minutes he panicked when he again 
smelled the “poison gas." 

An interview 18 months after the shooting re- 
vealed that Mr. A still believed that many of the 
above events had taken place. “I’m convinced 
that those things happened; | did see the man 
hiding... It was just too real not to be true. I 
know it sounds crazy and I wouldn't believe it 
if someone else told me." There was no other 
evidence of psychotic thinking or delusions. In 
fact, | was struck by Mr. A's clarity of thought 
and judgment in other spheres. Mr. A had pre- 
Viously been judged to be sane by two other psy- 
chiatrists, His past history indicated that he was 
an impulsive individual with strong, dependent 
family attachments. There was no previous his- 
tory of psychiatric difficulty or treatment. 

More often chronic amphetamine users 
learn to take paranoid thoughts in their 
stride. They only partially believe their 
thoughts and do not act on them; they appear 
to be playing games with the “persecutor- 
Victim.” A factor that may contribute to the 
loss of this awareness of the paranoid nature 
of their thinking is the solitary life-style of 
some drug users, which does not give them 
an opportunity to cross-validate their ideas 
With others. Case 2 illustrates the gradual 
development of paranoid delusions in a 
man who lived an isolated life and was a 
chronic amphetamine abuser. 


Case 2. Mr. B was a 26-year-old man who had 
RU amphetamines for more than two years and 
^d gradually increased his dose to 500-800 mg. 
En day. Often he used barbiturates or alcohol to 
n m him down but he had had neither prior to 
he homicide, Although he obtained ampheta- 
e from people in the drug subculture and ob- 
Sup money for drugs illegally, Mr. B was not 
Eu involved in the drug subculture. Es- 
ti tially he was a loner who spent most of his 
me in his apartment. 
ing During the last three months, I got more and 
hi Te fearful and suspicious.” At first he knew he 
as “thinking crazy." “Then it became real, and 
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it still feels so at times. I thought my neighbor 
was plotting with the Feds to get me." He took 
his apartment apart, including his furniture, try- 
ing to find microphones and “looking devices.” 
During the last three or four days before the 
homicide, Mr. B did not sleep at all. He described 
a panic state over his ill-defined tormentors, who 
were sometimes thought to be federal agents and 
sometimes a gang that was after him because he 
had stolen drugs from one of its members. Think- 
ing that his neighbor was one of “them” he 
waited and watched one evening until his neigh- 
bor returned. “I went to his door to listen. He 
heard me and opened the door, and I shot him.” 
At the time of his interview, three years after 
the homicide, Mr. B was a very hostile, sullen 
man with little evidence of any close personal 
contacts. He had an early history of remarkable 
deprivation, material as well as emotional. 


In addition to causing paranoid delusions, 
amphetamines also appear to facilitate act- 
ing on aggressive impulses. Case 3 illustrates 
the intense ambivalence combine with emo- 
tional lability to which the individual may 
be reacting, while appearing to others to be 
bizarrely unconcerned about the violent act. 


Case 3. During an argument with her paramour, 
this 32-year-old woman pulled a pistol out of her 
waistband, stuck it in his stomach, and calmly 
fired, When the victim got out of the car, she fol- 
lowed him and stated, "You wanted to die; I 
showed you." She then shot the victim twice 
more. She turned to a bystander and said, “Turn 
him over and take a picture of his pretty face." 
Mrs. C felt that she must have been crazy, be- 
cause she later got in the back seat of the patrol 
car, propped her feet up, and tickled the sheriff 
on the ear, asking him if it felt good. After inter- 
rogation at police headquarters, Mrs. C got up 
saying, “Well, I've got to go; I’ve got a hair ap- 
pointment." 

Originally, amphetamines were prescribed for 
Mrs. C to help her lose weight. However, she 
soon discovered that they relieved her loneliness 
and depression; gradually, over a period of 18 
months, she increased the dose to 400-600 mg. 
per day. Hallucinations were not infrequent. She 
became suspicious. "Even the people who were 
helping me were against me." Six months before 
the shooting, she bought a pistol to protect her- 
self and her children at night. "Someone would 
come in the window at night; I almost shot at 
times, it was so real." 

“I hated the people I loved the most." Mrs. 
C became very involved with another man while 
her husband was away in Viet Nam. As the time 
for her husband's return drew near, she became 
panic-stricken over how to end their affair. “Yet 
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HOMICIDE ASSOCIATED WITH AMPHETAMINE ABUSE 


TABLE 1 
Some Characteristics of 13 Amphetamine Abusers Who Committed Homicide 
PRIMARY CONDITION SCHÌ 

NUMBER AGE wet vw omen DRUGS OURING HOMICIDE AFTER WINONA aL 

1 27 Acute None Paranoid No 

2 26 Chronic None Paranoid No 

3 32 Chronic/acute None Emotionally labile No 

4 22 Chronic Barbiturates and heroin Panic (during robbery) No 

5 27 Chronic/acute Alcohol Impulsive No 

6 30 Chronic Alcohol Paranoid No 

7 25 Acute Alcohol Impulsive No 

8 42 Acute None Paranoid No 

9 20 Chronic LSD Paranoid Yes 
10 21 Chronic LSD Panic (during robbery) Yes 
11 18 Chronic/acute LSD Impulsive/paranoid Yes 
12 22 Chronic Infrequent Paranoid Ma 
13 23 Chronic LSD Paranoid ‘es 


I was fantastically jealous if he even mentioned 
another woman. First, I would tell him he had 
to leave me alone; then I would play games by 
following him to see if he was meeting another 
woman. I would rifle his wallet and car for let- 
ters or clues. Then I would try to irritate him or 
flirt with others to make him jealous.” 

Mrs. C was in this type of emotionally labile 
state at the time of the shooting. “I hadn't slept 
for four days, was constantly active, and was 
taking pills like a chicken with its head cut off.” 
(She was taking 600-1200 mg. per day.) Just 
before the incident, she told her paramour that 
she was going to leave for good. Teasingly, he 
said that he would bring his new girl friend by. 
"I was wild inside like a caged animal, but calm- 
ly told him that he never would. He asked how I 
would stop him and I told him I'd kill him and 
I did." 

At the time of the interview, 13 months after 
the shooting, Mrs. C was completely lucid, with- 
out any psychotic manifestations. Both the inter- 
view and psychological testing revealed a woman 
with low impulse control, especially in regard to 
anger. There was a preoccupation and warm con- 
cern about her family and children. Mrs. C had 
been described by most interviewers as an out- 
going, gregarious woman who was rather engag- 
ing in her conversation. 


Factors Leading to Violence 


Because amphetamine abuse in the four 
cases I examined appeared to be directly 
related to the induction of violence, I sent 
letters to six forensic Psychiatrists asking if 
they had examined people with similar his- 
tories. It proved difficult to find such cases. 
Only nine additional Cases were reported 
by these six psychiatrists (see table 1). The 
Test of this report is based on histories from 
these 13 cases but it is complemented by a 
larger background of information from 
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similar cases involving assault, rape, kid- 
napping, attempted homicide, and "near 
misses." 

A review of the histories of these 13 per- 
sons who committed homicide after taking 
amphetamines makes it abundantly evident 
that many other variables were involved in 
the evolution of behavior leading to the vio: 
lent act. Probably, the most important of 
these are: 1) predisposing personality, a 
environmental conditions, and 3) the use 0 
other drugs. The most pronounced enin 
mental factors leading to violence wa 
found in those who were actively ino 
in the drug subculture. The conco mnanaa 
of other drugs, especially sedatives an 2 
cohol, with their known capacity to low 
impulse control, was indeed perti bit 

Perhaps the most interesting varladl®, a 
the one that is most difficult to assess, Pr 
sonality predisposition, especially hr 
where the individual is judged to be ur ti 
after withdrawal of amphetamines. oid 
three cases described above, neither e 
ment in the drug subculture nor pas "id 
use of other drugs was a factor. T "i 
were not judged to be pale pred 
withdrawal of amphetamines, He p 
posing personality was a defini eel 
especially in the second and third Mes un 
Mr. B and Mrs. C were quite impu | of am- 
aggressive, even after the withdrawa 

hetamines. n this 
p Two others among the 13 included vis Hf 
review were noted to have similar ae by 
personalities. Five of the 13 were E o be 
the original examining psychis ue of 
Schizophrenic after complete wit c persons; 
amphetamines. In three of these fiv hat am 
it was evident from the histories 


i 
Amer. J. Psychiat. 127:9, Mar ch 


E 


EVERETT H. ELLINWOOD, JR. 


phetamine abuse had contributed to the pre- 
cipitation of the more florid schizophrenic 
process. These three had marginal schizoid 
or latent schizophrenic adaptations prior to 
the use of amphetamines, but after initiation 
of drug use they deteriorated rapidly. Four 
out of the five who were diagnosed as schizo- 
phrenic repeatedly used LSD in conjunction 
with amphetamines—a factor that further 
complicates the picture. In general, the five 
diagnosed to be schizophrenic were younger 
(average age: 21) than the other eight persons, 
whose average age was 29. 


Some Other Factors 


In addition to the predisposing personal- 
ity, several other recurrent factors were ap- 
parent in these histories. These factors in- 
cluded: 1) an acute (repeated drug use over 
several hours) large dose of amphetamines 
or a dramatic increase in the amount used; 
2) loss of intellectual awareness of the delu- 
sional nature of thought, precipitated either 
by sleep deprivation or by alcohol and seda- 
tives—in some cases, psychotic thinking ap- 
peared to be potentiated by LSD and other 
psychotomimetics; 3) amphetamine-induced 
suspiciousness, delusions, fear, and panic, 
as well as emotional lability and impulsive- 
ness; 4) a solitary life-style with little chance 
for cross-validation of delusional thinking; 
5) mutual enhancement of suspiciousness 
and paranoid ideas with other “speed 
freaks” (often, however, individuals in a 
crash pad" will act as a check on one an- 
other, pointing out to an individual that he 
is becoming too paranoid); 6) carrying a 
concealed weapon; 7) armed robbery as a 
means of supporting drug use; and 8) con- 
flict over drug dealings. 

The acute nature of the amphetamine 
abuse was a significant factor in six cases. 
Three persons with low tolerance took large 
amounts of amphetamines over a period of 
a few hours; all three developed paranoid 
panic states. Two other persons who had 
been chronically abusing amphetamines 
dramatically increased the dosage for the 
two to three days prior to the homicide. 
(Thus absolute amphetamine intake. was 
Not as important as its relationship to the 
level of tolerance.) It was noted that in these 
states of acute panic the individual often 
attached his paranoid thought to almost 
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anyone. More specifically, the amphetamine 
abuser might attack a total stranger, who 
just happened to be passing by on the street, 
because of a sudden, intense, delusional 
feeling about the person. 


In the cases of assault, robbery, and at- 
tempted homicide, as well as those of hom- 
icide, the use of alcohol or sedatives appeared 
to be a significant factor in at least a third 
of the individuals. The main problem ap- 
peared to be a loss of intellectual awareness 
of the nature of the drug-induced paranoid 
thinking and a lowering of impulse control. 
Reports on several persons who have com- 
mitted quite serious assaults indicate that, 
when combining amphetamines with other 
drugs, staggering amounts of alcohol or 
sedatives can often be consumed. Without 
the amphetamine use, the individual would 
have passed out. In contrast to usual am- 
phetamine use, most of these high-dose 
combination users have little, if any, mem- 
ory of the events associated with the assault. 
Sleep deprivation was also a major factor 
leading to decreased intellectual awareness. 
In several cases, there was a gradual evolu- 
tion of a paranoid system involving the vic- 
tim; then, following a period of alcohol 
intoxication or chronic loss of sleep, the 
amphetamine abuser acted on his delusions. 


Failure to maintain intellectual awareness 
of the nature of the drug-induced paranoia 
is a common denominator involved in many 
of the factors listed. For instance, several 
of these subjects appeared to have lost in- 
tellectual awareness because they lived alone 
and had little chance to cross-check their 
delusional thinking. A long-term solitary 
life-style seems particularly significant in 
fostering this effect. Quite often, such peo- 
ple become fearful and hallucinatory at 
night. Many of them were actually loners 
and outsiders, even though they were ac- 
tively involved in the drug scene. Scape- 
goating of these outsiders is not unusual. 
One 27-year-old Caucasian man who used 
large doses of speed intravenously, along 
with LSD, developed an acute state of para- 
noid panic, which was potentiated by his 
group of Negro companions. Although he 
overinterpreted the gestures and behavior 
of those around him, it was a fact that the 
group of “speed freaks” he was running with 
did treat him as an outsider and often threat- 
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ened him with guns and knives. He feared 
that they would not only kill him but also 
kill his daughter, who lived in another city. 
They apparently enjoyed playing with his 
suspicions, and they also used his delusions 
to induce him to “hustle” money for them. 


A schizophrenic process increases the 
tendency of some people to become alien- 
ated and seclusive while abusing ampheta- 
mines. The seclusiveness and paranoid idea- 
tion appear to potentiate each other in these 
13 subjects; their paranoid systems were 
elaborately bizarre. 


Of the 13 who committed homicide, seven 
were acutely paranoid and delusional at the 
time, and this disturbance of thought ap- 
peared to be related to the homicide. Cases 
1 and 2 illustrate the evolution of this proc- 
ess. Four persons were primarily in an emo- 
tionally labile or impulsive condition at the 
time of the homicide. Paranoid ideation 
may have been involved in these cases, but 
it was not the most salient feature. Two per- 
sons with low impulse control had also been 
drinking at the time the homicide occurred. 
In two cases, homicide was associated with 
armed robbery and this appeared to be the 
primary contributing condition. ' Although 
the killers were high on amphetamines at 
the time, it is difficult to assess the relative 
importance of this and other factors since 
by far the most important factor was the 
flow of events associated with the armed 
robbery. Both of these men stated that they 
were obtaining money to buy drugs. 

That all but one of the persons committing 
homicide were carrying concealed weapons 
at the time is of no small concern. Many 
people involved in the drug scene, especially 
the speed users, now carry concealed weap- 
ons. Ostensibly, these weapons are for pro- 
tection as well as for use in armed robbery. 
An amphetamine user who is not involved 
in the drug scene often purchases a pistol 
because of his suspiciousness and fears—in 
Some cases, because he has “heard” some- 
one breaking in at night and feels the need 
for protection for himself and his family. 
As „he becomes increasingly fearful, he 
begins to carry the gun on his person. At 
this point, it seems only a matter of time be- 
fore he becomes involved in a shooting. This 
particular combination of carrying a con- 
cealed weapon and using large doses of am- 
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Discussion 


Connell, in his original 1 
amphetamine psychosis (5), 1 
tile or aggressive behavior was í 
22 percent of the subjects incl 
series. Griffith (6) described bizai 
associated with amphetamine pi 
grist and Gershon (7) speak of th 
manner in which persons intoxicé 
amphetamines turn on strangers. 
alike. Rawlin (8) made the cryptit 
that, while the use of amphetai 
doubtedly evokes a violent behayio 
"there is no evidence that this 1 
havior is translated into violent eri 
cording to Kramer and others (9) 
ness, hyperactivity, and lability 
are factors associated with violen 
amphetamine abuse; they stated th 
are many cases in which murder or 
was avoided by the slimmest of ma 
and that a number of these events 
not have taken place had it not b 
use of amphetamines.” During th 
epidemic of amphetamine abuse, 
reported that in a two-month perni 
of 60 convicted murderers had so 
tion with misuse of amphetamine: 

Smith (4) reported that the m 
those on the speed scene carry kni 
worn in a shealth hanging from: 
while: many others possess a var 
tols, rifles, and shotguns. H 
the weapons are, for the most” 
“trappings” of the speed scene; | 
dramatic, even a theatrical, quallby^ 
user's already ego-inflated fan 
also described cases in which 
acting on delusional thought ral 
ciously, turned to his gun for prote 

From perusal of both the re| 
cide cases and those of assault, 
that many drug users move Uh 
fairly distinct phases leading to 
act. The three phases consist of | 
amphetamine abuse, 2) an acute € 
the individual's state of emotion 
3) a situation that triggers the Sp 
leading to the act of violence. — 

The phase of chronic abuse 0” 
stage; it includes changes in the 
frame of mind involving S 
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paranoid thinking, and fearful regard of 
his environment. It is during this period that 
he obtains and begins to carry a concealed 
weapon. Armed robbery as a means of sup- 
porting the drug habit and conflicts over 
drug dealing also are segments of the setting 
that derives from chronic drug use. 

The second phase, involving a sudden 
change in emotional arousal and/or a loss 
of intellectual control, is often secondary 
to a variety of factors, including a sudden 
increase in the dosage level (or acute use 
in a person with low tolerance), chronic loss 
of sleep, and the use of other drugs, espe- 
cially sedatives and alcohol. In this emotion- 
al and cognitive framework, the person often 
misinterprets his environment and becomes 
increasingly fearful, The emotional misinter- 
pretation may be quite subtle; for instance, 
a sudden and overwhelming interpretation 
of a minor *clue" that fits into the person's 
delusional system. (This happened to Mr. 
A several times.) On the other hand, it may 
be a very gross misinterpretation of the en- 
tire environment; strangers suddenly become 
Sources of persecution. Often the person 
mistakes a stranger for a persecutor or, al- 
ternately, for a friend (11, 12). This phase of 
sudden misinterpretation of the environment 
IS associated with an intense sense of reality. 

Within this framework, a minor incident 
can trigger the violent act. Often the threat- 
ening incident is half real and half misinter- 
preted. In nine of the cases in this study, the 
murder was committed on the basis of an 
instant decision or impulse secondary to a 
Perceived danger. There were, however, four 
Other cases in which some forethought was 
involved in the intent. (One man “tracked 
down” his victim.) Even within this context 
of pursuit of the victim, there is often a sin- 
gular event that triggers the violence. In fact 
m Smith's descriptions (4), nonfatal pursuits 
are not uncommon; Kramer and others (9) 
have stated that these games are often only 
half serious. Thus, although chronic amphet- 
amine abuse may set the stage for violence, 
it is the phase of acute change in sensibilities 
e is actually associated with misinterpre- 

on and the violent act. 


Conclusion 


Until there are figures available for com- 
Paring the incidence of homicide associated 
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Ej 
with amphetamines and that associated with 
such drugs as barbiturates and narcotics, 
the most definitive answer to questions about 
the relationship between violence and am- 
phetamine usage may come from such case 
reports as the three reported here. In these 
cases, homicide was clearly related to an 
amphetamine-induced delusional process 
and/or state of emotional lability. I recently 
reviewed several cases of amphetamine-in- 
duced assaults in which the history of am- 
phetamine abuse was not even considered 
in the initial evaluation. One wonders 
whether the reported incidence of ampheta- 
mine-induced assault and homicide would 
not be much higher if physicians were more 
fully aware of the problem. Indeed, we have 
no data showing the number of assaults and 
homicides committed by people under the 
influence of amphetamines or other drugs. 
Routine urine examinations to detect the 
presence of drugs in the system of every per- 
son arrested for a violent crime would be of 
great help in evaluating the incidence of this 


problem. 
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Mania and the Use of Lithium: A Three-Year Study 


BY EDWARD J. LYNN, M.D., AARON SATLOFF, M.D., 
AND DAVID C. TINLING, M.D. 


The authors focus on the problem of differ- 
ential diagnosis between mania and schizo- 
phrenia and also upon the toxic aspects of 
lithium therapy. An approach to the diagnos- 
tic evaluation of the psychotic patient is 
urged that recognizes several positive criteria 
for mania and schizophrenia and relates them 
to the temporal sequence of the diagnostic 
process. Diagnostic confusion regarding de- 
lirium in patients on lithium and the prob- 
lems of weekend coverage and supervision by 
personnel unfamiliar with lithium treatment 
are seen as special problems that must be 
dealt with to prevent severe toxic reactions. 


S Cape’s 1949 paper(l), many re- 
ports have indicated the efficacy of lithium 
treatment for mania(2). Unhappily, most 
of the work has been poorly controlled. The 
few well-controlled studies indicate that lith- 
ium is effective in mania and that it has some 
antidepressant effect as well (3—5). Finally, 
there are data that indicate that maintenance 
lithium therapy has a prophylactic action 
against both mania and recurrent depres- 
sion (6). 

For many years there has been consider- 
able disagreement among various schools 
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of psychiatric thought as to the definition 
of mania. The most immediate problem we 
encountered in this regard was the differen- 
tial diagnosis of acute psychotic conditions, 
It is our impression that many clinicians 
have not seen mania as a distinct clinical 
entity. This has resulted in many young pa- 
tients with affective disorders being diag- 
nosed as schizo-affective schizophrenics. We 
noted that so much importance has been 
placed on the diagnosis of schizophrenia that | 
even the vaguest suggestion of the possibility 
of a schizophrenic process has sometimes 
led to a diagnosis of schizophrenia, even 
though many features of mania have ny 
been present. In reviewing the lithium RE! 
ture, we concluded that there was insufficien 
emphasis on the basic issue of die 
This led us to decide that before we d 
judge the effectiveness of lithium in s 
we had to make a reasonable effort to del 
our treatment population. - 
Another special area of int 
the potential toxicity of lithiu idbe 
to devise a treatment program that ee 
effective and yet safe for our patients. er 
fore, although we have studied T RD ii 
pects of lithium treatment, the Me decide 
this paper will be on our efforts to ree 
who should receive lithium and VP 
efforts to minimize the toxicity of l 
treatment. 


erest to us Was 
m. We wante 


Method 
r evaluation by 
e officers A 
ices of the 


Patients were referred fo 
staff psychiatrists and hous 
the inpatient psychiatric serv! : 
versity of Rochester Medical Cole 
tients were assessed by two oF moe 
bers of the research team, with on the D 
members of the team interviewing 
tient while the other(s) obseIve sigs 
ately following the interview, © diag 
tor wrote down independently his our study 
which was given to a secretary. n É gil 
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our initial criteria for the diagnosis of mania 
were accelerated behavior, elated mood, 
flight of ideas, impulsive behavior, and a 
history of prior mood swings. 


Our criteria for a diagnosis of schizophre- 
nia were taken from Fish’s discussion (7) of 
Schneider's “first rank” criteria for schizo- 
phrenia’ 1) hearing one's voice or one’s 
thoughts spoken aloud; 2) hallucinating 
voices in the form of statement and replies 
so that the patient hears voices speaking 
about him in the third person; 3) hallucinat- 
ing voices in the form of a running commen- 
tary; 4) bodily hallucinations, that is, the pa- 
tient has sensations in his body that he 
knows are produced by external agencies; 
5) thought withdrawal, thought insertion, 
and other influences of thought; 6) thought 
broadcasting; 7) delusional perception; 8) 
all events in the spheres of feeling, drive, and 
volition that are experienced as made or in- 
fluenced by others. According to this sys- 
tem, the clear presence of any one of these 
criteria is indicative of schizophrenia and 
would therefore exclude that patient from 
the study. 


In order for a patient to be accepted for 
the study, there had to be unanimous agree- 
ment on the diagnosis of mania (or hypo- 
mania), In an attempt to make the evaluative 
Process more uniform, each investigator 
independently filled out two rating scales, 
the Inpatient Multidimensional Psychiatric 
Scale (IMPS) and the Wittenborn scale (8, 
9). Before any patient could be started on 
lithium, his consent had to be obtained, and 
à complete medical history was done in addi- 
tion to a physical examination, electrocar- 
diogram, and test for blood urea nitrogen. 

he patient was excluded from the study if 
there was evidence of significant cardio- 
Tenal disease. Serum lithium determinations 
y flame photometry were done three times 
ee cU Monday, Wednesday, and Fri- 
4y—during the acute management period. 
a frequency of determinations was reduced 
bie weekly when clinical response was 
$ ieved and the drug dosage was decreased. 
Pos the patient was stable and on mainte- 
[res lithium intake, toxic effects were fol- 
ec clinically and serum determinations 
b fena necessary. Patients were routine- 
v ollowed by a house staff member of the 

Search team, under supervision. 
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TABLE 1 


Diagnostic Impressions of 26 Patients 
by Physicians and Psychologists 


DIAGNOSIS CURRENT PRIOR 
Mania 78 26 
Schizophrenia 48 25 
Other 14 35 
Total 140 86 
Results 

Diagnosis 


To date, well over 100 patients have been 
evaluated for lithium treatment by our group. 
This report will be mainly concerned with 
the first 26 patients to receive lithium. They 
were obtained from a pool of 30 patients 
referred for evaluation. A total of 90 diag- 
nostic impressions were forthcoming from 
the interviews on these first 30 patients. On 
84 of the 90 evaluations, there was agreement 
upon a diagnosis of mania or hypomania. 
Four patients were not considered manic by 
the entire group and were therefore rejected 
for the study. Thus in 93 percent of the inter- 
view evaluations, there was agreement that 
the patient demonstrated the major clinical 
features of mania. 

We reviewed the charts of the 26 patients 
selected to ascertain what other diagnoses 
had been made by psychiatrists and psychol- 
ogists. A total of 140 diagnostic impressions 
had been entered in the 26 charts for the 
current episode of illness. A breakdown 
of current and prior diagnoses is given in 
table 1, which clearly indicates that the ma- 
jor differential diagnostic problem was be- 
tween mania and schizophrenia. 

The revised Wittenborn Psychiatric 
Rating Scales revealed mean scores for the 
26 patients as follows: a manic score of 8.5, 
a psychotic belligerence score of 6.5, an ideas 
of grandeur score of 4.3, and a schizophre- 
nic excitement score of 39. The IMPS 
revealed elevated scores on only two dimen- 
sions, excitement and grandiosity. Our diag- 
nostic impressions of mania and hypomania 
paralleled the diagnostic profile from the 
Wittenborn and the excitement and grandi- 
osity scales of the IMPS. 


Toxicity 

To date almost 80 percent of our patients 
have experienced some kind of adverse side 
effects. These include the gastrointestinal, 
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neurological, cardiovascular, dermatological, 
and behavioral aberrations that others have 
observed. For some of these it is dubious, 
because of the low serum lithium levels, as 
to whether the distress experienced by the 
patient was related to the treatment. 

The most serious side effects we observed 
involved the central nervous system. One of 
our patients had two grand mal convulsions 
followed by coma, and two other patients 
developed poor coordination, hyperactive 
reflexes, and delirium. In these three patients 
serum lithium levels were all above 2.0 mEq,/ 
liter. In all, diagnostic confusion was instru- 
mental in the development of the side effects. 
Some of the floor staff tended to see the 
delirium as evidence of the emergence of a 
schizophrenic process or a worsening of the 
mania. On one occasion this happened over 
a weekend when the patient’s regular physi- 
cian was unavailable and the lithium was 
increased by someone else, without a serum 
lithium level determination having been 
obtained. As a consequence, the patient had 
two grand mal convulsions and subsequently 
developed pneumonia and marked delirium 
that persisted for several days. 

In general, however, it seemed that deter- 
mining the serum lithium levels and record- 
ing daily patient weights to check for any 
fluid retention or diuresis gave sufficient in- 
formation for safe monitoring of the treat- 
ment program. 


Discussion 


We feel that a primary diagnosis of mania 
can be made and that there are distinctly 
positive criteria for this diagnosis. It is our 
view that the diagnosis of a psychotic process 
should not be made from inferences about 
mental processes but must be related to ob- 
servable behavior. In our work with rating 
scales and the direct observations of patients, 
we devised seven positive criteria for mania: 
1) accelerated behavior, 2) object-related 
behavior, 3) distractibility, 4) flight of ideas, 
5) Prominent or conspicuous emotions, 6) 
history of previous episodes or mood swings, 
and 7) positive family history of either a 
mood disorder or alcoholism 
We feel it is important to see how some of 
ese positive criteria are encountered dur- 
g the diagnostic process. For example, we 
usually called the particular inpatient floor 
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before our evaluation and asked that the 
patient be told of our anticipated arrival at 
a certain time. It was very common to see 
the manic patient waiting for the investiga. 
tors in the hallway or by the doorway to 
his room. Remembering that the major 
differential diagnostic question was usually 
between schizophrenia and mania, we 
thought it highly unlikely that a schizophre- 
nic, with his need to avoid human interac- 
tion, would come out into the hallway or to 
the doorway to greet the interviewers. 


Another striking feature of manic patients 
was that the patient would introduce him- 
self by name and usually would remember 
the doctors’ names. The patient would hold 
out his hand to shake hands and often com- 
mented on the doctors’ names. One of the 
doctors had a musical-sounding name and 
the patients would often engage in word play 
with it (ting-a-ling). Manic patients woul 
also comment about the number of people 
in the group and at times even noticed the 
neckties that group members were wearing 
This led some of us to wear flashy and M 
boyant neckties on days when we knew dl 
evaluation was scheduled. 

k with the 


From the outset, we were struck ^ 
accelerated behavior of manic pate a 
important to note that most of our e d 
were not particularly elated. As à ma nf 
fact, it was the conspicuousness of meg d 
tional response rather than elation 3 
phoria that we found striking. som Ao 
patients were also elated, but all pe 
demonstrated other emotions Very $ 


A very 
P e patients were 
and actively. Many of the p. ven enraged 


d felt hapP) 
ow viewed 
d inca 


noid and were seen by some of the; g the 
being paranoid schizophrenics. 
interview, however, we were 1M Tamil 
their distractibility to environmenta ooh” 
In contrast to the idiosyncratic (r ret 
nous) responses typical of the sC t ala be 
the manic’s response could almos real goin 
understood in terms of something ai 
on in the environment. Later we ate s 
it was very difficult to differenD ^ whet 
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an interview, as we were not able to become 
aware of the environmental stimulus to which 
the patient was responding. Flight of ideas 
and punning was evident in several manic 
patients. 

As we pursued this problem of differen- 
tial diagnosis between schizophrenia- and 
mania, we became aware of a special prob- 
em. that has been labeled “pseudoschizo- 
phrenia” (7). Many of the younger clinicians 
had not seen patients prior to the advent 
of phenothiazines (10). Because of the wide- 
spread use.of these drugs, many psychotic 
patients who were admitted to an inpatient 
floor had already received fairly large doses. 
The particular side effects of phenothiazines 
on the motoric system tend to render patients 
who receive them blunted and similar in 
appearance, Thus there is the danger of con- 
fusing this “phenothiazine look” with schizo- 
phrenia (hence **pseudoschizophrenia"). 

It became clear that “craziness” was also 
equated with schizophrenia. The stereotyped 
notion of mania was that of excitement and 
elation, but once “craziness” (either in 
thought or behavior) appeared, this was felt 
to be "bizarre" and therefore considered 
schizophrenic. We found that a very accel- 
erated manic, responding to every stimulus 
in the environment, was going to appear fla- 
grantly psychotic and because of this would 
sooner or later be called schizophrenic. The 
degree of psychosis observed in mania has 
been well described in Kraepelin’s classic 
work (11). 

As alluded to earlier, the tendency to 
equate paranoid trends with schizophrenia 
Was also a problem. Paranoid thinking is not 
the exclusive province of the schizophrenic. 
Certainly depressives, manics, and persons 
With character disorders and organic brain 
Syndromes can also demonstrate prominent 
Paranoid ideation. 

The diagnosis of schizophrenia can and 
unfortunately has been applied to almost 
any kind of behavior or symptomatology. 

hus, one can be a borderline or latent 
Schizophrenic, one can have schizo-affec- 
live schizophrenia, one can be a pseudopsy- 
chopathic schizophrenic or a pseudoneurotic 
Schizophrenic as well as having the more 
generally accepted varieties of the syndrome. 

e found projective tests to be of little if 
any help diagnostically. Admittedly, con- 
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siderable dynamic information about the 
patient was provided, but we felt that these 
kinds of data were not of the same order of 
magnitude (vis-à-vis the diagnostic process) 
as careful behavioral observations. 

We are very concerned about the possible 
toxic side effects of lithium, especially in 
view of its approval for general use by the 
Food and Drug Administration. Even with 
close supervision in our university hospital, 
we almost lost one patient and had two 
patients who became quite ill. Early in the 
study we learned that the most dangerous 
time is over a weekend, when there are fewer 
staff persons on duty, especially since these 
personnel are likely to be unfamiliar with 
the patient and with lithium treatment. In 
addition, the confusion among delirium, 
schizophrenia, and mania is one that can 
lead to disastrous consequences if careful 
and thorough evaluations of the patient's 
sensorium and neurological status are not 
made. 

When we began this work, we gave our 
patients 10 mg. of lithium carbonate per 
pound of body weight per day until we 
achieved a therapeutic result. However, 
some patients on this program did not re- 
spond for 14 to 21 days. We felt that this 
was too long a period for a patient to suffer 
the pain of a psychotic episode. In addition, 
such a patient is a tremendous burden to 
the floor personnel. To expect the staff to be 
watching day in and day out for the side 
effects of too much lithium, as well as to deal 
with all the problems that the other patients 
present on the floor, is often impossible. 
In addition, negativistic behavior by manic 
patients may elicit considerable hostility to- 
ward them, and it may become more and 
more difficult for the staff to carefully evalu- 
ate the patient, thus increasing the likelihood 
of some kind of disastrous toxic reaction. 

These concerns led us to a program that 
has worked much more effectively than our 
original one—so much so that we have not 
had any serious toxic side effects for the last 
two and a half years. We now begin with 15 
mg. per pound of body weight per day and 
continue this for three days, then decrease 
the dose to 10 mg. per pound of body weight 
per day. When we have a therapeutic re- 
sponse, based mainly upon à deceleration of 
the patient's motoric and thinking behavior, 
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associated with serum levels of lithium in the 
range of 1.5 mEq./liter, we then cut down 
to a dosage of 5 mg. per pound per day as 
maintenance. 

We have noticed that other behavioral 
changes lag behind the motoric decelera- 
tion by as much as several days. If there was 
any question at all of side effects we recom- 
mended that the patient not get lithium until 
he could be evaluated by a member of the 
research team. We developed a special 
flow sheet for each patient so that the dosage 
of lithium carbonate given each day, the 
daily weight, the serum lithium level, and 
any untoward effects could all be recorded 
in one place, available for ready scrutiny. 
The nurses were reminded to keep these 
records current, especially during the week- 
end. The house staff were especially alerted 
to the possibility of delirium. Serial neuro- 
logical examinations were made on patients 
receiving large doses of lithium. 

With this increased vigilance we have 
been able to greatly diminish toxic reactions, 
and by increasing the initial load of lithium, 
we have been able to diminish the duration 
of lithium treatment prior to obtaining a 
therapeutic response. 

Many of our patients have been on main- 
tenance lithium for as long as three years 
without ill effects. We have not observed any 
significant lack of cooperation by these 
patients in terms of drug taking, although 
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MANIA AND LITHIUM 
this has occurred with patients on chronic 
phenothiazine regimens. Our follow-up dita 
are being gathered for a future report on 
long-term management. 
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The Fate of Psychotic Offenders Returned for Trial 


BY A. LOUIS MCGARRY, M.D. 


In a long-term follow-up study in Massa- 
chusetts, the author found that most defen- 
dants who have been committed as incompe- 
tent to stand trial can probably be returned 
to the courts soon after their hospitalization; 
that it is in their best interest, unless their 
charges can be otherwise disposed of, to 
stand trial as quickly as possible; and that 
the risk to society posed by their release is 
no greater, and possibly less, than that of 
other groups of offenders. 


I EXAMINING the psychiatric and legal 
literature on competency to stand trial, it 
quickly becomes apparent that, although the 
rationalizations for their invocation are laud- 
able, in practice competency procedures have 
accomplished far more harm than good 
(1-4). My experience led me to the central 
hypothesis of this study: that unless their 
criminal charges can be otherwise disposed 
of mentally ill defendants are far better 
Served by an expeditious return for trial than 
by indefinite commitment in a mental hos- 
pital while awaiting trial. I would further 
assert, for reasons dealt with elsewhere (5), 
that among psychiatrists a bias exists against 
returning the mentally ill for trial and that 
this has led to considerable wasting of hu- 
man lives and unnecessary deprivations of 
freedom. This bias arises in part because the 
system of criminal justice is seen as punitive 
and antitherapeutic. 

In order to test my hypothesis I elected to 
o a long-term follow-up of psychotic of- 
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fenders who were returned for trial from the 
Bridgewater State Hospital in Massachusetts 
in order to analyze the impact of further 
criminal proceedings on their lives. 


The Sample 


The sample of 71 men who were returned 
to court for further criminal proceedings 
was drawn from the total population of 219 
men indefinitely committed as incompetent 
and awaiting trial at the Bridgewater State 
Hospital on December 31, 1963. My col- 
leagues and I, then representing the Law- 
Medicine Institute of Boston University, ex- 
amined 204 of these men, beginning in the 
fall of 1963. Fifteen of the men were acted on 
by the Bridgewater staff before our staff 
could reach them. After our examinations, 
our work-ups were transmitted to the Bridge- 
water staff and expeditiously acted on. The 
71 men were returned to court in 1964 and 
1965. 

We were motivated to return as many of 
these men for trial as possible, in large mea- 
sure because: 1) we were convinced that 
many of them were in fact competent, and 2) 
unless they were returned for trial they might 
never leave Bridgewater—returning to trial 
was the first step toward the community. We 
were strengthened in the latter conviction by 
the fact that prior to 1960 more of this type 
of patient had left Bridgewater by dying than 
by all other avenues combined. 

It is worthy of note that, among the 148 
whom we found to be incompetent and who 
remained at Bridgewater, the average length 
of hospitalization at the time of examination 
was 14.9 years.! Fifty-six men were actually 
returned to court as competent for trial. 
Their average length of hospitalization was 
4.3 years (median: 2.0 years); there were 
three remarkable men who had been hospi- 
talized for 40, 36, and 17 years respectively. 


! Throughout this paper, digits after the decimal poin' 
indicate number of months. al 


[101] 


1182 


The majority of the men who had been at 
Bridgewater less than two years (35 out of 
69) were found to be competent and were re- 
turned for trial. 

Most of the 71 men for whom criminal 
proceedings were initiated were charged with 
serious crimes. There were 23 alleged homi- 
cides, 11 cases of assault and battery with a 
dangerous weapon or assault with intent to 
murder, 11 serious sexual crimes (rape, in- 
cest, etc.), and six arsons. Only 12 men were 
held for charges classified as misdemeanors. 
The hypothesis that these men were best 
served by a return for trial was therefore put 
to a severe test, especially in the case of the 
alleged murders, which carried the risk of 
heavy criminal sentences, 

I particularly remember one young man 
who was accused of a rape-murder, to which 
he had allegedly confessed, and whom we 
returned for trial with trepidation. In Massa- 
chusetts, conviction of a rape-murder carries 
with it a mandatory death Sentence. He ac- 
quired excellent counsel, however, and was 
convicted only of simple assault and battery, 
Since he had already served several years at 
Bridgewater while awaiting trial he was 
immediately set free, 


Methodology 

The follow-up of the 71 men returned to 
court had a cut-off date of July 1, 1969. Since 
renewed criminal Proceedings against this 
group had largely begun in 1964 and 1965 
there was a follow-up Period of five to six 


length of time he r 


munity, and any criminal off 
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pa committed during this Period of 
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The data on alleged criminal activity were 
collected only from Massachusetts jurisdic- 
tions and there is the possibility that subse- 
quent offenses were committed by these men 
in other jurisdictions, though it is unlikely 
that these were great in number. In our pre- 
vious work, the Federal Bureau of Investiga- 
tion’s data proved to be much less complete 
than the Department of Probation records, 
which we found in this study to be 91.6 per- 
cent accurate for the offenses we knew about 
(the study offenses). 

It should be noted that all 71 men in our 
sample were "returned to court" in the sense 
that there was further action by criminal 
justice authorities. Of the sample, 56 were 
actually returned to a courtroom as compe- 
tent for trial for further criminal proceed- 
ings. The remaining 15 had their charges 
dropped or were nol-prossed by the prosecu- 
tors. Not all of the 15 were necessarily com- 
petent to stand trial. It is disturbing to note 
that the charges against several of this group 
had long ago been dropped by the courts, but 
they had not troubled to inform the men or 
Bridgewater. These men had been subjected 
to long-term hospitalization under criminal 
sanctions at Bridgewater while awaiting trial 
for charges that no longer existed. 1 

The data on the alleged crimes were classi- 
fied as misdemeanors, felonies, or crimes 
from either category that were considered 
crimes against persons. Arson, although os- 
tensibly a crime against property, was classi- 
fied as a crime against persons. 


Results 


It is striking that of the 71 who were “re- 
turned for trial" 24 were not prosecuted. 
They included 11 of the 12 alleged misde- 
meanants and 13 of the 59 alleged felons. 
Four who were not prosecuted had been 
accused of murder. The charges were dis- 
Posed of by outright dismissal or “filing” by 
the courts and by entry of nolle prosequi by 
the district attorneys. Some of these mer 
Continued to be hospitalized but not 35 
criminals, 

Fourteen were found not guilty by reum 
of insanity; 12 of these had been chara 
with homicide. For homicide, a verdict of i 
guilty by reason of insanity carries a manc? 
lory mental hospital commitment in pe 
chusetts, usually to Bridgewater. Severa 
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these 12 men were subsequently released. 

Most of those found guilty were either 
allowed to plead guilty to lesser crimes (man- 
slaughter instead of first-degree murder, for 
example) or were tried and found guilty of 
lesser crimes. Only 14 were sentenced to 
prison and eight of these were subsequently 
released to the community, partly because 
time served at Bridgewater while awaiting 
trial counts toward serving the criminal 
sentence. No one in our sample was sen- 
tenced to life imprisonment. 

Thus, the system of criminal justice proved 
to be far less punitive than might have been 
anticipated in view of the seriousness of the 
alleged offenses. Certainly the outcome was 
not as grave for this sample as for their peers 
who were left in limbo awaiting trial at 
Bridgewater. Each man who was returned 
for further criminal proceedings was, if not 
yet free in the community, at least a step 
closer to a return to freedom. 

Fifty of the 71 reached the community 
during the follow-up period, i.e., before July 
1, 1969. Twenty-six of those who reached the 
community had subsequent institutionaliza- 
tion (either in mental health or correctional 
Institutions), usually for brief periods; 24 
remained free (one died free). Of 191.9 years 
9f potential freedom for these 50 men, 159.3 
years were realized. 

Of the 50 who were set free, 24 were 
Subsequently accused of crimes. The crimes 
totalled 103 misdemeanors and 11 felonies.? 
Twenty-one of these 114 crimes were classi- 
en against persons. This subsequent crimi- 
oo. is less impressive when one notes 
ead four men accounted for 57 of the 

demeanors and seven of the 21 crimes 
against persons. 


Discussion 


Tad paid a price for the frecing of these 
E simplistic terms, 159 years and three 
aid ly freedom cost 103 misdemeanors 
M elonies. The point at which the price 
of CUR too high in a free society is a matter 
pa Ocial policy beyond the scope of this 

Per. In Massachusetts we tolerate a re- 


Ta 

PONE Telonies were committed by five men. They 

nighttin, of two arsons, a breaking and entering in the 

wo um four counts of sodomy (all by one man), and 

ing and en, of assault to commit rape and two of break- 
entering in the daytime (all by one man). 
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cidivism rate of 59.8 percent (based on a 
four-year follow-up) for felons paroled from 
state prisons (6). The men in this study who 
were set free compare favorably with this; 
their recidivism rate was 48.0 percent. 

Clearly these men were better served by 
their return for trial, despite the gravity of 
the charges against them. A possible excep- 
tion to this generalization is the threat of 
capital punishment, but capital punishment 
has been abolished de facto in this country. 
Massachusetts has not executed anyone 
since 1947. 

The system of criminal justice was less 
punitive to these men than might have been 
expected. This was partly because the time 
these men had spent at Bridgewater was 
counted as time served toward their criminal 
sentences. This is particularly true of those 
men who had been at Bridgewater for a long 
time. But, as I indicated above, the men 
who were found to be competent and who 
were tried tended to be younger and to have 
spent less time at the institution. The moral 
is that we should not be influenced by the 
severity of the crime or by a protectionist 
bias to keep mentally ill offenders from their 
day in court. 

The long terms of hospitalization for those 
found to be incompetent (average: 14.9 
years) compared with the relatively short 
terms of those found to be competent (aver- 
age: 4.3 years, median: 2.0 years) more than 
suggest that most of the total population of 
219 had been competent for trial early in 
their hospitalization and that a return for 
trial at that time would likely have spared 
them decades of hopeless and regressive in- 
stitutionalization. 

It follows that psychiatrists who are re- 
sponsible for the care and treatment of of- 
fenders who are found to be incompetent to 
stand trial should actively treat such patient- 
defendants in order to restore them to a state 
of competency. The therapeutic challenge 
here is not usually very complex; reality 
testing and supportive psychotherapy often 
suffice, along with standard institutional 
therapeutic modalities. 

Legal activism by psychiatrists is also 
called for, i.e., active negotiations with the 
courts to get criminal charges disposed of 
and to obtain adequate and appropriate legal 
representation and judicial review of the 
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competency issue. The addition of legal staff 
to our institutions, to aid patient-defendants 
in the pursuit of their rights of due process 
and in negotiating with the system of crimi- 
nal justice on their behalf, can do much to 
alleviate the neglect of this population that 
this and other studies have indicated. 

It is difficult to generalize about the ap- 
plicability of the findings of this paper out- 
side Massachusetts. A recent national survey 
of the mentally ill offender throughout the 
country yielded partial data (7, table 4). The 
data indicated that in 1967 approximately 
14 percent (4,000) of the estimated 29,000 
offenders admitted to mental hospitals were 
committed as incompetent to stand trial, 
How many of these patient-defendants have 
accumulated and how long they remain be- 
fore trial or other disposition of their alleged 
offenses are not adequately reported in the 
literature and probably differ markedly 
from one state to the next. Another report 
indicated that, of 248 alleged offenders com- 
mitted to St. Elizabeths Hospital in Wash- 
ington, D. C., between 1952 and 1957, 38 
Qe for more than 60 months (8, table 

15). 

The statistics from St. Elizabeths, to the 
credit of that institution, reflect a good deal 
more activism than Bridgewater displayed 
during the same period of time. But in recent 
years there has been a ood deal of activity 
in this area at Bridgewater. Although, as 
this paper reports, it was psychiatrists who 
began the process of change, several subse- 
quent appellate court decisions (4, 9, 10) 
have substantially altered the fate of the 148 
men in the parent population who were left 
behind as incompetent. These decisions 
forced a massive judicial review of these men 
(and others) committed to Bridgewater. 
Most of them are not there today; they have 
been transferred to the open hospitals of the 
Department of Mental Health. 

„The judge who reviewed these cases de- 
cided that it was not lawful to continue the 
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commitment of a person awaiting trial un- 
der criminal sanctions for a longer period 
than the maximum sentence imposable for 
his alleged offense (11) The result was 
that many of these men had their charges 
dismissed. Very few, however, have reached 
the community. They are largely an elderly, 
regressed, thoroughly institutionalized group; 
those who have not died since 1963 will prob- 
ably live out their days in a state hospital. 
How tragic it is that something was not done 
for them many years ago. 
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The author presents results of a study of 
Sychological reactions of patients under- 
ng renal transplantation. The study iden- 
d a kind of "emotional transplant”: the 
lage of the kidney becomes part of the psy- 
ological structures present in the psychic 
paratus, finally becoming merged with 
e individual's self-representations. 


9 VER THE PAST two years at the Univer- 
Sity of Illinois Hospital we have been in- 
ewing each patient who presents himself 
dialysis or renal transplantation. The 
t has been to study the psychological 
; ts of transplantation. In our view, the 
ychic apparatus becomes engaged in the 
Ocedure of transplantation in a very spe- 
way, that is, the assimilation of the new 
sues has as a counterpart the ego’s inte- 
ion of a new object in its core (at first 
iphery)—a psychological transplant. 
D The psychological reaction of the recipient 
the transplant can be organized in two 
Bories: 1) reaction to the new organ, the 
insplant; and 2) reactions to the donors. 


action to the New Organ 


es of Internalization 


Most of the cases we have followed the 
lient's first reaction to the new organ is 

Of newness. It is experienced as a foreign 
Not yet part of the body image, and 
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On Acquiring a Kidney 


BY HYMAN L. MUSLIN, M.D. 


psychological work is required to integrate 
the organ into the overall body image and 
self-image. This process can be likened to an 
identification (the mental representation of 
the transplanted organ must first be invested 
with psychological energies, narcissistic li- 
bido), i.e., the new organ becomes internal- 
ized as part of the self-representations (1). 

Foreign body stage (separatedness, ego- 
alien). The patients report at this stage that 
the new organ feels “funny.” It seems to 
“stick out" so that their total body config- 
uration feels changed, or they feel they are 
carrying around something fragile and that 
they must take care to avoid being jostled in 
that area. Some even reported concern 
about urinating and damaging the new struc- 
ture. One patient, a physician, compared this 
stage to feelings he would have if he were to 
have a new eye inserted. 

On the other hand, there have been pa- 
tients who, from the very first, have indicated 
that they were not aware of any special feel- 
ing. This reaction seemed to be part of an 
overall reaction of isolation exhibited to- 
wards the transplant. 

Stage of partial incorporation. The next 
phase of psychological acceptance reveals 
the patients becoming less uneasy about 
their new acquisition. The organ seems to 
be less of a foreign object, and they stand 
less in awe of it. They report a diminution 
in the amount of talk and interest in the 
transplant, i.e., less mental energy is con- 
sumed in their involvement with the new 
kidney. 

Stage of complete incorporation. This 
phase is one in which the patient reports an 
acceptance of the new organ to the point 
of not being aware of it unless questioned 
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or unless a procedure is to be performed on 
the organ. Psychologically it would seem to 
indicate that the image of the new organ is 
more completely integrated with the inter- 
nal images of the patient’s body and ego. 

Regression to foreign body reaction. The 
patients report and reveal attitudes of anx- 
iety and revived feelings of newness, awe, and 
separation toward the transplant when a 
routine biopsy or other procedure is to be 
performed. 


Individual Reactions to the New Organ 


The identification of the new organ as a 
new “baby,” or fetus, is a reaction seen in 
both sexes, with the patient identifying him- 
self with the protective, caretaking mother: 
“I call the kidney my baby, which, uh-uh, 
I guess, is kind of a protective name for it.” 
In a male patient: “The kidney has to be 
nursed like a baby, you feel like a mother 
to it.” Another patient summarized this re- 
action thus: *Well, as the time passes, I 
think less and less of it, but I take it as a 
kind of protective task—you know, this is 
my baby, I don't want anything to happen 
to it, I don't want anyone to hurt it." 

The complementary reaction is also found 
as the patient in this dyad identifies herself 
with the “baby,” and the kidney is identified 
as the purveyor of life (and sometimes of 
death as will be noted shortly): “I feel I've 
been given a new life, so to speak. Another 


e to do something maybe I'm supposed 
to do." 


Since the advent of the 
transplant, we have seen the new kidney be- 
ing identified as a part of the original host— 
Still a part of the original body from which 
it was taken. One patient told of fantasies 
of the cadaver, a man he knew was 28 years 
old. In the fantasies and dreams, the dead 
man was a hovering spirit, 

_ Still another reaction has been the iden- 
tification of the kidney with other organs of 
the donor or the total Corpus of the donor: 

All of a sudden something occurred to me.. 

It Seems strange that when I urinate, I think I'm 
urinating with my father's kidney, | . . I've got 
a piece of my father in me,” Another patient re- 
lated the fantasy that since her Sister was slim 
^i, | kinda had the funny thought. hi is laugh: 
able—that I might lose weight like her. 

Another reaction is the identification of 

the recipient with the overall attitudes of the 
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donor. The recipient is sometimes conscious 
of this: “I think I’m more helpful to people 
now, like my brother.” Or a relative will 
remark on the personality change in the pa- 
tient. One patient was noted directly after 
the transplant to be distinctly more aggres- 
sive, an about-face reaction from his previous 
style of introversion and passivity. 

The identification of the new kidney with 
a new life, a union with God, is common. 
In some religious people it is characterized 
very dramatically, as can be seen in the fol- 
lowing: “I feel the entire operation is part of 
a mission, My life was saved for loving other 
souls. I suffered, like Job and Christ, died, 
and was resurrected in a stronger, more 
beautiful body." This feeling was part of a 
vision in which he saw himself being dangled 
over a balcony and he heard the words, “If 
you drop him, you drop him in my hands.” 


Reaction to the Donor 


Each of our patients has a unique response 
to the person (relative or cadaver) who has 
“donated” a kidney so as to preserve or 
give life. The notion of a gift of an actual or- 
gan from the donor’s body to his body liber- 
ates warded off wishes and buried interac- 
tions reflective of old relationships and situa- 
tions. The mixture of elation and excitement, 
combined or (at times) replaced by concern 
over the donor’s health, is a common finding, 
as is the denial that anything special has 
been given to them by the relative or cadaver. 
However, the mixture is unique to each case 
and in no small way influences the post-trans- 
plant psychological state. 


Defense Against Guilt-Shame Responses 


A reaction that we have seen involves an 
attempt on the part of the patient-recipient 
to deny, avoid, or repress the “gift” that has 
been presented to him. One patient said 
“My brother—oh, he is fine, he’s healthy, 
he’s a football player. He doesn’t need two 
kidneys." Another patient quickly pointed 
out that his younger brother was saved from 
going to Viet Nam by being his donor. 


Guilt-Shame Responses 


One of our patients immediately on be- 
coming conscious after surgery asked: Je 
my father okay?" His preoccupation with 
his father prior to surgery had to do with 
whether his father could take it. He thought 
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his father might not be able to live with one 
kidney—that he wasn’t strong enough to 
tolerate it. Thus in this case the underlying 
and warded-off impluses associated with 
taking over from the father or overtaking 
the father were highlighted. 

Another patient relates: 

I do worry about my donor—my brother—a 
lot. He ... I don't know. I’ve always hated it— 
for him to have to give the kidney because he was 
so well and never sick, and, uh, he was a little 
weak after the surgery and he couldn’t—he was 
awfully tired after doing a day’s work and I 
worried more about him than I did about myself. 

Once again, the preoccupation has to do 
with the issue of destructiveness, of limiting 
or curtailing another’s life. 

A similar preoccupation is revealed in the 

following: 
_ Well, I worry about him in getting sick. Why, 
if he’s sick with a cold or something, well, right 
away, I think, well—there’s something going 
to happen to his other kidney. He's only got one 
| now, where he had two good ones before. This 
does worry me because I feel like I'd be taking 
his life if something happened, and this I don't 
think I could live with, 

An interesting reaction was found in the 
remark by a patient that she felt her sister 
was so giving and she (the patient) was not 
3o unselfish. She quickly pointed out that 
« She had not talked her sister into giving her 

the kidney; she had actually tried to talk 

her out of it. 

Restitution Measures 


EA ep amon finding in our material con- 
^ a the measures taken by these patients 
he € service of defense against the uneasi- 
* experienced after they acquired a kid- 
fers hose restitutive measures include in- 
pre Concern for the other person's life, 
n en feelings of being identified with the 
K on, and feelings of justification in de- 
nse of having taken the kidney. 

hi € of our patients entered into a relation- 
IRA her sister-donor that revealed as- 
E of a mother-daughter dyad. The roles 
"i Sometimes reversed, so that at times 
Ber rola be occupied with the donor's 
g au but at other times would yearn 
alime ore Support. It was suggestive of an 
» e ary symbiosis, as described by Bene- 
we wee in closer contact with each other now. 

Out west, She'll call me if I don't hear 
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from her in three weeks. I think—oh boy, she's 
forgotten me. She actually has a great deal of 
concern for me and how I’m progressing. And 
then, of course, if I feel there's something wrong 
with her, then I get upset. I want her to take 
better care of herself because I feel she may have 
lessened her chances to fight off disease. If she 
gets sick, I say, go to the doctor, take care, take 
your medicine. 

At times the relationship has taken on 
clear features of a union, so that if the donor 
is ill the patient's concern reflects not only 
fear of the imagined harm to the donor but 
also anxiety about the transplanted kidney— 
a "Siamese-twin" effect. Thus a common 
reaction has been one of the man who says: 
“I worry more about him than I do about 
myself. So I keep a pretty close check on him 
and make sure he's okay." 

Another young man, after having acquired 
a kidney from his father, told of his feeling 
for his father since the operation; he felt it 
was “like becoming a twin.” 

A restitutive measure that we have seen is 
one of expiation or justification; the patient 
makes clear that not only does the donor 
not miss or is not affected by the loss of the 
kidney but that the patient had great need 
for it. *My brother did not need it" or “He 
was going to Viet Nam, where both kidneys 
would have been lost anyway.” One of our 
patients, a minister, was able to feel secure 
since in his experience the acquisition was 
divinely ordained, i.e., he had little part in 
his relative giving up the kidney. 
Externalization of the Guilt 

At times the reactions involving guilt and 
fear of punishment take on archaic features 
involving regressive ego and superego re- 
sponses. The patients perceive in a dream 
or fantasy a situation of punishment, some- 
times directly related to the donor. 

A patient was talking of his feelings to- 
ward his donor, a 28-year-old man whom he 
had read about in the newspaper prior to 
his transplant. Directly after this transplant 
he felt a fear that his new kidney might die 
soon, as the donor had. He also felt the 
“presence” of a ghostlike spectre in a hyp- 
nogagic state after his transplant. One day 
he arose in an anxiety attack because he had 
been in a dream-like state of hallucinosis, 
with the experience of feeling the presence 
of a ghost connected with his cadaver-donor, 
which was threatening him. He had further 
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dreams and dream-like states involving hal- 
lucinations of amputees, buildings falling 
apart—images of violent disintegration and 
destructiveness, which in his associations 
during interviews were related directly to the 
taking in of the cadaver kidney. They rep- 
resented a special feeling of being attacked 
by the ghost of the cadaver and punished 
for the crime of acquiring a kidney. An- 
other patient related that since his trans- 
plant he had had a revival of old dreams 
from his World War II days—dreams in 
which he was being persecuted. This same 
patient was filled with fears for his donor’s 
life: 

I've been having gruesome dreams and had 
one after the transplant about the Germans cap- 
turing. . . it woke me up. I’ve been thinking 
just now about the hard times and the time you 
were worrying about dying and getting killed. . . 
you know, in war and getting captured. 


Discussion 


We have reviewed a variety of psycholog- 
ical reactions that emerge in response to 
the emotional impact of a kidney trans- 
plant. We have identified what can be viewed 
as a kind of “psychological passage" of the 
kidney or "emotional transplant" so that 
the image of the kidney becomes part of the 
psychological structures present in the psy- 
chic apparatus, finally becoming merged 
with the individual's self-representations, 
Through this psychological Passage, we have 
seen the new kidney becoming invested with 
many meanings, becoming a symbol of im- 
portant developmental conflicts and serving 
as an object for projection and displacement 
as well as an intermediary link between 
donor-transplant-recipient. 

. A variety of conflicts and developmental 
Issues can be played out between donor- 
transplant-recipient; among them are the 
mother-baby-child theme, the father-penis- 
son theme, and the brother-penis (power- 
like)-brother theme, The various phases 
that are revived and experienced result in 
the transplant’s ultimately achieving a psy- 
chological transplantation by way of be- 
coming merged with the self-representations, 
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Likewise, the special relationship between 
the recipient and the donor begins to dimin- 
ish in importance, although a strengthening 
of ties between donor and recipient has been 
a common finding. 

Thus far in our investigation the data 
seem to indicate that psychological inter- 
nalization of the new kidney follows a 
course that is both unique and ubiquitous. 
The uniqueness lies in the notion that the 
newly acquired kidney and its donor stir 
up and revive special memory traces. The 
process of internalization—the psychologi- 
cal ownership of the new kidney—is a uni- 
versal phenomenon. However, it is con- 
ceivable that in some cases, depending on 
the capacity for internalization or conflicts 
over the acquisition, psychological owner- 
ship (internalization) may not occur. 

It seems essential to view the psychologi- 
cal aspects of transplantation in terms of 
the process of internalization carried out in 
unique fashion in each patient but following 
an overall direction from the foreign body 
Stage to integration within the psyche. It 
also seems important to point out the spe- 
cial relationship formed between the donor 
and the patient. 

An understanding of these special aspects 
of the patients’ reactions to the new kidney 
and the donor has allowed us a framework 
on which to base our therapeutic efforts. 
Thus, with this notion of the continuum of 
internalization in kind, we can expect à 
reversion to earlier attitudes toward the new 
kidney before a follow-up biopsy. Likewise, 
a strong interest in the welfare of the donor 
can be viewed as a developmental event 
early in the acquisition of the kidney. On 
the other hand, we would view an intense 
guilt-ridden preoccupation with the do- 
nor's health one and one-half to two years 
after transplant without abatement from 
the first as an area of psychological con- 
flict. 
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After Transplantation—The Child’s Emotional 
Reactions 


BY DOROTHY M. BERNSTEIN, M.S., M.D. 


This study examined the emotional respon- 
ses and adaptation of 36 children who had 
received renal transplants. They were exam- 
ined immediately following their hospital 
discharge and upon return visits to a post 
transplant clinic up to six years later. Of the 
32 children who survived, four showed sig- 
nificant emotional reactions. The author 
stresses the need for alertness on the part of 
the nephrologist, surgeon, and psychiatrist 
in dealing with emotional problems of child 
transplant patients. 


N THE FIELD of organ transplantation, 

renal transplantation remains the most 
frequent and successful procedure. To date 
over 3,000 such procedures have been per- 
formed throughout the world (1). Recent ad- 
vances such as the development of histocom- 
patability tests, more efficient methods of 
immunosuppression, as well as the availa- 
bility of hemodialysis, have resulted in in- 
Creasing length of survival of patients (2). 
With the use of live donors, survival rates of 
80 to 90 percent are now being attained for 
two years (3, 4). Many patients have now 
Survived for more than five years and one 
patient for more than ten years (4). 

Herdman and Narjarian point out that in 
the past children have represented only ten 
to 15 percent of the total transplants; with 
the newer techniques results as good as those 
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with adults, and with longer survival, can be 
expected (5). Thus an increase in the number 
of cases can be anticipated. Williams and 
associates, however, call attention to the 
unique problems sometimes seen in the trans- 
planted child: continuation of bone disease 
existing prior to transplantation, impairment 
of growth by complex metabolic processes, 
delay in sexual maturation, or Cushingoid 
appearance due to medication. They also 
found that recurrence of glomerulonephritis 
was more frequent than in adults in their 
series (6). 

Psychiatric studies have focused on the 
multitude of possible emotional stresses with 
the transplanted patient; these may occur in ' 
the process of hemodialysis (7), during the 
events leading up to the surgery (8), in donor- 
recipient relationship (9), or in the shifts in 
family dynamics that may take place in the 
process of surgery (10). Emotional reactions 
that the child as well may develop during the 
process of transplantation have been pointed 
out (11). However, the quality of emotional 
adaptation of the renal transplanted patient 
has been little examined in the adult (12) and 
is lacking in the child. This paper seeks to ex- 
amine the emotional and adaptational as- 
pects of the transplanted child immediately 
following surgery and over a longer period 
of survival time. 


Procedure 


This clinical study consisted of examina- 
tion of the emotional responses and adapta- 
tion of 36 children following hospital dis- 
charge and at their subsequent return visits 
to the Post Transplant Clinic. The group was 
divided into younger children (aged 6-11 
years) and older adolescent children (aged 
12-18 years); their post-transplant surviv- 
al ranged from two months to 6.8 years (see 
table 1). : 

The procedure consisted of regular peri- 
odic psychiatric evaluations supplemented 
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1190 CHILD'S EMOTIONAL REACTIONS 
TABLE 1 
Characteristics of 32 Transplanted Children * 
SEX LENGTH OF SURVIVAL 
AGE BOYS GIRLS 2 WK-3 MO. 4-11 MO. 1-6.8 YR. 

Younger group 

6-8 years 4 2 2 

9-11 years 3 6 1 8 
Adolescent group 

12-14 years 6 3 1 8 

15-18 years 5 5 — 4 6 
Totals 14 18 1 7 24 


* Does not include four nonsurvivors 


by testing procedures. In addition, the ado- 
lescents and their parents were given ques- 
tionnaires designed to elicit social and 
interactional information. All children trans- 
planted in the last 21 months had been stud- 
ied prior to surgery as well. For the others, 
retrospective data were gathered concerning 
adaptation prior to surgery. Observations 
and findings were classified into three post- 
surgical periods: 1) early period—from hos- 
pital discharge usually two to six weeks post 
transplant to three months; 2) middle period 
—four to 11 months post transplant; 3) late 
period—one to 6.8 years post transplant. 


Findings 


Assessment of the patient group revealed 
that most of the children were from lower 
middle socioeconomic group families. One 
child was of Indian ethnic origin and another 
had one Indian parent. All were within nor- 
mal limits of intelligence, with three children 
at the lower end of normal intelligence and 
three at the brighter end. None of the chil- 
dren had previously identified psychiatric 
diagnoses, although four of the children pre- 
sented a history of transitory adaptational 
problems at an earlier period. 

Early Post-Transplant Period 


, Examination of findings in this period in- 
dicated that the major area of concern after 
hospital discharge was reintegration into the 
family of a child who had been chronically ill 
and who now returned with renewed mobil- 
ity and vigor. Families most commonly 
tended to approach the child or adolescent 
with fragility in spite of the Surgeon's assur- 
ance that the new kidney was functioning and 
Well protected. Parents were fearful of un- 
doing what had required a major medical 
team effort at a medical center. 

Parents either restricted the child exces- 
sively or met the child with uncertainty and 
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permissiveness. The adolescent was not re- 
quired to follow the usual family rules. Sib- 
lings elicited guilt in parents for their over- 
involvement with the transplanted child. At 
times they capitalized on the status of the 
transplant child in the family, as the follow- 
ing case report illustrates. 

Case 1. Monica B. was a 16-year-old girl with 
a history of chronic glomerulonephritis prior to 
her transplant. Her chronic illness necessitated 
frequent absence from school. She had a history 
of mild behavior problems. When seen in the 
Post Transplant Clinic she commented upon her 
return home: "For a while mother and dad 
treated me different after 1 went home. They 
wouldn't even let me walk up and down stairs. 
If I did something wrong, they wouldn't hit me 
but used to give me long lectures instead. I didn't 
like this—I wanted to be treated like the others. 
If my brothers and sisters wanted something 
they said I wanted it. And they got it every time. 

After hospital discharge the younger child 
continued to work through fears of separa- 
tion, assault, and mutilation that had been 
aroused while he was hospitalized. Adoles- 
cents as well continued to have anxiety 
dreams of helplessness and fears of being 
overpowered following hospital discharge. 

In several instances, parents regarded the 
transplanted child as rejuvenated, with pre- 
existing behavioral difficulties wiped out. 
Although the rebirth phenomenon in adults 
following transplant surgery has been point- 
ed out(13), this group of children did not 
view themselves so; instead they regarde 
themselves with constriction and cautious 
optimism, stating only they were “glad to be 
alive,” ; 

Case 2. Bill D. was a 14-year-old boy with in: 
sidious onset of renal failure secondary to aplasia 
of the right kidney and hypoplastic left kidney. 
When examined prior to transplantation, he P 
sented a history of behavioral problems Wit 
acting out and nonachievement in school. There 
was family turmoil, with a threatened divorce ° 
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the parents as well. The school had suggested re- 
ferral to a child guidance clinic, but the parents 
failed to follow through. The mother particu- 
larly handled him with threatening inconsistency. 

After the transplant, and before his return to 
school, Bill’s mother sent a news item to the local 
neighborhood newspaper. She stated that his un- 
recognized illness had been the cause of all his 
school problems and his “being a brat.” He now 
had had a kidney transplant and all that would 
be eradicated. He would be starting all over 
again. 

Return to school was a period of stress for 
a number of children. They had difficulty in 
adapting their self-concept outside the fam- 
ily circle. This was particularly true of those 
children who because of the necessary con- 
tinued use of immunosuppressive drugs pre- 
sented a Cushingoid appearance or other 
physical manifestations. Identity problems, 
body-image problems, feelings of inferior- 
ity or of being altered or damaged were prev- 
alent. Adolescents particularly went to 
extremes to conceal their surgical scars and 
offered explanations such as their having 
been in an auto accident or knifed in a fight. 

_ Because this is a dramatic operation, pub- 
licity usually preceded the transplanted 
child’s return to the school and community. 
This could offer secondary gain to the child, 
who now became a celebrity in his home 
town. Most often, however, the feeling of 
difference" seemed to overshadow the 
child’s feeling of gain. 

Case 3. Sally B. was a 12-year-old Indian girl 
pose transplant followed renal failure secon- 
‘ary to glomerulonephritis. Prior to the trans- 
Plantation she had been a shy, retiring girl, often 
Eu avoidance patterns of adaptation. When 

€ returned to school her best friend did not rec- 
Ognize her due to her Cushingoid appearance. 

*cause of temporary alopecia she wore a wig. 

ews spread by the grapevine about the wig. She 
paced that someone would pick a fight and 
Ro lose her wig in the fray. The other 
the a called her “fat face" and pinched her 
3 S A She developed somatic complaints and 
ES. ays in the nurse's office lying on a cot. She 
Tod to go to the lunchroom until all the other 
ari had left. When a monitor in the lunch- 
insti to her, she hid her face in her hands. 
Wat Y she refused to go to school and was even- 

Y placed on home-bound teaching. 


Middle Post- Transplantation Period 


A this period, most families appear to 
€ encompassed the child's return, and 
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both younger children and adolescents were 
treated with less apprehension and more 
realistic demands. If cautious handling re- 
mained it was focused on areas outside the 
family, such as the school nurse or the 
teacher. There was, however, a general trend 
of enforced passivity encouraged in younger 
children and even in adolescents. The child 
was placed in a dependency role, with en- 
suing covert hostility. It was common for 
parents to attempt to control the child’s 
aggression or misbehavior by threatening 
“to take back the kidney” or admonishing 
the child to “‘take care of the kidney.” Where 
there were more serious conflicts with act- 
ing-out adolescents, the transplant might 
become a focal source of attempting to 
control behavior. 


Case 4. Suzie B. was a 15-year-old girl whose 
transplantation followed renal failure due to 
chronic glomerulonephritis, Before transplanta- 
tion she was chronically ill and often was ir- 
ritable and had mild behavior problems. After 
transplantation. she returned to school and 
continued to manifest behavior problems. 
Eventually she dropped out of school, although 
she was only in the ninth grade. When seen at 
the Post Transplant Clinic, she reported con- 
flict with her parents, particularly with her 
father (the donor) and current depression in 
herself. *My dad told me that if he had known 
I would have turned out as rotten as I did he 
would have let me die. He gave me a couple of 
black eyes when I ran away. Because he gave 
me the kidney, he thinks I should do everything 
he says. I want to live my own life. They want 
to own me. I get so disgusted I think it would 


be better if I died." 


Unique to transplantation is the intro- 
duction of a donor-patient relationship 
following the taking of a vital organ from 
one individual and placing it in another. 
Parents, especially mothers, have been 
looked on as unquestioning donors. How- 
ever, there were instances in which the 
parent donor revealed ambivalence about 
his kidney loss. 

Case 5. Jeannie H. was a six-year-old girl ad- 
mitted in end-stage renal disease secondary to 
left renal agenesis and right ureteral obstruction 
with right dysplastic kidney. Her father served 
as donor. Her parents were divorced and Jeannie, 
a timid, slender child, lived with her father and 
paternal grandparents. 

During her hospital stay, Jeannie was a fear- 
ful, constricted child. After discharge, when 
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seen in the Post Transplant Clinic she reacted 
freely in play sessions in a fashion she had not 
been able to act in while hospitalized. She cut 
off the dolls’ heads and stabbed the dolls with 
sharp objects. She replayed a game that she 
and her father engaged in each night, Her 
aunt, who accompanied Jeannie, reported that 
Jeannie's father usually initiated the game. It 
was a zipper game in which Jeannie opened 
her doll’s abdomen, took out a bean, and gave 
it to the daddy doll. 

In other cases, donor-recipient relation- 
ships often appeared to become more close- 
ly cemented. Adolescents especially reported 
closer feelings to siblings who had sacrificed 
to donate. Parents were looked on by 
children as being expected to donate. One 
donor father developed maternal feelings 
about his child. This appears to be an in- 
stance in which the donor had both birth- 
giving and rebirth feelings as well as con- 
cerns about object loss and narcissistic 
injury. 

Case 6. John W. was a 14-year-old boy whose 
kidney transplant followed kidney failure sec- 
ondary to chronic glomerulonephritis. His father 
was the donor. John’s previous adaptation had 
been adequate except for mild immaturities in 
the psychosexual area. When seen at the Post 
Transplant Clinic the father declared that his 
giving a kidney to his son had been “the most 
positive thing in my life.” Often he had the 
urge to hold the boy on his lap. At times he 
wondered if his kidney would live on because 
it was now in a younger body. He pointed out 
that his creatinine level, which had been 1.6 mg. 
before transplant, was now 0.6 mg. in the kidney 
transplanted to his son. As a year’s survival of 
the transplant approached he wanted to celebrate 
the anniversary date. 

Rejection reactions or complicating in- 
fections were Sometimes seen in this period. 
This necessitated  rehospitalization, re- 
sulting in separation anxiety reactions in 
the younger child and depressive or anxiety 
reactions in the adolescent. Two adoles- 
cent boys became counterphobic, exhibiting 
risk-taking behavior after being faced with 
kidney rejection, actual or threatened. 


Late Post- Transplantation Period 


In this period, as long as five to si 
à Six ye: 
after the transplant, Wate 


appeared to adapt well if there were few 


complicating factors. However, special 
findings were noted. Rejection anxiety, 
lurking in the background, could be 
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readily mobilized at those times when the 
child came to the Post Transplant Clinic, 
now every three to six months, even if the 
child appeared free of anxiety. If somatic 
symptoms arose in the child, they were 
linked with the transplant. 


Case 7. Judy L. was a 12-year-old girl trans- 
planted three years previously after renal failure 
occurred secondary to hydronephrosis following 
a congenital bladder neck contracture. Her 
postoperative course since transplantation had 
been without undue complications except for 
her short stature, When seen at the Post Trans- 
plant Clinic she told me of her concerns that 
usually preceded her clinic visits. "If I lose my 
appetite or even feel tired I know it's the kidney 
even if it doesn't turn out. The night before we 
come to town for clinic I get crabby. I think my 
blood pressure goes up. When I come to clinic 
it's a 50:50 chance." 


The surgical area continued to be re- 
garded as a site to be protected. This was 
even true of several adolescents who by this 
time were amnestic or had repressed the 
episode of the surgery itself; they could not 
give the exact date of their transplants. 
The transplant, however, still remained a 
pivotal area for many life situations. 

The most pronounced reaction in the 
longer survivors was seen in those cases 
with total kidney rejection, with removal 
and subsequent return to hemodialysis. 
This occurred in three cases. There then 
Occurred a pronounced withdrawn depres- 
sion; in one case, that of an adolescent, 
the depression was accompanied by suicidal 
feelings and marked guilt. He blamed him- 
Self for destroying the kidney, a vital part 
of someone else that had been given as à 
Bift to him. The hostility of the donor for 
having given in vain also served to evoke 
guilt. 


Case 8. Steve J. was 16 years old when he was 
first transplanted with a cadaver kidney follow- 
ing renal failure due to chronic glomerulone- 
phritis. This kidney was rejected and he ae 
quently received a kidney from his older brot tis 
with whom he had a close relationship. m 
transplant too was subsequently reject’ 
necessitating a return to hemodialysis. ui 
had always been a compliant patient, following 
all measures in his therapy. i 

When seen on the Transplant ward anen xis 
episode he presented a picture of regresse it 
pression. He was lying in a darkened room T a 
the covers pulled over his head. He spoke ! 
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modulated voice with hesitant speech. “I was 
all shook up. Things became different between 
Ed and me. It was like one of his good kidneys 
was thrown in the garbage can. I felt like jump- 
ing off the Rand Tower.” 


Conclusions 


A view of the current status of 36 post 
kidney transplant children studied reveals 
a survival rate of 32 children, or 89 percent, 
with post-transplant survival ranging from 
two months to 6.8 years. Emotional assess- 
ment of the 32 children reveals that four 
showed significant emotional reactions. 
One adolescent, hospitalized for kidney 
rejection, manifested a moderate depressive 
reaction. Two adolescent boys displayed 
counterphobic reaction, with risk-taking 
behavior. One adolescent girl manifested 
phobias, with school refusal. The others 
were all in school full time and without 
major emotional problems. When there 
were secondary physical manifestations 
Such as Cushingoid appearance or short 
Stature, identity and body image problems 
Could be seen. Adjustment reactions arose 
intermittently, usually depending on re- 
Jection or infection crises or other stresses 
associated with transplantation. 

For adolescents already in a period of 
Structural ego alteration with conflicts about 
identity, psychosexual development, de- 
Pendency, and authority, the additional 
Stress of the transplant may become a focus 
for derangement of defenses. The younger 
child, in a state of developing growth and 
Personality, may also be stressed by prob- 
lems introduced in the process of trans- 
Plantation. While severe emotional dis- 
Tuption did not appear to be the usual rule, 
the potential hazard of more severe psy- 
chological reaction existed in every stage 
Of the rehabilitation period. 

a was notable that in spite of the in- 
Puls length of life and success in the 
ie „transplanted patient, fear of kidney 
oe and its concomitant anxiety about 
5 T of death was readily aroused even 
im Signs of rejection were minimal or 
e existent. This occurred even after five 
ME Years of survival. In a number of 
iad there was seen a “short life 

Tome” of children leading fearful, 
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constricting lives in spite of a well-function- 
ing kidney. 

The nephrologist, surgeon, and psychia- 
trist must examine the factors that are 
contributing to this reaction and that may 
be conditioning the patient early in his 
transplantation experience. Alertness, under- 
standing, and action are called for in dealing 
with the emotional problems that may arise 
in the child. Early therapeutic intervention 
by a child psychiatrist is necessary when 
problems appear to be of greater magnitude. 
Better preparation for return of the child to 
his home and community is needed. There 
is, as well, continued need for long-term, sys- 
tematic longitudinal studies of the trans- 
planted patient in this beginning era of re- 
made man. 

If transplantation is the first line of de- 
fense in terminal renal disease in the child, 
early and continued emotional support 
and alertness to developing adverse 
emotional reactions are essential adjuncts. 
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CHILDREN WITH TRANSPLANTED KIDNEYS 


Social and Emotional Adaptations of Children with 
Transplanted Kidneys and Chronic Hemodialysis 


BY AMAN U. KHAN, M.D., CHARLES H. HERNDON, M.A., 
AND SEYED Y. AHMADIAN, M.D. 


Fourteen children were studied Jor social 
adjustment, emotional status, level of intel- 
ligence, and self-concept; five had trans- 
‘planted kidneys that had been functioning 
well for periods of two to five years, two 
others had unsuccessful transplants, and 
the remaining seven had been on hemodialy- 
sis from six months to several years. Results 
indicated that most of the children had seri- 
ous social and emotional difficulties. Feel- 
ings of social isolation, excessive dependency 
upon the parents, and depression were com- 
mon. The authors point out the sources of 
social and emotional difficulties and make 
suggestions for avoiding some of them. 


EW SCIENTIFIC DEVELOPMENTS and cer- 
IN iin technological achievements have 
aroused concerns among members of the 
scientific community as well as the lay pub- 
lic (1-4). They represent Society's concerns 
for the adaptability of its members to the 
changing environment. The new develop- 
ments give rise to ethical, social, and emo- 
tional problems that Tequire new adjust- 
ments on the part of Society. The failure of 
such adjustments may result in an accumula- 


tion of large numbers of misfits with a poor 
adaptation. 


Homotransplantation 
organs has aroused such concerns (5-6). 


Chicago, III. 60614, 
chiatrist, Mr. Hern here Dr. 
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social and emotional adaptations of children 
with transplanted organs. The knowledge 
of the factors contributing to poor adapta- 
tions will be helpful in dealing with these 
problems. ` 


Because of the newness of the procedure, 
there are not enough data available on the 
social and emotional adjustment of children 
with transplanted kidneys. Most of the 
studies (7-10) have been limited to descrip- 
tions of acute psychological disturbances 
in the patients and their families occurring 
during the pre- and postoperative periods. 
These studies indicate that transplant opera- 
tions and hemodialysis are generally quite 
Stressful for the majority of the patients. 
Psychological reactions to these stresses in- 
clude denial and depression (11), difficulties 
in self-concept (10, 12), irritability, insom- 
nia, and depression (13-15), hysteria, pho- 
bias, compulsions, and psychotic reaction 
(7). Wilson (16) felt that the psychotic re- 
actions in two of his nine cases were due 
to the prolonged administration of cortico- 
Steroids in the postoperative period. Nor- 
ton(17) has contended that much of the 
psychological reaction is caused by the anx- 
iety inherent in the uncertain outcome of 
these procedures, Fewer reactions are likely 
to occur as integration of the medical Wi 
pects of these programs with the social an 
Psychological aspects of the patients im- 
proves. 


There are only a few short-term follow-up 
studies. Cramond (15) studied relationship 
problems between donors and recipients. 
He found that a hostile dependent ied 
Ship developed if the original relationsnlp 
had not been sound and free of ambivalence. 
He also found that a brother receiving ? 
kidney from his sister developed some con 
fusion about his sexual identity. Most : 
his recipients seemed to have matured m 
the experience. They became more tolera 
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TABLE 1 
Characteristics of 14 Patients 
AGEAT AGEAT STATUSOF PERIODS SOCIAL INTELU- 
KIDNEY TRANS- TRANS- or EMOTIONAL ADJUST- GENCE 
NO. AGE SEX FAILURE PLANT PLANT DIALYSIS STATUS MENT LEVEL FAMILY DONOR 
4 years 
Well- before Not Bright, Intact, 
1 17 M 4 12 functioning transplant depressed Good normal supportive Mother 
1 year 
Well- before Not Intact, Grand- 
2 6 M 2 3 functioning transplant depressed Fair Average overprotective mother 
8 months 
Well- before Denial, Intact, 
3 19 F 14 15 functioning transplant depression Poor Average overprotective Mother 
1 year 
Well- before Anxious, Intact, 
4 13 M 8 10 functioning transplant depressed Fair Bright supportive Mother 
1 year 
Well- before Broken, 
5 7 M 4 5 functioning transplant Depressed Fair Average overprotective Cadaver 
Intact, Non- 
6 17 F 14 14 Failed 3 years Depressed Poor Average rejecting related 
Broken, 
7 13 F 12 — — 8months Depressed Poor Average overprotective — 
Denial, Getting Broken, 
8 13 F 12 ns B months depression worse Bright overprotective = — 
Denial, Intact, 
9 11 M 9 10 Failed 2 years depression Fair Bright supportive Father 
Intact, 
10 16 F 4 iE. 5 years Depressed Poor Average overprotective = — 
Getting Intact, 
n 13 F 12 is 5 months Depressed worse Average overprotective — 
Irritable, ^ Getting Intact, 
12 gu M 6 — — 7 months depressed worse Average overprotective — 
11 years, Irritable, Intact, 
13 15 M 2 zz offandon depressed Poor Average rejecting — 
Irritable, Broken, 
14 12 Ẹ 10 — — 2 years depressed Poor Average overprotective — — 


and less critical of other people. Kemph (9) 
Studied the families of these patients and re- 
Ported a great many changes in family dy- 
namics, 

The studies mentioned above included 
ud adults. The application of these pro- 
k ures in children requires special consid- 
Tation because of the children’s greater de- 
E n upon their families, their lack of 
Omprehension about the procedures, and 
m large number of developmental prob- 
ite 5. Riley (18) thought the disproportion- 
d Eu oum of discomfort suffered by these 
m - was not balanced by the added 
hos of life achieved. He was also con- 

Ted about the growth-suppressing effects 
nom icosteroids and the social and eco- 

i IC pressures on the children’s families. 

ne(19) has also reported many social 


_ 2nd psychological problems in the manage- 


Ment of 


Pi kidney transplant in children. Ste- 


therapy in the postoperative period re- 
A 
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sulted in excessive appetite, overweight, and 
Cushingoid appearance. Many children be- 
came depressed and did not cooperate in 
their treatment. 

This study is a follow-up of children who 
had successful transplants and of those on 
chronic hemodialysis. It focuses primarily 
on the factors that contributed to the social 
and emotional adaptation of the children 
and their families. 


Procedure 


Fourteen children, all of whom were as- 
sociated with a kidney transplant project, 
were studied for social adjustment, emo- 
tional status, level of intelligence, and self- 
concept. Five of the children had trans- 
planted kidneys that had been functioning 
well for periods of two to five years. Two 
other children had unsuccessful transplants, 
and the remaining seven had been on hemo- 
dialysis from six months to several years. 
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The frequency of dialysis was at least once 
a week. Information regarding the social 
and emotional adjustment of the children 
was obtained through at least two structured 
and several unstructured interviews with 
the parents and the children. The unstruc- 
tured interviews were carried out during the 
frequent visits to the hemodialysis unit and 
to the follow-up clinic over a period of two 
years, 

The following areas were explored to as- 
sess the children’s level of functioning before 
and after the kidney failure and transplant: 
1) social life and peer relationships, 2) 
mood and affect, 3) activity level (games 
and sports), 4) school performance, 5) oth- 
er behavior changes, 6) children’s feelings 
and fantasies regarding transplant and 
dialysis, and 7) relationship of children 
with donors. 

The interviews with the children were 
especially focused upon whether depression 
was present as well as the type of coping 
mechanisms utilized to deal with the sick- 
ness. The children were also given the 
Wechsler Intelligence Scale for Children and 
the Draw-a-Person test. 

In addition to an exploration of the chil- 
dren’s adjustment, the interviews with par- 
ents were also focused upon their own ad- 
justment to the child’s sickness and its effects 
upon siblings. One of the questions explored 
in this regard was the family’s reaction to 
the news of kidney failure and the possibility 
of a transplant. How had they decided to 


put the child on the project for hemodialy- 
Sis or transplantation? 


Results 


Our findings regarding the adjustments 
of children, their parents, and siblings will 
be discussed Separately. 

Adjustment of the Children 


. Table 1 gives an overall view of our find- 
ings. The girls in the Study reported their 
kidney disease as more of a handicap in 
their Social life than did the boys. None of 
the girls had any regular boyfriend: they 
dated only occasionally and mostly in 
groups. Peer relationships had become 
scarce and most of their time was spent in 
more or less isolated activities such as read- 
ing or household chores, The boys in gen- 
eral were fairly active in Outdoor activities, 
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A great deal of dependency was fostered 
by the families of the girls, while most of the 
boys were expected to live an independent, 
normal life. Most parents perceived their 
children as pleasant and generally happy. 
The interviews with the children, however, 
revealed a great deal of depression. Most 
of them cried when the difficulties of their 
personal and social life were discussed. Of 
the three younger children (one aged six 
and two aged seven), one child who ap- 
peared to be happy and immature was quite 
ignorant of his condition. The other two 
children, although not fully aware of the 
extent of their illnesses, were subject to fre- 
quent changes of mood. 


School presented problems for most of 
the children. After the children were put on 
dialysis, the schools had reduced their time 
to half a day in most of the cases because 
of the feeling that a full day of school would 
impose an excessive strain. Home tutoring 
was instituted for six children; this action 
was taken because the children felt a strain 
from walking up the stairs to attend certain 
classes. The children expressed feelings of 
sadness about this arrangement since losing 
contact with their friends further isolated 
them. Although most of the children func- 
tioned at a low level of achievement, the 
parents were not concerned about it. They 
explained the achievement difficulties on 
the basis of poor school attendance and 
lower parental expectations. Mothers re- 
ported that the majority of children looked 
forward to coming to the dialysis unit be- 
cause they could eat whatever they desired 
while on dialysis, although there was an oc- 
casional reaction of nausea and vomiting 
while the patient was on dialysis. 


There were many unrealistic expectations 
regarding the transplant operation. Failure 
of the transplanted kidney resulted in vary- 
ing degrees of depression in the parents a$ 
well as in the children. The younger chil- 
dren regarded the donations of kidneys 
from their parents as a matter of routine 
and were not under any kind of pressure 
from their donors. The older children, O 
the other hand, were quite sensitive to the 
Suggestions and demands of their donors. 
When the demands were excessive oF e 
reasonable they were handled in dinen 
ways. For example, one boy acted out 
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use his donor mother demanded that he 
-mot smoke. One girl became passively de- 

sndent on her donor and let her life be 
| guided by her. Another boy listened to his 
donor but skillfully ignored his suggestions. 
—Self-concept was judged from drawings 
of the self. Most children did not draw the 
"whole person; eight drew only the faces. 
Most of the drawings were immature. Al- 
"though the drawings were distorted in vari- 
ous ways, no specific type of body distortion 
was noted consistently. 


; Parents' Adaptations 


Most parents were not aware of the seri- 
ousness of their children's illness until they 
were told at the completion of the total eval- 
uation in the hospital. The news appeared to 
create a major crisis in the family. We inter- 
| Viewed eight of the parents during the crisis, 
while the other six parents described their 
experience retrospectively several years 
- later. The following is a description of the 

‘process almost all the parents went through. 

` A nephrologist reviewed the clinical and 
| laboratory findings regarding kidney func- 
fions with the parents following the evalua- 

lion. In cases where the kidney functions 

Were poor, the parents were given the fol- 

lowing alternatives: 1 ) they could let the 

illness lake its course, ultimately resulting 
in death; or 2) they could consider the 

Prospect of a transplant, with a probable 

Survival Of at least a few years. 

_ Acceptance of the second choice was nec- 

l before the child could be included in 
f : Project. The majority of the parents 
_ Were inclined to accept the second choice at 

They all, however, had second 
Bhts about it. The initial reaction was 
‘motional and was based upon their love for 
child, But when they were confronted 
n what was really involved in the second 

e, they deliberated for many hours and 
1 days. The issues faced during this delib- 
don were related to several things, €.g., 
ncial problems, long periods of suffering 
€ child, and effects on siblings and on 
unity. Considerations relating to the 
S suffering were paramount. Most 
ents felt that it would be too difficult for 
ild to bear the pain of the long process 
alysis and transplant. These feelings 

Owever, quickly suppressed by the 
to save the child and to do everything 
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possible. Some parents admitted that this 
desire was based a great deal on selfish mo- 
tives. Considerations for the effects on the 
siblings and on the family relations were 
also expressed by most of the parents but 
were not regarded as major obstacles. 

Family unity and cohesion affected the 
process of decision making to a great ex- 
tent. The families that were broken or had 
strained relationships or where no external 
support (from grandparents, for example) 
was available had the most difficult time in 
arriving at a decision. They took much 
longer to decide and were not completely 
sure of their decisions. There was a definite 
indication that the way a nephrologist pre- 
sented his findings (his optimism or pessi- 
mism about the case) affected the parents' 
choices to a significant degree. Other fac- 
tors such as advice from a priest or relatives 
had some influence. In the only case in 
which the family decided to let the disease 
take its course, the nephrologists were 
quite pessimistic about the outcome of a 
transplant, and the child had an uncon- 
cerned stepfather. 

The great deal of time and effort spent in 
the procedures of dialysis and transplanta- 
tion created frequent strains on the families. 
In a few instances this pressure brought 
the families closer while in two others the 
marriages were broken. 

It was rare to see a normal supportive 
relationship between the parents and the 
child. Most parents were not able to con- 
trol their feelings of guilt and sympathy to- 
ward the children. These feelings created 
inappropriate expectations and overprotec- 
tiveness. Three of the parents manifested an 
extreme amount of denial of the seriousness 
of the illness, but this did not seem to inter- 
fere with the medical management of their 
children. They as well as their children wore 
constant smiles on their faces whenever 
they were seen around the hospital. The 
feelings of rejection were expressed by two 
parents who rarely visited their children 
when they were in the hospital and made 
no efforts to help them socially while they 
were home. 


Siblings' Reactions 


Because of the fact that the sick children 
required a great deal of their parents’ time 
and energy, inquiries were made regarding 
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the behavior changes in other siblings as 
a result of jealousy and lack of parental at- 
tention. The majority of the families re- 
ported some form of difficulty with the 
other children, e.g., a drop in school grades 
or social acting out. 


Discussion 


The results indicate that the majority of 
these children have serious problems in 
the areas of social and emotional adjust- 
ment. It appears that some of these prob- 
lems could have easily been avoided if atten- 
tion had been paid to the social and family 
environment. The school situation appeared 
to be a major area of concern. Some of the 
feelings of isolation, depression, and inade- 
quacy could have been avoided if arrange- 
ments had been made for these children to 
attend regular classrooms with their friends 
on the days when they were not involved in 
dialysis or other medical procedures, Exclu- 
sion from school and provision of home 
tutoring seemed to be detrimental to the 
children’s social and emotional adjustment. 

It may be impossible to free the parents 
entirely from an attitude of overprotection 
and sympathy. Brief but frequent conver- 
sations with the parents regarding their 
social and academic expectations for the 
children may be helpful in overcoming some 
of these problems. 

Although feelings of isolation and gen- 
eral inadequacy contributed to the degree of 
depression, a more important cause seemed 
to be the feelings of helplessness and hope- 
lessness arising from the illness itself. 

We have not considered here the varying 
degrees of kidney failure that -affected the 
social and emotional adjustment of these 
children. A well functioning kidney and an 
Occasional dialysis certainly contributed to 
b^ SAID From the medical point 
à presented a unique prob- 
lem and different prognosis. 
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Suicidal Behavior in Chronic Dialysis Patients 


BY HARRY S. ABRAM, M.D., GORDON L. MOORE, M.D., 
AND FREDERIC B. WESTERVELT, JR., M.D. 


Questionnaires involving 3,478 renal dialysis 
patients revealed a higher incidence of sui- 
cidal behavior than among the general popu- 
lation. The authors believe that the hemodi- 
alysis patient who kills himself does so 
because of multiple factors—at one time 
possibly correctable—that combine to form 
serious emotional conflicts. They urge further 
Studies in this area and note that prolonga- 
tion of life by artificial means gives rise to 
ethical dilemmas. 


A LTHOUGH THE PSYCHOLOGICAL stresses 
A of chronic hemodialysis have received 
serious attention, mention of suicidal be- 
havior in this group of patients is usually 
made only in passing. Scribner (1), in a pres- 
idential address to the American Society for 
; Artificial Internal Organs, noted prophet- 
ically and ironically: 

. Suicide has, so far, not been a problem in 
Chronic dialysis, despite the ease with which it 
could be accomplished by a patient wearing an 
arteriovenous shunt. To my knowledge, there 
have only been two suicide attempts in the entire 
World experience to date.... Studies of suicide 
have demonstrated repeatedly that among per- 
Sons whose lives are threatened by external fac- 
tors, such as disease, famine or war, the suicide 
Tate is extremely low and the greater the threat, 
the lower the rate. If these conclusions are cor- 
Tect, then we should expect that as the quality, 
Security and safety of chronic dialysis improves 
and the threat to life from treatment failure be- 
comes less and less, the suicide rate among the 
dd may gradually increase—a paradox in- 


| In this presentation we shall examine sui- 
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cidal behavior in various forms in the dialy- 
sis patient: active and successful suicide 
through such means as overdosage and ex- 
sanguination (through disconnection or cut- 
ting of the arteriovenous [AV] shunt); unsuc- 
cessful, active suicidal attempts; requests for 
withdrawal from dialysis programs with en- 
suing death; deaths through an inability or 
refusal to adhere to the dialysis regimen; 
and accidents and accidental deaths (through 
shunt separation), We have derived our case 
material from questionnaires sent to 201 
dialysis centers in the United States and four 
suicides studied in depth in our institutions. 


Questionnaire Results 


Of 201 questionnaires mailed, 127 were 
returned completed (an additional two were 
discounted as they were from primarily renal 
transplant centers), and 72 were not returned 
or “unclaimed.” The 127 returned question- 
naires involve a total sample of 3,478 living 
and dead dialysis patients; 2,706 of the pa- 
tients were center (hospital) located, and 
772 were home dialysis patients. Table 1 
summarizes the results of the returned ques- 
tionnaires. Fourteen of the 20 successful 
suicides and 15 of the 17 unsuccessful sui- 
cides were males. Means of suicide consisted 
mainly of exsanguination, overdosage, and 
“food-drink binges” (ingestion of large 
amounts of fluids and foods forbidden by 
the dialysis regimen). 

These results reveal a significantly high 
incidence of suicidal behavior compared to 
that of the general population. If one in- 
cludes successful suicides, withdrawal from 
programs, and deaths through not following 
the treatment regimen, the incidence is more 
than 400 times the rate of the general popu- 
lation (assuming ten suicides per 100,000 as 
the average rate). Put in other figures, sui- 
cidal behavior occurred in approximately 
five percent of the dialysis population in our 
questionnaire sample. Even if one does not 
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TABLE 1 


Results from Questionnaires 
Concerning Suicidal Behavior 


NUMBER OF PATIENTS 


CATEGORY CENTER HOME 
Successful suicides 18 2 
Unsuccessful suicides 16 1 
Withdrawal from dialysis programs 19 3 
Deaths through not following regimen 106 11 
Accidental deaths 9 o 
Accidents without death 86 21 


include death through not following the 
regimen, the incidence of suicide is still more 
than 100 times that of the general popula- 
tion. Also striking is the increased incidence 
of suicidal behavior in center patients as 
compared to home patients (significant at 
the .001 level). In addition, a higher percent- 
age of males attempted and committed sui- 
cide than females (significant at the .01 level). 

The following are examples of question- 
naire responses in the various categories: 

Successful suicide. *A 35-year-old male 
diabetic took a massive overdose of insulin 
and died in insulin shock.” 

“A 64-year-old male walked into the cel- 
lar at 3-4 a.m., placed his arm in a bucket, 
and cut his shunt with a scissor. The patient 
exsanguinated." 

“A 36-year-old male with renal osteodys- 
trophy, osteomalacia pain, and multiple 
pathological factors shot himself in the head 
with a shotgun after three years of center 
dialysis." 

"A young girl went on an eating binge 
(hamburger, french fried potatoes, etc.), be- 
came edematous, and died with convulsions." 

Unsuccessful suicide. “One critically ill 

patient jerked arm while on dialysis and 
pulled out shunt in attempted suicide—un- 
successful.” 
á Withdrawal from dialysis programs. 
"Two patients were in extremely poor phys- 
ical health and were unable to be success- 
fully rehabilitated. One had eighth nerve 
damage secondary to Kanomycin, which re- 
sulted in permanent vertigo and complete 
deafness; the other case was that of a phy- 
Sician with personality difficulties prior to 
dialysis—simply a failure to thrive on dialy- 
sis despite the best Possible management 
Both patients’ requests to be withdrawn 
from dialysis were acceded to by the staff 
with some degree of relief on our part.” 

Death through not following regimen. 
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“One patient died of cardiac arrest following 
repeated episodes of congestive heart fail- 
ure due to failure to maintain diet." 

“A 26-year-old bachelor, with malignant 
essential hypertension, could not maintain 
any form of dietary control, refused nephrec- 
tory.... On two occasions ... he did not re- 
turn for dialysis until persuaded by parents 
and had no desire to live. Despite energetic 
psychotherapy he disappeared again and 
was found dead in a hotel two days later.” 

Accidental deaths. “The ‘accidental’ 
death may have been deliberately done by 
patient's wife.” 

“Came into the emergency room with 
story on the part of the family that the pa- 
tient was found asleep with shunt discon- 
nected and of course he bled to death before 
getting to the emergency room. My own 
feeling is that this may have been suicide, but 
I have no knowledge that it was.” , 

Accidents without death. “One patient 
had cannula bloodline separation with sig- 
nificant blood loss and subsequent hospital- 
ization for transfusion. This occurrence was 
related to marital difficulties at the same 
time." 


Four Suicidal Vignettes 


These suicides, occurring in our own In- 
stitutions, spurred our interest in self-de- 
struction among dialysis patients; they give 
some insight into this mode of behavior. 


Suicide by Exsanguination 


Mrs. F. was 26 years old, childless, and first 
diagnosed in December 1967 as having sclerosing 
chronic glomerulonephritis. She came to the hos- 
pital at that time following a grand mal seizure. 
She was in the sixth month of pregnancy and ec- 
lamptic. In January, while still in the hospital, 
she delivered a stillborn female infant. She was 
readmitted in terminal renal failure eight months 
later and began training for home dialysis. Her 
psychosocial history revealed that she had mar- 
tied in 1966, worked as a secretary, and lived with 
her radio-technician husband in a small town 
some 20 miles from the center. d 

After beginning home dialysis she expresse 
feelings of loneliness, continuing grief overi i 
loss of her infant, resentment at being "Ue 
down," and concern over financial matters. a 
harbored considerable hostility toward her hug 
band, whom she considered passive and ur 
volved. In the tenth month of dialysis she was 25. 
mitted to the hospital for a grand mal seiZU 
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following her husband’s administering intrave- 
nously an injection of pentazocine. The admitting 
physician noted that she was having problems 
with hypertension and "skimping on dialysis 
time, possibly because of the physical hardship 
it imposed upon her and her husband." On ad- 
mission the following month for a shunt revision 
she was quite uncomfortable and expressed dis- 
couragement over the cost of dialysis. 

Eight days after her discharge she came to the 
emergency room following acute onset of general- 
ized abdominal pain. She remarked at one point 
while being examined that she could “not stand 
it much longer." The etiology of the pain was un- 
clear. She was readmitted for diagnosis, steriliza- 
tion, and probably bilateral nephrectomies. Early 
the following morning, shortly after a physician 
had checked her, he found her in a "semifetal 
position with both hands under the covers ... 
blood had soaked the cover sheets and was seen 
under the exposed draw sheet under her shoul- 
ders... . The AV shunt was uncoupled and no 
blood was coming therefrom." Even though he 
was examining a patient across the hall at the 
time of exsanguination he heard “no cry for help 
or agonal cries." Her dialysis physician con- 
cluded, “Immediate cause of death was clearly 
exsanguination due to separation of AV cannulae 
-... Both cannulae were securely fixed to their 
vessels, and separation was not the result of 
trauma or contact with external objects. . . . 
Tape ... completely removed ... marks such as 
Would be made by teeth were present along one 
folded edge.... Position of hands beneath the 
Covers consistent with deliberate concealment. .. . 


l have no doubt that this was a self-inflicted in- 
cident.” 


Suicide by Overdose 


Mrs, W., a 22-year-old housewife, came to the 
University Hospital for her initial admission 
Shortly after the birth of a son, her first and only 
Ra in another hospital. Following an unevent- 
Ul delivery she received antibiotics for an unex- 
Plained fever but left the hospital “doing well.” 
athe she developed nausea and vomiting, 
nd upon her admission she was anuric. A renal 
'OPSy confirmed the diagnosis of glomerulone- 
Hits with complete glomerular destruction, and 

£cision was reached to begin home dialysis. 
e described her marriage of one year as 
Nis and "couldn't be better." However, her 
NOR: à sign painter, appeared dependent and 
othe ilized by his wife's situation. She spoke 

é Er as "spoiled," minimizing her parental 
oe pn (i.e., the death of her father when she 
Be three) as well as family conflicts. Although 
Dres resented and had resisted her mar- 
cared the Couple was living with them. The mother 

for the infant, but they were dissatisfied with 


4 
l mer. J. Psychiat. 127:9, March 1971 


1201 


the situation and wanted to move to their own 
apartment. 

After 22 emotionally and physically stormy 
months of dialysis she became obsessed with ob- 
taining a kidney transplant. Her mother and two 
sisters volunteered as donors, However, the 
mother and one sister were unacceptable for 
physical reasons and the husband of the other 
sister refused to allow her to donate her kidney. 
Her physicians withheld the latter fact (the hus- 
band’s refusal) from the patient, stating that none 
of the three was physically acceptable. From the 
time she discovered she would not receive a trans- 
plant her course worsened, She accused her phy- 
sicians of being “disinterested” in her and plot- 
ting to keep her from getting a kidney. 

She became acutely anxious and depressed and 
threatened suicide by pulling out her shunt. At 
this point she agreed to admission to the psychi- 
atric ward. While there she became less agitated 
and seemingly more accepting of her situation. 
She was discharged in relatively good spirits with 
plans to continue in psychotherapy. She returned 
for dialysis and seemed less anxious. One week 
after her discharge she was “found lying in bed 
dead" by her husband. There were several empty 
bottles of propoxyphene, secobarbital, and ami- 
triptyline by her bedside and a note addressed to 
her husband, reading, “I truly loved you— But 
you don't have to put up with me anymore—Take 
care of Poochy (their son) for I love you both— 
don't let no one mistreat him—Life I can't 
take—I love you with all my heart, Love Sally.” 


Suicide Through Arsenic Ingestion and Die- 
tary Indiscretion 


Mr. B., a 22-year-old bachelor. was first known 
to have renal disease in 1959, when albuminuria 
was discovered on an insurance examination. He 
had no further studies until 1961, when he had 
an open kidney biopsy. At that time he was told 
he had glomerulonephritis and was placed on 
prednisone and azathiaprine. He felt he was not 
getting definite results from these medications; 
and because he was developing symptoms of hy- 
persteroidism, he abruptly stopped them in 1964. 
In the year prior to his admission he went steadi- 
ly downhill. He was diagnosed as having end- 
stage chronic renal disease, and a treatment pro- 
gram was outlined. 

He was an engaging and forceful young man 
who verbalized his ambivalent feelings concerning 
his father, whom he saw as weak and ineffectual. 
He implied that he had great concern over being 
dependent. His behavior in the past supported 
this contention in that he was impulsive, shunned 
dependent situations, and acted out displeasure 
over confinement or any threat of it. He voiced a 
great desire to live but was nevertheless emphat- 
ically more enthusiastic about renal transplant 
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than hemodialysis, making it clear that hemodi- 
alysis would be far too confining for him. 

In January 1968 he received a cadaver trans- 
plant. The following month the allograft failed 
due to an acute renal artery thrombosis. The eti- 
ology of this thrombotic phenomenon was un- 
clear. However, about the time the thrombosis 
formed, the patient had been involved in an alter- 
cation and had been formally charged with as- 
sault. His physicians conjectured that he had in 
some way physically abused the transplant. He 
also confessed that he did not follow his dietary 
instructions. His physicians explained to him that 
they would attempt to secure another cadaver 
kidney for him, but in the meantime he would 
have to become a hemodialysis patient. Although 
he was depressed over the prospect of the "'in- 
validism” of hemodialysis, he felt he could with- 
stand this procedure if there was the possibility 
of another transplant. 

In April 1968, en route to the hospital for di- 
alysis treatment, the patient died suddenly in the 
rear of the family car. It was learned that he had 
been quite negligent of his dietary restrictions in 
the two days prior to his death and that he had 
eaten food that he knew could cause electrolyte 
imbalance. His relatives implied that he had be- 
come acutely depressed and had openly voiced 
his discouragement. His death was formally 
charged to electrolyte imbalance. At necropsy a 
white powder that proved to be arsenic was 
found in his stomach. 


Suicide by Exsanguination 


Mr. A., a 23-year-old father of two, was known 
to have had chronic renal disease since 1955. By 
1968 he had end-stage renal failure and received a 
cadaver transplant. One month later he rejected 
this allograft. History revealed that he was hypo- 
chondriacally obsessed and overly conscientious. 
An orphan from early life, he was unable to re- 
member his parents and had been raised by his 
sister. He was cooperative, enthusiastic, and op- 
timistic up until the time of his rejection. After- 
ward his behavior changed markedly; he became 
dependent and anxious. Both he and his wife 
found the experience extremely difficult, It ap- 
peared as if they were leaning on each other, des- 
perately trying to project the appearance of sta- 
bility, 

„After the rejection the patient was offered home 
dialysis. He accepted it with obvious reluctance 
and was quick to mention the difficulties it would 
cause him. Even though he maintained that he 
was trying to control his anxiety, he was unable 
to remember the necessary procedures and carry 
them out adequately. In October 1968 he was 
admitted to the hospital with the complaint of 
bleeding from his penis. No cause for the bleeding 
was found, nor was it observed after his admis- 
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sion. Shortly thereafter he told his psychiatrist 
he was having "scary" dreams. In these dreams 
he saw himself parting his cannulae; upon awak- 
ing he was unable to discern whether they were 
dreams or segments of reality. Because of this 
communication and because of his anxiety and 
general regression, he was voluntarily admitted 
to the closed psychiatric unit. 

He was initially enthusiastic about the transfer. 
However, he soon became displeased; he was 
threatened by the behavior of the patients and felt 
chagrined that he now could be identified as a 
“crazy person." Approximately 15 minutes before 
his wife came to visit three days after his transfer 
he was seen by the nurses in the hall requesting 
that an elderly lady be quiet, as he wished to 
take a nap. A few minutes later his wife, after go- 
ing into his room to visit him, came out frantically 
requesting help. The patient-had parted his can- 
nulae, exsanguinated, and was dead. He left a 
note, “I guess I was crazy after all, or driven crazy 
by all my sickness and the problems I made for 
myself. You were right, Dr. J. (the nephrologist 
and head of the dialysis unit), I let myself become 
an invalid. L., I loved you deeply—please forgive 
me for what I did. I couldn’t stand causing you 
and everyone else all the grief and misery." 


Discussion 


“Hotch, if I can't exist on my own terms 
then existence is impossible. Do you under- 
stand? That is how I've lived and that is how 
I must live or not live" (2). 1 

Any discussion of suicide in hemodialysis 
patients must include in it some musings 
about the rationality of suicide, for the he- 
modialysis patient does not exist on his own 
terms. Hemingway’s personal philosophy 
of life, honor, and death strikes a responsive 
chord in many men. Does hemodialysis with 
its attendant stresses represent a situation 
where the rational consideration of suicide 
might be seen by reasonable men as an ac 
ceptable alternative? Or—as stressful as it 1$, 
do those who decide it is an unbearable 
existence do so because of a perceptual alte 
tortion whose elements are a legacy from dius 
past? B 

Any worker who has had some experience 
with patients and families undergoing hemo 
dialysis soon comes to understand the d 
mendous psychological stress this treat men 
produces. The assault on the patient's inde- 
pendence, self-esteem, body image, 4" 
physical sense of well-being is significant 2 
the point of intolerance. Many investigators 
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reporting on their experience with hemodi- 
alysis have commented on the important 
role emotional factors play in the patient's 
prognosis(3-5). Because of the recognized 
emotional stress produced by the procedure, 
and because the functioning of a patient's 
personality has much to do with his individ- 
ual prognosis, many centers devote a great 
deal of energy to the selection of hemodialy- 
sis patients (6). 

A hallmark of this selective process is the 
attempt to identify emotional problems that 
might interfere with the patient's perfor- 
mance and ability to cope with this stress. 
Even in the most emotionally serene it is 
likely that hemodialysis will eventually pre- 
cipitate clinical psychiatric symptoms. It is 
also likely that hemodialysis will significant- 
ly change intrafamily dynamics. Not only 
must the patient deal with these stresses, he 
must also tolerate physical illness. The pa- 
tient is chronically ill and feels poorly much 
of the time. Dialysis makes people feel better 
but it does not make them feel well. There 
have been several comments in the psychi- 
atric literature to the effect that chronic ill- 
Ness can be a significant factor in a decision 
lo commit suicide. Dorpat, in his suicide 
Study in the Seattle area, found a high inci- 
dence of peptic ulcer, cardiovascular disease, 
and malignancies in the people he studied 
Who had committed suicide(7). Certainly 
Chronic illness has been observed to con- 
tribute to suicidal behavior (8-10). 

But obviously, all people with chronic ill- 
‘hess do not kill themselves. Farberow and 
associates, in their study of patients with 
Cardiorespiratory illnesses who later com- 
mitted suicide, found that those who killed 
themselves (as opposed to the controls) were 
More emotionally disturbed and had poorer 
relationships with the hospital staff and 
their families (8). They also were viewed as 

Problem patients" because of their depen- 
dent behavior. Therefore one must conclude 
that the emotional problems that one brings 
to chronic illness and hemodialysis are sig- 
nificantly causal in their suicidal behavior. 

Our four patients described earlier were 
Young. Because of the exigencies of the dis- 
ĉase and the selective process the great ma- 
Jority of patients on chronic hemodialysis 
are over 20 and under 40. It is therefore dif- 
ficult to say whether age contributes to or 
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protects against suicidal behavior in a di- 
alysis patient. Losses and frustrated depen- 
dency played a part in the lives of all four of 
our patients. Two had lost a parent or par- 
ents in their youth. Dorpat and associates 
noted that 50 percent of the people who 
were successful in suicide and 64 percent who 
attempted but were unsuccessful came from 
broken homes. The death of a parent was 
highest in the completed suicide group, and 
divorce was the most common cause of 
broken homes in the attempted suicide 
group (11). 

In three of our patients a reasonable case 
could be made for loss of family support on 
the emotional level prior to the suicidal be- 
havior. Mrs. F. and Mrs. W. had passive 
and ineffective husbands. Mr. A.'s wife was 
obviously struggling mightily but was al- 
most overwhelmed by the situation she found 
herself in. Mr. B.'s father was a shadowy 
figure who could accurately be described as 
not the major force in his son's life. Our 
finding of a lower incidence of suicide in 
home (as opposed to center) patients also 
points to the importance of family support, 
an essential ingredient involved in home di- 
alysis. The high incidence among men repre- 
sents, in our opinion, cultural and psycho- 
logical attitudes related to the threat of 
passivity and inactivity in men as compared 
to women. 

Rejection or loss of the allograft in two 
patients was a significant factor in their sui- 


- cidal behavior. One has to work with dialy- 


sis patients to fully appreciate the investment 
they make in the new kidney. To them it is 
salvation, a way to escape the dependency 
and illness of hemodialysis. For many the 
experience of hemodialysis in made tolerable 
only by the expectation of renewed life after 
they get their kidney transplant. The patient 
whose kidney has failed him after transplant 
is invariably depressed, for not only has he 
lost a chance for a “normal life" but now he 
must face another operation and again be- 
come a hemodialysis patient, Both Mr. A. 
and Mr. B. were significantly shaken by 
their transplant rejections. Although both 
had previous identifiable psychiatric diffi- - 
culties, pernicious emotional deterioration 
was precipitated by the rejection. 

In sum, suicide as a cause of death among 
our dialysis population requires serious con- 
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sideration. With a significantly high occur- 
rence in our questionnaire sample (with a 
preponderance in male center patients) it 
can no longer be described as "occasional." 
We encourage further studies in this area 
and suggest that prolongation of life by arti- 
ficial means gives rise to ethical dilemmas 
that we find ourselves unable to answer. The 
hemodialysis patient who kills himself does 
so because of multiple factors, at one time 
possibly correctable, that combine to form 
serious emotional conflicts. As such the sui- 
cidal act is not "rational" Yet we cannot 
escape Camus'(12) haunting question: ‘Is 
one to die voluntarily or to hope in spite of 
everything?" 
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Suicide in Chronic Hemodialysis Patients from an 
External Locus of Control Framework 


BY ALAN M. GOLDSTEIN, M.A., PH.D., AND MARVIN REZNIKOFF, PH.D. 


Long-term hemodialysis patients have an 
alarmingly high suicide rate. Deaths that 
result from the patient's lack of adherence 
to the treatment regimen have in the past 
been viewed from a suicidal framework, The 
authors suggest that such behavior may be 
more fruitfully regarded as an attempt by 
the patient to reduce the anxiety resulting 
from the recognition of his tremendous 
responsibility in the treatment program. 


Anarene of 201 hemodialysis centers 
in the United States by Abram, 
Moore, and Westervelt (1) revealed a suicide 
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incidence rate of more than 400 times that 
of the normal population. Of a sample of 
3,478 hemodialysis patients, approximately 
five percent ended their lives by suicide. 
Of the 192 patients who exhibited suicidal 
behavior, 117 died as a result of not adher- 
ing to the treatment regimen in such Ways 
as the “ingestion of large amounts of fluids 
and foods forbidden by the dialysis regi- 
men." 


The purpose of this paper is to offer a new 
framework that considers the rejection of 
his role in the program by the chronically 
ill patient not as "suicidal behavior" but 
rather as an attempt to adjust to the psy 
chological stress accompanying his illness. 
Such a framework is consistent with the 
findings of an intensive study of 22 hemo- 
dialysis patients conducted by one of the 
present writers (2). 


Clinical investigations of patients under- 
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TABLE 1 


Age and Socioeconomic Means and Standard 
Deviations for Experimental and Control Groups 


EXPERIMENTAL CONTROL t 


VARIABLE IN = 22) (N= 24) VALUE p 
Age 
Mean 41.1 42.9 .52 ns. 
SD 8.66 13.74 
Socioeconomic level 
Mean 47.2 49.7 76 ns. 
SD 12.05 9.72 


going long-term hemodialysis(3-6) are in 
unanimous agreement as to the tremendous 
psychological stress constantly faced by 
these patients. Fear of death, loss of income, 
reductions in family and social status, un- 
certainty about the future, lack of stamina, 
changes in body image, and worry about 
additional medical problems all contribute 
lo one of the most stressful life situations 
imaginable. In attempting to cope with the 
Stress, studies reveal that the chronic hemo- 
dialysis patient utilizes massive amounts of 
denial to block aspects of his environment 
that, if perceived, would result in anxiety 
(3, 4, 6-9). 

In attempting to further investigate the 
denial reactions of seriously ill patients, 
the concept of locus of control proposed by 
Rotter (10) was employed. According to 
this framework, individuals perceive the 
Source of reinforcements on a continuum. 
Those with a purely internal locus of control 
Perceive rewards and punishments occurring 
as essentially a direct consequence of their 
behavior. They believe that their own be- 
havior affects their lives and determines 
their future. On the other end of the con- 
linuum are those individuals with external 
locus of control. They perceive events in 
their lives as occurring on a random or 
chance basis, independently of their actions. 
They feel that their own behavior exercises 
little influence upon what happens to them. 

hose from lower socioeconomic levels are 
found to be significantly more externally 
Oriented than those from upper socioeco- 
nomic groups (11, 12). 

„It is proposed that as an attempt to cope 
With the continuous responsibility and anx- 
lely of keeping one's self alive by following 
4 rigid treatment regimen, the hemodialysis 
Patient adopts an external locus of control, 
with the result that his behavior is no longer 
Perceived as life-sustaining and a threaten- 
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ing area of responsibility is avoided. In ad- 
dition, the hypothesis is advanced that an 
inverse relationship exists between external 
control and socioeconomic status: patients 
from the lower socioeconomic level will 
evidence a greater degree of externality. 


Method 

As part of a larger investigation, 22 male 
hemodialysis patients and a control group 
of 24 male patients in the convalescent stage 
of a minor medical condition (hernia, pneu- 
monia, torn ligament, appendicitis, etc.) 
were administered a battery of psychological 
tests, including the Internalization-Exter- 
nalization Scale (I/E Scale) and the Two 
Factor Index of Social Position. Only hemo- 
dialysis patients on the program for longer 
than four months were considered, as it 
has been demonstrated that initially the pa- 
tient accepts his condition but that as time 
passes he begins to experience the full extent 
and implications of his disorder and denial 
is adopted(7). Groups were matched for 
age, race, socioeconomic level, and hospi- 
talization. The experimental design lends 
itself to a comparison of patients under vary- 
ing degrees of stress. 

The I/E Scale (10), serving as the criterion 
measure for locus of control, consists of 29 
forced-choice items including six nonscor- 
ing filler items to makè the purpose of the 
test more ambiguous. One of these items, 
for example, requires the subject to indicate 
which of the following two statements he 
feels to be the more accurate: *A. Many of 
the unhappy things in people's lives are part- 
ly due to bad luck; B. People's misfortunes 
result from the mistakes they make." The 
total score represents the number of items 
answered in the external direction. 

The Two Factor Index of Social Position 
(13) served as the measure of socioeconomic 
level. There are seven possible positions 
for the factors of education, carrying a 
factor weight of four, and occupation, carry- 
ing a factor weight of seven. Since a large 


TABLE 2 


Comparison of Differences Between 
Means of External Orientation 


GROUP N MEAN uo Tg 
Experimental 22 9.55 428 2.03 .05° 
Control 24 7.00 3.95 
* One-tailed test 
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number of hemodialysis patients were un- 
employed because of their condition, the 
Occupation factor considered the job per- 
formed by the patient before the onset of 
his illness. The index is designed so that high 
scores represent lower socioeconomic level 
and low scores reflect upper socioeconomic 
position. 


Results 


To determine initially whether the con- 
trol group was demographically comparable 
to the hemodialysis group, t test compari- 
sons between the means of the groups were 
done for the variables of age and socioeco- 
nomic level. As can be seen from table 1, 
no significant differences were obtained. 

Reference to table 2, however, reveals that 
the means of the groups on the I/E Scale 
were significantly different, with the chronic 
hemodialysis group evidencing greater ex- 
ternal locus of control than the control 
group, confirming the first hypothesis. 

Pearson product-moment correlation 
coefficients were computed for the relation- 
ship between external locus of control and 
socioeconomic level for experimental and 
control groups. A statistically insignificant 
correlation (r =.29; df =20) was obtained 
for the hemodialysis subjects, while a signif- 
icant correlation of .52 was found (df =22; 
p <.01, one-tailed) for the control subjects. 
For the control group, low socioeconomic 
level is associated with high external locus 
of control. The second hypothesis is con- 
firmed only for the control group. 


Discussion 


The finding that patients on chronic 
hemodialysis evidence a Significantly great- 
er degree of external locus of control than 
do patients with minor medical problems 
confirms the first hypothesis. It was found 
by Harrow and Ferrante (14) that locus of 
control in psychiatric patients shifted from 
an external direction to a more internal 
orientation as their treatment continued and 
the patients experienced a return of a sense 
of mastery of their Surroundings. Patients 
on chronic hemodialysis do not experience 
a return to health as treatment progresses. 
Their sense of mastery does not return. 
Anna Freud (15) Suggests that when a per- 
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son is under psychological stress, he begins 
to perceive his external environment in 
such a way that aspects of the real world 
that are too threatening are distorted. The 
findings of higher levels of external con- 
trol in the hemodialysis group is consistent 
with her writings. Hemodialysis patients 
with external orientations perceive their 
behavior as having little or no effect upon 
their condition, thus striving to avoid the 
constantly intruding reminders of their 
tenuous hold on life. 

The statistically significant correlation 
between socioeconomic level and external 
locus of control for the control group, but 
not for the hemodialysis patients, only par- 
tially supports the second hypothesis. The 
insignificant correlation between these vari- 
ables for the hemodialysis patients may per- 
haps reflect the pervasive nature of external 
locus of control, mobilized by the prolonged 
intense stress that accompanies a chronic 
medical condition. It appears that as the ego 
is threatened, external locus of control 
transcends socioeconomic considerations. 


Implications 


In view of the finding that hemodialysis 
patients are significantly more external in 
orientation than patients with minor medi- 
cal conditions, there is an alternate way of 
approaching “suicidal behavior" resulting 
from failure to adhere to the treatment reg- 
imen. The externally oriented individual 
believes that since reinforcements occur on 
a random basis, his behavior has no effect 
upon what happens to his life. In a chroni- 
cally ill patient, external locus of control 
can produce disastrous consequences when- 
ever his cooperation in his treatment 1s 
essential for him to remain alive. If the 
chronically ill patient perceives his behavior 
as being unrelated to his condition, the like- 
lihood of his rejecting his role in the treat- 
ment program increases. JE 

It has been noted(8) that hemodialysis 
patients “occasionally abandoned their 
rigidly prescribed dietary regimen of low 
salt and protein intake and consumed large 
quantities of ‘forbidden’ foods ... (p. 569). 
Such behavior is consistent with the results 
of the present investigation, which empha- 
sizes the role of locus of control in spes. 
tients. Although behavior such as this mI 
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very likely result in death, it may not be cor- 
rect to evaluate it from a "suicidal" frame- 
work. Utilizing an external locus of control 
frame of reference, such behavior is under- 
standable in terms of the orientation of the 
patient toward the view that his actions do 
not affect his medical condition. 

Patients with chronic medical conditions 


ing a more internal outlook. Such assistance 
may take the form of training for a new 
occupation and productive style of life so 
that the patient receives financial and per- 
sonal reinforcements for his activities. It may 
lake the form of operant conditioning pro- 
cedures designed to reinstitute the orienta- 
tion that reinforcements occur largely as a 
result of one's own behavior. Or, the return 
lo a more internal locus of control may ne- 
cessitate psychotherapeutic intervention to 
explore on an affective level the locus of 
control of the chronically ill patient. 
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EDITOR’S NOTEBOOK 


Who Should Be Dialyzed? 


M? PHYSICIANS have been taught in medical school that in the 
practice of medicine, all human life has equal value. However, in 
many clinical situations, most of us have been forced to reflect on the 
value of a life that is maintained only through great suffering. In the 
past when attending a patient in this state, or confronting a human 
condition hopelessly altered by disease, a physician could do little else 
than relieve suffering and observe nature, unhindered, take her course. 

The last decade of medical progress has severely undermined such 
comfortable passivity. This is particularly so in the case of terminal 
renal failure. Clearly most of those who would surely have died ten 
years ago can now be kept alive by hemodialysis or renal transplanta- 
tion. Unfortunately, there are many more persons dying in renal fail- 
ure than there are facilities to treat them. Until there are enough kid- 
ney machines to dialyze all who are ill, and enough transplant surgeons 
and kidneys to eventually transplant those who are being dialyzed, 
selection must be done. Reluctantly, physicians who take care of pa- 
tients with terminal renal disease now find themselves forced to con- 
sider how valuable a given life is—to its owner or to society. To add 
further complexity, it is becoming clear that these life-prolonging 
treatments are capable of precipitating serious emotional difficulties. 

With few exceptions, published reports describing the quality of life 
extended by hemodialysis or renal transplant have demonstrated this 
sobering fact. 

f Because of this, and because the patient must to a great extent par- 
„ticipate in his own treatment (particularly in home dialysis), most 
centers avoid commitments to patients with serious manifest psychi- 
atric Problems. This practice might well cause us concern, for most 
POSU believe that the emotionally ill are not heir to their illness 
Py eee ESE they a unfortunate enough to develop terminal 
E To A psychiatric state could make them ineligible for 
have Ee t 5 myriad of people, both professional and lay, who 
ibis ud dis M rs the mentally ill accepted on their own 
this may be fius shits h nnd ze ur * iue antic 
issue is not always elda iv goce E E dm i 
bones oi - Because they must participate in their own 

] patients must assume at least as much (and probably more) 


In this section the Edi 
i itor samples varied opinio, i The 
opinions expressed herein are no. COUTE iul i 


° t necessarily those of the Editor, nor can they 
in any way be construed as marking the official policy of the Journal. 


] 
Amer. J. Psychiat. 127:9, March i 


EDITOR'S NOTEBOOK 


responsibility for their daily care as people with other kinds of ill- 
nesses. Mental illness, in many ways, attenuates the ability to be re- 
sponsible. The stress of living with these treatments is considerable. 
For some, because they come to their illness with little ability to deal 
with great and prolonged stress, the life allowed by the treatments is 
barely tolerable. Therefore, even if there were sufficient manpower, 
materials, and money to treat every person dying in renal failure, 


It is clear that these treatments must be refined to the point where 
they no longer significantly alter the patient’s life. Medical progress 
of this nature is made only by our continuing to struggle with the prob- 
lem. In that sense, perhaps it is not unfair to suggest that the patients 
of today are suffering so the generations of patients that follow will 
suffer less. Until this happy day arrives for the patient with terminal 
renal failure, it is incumbent upon all physicians to do whatever they 
can to make the present situation more tolerable. The biologic sophis- 
tication demonstrated by recent and dramatic medical advances is 
truly awesome. The knowledge of the effects of these discoveries on 
the total life of the patient is much less impressive. Because the true 
goal of medical treatment is a better life for its recipient, as much 
attention must be paid to the effects of these treatments on the pa- 
tient’s life as to the effects on his body. 

Who, then, should be dialyzed? Perhaps the best answer that can be 
given now is only those who want it and who can live with it. 


| some selection process might still be needed. 


Gorpon L. Moore, M.D. 


Editor's Note: Dr. Moore is Consultant, Section on Psychiatry, Mayo 


Clinic, Rochester, Minn. 
The 1971 Annual Meeting 


HE APA PROGRAM COMMITTEE'S decision to require the sub- 
T mission of full papers as well as abstracts appears justified when 
we look at the quality of papers selected for the 1971 annual meeting. 
Submissions for this meeting numbered 400, and the committee was 
faced with a difficult task as it selected some and rejected others. 

The annual meeting program, à preliminary version of which ap- 
pears in this issue, will include over 200 presentations of these papers 
submitted by members. Papers have been grouped into sessions 
wherever this could be appropriately done. In addition to those 
placed in morning or afternoon sessions, 54 papers will be presented 
in written form only through an innovation called “Meet More 
Authors." In the middle of each day on Tuesday, Wednesday, and 
Thursday, members will have an opportunity to meet the authors of 
these papers, discuss the content, and acquire copies of the papers 
themselves or go on a mailing list for them to be sent. 

By requiring the papers to be prepared in full the committee was 
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able to be rigorous in setting limits on the length. This will lead to 
long-range benefits in that The American Journal of Psychiatry will 
be able to publish more short papers. Also, since the papers have 
already been written, the Editor and Editorial Board have begun to 
review papers many months ahead of the normal schedule. As the 
existing backlog is gradually reduced we can anticipate that the time 
interval between presentation of a paper and its publication will grow 
shorter. This is no small feat considering today’s information ex- 
plosion. 

The annual meeting will contain many old favorites such as morn- 
ing and evening panels, the academic lectures, "Question the Ex- 
perts,” films, and large-screen color television. In addition, there 
will be about 60 presentations consisting of papers or panel discus- 
sions or television showings focusing upon specific topics so as to 
present a series of highly integrated special sessions. 

The APA Board of Trustees has decided that the Association will 
concern itself specifically with aspects of violence and alternatives 
to violence during a two-year period. The Program Committee has 
responded by arranging sessions throughout the week that do just 
that. If we offer more on violence than on alternatives, this probably 
reflects the regrettable fact that we know more about the former. 
However, the committee hopes to see a swing to the latter topic in 
1972. Meanwhile, some papers will explore the control of violence, 
and an important session will present a distinguished international 
panel, “Psychiatrists for World Peace." 

Continuing education programs will be presented on three full 
days; utilizing television, these will cover videotape in treatment, 
techniques of behavior therapy, family therapy and interviewing, 
and advanced techniques of hypnosis. In addition, the Committee 
in Liaison with the American College of Physicians is co-sponsoring, 
with the College, a session on brain cell chemo-physiology that 
promises to bring the clinical psychiatrist up-to-date on this topic. 

Some members have criticized the requirement that full papers 
be submitted eight months in advance of the meeting. However, 
authors have been encouraged to update their presentations later. 
Also, the mechanism for arranging special sessions permits the in- 
corporation of the very latest research findings. A good example of 


the latter is the session called "Psychobiological Studies of Manias 
and Depressions.” 


In Summary, I think that every psychiatrist will find many items 
to his liking at our 1971 


= Meeting, whatever his special interests may 


Jonn A. Ewina, M.D. 


Editor's Note: Dr. Ewing, Professor of Psychiatry at the University 


of North Carolina, Chapel Hill, is chairman of the APA Program 
Committee, 
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BRIEF COMMUNICATIONS 


Medical Student Radicals: Conflict and Resolution 


BY JERROLD S. MAXMEN, M.D. 


The author describes activist medical stu- 
dents in terms of their core values—humani- 
tarianism, moral integrity, and the desire for 
meaningful communication—and their pri- 
mary psychological tasks—achieving cultur- 
al continuity and integration of their person- 
alities. He discusses the conflicts they experi- 
ence with their school administrations and 
the methods used to resolve them, and con- 
cludes that the roles of activist and student- 
physician are compatible. 


MR STUDENTS have always been 
YA characterized as monotonous, narrow- 
minded conformists whose only cognitive 
capacity lies in their computer-like ability to 
Memorize some estimated 50,000 facts and 
3 Tegurgitate them at examination time. 
Ros these compulsive, hardworking, 
me medical students will blossom 
b to become compulsive, hardworking, 
Tuggling medical doctors. 
E: Tecent years, however, things have 
Ee ged: a new breed of medical student has 
fre Tged. Unlike their forebears, they are 
nd radical in their politics, com- 
Est €d to social change, alienated from the 
ablishment, and vitally concerned about 


EM at the 123rd annual meeting of the American 
1908 Association, San Francisco, Calif, May 


d Maxmen is a Postdoctoral Fellow in the Depart- 
3 Ced Psychiatry, Yale University School of Medicine, 
edar St., New Haven, Conn. 06504. 


men 


the quality of their interpersonal relations. 
It is the contrast between the traditional 
image and the contemporary mood of medi- 
cal students that originally stimulated this in- 
vestigation. How was it that within the most 
conservative of professions a committed 
group of medical student activists could de- 
velop and flourish? For there are very real 
contradictions inherent in assuming the 
multifaceted positions of youthful activist 
and student-physician. This communication, 
which is part of a larger investigation, is thus 
in one sense a study of these contradictions 
and of attempts to resolve them. The resul- 
tant struggles, in the students themselves and 
in the institutions surrounding them, deserve 
careful attention because of the effect they 
will have on tomorrow's physician—on the 
kind of medicine he will practice and we will 
receive. 

In assessing the major areas of conflict, I 
chose a dualistic methodological approach, 
combining the experiences of a participant- 
observer with information derived from 13 
intensive personal interviews of Yale medi- 
cal students, all members of the Student 
Health Organizations (SHO). Further, it 
must be noted at this point that my partici- 
pation in this study was a politically genuine 
one and extended beyond mere investigatory 
voyeurism. 


The Core Values 


In order to understand better the signifi- 
cant areas of conflict, it would be useful to 


This section includes articles which are usually, although not always, less lengthy than the preceding 
articles. Included are clinical notes (for whose validity the JOURNAL assumes no responsibility), case 
eports, historical notes, and other material selected by the Editor. In general, articles submitted for this 


Section should be no longer than eight double-spaced typed pages. 


4 
"er. J. Psychiat, 127:9, March 1971 


[131] 


1212 


clarify and delineate the value systems of 
these medical student radicals, for many of 
the conflicts appear to be related in part to 
the contrasting priorities in the students’ 
values and those of the medical school hier- 
archy. In this context, I will be referring to 
core values, or implicit basic assumptions 
concerning desired human relations, feelings, 
and motives that are usually expressed in 
behavior rather than formally articulated (1). 

Three specific core values seem to pre- 
dominate among this group; the first of these 
is humanitarianism. Flacks describes hu- 
manitarianism as a “concern with the plight 
of others in society...a value on compas- 
sion and sympathy—a desire to alleviate suf- 
fering; value on egalitarianism in the sense of 
Opposing privilege based on social and eco- 
nomic distinction . . .” (2). 

One could say that all physicians engaged 
in treating the ailing, regardless of their 
apparent detachment or cynical demeanor, 
must possess considerable humanitarianism 
to sustain their work. However, what dis- 
tinguishes medical student activists from 
their colleagues is the greater emphasis on 
the egalitarian aspects of humanitarianism. 
Because they focus on the social, cultural, 
and economic facets of medical care they 
are frequently accused of being uninterested 
in medicine or even of exploiting medical 
issues for political purposes. These accusa- 
tions emerge, I would Suggest, out of a mis- 
perception of the student’s value system. His 
primary goal is the pursuit of humanitarian 
objectives and not the acquisition of scien- 
tific knowledge and technique. In other 
words, for many physicians the study and 
practice of medicine is an end in itself but for 
the medical student activist it is but a means 
to express his humanitarian ethic, Students 
often commented on how they could see no 
difference between organizing a peace dem- 
Onstration and treating the ill, since both 
are expressions of the same ideal, The value 


of medicine, therefore, is seen as instrumen- 
tal, not institutional, 


A Second value, moral integrity, seems in- 
trinsically related to that of humanitarian- 
ism. I will define moral integrity as the con- 
tinuing Imperative to live up to one’s own 
authentically derived moral and ethical com- 
mitments. It is important to these students 
that their actions be determined by their own 
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moral and ethical standards and that these 
be genuinely motivated. For instance, one 
student expressed her need to act with hon- 
esty and integrity; she knew she had a ten- 
dency to get caught up in the enthusiasm of 
movement work. While she emphasized the 
need to live up to her own moral convictions, 
such convictions had to be authentic: 


I'm aware of the fact that I can often be influ- 
enced, often turned on to some ideas by some- 
body, and through that identity convince myself 
that I’m interested in the cause or in the approach 
when rather it is more charisma. And I don't 
want to do that. I want my integrity whole.... 
{I want] the moral values and standards I have 
to be my own. 


Common to all these students is an acute 
sensitivity to the moral and ethical questions 
surrounding them and a strong imperative 
to act upon these questions once they have 
been assured of their validity. While it may 
seem, especially with the romanticizing as- 
sistance of the mass media, that physicians 
are constantly facing, if not agonizing over, 
a multitude of difficult moral, ethical, and 
social questions, such considerations are 
rare in actual practice. The contemporary 
physician is not busy pondering ethical | 
dilemmas, for in the sterility of the labora- 
tory or the technicality of the clinic he is 
neither moral nor immoral; he is a scientist— 
medically skilled, highly dedicated, oF 
socially indifferent. For medical e 
activists social indifference does not, indee 
must not, exist. 


Closely related to the values of pud 
tarianism and moral integrity is the ques 
for genuine human contact with both p 
tients and friends. This contact, character" 
ized by mutual openness, nonmanipulat ai 
and emotional sensitivity, will be gal 
meaningful communication. These a 
dents feel that they are discouraged Eo 
fulfilling the desire for human com 
their professional training. They believe Lil 
the impersonality and dehumanization 
herent in their medical education ten "i 
produce technically competent but emotlo 


DUE 
ally detached physicians. And it is this © 


d to 


APA. ; $ i wir 
Jectified professionalist—controlling, hor- 
ESO E s SO à 
nalistic, and exploitative—who i Being 


Tent to the medical student activist. "ue 
in the medical environment and go 
to its pressures, these students expres 
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ear of losing their own emotional sensitivity. 
fter having been on duty all night, one 
tudent joked, “I began feeling like an auto- 
alyzer." As a result of the heavy academic 
expectations and the hyperkinetic atmos- 
phere of the hospital, little time exists for the 
‘student to know his patient. Feeling es- 
|" tranged from that patient, who by this time 
"has become a “‘liver,” the student finds him- 
‘self missing the kind of meaningful com- 
“munication that had, in part, motivated him 
to enter medicine originally. 


— Primary Psychological Tasks 


In addition to these three core values, 
"here are two primary psychological tasks 
f that also became sources of conflict: cultural 
“Continuity and integration. The students were 
immediately confronted with these tasks 
When they entered medical school. envision- 
Ing the next four years as being exclusively 
devoted to medical study, one activist re- 
vealed how she felt just before entering Yale: 
“I was in my senior year at Smith and I 
‘thought that this would be my swan song! 
- Get in on all the organizing rallies and this 
and that, because you’re going to the cloister, 
baby, and that’s it!” 

The feeling of being interminably sepa- 
fated from the outside world of culture and 
Politics and the inside world of nonmedical 
Pursuits was of special concern to these ac- 
livists. While the study of medicine was im- 

_ Portant, it was not supposed to become an 
exclusive preoccupation. There were other 
things to be learned, felt, and experienced. 
E. student put it this way: 

Tm turned on by these ideas of new ways to live, 
E. of experiencing things, new ways to 

B ings... I want that feeling, that real 
d ation . . . that fascination to be in my work. 
d Ste, medicine is okay. I don't mind medicine 
: E I like learning about the body when it's 

m van disease; it's interesting to an extent. 
a Pee Pople and hurt people are interesting; but 

a i n't turn me on the way this other stuff does 

E don't want to spend my life doing some- 
Mung that doesn't turn me on. 

ps Student is committed but not confined to 

L. po of medicine. All the student activ- 

àve placed a high priority on maintain- 


Ords, on the need for cultural continuity. 
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This desire to pursue other interests besides 
medicine most frequently manifests itself 
in political activity. 

At the same time, however, new identities 
were being acquired and often the student 
began to feel compartmentalized into per- 
sonal, political, and professional compo- 
nents. As one upperclassman said with dis- 
tress, "I have these separate Rosemarys." 
What has emerged has been a need to dis- 
cover a union of spirit, purpose, and style 
among these three separate identities. Ex- 
pressing the need to integrate his diverse 
roles, another student said, *I mean I want 
to relate the work to my life; and that doesn't 
mean using my psychoanalytic skills on the 
local political meetings or whatever; but 
somehow the goals that I'm striving for in 
my work are those that I’m striving for in 
my personal life." 

The quest for personal integration should 
not be equated with the problems of identity 
confusion. In the latter case, the person 
lacking what Erikson defines as a “subjective 
sense of invigorating sameness and con- 
tinuity” (3), asks the question, “Who am I?" 
For the medical student activists this ques- 
tion has been fairly well resolved: “I know 
who I am; I am several people." The prob- 
lem, therefore, is not one of identity, but of 
integration, of unifying diversities and dis- 
covering a greater sense of wholeness. The 
goal for these students is not to become an 
activist and a physician, but rather an 
activist-physician. 


Areas of Conflict 


In the search for cultural continuity and 
integration and in the attempt to fulfill cer- 
tain humanitarian, moral, and communica- 
tive values, these student activists found 
themselves confronted with numerous con- 
flicts, both institutional and intrapersonal. 
They perceive the institutional conflicts as 
more significant. Briefly, these conflicts con- 
cern such issues as the impersonality of the 
medical center, the inadequacy of the teach- 
ing program, the inordinate emphasis on 
research at the expense of service, the in- 
sensitivity to community needs, and the lack 
of student participation in the decision-mak- 
ing processes of the school. As a result, the 
students experience constant tension be- 
tween themselves and the administration. 
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On the one hand they feel the moral impera- 
tive to pursue their beliefs; on the other hand 
they fear such reprisals as general harrass- 
ment, poor recommendations, or even dis- 
missal from medical school. 

The intrapersonal conflicts are often a 
reflection of the doubts, taunts, and questions 
raised by professors, students, family 
members, and other radicals. These students 
frequently ask themselves, “Will I be a good 
doctor?"; “Am I being intellectually dis- 
honest and just getting caught up in the en- 
thusiasm of political action?"; “Can I be 
true to myself and not get kicked out of 
medical school?”; and “Do I even belong in 
the medical center at all?” Thus these stu- 
dents consistently encounter conflictual situ- 
ations resulting in frustration, anxiety, self- 
doubt, and feelings of isolation. 


Methods of Resolution 


The students followed various patterns of 
adjustment and resolution to cope with their 
feelings. They turned to their political 
comrades as sources of mutual understanding 
and trust; the group became a vital and sus- 
taining aspect of the medical school experi- 
ence. Initially it served to cushion the abrupt 
transplantation from college life to pro- 
fessional training. It subsequently became an 
important source of consensual validation 
and emotional support. Because the values, 
styles, and priorities of the activists conflict 
with those of the surrounding medical estab- 
lishment there develops a need for a refuge 
where the confusion and antagonisms they 
experience can be reflected upon, discharged, 
and reassessed. One student expressed her 
need for the group as follows: 

Well, first of all it has validated me... In SHOI 
began to feel that there were people who would 
listen to me and to whom I could listen, and we 
didn't have to go through this complicated busi- 
ness of interpreting what each. of us said... I 
just found people whom 1 really liked and who 
also shared the same kind of fuzzy goals that I 
share , + and it just transformed everything. For 
the first time in my life I felt a sense of community, 


This desire for community was frequently 
articulated and is seen not only as a source 
of emotional support and consensual vali- 
dation, but also as a vehicle for informal 
socialization. In addition, the primary de- 
pendence on the group is facilitated by the 
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students' almost ideological conviction of the 
medical and political effectiveness of group, 
rather than individual, effort. 

Secondly, the anxieties of the movement 
and of medical life are frequently discharged 
by intense activity rather than by philosophi- 
cal speculation or detachment. Therefore, 
when conflict and frustrations stemming 
from political work intensify, the students 
temporarily withdraw from it and return to 
medical pursuits, and vice versa. What de- 
velops is an adaptive pattern of oscillation, 
from medicine to politics and back again, 
allowing for a high level of emotional dis- 
charge and effective functioning in both 
spheres. 

A third and less common response is that 
of isolation and depression. This tended to 
occur at the beginning of the freshman and 
junior years, when inadequate instruction 
and direction, unmet expectations, technical 
incompetence, and ill-defined goals and 
tasks all contributed to feelings of frustra- 
tion. Ultimately, this led to states of unrecog- 
nized anger, depression, and isolation. My 
initial hypothesis was that in such a condi- 
tion the student would bury himself in ex- 
tensive political activity and avoid studying. 
Contrary to this expectation, I found that 
both medical and political activities Were 
affected adversely. This would suggest that 
the qualities needed to function in medical 
school may be similar to those needed to 
function as a medical activist. 


Medical School as a Radicalizing 
Experience 


Furthermore, in spite of the conflicts be- 
tween activism and academics, it is surprising 
to discover that the political commitments 
of these students began or actively incre 
while they were in medical school. I bs 
Suggest this occurred not only because oni 4 
generally increasing trend among American 
youth toward social action, but also because 
of the previously unrecognized radical 
nature of the medical school environmen” 
While it is often abused, there still remat 
in medicine a strong humanitarian ethic W! 
which these students identify. The sranti 
of this value cannot be underestimated: | 
is the very raison d'étre of the medic 
student activist. ces 

Second, their clinical experience pla 
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them in intimate contact with the results of 
injustice, poverty, and racism. Unlike the 
radical on the main campus, the medical 
student confronts humanity in the flesh. The 
immediacy of this encounter forces him to 
crystallize his thinking and his response to 
the social and political realities of American 
life. Third, many patients receive second- 
and third-class medical care in the hospital 
and the student soon realizes the potential 
for his own complicity in such an inhumane 
system. 


„Fourth, medical students begin to appre- 
ciate that many so-called “medical” prob- 
lems are primarily cultural, social, and 
political in nature. Fifth, the presence of the 
Student Health Organizations on the medi- 
cal campus allows students to translate their 
social concerns into tangible programs. Fi- 
nally, possession of medical skills offers the 
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student activist a more defined role in the 
activities of the A merican left. 

It would seem, therefore, that contrary 
to myth and history the roles of the physi- 
cian and the activist are no longer wholly 
incompatible and at times may even com- 
plement each other. Entering medical stu- 
dents who belong to a generation dedicated 
to social change and who possess a certain 
set of core values can develop into medical 
student activists under the radicalizing in- 
fluence of the medical school experience. 
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Group Psychotherapy: Its Effects on 
Mothers Who Rate Social Performance of Retardates 


BY BESS SIEGEL, M.A., KATHLEEN SHERIDAN, PH.D., 
AND EDWARD P. SHERIDAN, PH.D. 


The authors studied the effect of group psy- 
chotherapy on the mothers of retarded indi- 
viduals. They found that the mothers who 
underwent psychotherapy rated the retar- 
dates significantly higher in security and ap- 
Pearance than they did before therapy, 
while the mothers in the control group saw 
no changes in their retarded children. 


ROUP PSYCHOTHERAPY Or group coun- 
Seling of parents of retardates has be- 
Come a popular service of clinics for the 
Mentally retarded. Some group counseling 
Fograms have focused primarily on informa- 
aTe (1, 2). Other groups allow parents 
„share feelings and experiences common to 
raising a retarded person (3). A third type of 
S'OUp uses parenthood of a retarded individ- 
= as sufficient basis for entering group psy- 
Otherapy. Once begun, group psychother- 
‘py becomes an intensive exploration of the 
Personalities of the parent-members (4-8). 
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Two assumptions seem implicit in the studies 
cited. First, group counseling and group psy- 
chotherapy were beneficial to parents, and 
second, these benefits in some way positively 
influenced the retardate. 

Tests of the efficacy of these groups have 
been unimpressive. In a review of 15 studies 
of parent groups, Ramsey (9) found only 
three (1, 4, 6) that employed any objective as- 
sessment of results. Only Bitter (1) measured 
changes in parental attitudes before and after 
counseling. None of the 15 studies used con- 


Mrs. Siegel is Director, Oakland Counseling Service, 
Pontiac. Mich. At the time this paper was written Dr. 
Kathleen Sheridan was Director, Oakland Training In- 
stitute, Berkeley, Mich., and Dr. Edward Sheridan was 
Senior Psychologist, Consultation and Education Ser- 
vice of the Oakland County Community Mental Health 
Center. Currently, Dr. Kathleen Sheridan is Assistant 
Professor of Psychology and Assistant Director, Stu- 
dent Counseling Center. Loyola University. 6525 N. 
Sheridan Rd., Chicago, Ill. 60626, and Dr. Edward 
Sheridan is Assistant Professor of Psychology. Counsel- 
ing Center, University of Illinois at Chicago Circle. Re- 
print requests should be sent to Dr. Kathleen Sheridan. 
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trol groups. We studied the effects of time- 
limited group psychotherapy of mothers on 
social performance ratings of their retarded 
sons and daughters. 


Method 
Group Psychotherapy 


In a community-based day center for the 
education and training of the moderately 
and severely retarded, approximately 90 invi- 
tations to participate in group therapy were 
sent to the mothers of students. There were 
56 positive responses. Nineteen mothers who 
attended all scheduled sessions made up the 
experimental group, and 19 who wanted to 
participate but whose schedules did not per- 
mit them to made up the control group. 

The 19 experimental group mothers were 
divided into three sections of seven, six, and 
six, each with the same female group thera- 
pist. Each session met for one and one-half 
hours, once a week for 12 weeks. The thera- 
peutic approach consisted of the exploration 
and communication of the intra and inter- 
personal feelings and concerns of the group 
members. 

Rating Social Performance 


The T.M.R. Performance Profile for the 
Severely and Moderately Retarded was de- 
veloped by DiNola, Kaminsky, and Stein- 
feld (10) to assess functioning in six major 
areas. Prior to the first session and after the 
12th, 19 mothers in group therapy and the 
19 mothers in the control group completed 
these rating scales. The 38 mothers rated 
each of ten variables under the major head- 
ings Social Behavior and Communication on 
a five-point scale. The variables were: listen- 
ing in a group, truthfulness, obedience, sta- 
bility, security, conversation, appearance, re- 


Sponse to authority, response to criticism, 
and response to affection. 


TABLE 1 
Sex, Chronological Age, and IQ of 
_ Retarded Students with Mothers 
in Experimental and Control Groups 


M MOTHERS INGROUP MOTHERS IN 


PSYCHOTHERAPY CONTROL GROUP 
a m 
HUE ds E. AR 
Erud deviation ae qu 
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TABLE2 


Differences in Mothers' Ratings 
Before and After Group Psychotherapy 


VARIABLE IN THERAPY CONTROL GROUP 
Stability 47 02 
Response to authority .68 -24 
Response to criticism 14 .08 
Security 134* -4 
Obedience 35 09 
Truthfulness 27 -32 
Response to affection 16 01 
Conversation 27 -11 
Listening in a group .00 31 
Appearance 1.65* -.08 
“p< 05. 


Description of Rated Students 

Table 1 presents information on the stu- 
dents whose mothers comprised the experi- 
mental and control groups. There were no 
significant differences between the groups 
with regard to sex, age, and IQ. 


Results 


Although in initial ratings both groups pre- 
sented statistically similar profiles for the ten 
variables, table 2 indicates an overall trend 
for the experimental group to rate their sons 
and daughters higher on security and appear- 
ance after therapy than before therapy; the 
difference was significant (p <.05). The con- 
trol group followed no particular trend. 


An analysis of variance demonstrated sig- 
nificant F ratios for the ten variables 
rated (B); for the interaction between the var- 
iables rated and the time of testing (BC); and 
for the interaction effect among the three 
basic factors (ABC) (see table 3). 


Discussion 


The current study attempted to meet E 
of Ramsey's(9) pertinent criticisms. The 


TABLE 3 
Analysis of Variance of Social Behavior Ratings 
by Mothers of Retardates 


MEAN 


SOURCE at SQUARES Fr 
In or out of group 00 

psychotherapy (A) 1 62 77 
Social variables (B) 9 11.72 9. "d 
Before or after (C) 1 .09 20 
AB 9 144 12 
AC 1 245 a 
BC 9 1224 102) 
ABC 9 11.29 9; 
Error 720 1.20 
*p<01. 
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group psychotherapy members were homo- 
geneous for sex, length of involvement in 
therapy, and exposure to one therapist and 
theoretical approach, and they were com- 
pared with a control group. Each subject was 
the mother of one son or daughter who met 
the criteria of moderate or severe retardation 
and who lived at home. 

Ramsey (9) emphasized the necessity of 
objective measures in assessing changes in 
parental attitudes toward retardates before 
and after therapy. While our results were not 
conclusive, they suggested a consistent trend 
toward a more favorable view of the retar- 
dates after group therapy (1). In view of the 
significant changes in ratings of security and 
appearance, mothers in group therapy 
seemed to experience greater acceptance of 
their children, thereby affecting their per- 
ceptions. 

The present investigation posed several 
problems for further study. An important is- 
sue concerned the difficulty of effecting atti- 
tude change itself. These mothers had lived 
with their children for approximately 20 
years, coping with retardation severe enough 
to have been detected early. Twelve weekly 
therapy sessions were perhaps minimally ef- 
fective in changing the mothers’ perceptions. 
A second area involved validating mothers’ 
Tatings of the retardates’ social behavior 
against teachers’ ratings of the same behavior 
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during the period of participation in group 
therapy. 
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Bernardino Alvarez: New World Psychiatric Pioneer 


BY RUBEN D. RUMBAUT, M.D. 


P author describes the life and assesses the 
By butions to psychiatry of Bernardino 
hp a Spaniard who founded the first 
Moral hospitals in the New World in the 
6th century. 


l Us CoLuMBus' voyage, the Atlantic 


And Ocean was a formidable geographical 
Psychological barrier between the Old 
EM and the New. After it, a torrential 
r € brought all kinds of men and goods 
om Europe to America. 

mong the innumerable adventurers who 
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left their countries for the virgin lands was 
an Andalusian from Utrera. Only 20 in 1537, 
he sailed to Mexico as a soldier seeking ex- 
citement and fortune. His parents, Luis and 
Ana Alvarez, noble Spaniards, had four 
children: a boy, Bernardino, who died very 
young; two girls; and a fourth child, another 
boy named Bernardino in memory of the 


Read at the 123rd annual meeting of the American 
Psychiatric Association, San Francisco, Calif., May 
11-15, 1970. 
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first. This Bernardino Alvarez went to a 
small school where he learned “catechism 
and numbers, reading and writing" (1). He 
had a restless nature; as soon as he could he 
entered the military to pursue wider hori- 
zons in the fabulous countries that were 
then the talk of Europe. 

After arriving at what is now Mexico City 
he was sent to the countryside and fought 
in several actions in the war against the chi- 
chimecas in the north of New Spain. Appar- 
ently he was a soldier without too many 
scruples, for a biographer says that “hate, 
tears and curses” (2, p. 297) usually followed 
him. He wanted a shortcut to wealth, how- 
ever; he disliked discipline and had no taste 
for the military life. 

After this campaign Alvarez returned to 
Mexico City, then a lively and tempting 
emporium. Soon he was in trouble, gambling 
and robbing the gambling houses, drinking 
heavily, rebelling against the law, joining 
the delinquents of the city, and eventually 
being chosen the leader of a small gang. “A 
handsome and perfidious demon”: this is the 
way he was described at that time. Finally he 
and his band were apprehended, imprisoned, 
and sentenced to forced labor in China. They 
escaped from prison, though, killing three 
guards in the process. Some of the band 
were eventually caught again and hanged 
but Alvarez, through the aid of a close friend, 
a prostitute, got arms, money, and horses. 

He fled to Acapulco and then by sea to Peru. 

In Cuzco, Alvarez made a fortune. Al- 
though nobody seems to know exactly what 
methods he used, it is said that he hung up 
his sword and entered business. When he was 
rich he wrote to his widowed mother, send- 
ing her money and asking her to come with 
his sisters to the New World and enjoy the 
wealth he had accumulated. His mother re- 
plied that after the death of her husband she 
had entered a minor religious congregation, 
her daughters had become nuns, and none of 
them had any intention of leaving Spain. AI- 
though. She refused to come to Peru, she 
admonished him to lead a Christian life 
and to use his wealth in the service of God. 

There is not enough historical information 
to know what happened within Alvarez after 
he achieved maturity, fortune, and promi- 
nence, or how much his mother's attitude 
affected him. What is known with certainty 
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is that he returned to Mexico City in 1556 
(3) as a rich, ascetic, and melancholic gentle- 
man, driven by remorse and guilt to expiate 
his past misdeeds. 


Foundation of New Hospitals 


Alvarez began his new activities by pray- 
ing, fasting, and offering himself for the care 
of patients in two general hospitals that had 
been founded by Hernán Cortés. He 
completely withdrew from all social life, 
working unceasingly in the service of the 
Sick, and contributed money to charitable 
causes. About ten years after his return 
Alvarez developed the strong conviction that 
more, better, and different institutions were 
badly needed in New Spain. From then on 
he directed all his time, wealth, and energy 
to the foundation of new hospitals. 

With his dedication, experience, and rep- 
utation, Alvarez was now able to engage 
other people in his plans. By then, he had 
only one thought in his mind: 

The institutions of charity of the city were not 
enough for the poverty in such a populated 
place; madmen were roaming in the streets, their 
weird actions and sayings mocked and laughed 
at; some were even stoned by the populace, be- 
cause of supposedly being possessed by the devil; 
the convalescents had to give way to others 
sicker and in more dire need, while their symp- 
toms, aggravated anew by lack of care, augmente! 
their sufferings and sometimes ended in death (2, 
p. 300). 

Friends gave him a small piece of leng 
The document donating the land was signe 
on November 2, 1566. The license for com 
Struction of an institution was granted by 
Archbishop Montúfar. Then the Pow 
and the king approved it, and, as fe 
happens in a project after it captures the Bes 
lic attention and its feasibility is already op- 
vious, gifts and help began to pour In., 
better and definitive place was offered T 
in the Calzada de Tlacopan, adjacent to t : 
Hermitage of the Martyrs, which had bee 
erected in memory of a defeat suffered th 7 
by the Spaniards. (Later, the Hermibe 
was to be the San Hipólito Chine 
Saint Hyppolitus was the city’s patron b 
cause the city of Mexico—Tenochtitlan in 
the Aztecs—fell to Cortés on Kk 
Hyppolitus’ day in 1521) The archbis 
wanted another name for the hospital. pi 
the people called it San Hipólito and 
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became its official name. 

On January 28, 1567, the Hospital y Asilo 
de Convalescientes de San Hipólito 
(Saint Hyppolitus’ Hospital and Convales- 
cent Asylum) was inaugurated. Its purposes 
were multiple and ambitious: it would serve 
convalescents without means, madmen, 
infirm and lonely old people, and illiterate 
and poor school children, for whom teachers 
were to be provided (4). With Alvarez’ capi- 
tal and efforts the institution grew rapidly. 
He also bought 100 mules and periodically 
sent hospital volunteers to the port of San 
Juan de Ulúa to pick up people who got 
sick on the long voyage to the New World. 
He spent about 100,000 pesos on each ex- 
pedition, a great deal of money even by 
modern standards. 

More and more people contributed gen- 
erously, and other hospitals began to flour- 
ish, each.planned to care for specific diseases. 
The Hospital of San Hipólito was then de- 
voted exclusively to mental patients. 

Alvarez then planned two chains of hospi- 
tals: one reaching the Pacific Ocean, another 
reaching the Atlantic Ocean. Toward the 
Pacific were the hospitals founded in Oaxte- 
pec and Acapulco; toward the Atlantic, the 
hospitals founded in Puebla, Perote, Jalapa, 
and Veracruz. Eventually one more was 
built farther to the east in Havana, Cuba. All 
of them were under the jurisdiction of the 
first, San Hipólito in Mexico City. It was 
an incredible chain of hospitals, especially 
if we consider that all this happened in the 
16th century (5). 


The Order of Saint Hyppolitus 


, Helpers, volunteers, and workers in the 
institutions were doing so much work and 
living lives of such sacrifice and devotion that 
Alvarez, in the spirit of the time, sought to 
Create a religious congregation for those 
Willing to enter it. A brown habit was 
adopted and a provisional constitution pre- 
Pared. The members were called "Hipó- 
litos,” à name that was later formally 
adopted. A pope approved their constitu- 
lion. Later, in 1700, Pope Innocent XIII 
Promoted the congregation to the Religious 
Order of Saint Hyppolitus. The congregation 
eventually took over hospitals in Oaxaca, 
Querétaro, and Guatemala. 

Alvarez, probably influenced by events in 
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his own life, gave special attention in his in- 
stitutions to debilitated elderly conquista- 
dores who had no place to go, to stow- 
aways, and to infirm and senile clergymen 
who had retired after a missionary life in the 
countryside. Eventually Alvarez exhausted 
his wealth in religious and social endeavors; 
the hospitals continued to function with funds 
from contributions, gifts, and government 
help, as well as the efforts of the congrega- 
tion. Alvarez took its habit and moved to a 
little cell in the San Hipólito hospital, 
where he was available night and day to the 
brothers and patients. 

By the end of his life (at the age of almost 
70), the gentle, steadfast, and ascetic Fray 
Bernardino Alvarez, so different from the 
“handsome and perfidious demon" of his 
youth, was “loved by all Mexico" and 
known as the “evangelical fellow" (2, pp 
301-302) Slowly, quietly, he died on 
August 2, 1584, the eve of St. Hyppolitus' 
day. His funeral was attended by a great 
crowd, headed by all the civil and religious 
authorities of Mexico City; the eulogy 
was preached by “a most eloquent orator” 
in the San Hipólito Church. There to this 
day lie the remains of Fray Bernardino 
Alvarez, our predecessor in the psychiatric 
movement in the Americas. 


Background 


When studying a historical figure it is 
always illuminating to look at his time and 
his country, so that we can understand the 
man in the light of his contemporary en- 
vironment. 

In pre-Colombian times, the Indians 
were disseminated all over North, Central, 
and South America. In the central valley of 
Mexico, human life was present at least 
as far back as 10,000 B. C. It is known that 
four different civilizations flourished in 
Mexico between the fourth and the ninth 
centuries. Of them, only the Mayas re- 
mained for any length of time. On an island 
in the middle of Lake Texcoco, the ancestors 
of the Aztecs established Tenochtitlan, 
capital of the future Aztec empire, which was 
in reality a loose association of city-states. 
It was not an idyllic empire by any means, 
although the Aztecs were noted for their 
agriculture, architecture, sculpture, handi- 
crafts, religion, written language, calendar, 
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astronomy, and mathematics. The tribes 
fought fiercely among themselves, and 
human sacrifices to cruel and insatiable 
gods reached enormous proportions. Slavery 
was part of the caste system. It is estimated 
that the preconquest Mexican Indian popu- 
lation fluctuated between four and 11 
million. In February 1519, Cortés set 
sail from Cuba to the coast of Mexico. 
Through a series of initially favorable cir- 
cumstances, the help of the Tlaxcalan 
Indians (enemies of the Aztecs), and dis- 
sensions among the Aztecs themselves, 
Cortés was able to conquer Tenochtitlan 
and to subdue the empire in less than two 
years. The area was then renamed New 
Spain, and Tenochitlan became the City 
of Mexico. 

The development of New Spain was in- 
deed fabulous. In 1521, for example, there 
was not a single head of cattle in the area; 
seven decades later hundreds of thousands 
were roaming the land. Some of the in- 
numerable buildings erected were magnifi- 
cent. The city of Mexico enjoyed plenty of 
water and well built aqueducts, food and 
supplies abounded, and hospitals and cen- 
ters of advanced culture were established. 
It is fascinating to read a description of the 
city in a book written by a university pro- 
fessor, Cervantes de Salazar, and printed 
in 1554 by the first printing press of the New 
World (6, pp. 22-81). He mentions the San 
Hipólito Church, “thronged yearly on his 
day by a multitude and a great solemn pro- 
cession from the whole city." 

Thus Mexico can boast of the first public 
general hospitals on the continent, founded 
by Cortés himself the first hospital for 
venereal diseases; the first doctor of medi- 
cine licensed to practice in the Americas 
Dr. Pedro |. López, considered “a very 
skilled physician" (6, p. 50); the first uni- 
versity, which opened in 1553; the first 
School of medicine, in 1578; and the first 
mental hospitals, San Hipólito and one 
for women, La Canoa, founded in 1690 (7). 

If we look at Europe at the time of the 
Opening of San Hipólito in 1567 we 
find almost nothing with which to compare 
it, except for several famed institutions in 
Spain (8). In those asylums, enlightened 
treatment for mental patients was provided. 
Alvarez used some of them as models for 
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his own hospitals. Pinel, in France, was to 
come 200 years later. In North America, 
the first hospital that provided care for 
mentally ill people was established in Phil- 
adelphia in 1751. 


By the 17th century San Hipólito had 
made a special agreement with the provinces 
of New Spain by which any mental patient 
could be accepted by the institution if the 
provincial authorities paid his transporta- 
tion, room, and board (9). Muriel affirms, 
“We know with certainty that lunatics were 
sent to San Hipólito from Cuba; also 
from Guanajuato, Querétaro, San Miguel 
el Grande, Salvatierra, Colima, Tula, Val- 
ladolid, Celaya, Durango, Guadalajara, 
Córdoba, León, and Orizaba" (5). The hos- 
pital admitted both Spaniards and Indians. 


The Hipólitos worked in the spirit of 
what later was to be called moral treatment. 
According to Robles, "Their methods 
would be classified now as persuasive and 
logotherapeutic" (10). As Díaz de Arce, 
quoted by Viqueira, said, “When the patients 
were calm, they led a community life, stroll- 
ing in the gardens, yards and patios, eating 
and sleeping in communal wards. Only the 
furious ones, during their seizures, were put 
in closed seclusion to avoid harming them- 
selves or others (9, p. 20). 


A reconstruction of the hospital—some- 
what damaged by uninterrupted use and the 
passage of time—took place in 1777. José 
Gálvez, a Spanish gentleman who at- 
tended the ceremonies as a delegate of the 
Royal Court, wrote to King Charles III: 
“The edifice has no equal in any of the 
hospitals of its kind that I have seen In 
Europe" (9). More than 220 patients could 
be treated on its two floors(1, p. 72). In 
1821 the San Hipólito was secularized, 
although the order still continued caring 
for patients until 1842. 


San Hipólito (as well as La Canoa) 
gave almost continuous care to menta 
patients from their foundings until 1910 in 
spite of vicissitudes of all kinds. 


The Republic of Mexico opened one of 
its most modern mental hospitals in 1961 
exactly four centuries after San Hipo a 
opened its doors for the first time. i 
name selected for the new institution Wi 
“Fray Bernardino Alvarez,” thus fitting” 
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honoring the New World psychiatric pioneer 
and his durable work. 


Conclusion 


Bernardino Alvarez was a precursor, a 
man of courage, generosity, vision, and dedi- 
cation. At a surprisingly early time, he 
founded enlightened institutions for mental 
patients on our continent while in the rest 
of the world such institutions were either 
nonexistent or, with only a few outstanding 
exceptions in Spain, backward and cruel. 


Alvarez is still insufficiently known by the 
English-speaking scientific world. George 
Mora, in a chapter of a recent historical 
book, wrote briefly about Alvarez and the 
foundation of San Hipólito, the Amer- 
icas’ first mental hospital. He said, "... 
such a hospital was opened in Mexico City, 
an event which should be properly remem- 
bered today in discussing the historical devel- 
opment of mental hospitals" (11). This paper 
was written partly in answer to that call, 
in the hope that it will help to restore Ber- 
nardino Alvarez, until yesterday a forgotten 
figure, to his proper, significant place in the 
history of medicine and psychiatry. 
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Aversive Therapy of Homosexuality: 
Measures of Efficacy 


BY NATHANIEL McCONAGHY, M.D. 


The author describes three investigations that 
attempted to give objective evidence of the 
value of several types of aversion therapy in 
the treatment of homosexuality. The results 
were favorable but they showed little differ- 
ence in the efficacy of the various aversion 
therapies. The findings did suggest, however, 
that aversion therapy does not act by setting 
up a pei teeta reflexes, as is generally sup- 
Posed. 


I ' HIS PAPER reports three studies of aver- 
,' sion treatment of homosexuality. In the 
Investigations, an objective measure of sexual 
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orientation was used in addition to the pa- 
tients’ subjective reports to determine 
changes in their sexual feelings. 

The subjects watched a travelogue-type 
film into which the following were inserted at 
approximately one-minute intervals: ten seg- 
ments of ten-second shots of an orange circle 
followed by ten-second shots of a nude young 
woman, alternating with ten segments of ten- 
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second shots of a blue triangle followed by 
ten-second shots of a nude young man. Prior 
to these presentations, two presentations of 
the circle and two of the triangle were shown 
in alternation and not followed by nude 
shots. This was to allow habituation of the 
response to the circles and triangles before 
they were reinforced by the nudes. While the 
subjects watched this film, changes in their 
penile volume were recorded on a polygraph. 
The technique has been described in more 
detail elsewhere (1). 

The sexual orientation of the subject was 
determined by measuring the ten penile vol- 
ume changes in response to the shots of 
females and those in response to the shots 
of males, and then determining the signifi- 
cance of the difference between the two 
groups of ten scores using the Mann-Whitney 
U test. Eleven medical students who were 
confident of their heterosexual orientation 
volunteered to undergo this film assessment; 
they served as a control group. All showed 
greater penile volume increases to the pic- 
tures of women—ten to a statistically signifi- 
cant extent. An unexpected finding was that 
these subjects commonly showed a penile 
volume decrease to the pictures of the males. 
Penile volume increases in reaction to the 
orange circles preceding the female nudes 
and decreases in reaction to the blue triangles 
preceding the male nudes occurred as con- 
ditioned responses. These changes have been 
discussed more fully elsewhere (2). 


Apomorphine Aversion and 
Aversion Relief 


The initial aversion treatment study investi- 
gated the response of 40 homosexual pa- 
tients. As expected, they tended to react with 
penile volume increases to the pictures of the 
males, decreases to those of the females, and 
appropriate conditioned responses to the 
preceding circles and triangles. The condi- 
tioned responses were used to provide a 
measure of the ability of each of the homo- 
Sexual subjects to set up conditioned re- 
sponses—his so-called conditionability. 

The primary aim of the first treatment 
study was to compare the efficacy of two 
forms of aversion treatment, using as mea- 
sures of response both the patients’ subjec- 
tive reports of change in sexual feelings and 
behavior and the changes in their penile 
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volume in reaction to the shots of male and 
female nudes. The aversion therapies are 
widely considered to act by setting up con- 
ditioned responses. A secondary aim was 
to obtain evidence for or against this theory 
by examining the relationship between each 
subject's ability to respond to aversion ther- 
apy and his ability to set up conditioned re- 
sponses in the sexual orientation film. In the 
first study the two treatments compared were 
apomorphine aversion and aversion relief; 
both methods have been claimed to be ef- 
fective in treating homosexuality (3, 4). 


With apomorphine aversion, the subject 
was initially given a subcutaneous injection 
of 1.5 mg. of apomorphine. After a variable 
interval, usually about eight minutes, he 
began to feel nauseated, Severe nausea last- 
ing ten minutes without vomiting was aimed 
for and the dose was constantly adjusted 
throughout treatment to maintain this re- 
sponse. The patient timed the onset of the 
nausea; one minute before its expected onset 
he switched on a slide projector and viewed a 
slide of a nude or partly nude man. Before 
the nausea reached its maximum he turned 
off the projector. Twenty-eight such treat- 
ment sessions were administered at two-hour 
intervals over five days; each patient was 
hospitalized for this period. 


With aversion-relief therapy, 14 slides 
were made for each patient of words and 
phrases he considered evocative of aspects of 
homosexuality that he found exciting. These 
slides were projected at ten-second intervals. 
The patient read each one aloud. As soon as 
he finished reading he received a painful elec- 
tric shock through electrodes attached to his 
fingertips. Following the 14 slides, one was 
projected that related to aspects of normal 
sexuality. This was left on for 40 seconds and 
was not accompanied by a shock. The ap- 
pearance of this slide produced a sense of 
relief as the patient learned it would not be 
accompanied by a shock. In each treatment 
session this procedure was carried out five 
times, with intervening periods of two and 
one-half minutes. Three treatment sessions 
were given daily for five consecutive days 
during which the patients were hospitalized. 
Each patient therefore received a total 9 
1,050 shocks during treatment. 

Forty men who were conscious of hom 
sexual feelings they wished to have reduce 
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and who were not overtly psychotic were 
accepted for treatment. Eighteen had been 
arrested for homosexual behavior, eight on 
more than one occasion. Legal action had 
led six of these 18 to come for treatment; the 
other 12 were no longer under any form of 
constraint. Ten patients were married and 20 
considered that they were sexually aroused 
by women or had been in the past; four stated 
that their heterosexual interest was greater 
than their homosexual interest. These four 
had all been arrested for homosexual behav- 
ior—one on three occasions. Thirty-eight 
had had homosexual relations with a number 
of partners. Two had had no overt homosex- 
ual experience since adolescence; one of these 
Was distressed by his strong feelings of at- 
traction to other men, the other by homo- 
sexual sadistic fantasies. 


The 40 patients were randomly allocated 
to two groups of 20, one group to receive 
immediate treatment and one to receive de- 
layed treatment. Each group of 20 was fur- 
ther randomly allocated to two groups of ten, 
one group to receive apomorphine, the other 
àversion-relief therapy. The immediate treat- 


| ment group viewed the sexual orientation 


, assessment film immediately before treat- 


ment and again three weeks later. The de- 
layed treatment group viewed the film three 
Weeks before treatment as well as immedi- 
ately before treatment and three weeks later. 
This enabled the investigators to compare 
aly, changes occurring after treatment in the 
immediately treated group with changes oc- 
Curring over the same period of time, without 
treatment, in the delayed treatment group. 
hree weeks after treatment began the 
B were also interviewed about changes 
their sexual feelings and behavior. 


Eo delayed treatment group there was 
4 Significant change in penile volume re- 
rt in the film assessment without inter- 
d treatment. Following treatment, the 
Eee treatment group showed signifi- 
fire y less penile volume increases to the pic- 
of S of nude men than they did to pictures 
et that is to say, they showed a 
3 ae in the heterosexual direction. This 
Stine was still present without any weak- 
ent at follow-up one year later. The pa- 
E reported reduction in their homo- 
n. and increase in their heterosexual 

ngs and behavior. The reported reduc- 
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tion in homosexuality was greater at two 
weeks than at one year following treatment; 
the reverse was true with respect to increase 
in heterosexuality. These reported changes 
in sexual feeling correlated significantly with 
the changes in response to the sexual orienta- 
tion film at one year follow-up but not at two 
weeks following treatment. It was concluded 
that the reported changes at one year were 
more reliable than those at two weeks; the 
longer time allowed the patients to assess 
their feelings more accurately. 

At one year following treatment, approxi- 
mately half the patients reported reduction 
in homosexual feelings and half—not neces- 
sarily the same patients—an increase in 
heterosexual feelings. A quarter reported 
they had ceased homosexual behavior and a 
quarter—not necessarily the same patients— 
that they had commenced or increased the 
frequency of heterosexual intercourse. How- 
ever, all patients were still aware of some 
homosexual feelings. There were no signifi- 
cant differences in the results of the two treat- 
ments, either in responses to the film assess- 
ment or in reported sexual feelings and be- 
havior. There were no consistent relation- 
ships between response to treatment and the 
conditionability of the subjects as measured 
in the film assessment. This study has been 
reported in greater detail elsewhere (5, 6). 


Avoidance Learning 


MacCulloch and Feldman (7) reported a 
much better response, at least in terms of 
complete loss of homosexual feelings, in 
patients treated with an aversive technique 
using avoidance learning. With this technique 
the patient viewed a slide of a man and was 
instructed to leave it on as long as he found it 
attractive. After eight seconds he received an 
electric shock if he had not removed the slide 
by means of a hand switch with which he was 
provided. The shock continued until he re- 
moved the slide. When he had avoided the 
shock three times in succession by switching 
the slide off before eight seconds had elapsed, 
he was placed on a schedule of reinforce- 
ment. In one-third of the trials he could still 
switch the slide off whenever he wished; in 
another third he could switch off the slide 
after a variable delay; and in the final third 
he could not switch the slide off until after he 
received a shock. On some occasions follow- 
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ing the removal of the male slide and cessa- 
tion of the shock a slide of a woman was 
shown with the expectation that this might 
increase heterosexual feeling. 

This aversive technique was compared 
with apomorphine aversion in a second 
study, similar in design to the first, compar- 
ing apomorphine aversion with aversion- 
relief. The aims of the second study were to 
replicate the findings of MacCulloch and 
Feldman as to the greater efficacy of avoid- 
ance learning and to replicate the findings of 
the first study as to the changes following 
apomorphine aversion, 

Only the second aim was realized. There 
was no significant difference in response to 
the two treatments. Both treatments pro- 
duced a similar degree of reduction in homo- 
sexuality as indicated by the patients’ subjec- 
tive reports and by their responses to the 
sexual assessment film. Again there was a sig- 
nificant correlation between these two mea- 
sures of response. No weakening in the 
change in response to the sexual assessment 
film occurred at follow-up. There was no 
consistent relationship between response to 
treatment and the conditionability of the 
subjects as measured in the film assessment. 


Conclusions 


Since the penile volume responses mea- 
sured in the sexual assessment film do not 
appear to be under conscious control, 
changes in these responses following treat- 
ment and the correlated reduction in re- 
ported homosexual feeling would appear to 
be valid indexes that the treatment is, to 
some extent, effective, The disconcerting 
findings of the two studies is that three widely 
different aversive techniques have produced 
essentially the same results, Feldman and 
MacCulloch stated they designed the elabo- 
rate technique of avoidance learning to ex- 
ploit fully the many thousands of experi- 
ments on animal and human learning 
expecting that it would prove a much more 
effective therapy. If the aversion therapies 
act by setting up conditioned responses, this 


application of learning principles to obtain 


it did not 
pies do not 
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act this way. This is further supported by the 
fact that there was no consistent relation- 
ship between a patient's ability to set up con- 
ditioned responses in the assessment film 
and his degree of response to aversion ther- 
ARA ; ; 

To investigate this further, a third study 
was embarked upon. This employed a simi- 
lar design to that of the second study except 
that three aversive techniques were com- 
pared: avoidance learning, classical condi- 
tioning, and backward conditioning. In the 
classical conditioning procedure slides of 
males were shown to the patients, following 
each of which they received a shock. In the 
backward conditioning procedure they re- 
cieved a series of shocks, following each of 
which they viewed the slide of a male. Back- 
ward conditioning has been demonstrated 
to be a much less effective conditioning pro- 
cedure than classical conditioning. So far 
I5 patients have been treated with each 
procedure and again the results are com: 
parable to those of the previous studies, with 
no significant differences among treatments. 

These findings cast considerable doubt on 
the belief that the aversive therapies used to 
treat homosexuality act by setting up condi- 
tioned responses. 
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What is Competency to Stand Trial? 


BY BARRY A. BUKATMAN, M.D., JAMES L. FOY, M.D., 
AND EDWARD DEGRAZIA, J.D. 


Problems involved in determining a defen- 
dant's competency to stand trial are often an 
outgrowth of confused evaluations. A possi- 
ble remedy. exists in setting up evaluation 
criteria relevant to the legal situation and to 
the definition of competency. These should 
focus on information about the defendant's 
understanding of his predicament, the de- 
fendant’s future behavior, and the client- 
lawyer relationship. The authors conclude 
that an adequate competency examination 
focuses on defendant and lawyer together. 


KC AN THE ACCUSED understand the 
. nature of the proceedings against 
him and render effective assistance in his 
defense?" This has been the rule of compe- 
lency to stand trial under common law for 
Several hundred years. Confusion exists to- 
day about what the law means by this or how 
Competency should be determined. Tradi- 
tionally the courts have turned to psychia- 
Eus for help in this area. But as Robey (1) 
du "The vast majority of psychiatrists 
Bits no awareness of what legal tests or 
ES to apply. If they deal with the ques- 
nS. all, many seem to feel that the ac- 
Par must be free from any symptoms of 
trial al illness before he may be returned to 
E Typically, psychiatric evaluations of 

Mpetency have focused on the need for 
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hospitalization or mental health issues, not 
on the legal issues. 

Hess and Thomas(2) found: "The vast 
majority of the records studied indicated 
that the psychiatrist confused the legal 
standards for incompetency with those of 
responsibility"; they cited as an example a 
competency evaluation that ended: “. . .he 
should be committed to an institution be- 
cause he is insane and should be released 
only when he is found sane." McGarry (3) 
concluded, “Psychiatrists appear to view 
psychotics as uniformly incompetent to 
stand trial and criminally irresponsible, 
reflecting an exclusively medical frame of 
reference.” All of these authorities agreed 
that the psychiatric conclusions and the sup- 
porting testimony rested on legally extra- 
neous considerations, such as “insanity,” the 
presence of mental illness, or the need for 
hospitalization. 

It appears that competency examinations 
are usually carried out by examiners who are 
not sure what they are looking for. Despite 
this, they usually offer conclusions that are 
accepted by the courts. McGarry, for exam- 
ple, recognized that “The court usually 
accepts the psychiatrist's judgement with 
regard to the need for hospitalization, and, 
in effect, the patient's incompetence to stand 
trial on a criminal complaint." As noted 
above, frequently these conclusions are 
based on information extraneous to the 
legal issues. 

The critics have observed that when the 
conclusions are reexamined using legal cri- 
teria they seem to be erroneous in many 
cases. McGarry recorded a survey in which 
42 of 193 committed incompetents were 
returned to court for trial on the basis of one 
screening examination. Furthermore, reports 
submitted to the courts are usually of a con- 
clusional nature, which Hess and Thomas 
characterized as “empty and meaningless." 
The outcome of this is summarized by 
Halleck (4): “[Psychiatrists’] diagnosis of 
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incompetency are intended to help sick peo- 
ple, but too often they result only in an arbi- 
trary restriction of freedom.” 


Investigation of Competency to 
Stand Trial 


The Pre-Trial Clinic of the Institute of 
Criminal Law and Procedure of Georgetown 
University Law Center carried out a 14- 
month  interdisciplinary investigation of 
competency to stand trial, conducted with 
attorneys and criminal defendants in Wash- 
ington, D.C. The method of investigation 
was twofold: exploratory and systematic. 
During the preliminary phase of the study it 
was the intention of the research staff, law- 
yers, and mental health professionals to con- 
cretize and to express in behavioral terms the 
usual legal criteria of competency to stand 
trial. During the systematic phase of the 
study 48 persons accused of crime were 
examined and their cases were investigated 
in depth. Defendants were preselected by 
defense attorneys, and pretrial case studies 
were conducted without court order at the 
behest of the defense. Defendants were 
examined in various settings: on Outpatient 
visits, in hospitals, and in jails. Each defen- 
dant’s lawyer furnished us with a formal 
letter of referral and a description of his 
legal status and impending trial. Interviews 
with a legal research fellow, social worker, 
psychologist, and psychiatrist were con- 
ducted in each case. Research team con- 
ferences and pretrial interviews with the 
defense attorneys were held routinely. 

Our studies persuaded us that if we were 
to avoid the dangers of confused or mis- 
leading competency evaluations, the ques- 
tions we needed to raise should be in keeping 
with the legal situations being evaluated; 
medical questions, such as the presence or 
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absence of psychosis, depression, etc, 
seemed irrelevant unless they cast useful 
light on legal questions. A list of criteria we 
considered crucial to the legal definition of 
competency is presented in table 1. The im- 
portance of such a list lies in its use as a 
guideline for mental health workers attempt- 
ing to evaluate an individual's competency to 
stand trial; Robey previously published a 
similar checklist. 

Reports of competency evaluations should 
in our judgment furnish answers to all the 
items covered in our list, addressing them- 
selves to each question and supplying the 
court (or lawyer) with sufficient information 
on each point to indicate whether there is, 
or might be in the future, a problem in that 
area. A psychiatric report should contain 
information about the pertinent legal con- 
siderations with sufficient data to indicate 
how the conclusions were reached. In this 
way the court will be in a position to make an 
enlightened judgment about an individual's 
competency. Although the ultimate judgment 
will be a judicial one, it is unavoidable that it 
will be based on evaluations made by others, 
at least in some part. 

An obvious problem involved in using any 
evaluation form like the one we developed is 
related to prediction. It is relatively easy t0 
determine a defendant's understanding of the 
legal setting and the procedures he is facing. 
However, his ability to cooperate with coun- 
sel and to assist in his own defense is a more 
complex matter that relates not only to pos- 
sible changes in him, but also to variables In 
the situation, not all of which can be per 
ceived, e.g., a change in the defense lawyer? 
personal life. r 

Therefore, the first six of the 13 iu n 
table 1 can be evaluated with a great dea a 
certainty by careful questioning. These à 


TABLE 1 
Legal Criteria of Competency to Stand Trial 


FACTUAL ITEMS 


Defendant's ability to 

1. understand his current legal situation 
. understand the Charges made against him 
. understand the legal issues and procedures in his case 


- understand the possible dispositions, pleas, 
and penalties 


. understand the facts relevant to his case 
identify and locate witnesses 


Qa pon 


INFERENTIAL ITEMS 


i to 
Defendant's ability to communicate with counsel and 


7. comprehend instructions and advice 

8. make decisions after advice 

9. follow testimony for contradictions or errors 
10. maintain a collaborative relationship with his 

attorney T 

11. testify if necessary and be cross-examined _ i 
12. tolerate stress at the trial or while awaiting i 
13. refrain from irrational behavior during the tria 
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the items specifically related to the defen- 
dant’s understanding of or ability to under- 
stand his current legal predicament and his 
ability to supply his lawyer with important 
information. Once determined, information 
in these areas tends to remain constant and 
is affected only by overwhelming events such 
as an overt psychosis. For example, a per- 
son’s knowledge that he is accused of second- 
degree murder because he allegedly shot his 
wife and that if convicted he could receive a 
sentence of from ten years to life in prison 
does not change because his feelings toward 
his lawyer do. 


Predicting Behavior 


The last seven items in table 1 are difficult 
to evaluate since they involve prediction of 
future behavior, which might be influenced 
by changes in the defendant, his attorney, 
and the legal situation. Predictions are diffi- 
cult since unexpected events, prior to or 
during trial, can modify present findings. A 
person's tolerance to stress at the time of or 
while awaiting trial is related to the quality 
and Strength of his ego defenses. It is also 
contingent upon the type of stress and its 
expected consequences. A banker who is on 
bond while facing trial for embezzlement 
Confronts an entirely different stress situa- 
tion than does a laborer accused of assault 
who has lost his job and has seen his family 
RR up because of his pretrial incarcera- 

on. 

Information can be obtained concerning 
how a defendant has coped with previous 
Stressful events, but is any stress quite like 
the impact of his current and impending 
Situation in a court of law? A person's reper- 
toire of past and present ego adaptations can 
be elicited; however, offering a prognosis 
about new and effective or ineffective adapta- 
lions is more problematic. For example, a 
defendant's abilities to relate to and com- 
municate with his counsel may be affected by 
anxiety, depression, or paranoid thinking 
that could develop after an evaluation. A 
truly useful competency report should help 
both the defense counsel and the court ob- 
Serve and monitor expected changes in the 
defendant’s attitude and behavior so that ap- 
Propriate responses can be made to him or, 
if need be, consultation or reevaluation can 

€ arranged. 
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Reliable communication and collabora- 
tion with a defense attorney also depends 
upon the understanding, sensitivity, and 
flexibility of the attorney himself. A pretrial 
defense lawyer may be replaced or assisted 
by new counsel at the time of trial. Such 
changes can affect the defendant in his 
ability to relate and cooperate trustfully 
during the trial. A defendant's perception of 
his lawyer as a wise, omnipotent counselor 
during the pretrial period can be shattered if 
he finds him faltering or passive during 
actual courtroom proceedings. An experi- 
enced, expert trial lawyer who was inter- 
viewed during our study overstated his 
point but made it cogently when he said: 
“There are no incompetent defendants, only 
incompetent lawyers.” 


Faced with a complex set of questions, 
variables, and predictions, we felt that no 
hard-and-fast method of evaluation could be 
applied in every case. Nevertheless, the 
initial examination should include: 1) a first 
interview of the defendant, utilizing struc- 
tured guidelines of inquiry that will indicate 
areas of possible incompetency, and 2) a 
careful evaluation of the working relation- 
ship between the defendant and his defense 
counsel. 


Although various authorities, including 
Robey and the Judicial Conference of the 
District of Columbia Circuit (5), have listed 
criteria of competency, no illustrative ques- 
tionnaire or interview schedule that might 
make examination more pertinent and 
efficient has to our knowledge been pub- 
lished. The exploratory phase of our proj- 
ect highlighted this problem. Professional 
mental health workers saw clients in un- 
structured interview settings, and while the 
information obtained was useful from a 
mental health standpoint, it was close to 
useless for an adequate competency evalua- 
tion and report. A set of questions was de- 
veloped over the course of the project for use 
by the evaluating psychiatrist. The final form 
of the questionnaire is presented as appendix 
1. The preliminary use of such a schedule by 
professional workers is obvious, but forms 
of this type can also be used by trained non- 
professionals at a screening stage of evalua- 
tion in order to determine which areas 
require further investigation. The areas of 
potential difficulty can then be brought to 
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the attention of the professional staff for 
evaluation in depth. 


Methods for Establishing 


Communication 


Observing the procedures currently used 
in Washington, D.C., for evaluating compe- 
tency, we found that the psychiatric facilities 
have little or no contact with the lawyers 
directly involved in the case prior to the 
hearing or trial. The information given to 
the psychiatrist about the legal issues of the 
case usually consists of the statement of the 
charges pending against the defendant that 
is contained in the court's commitment or- 
der. Lawyers involved in a case sometimes 
contact the examining facility, but only 
rarely does the facility contact one of the 
lawyers for more information; when this is 
done it is usually the prosecutor rather than 
the defense lawyer who is contacted. Defense 
lawyers who have contacted the evaluating 
psychiatrist at some facilities have reported a 
feeling that the doctor is trying to avoid 
them. 

In every case evaluated during our project, 
we attempted to work closely with the 
defense attorney and to use his insights to 
the best advantage. The first step consisted 
of obtaining vital information relevant to a 
defendant's current and impending legal 
situation. In each case referred to the project, 
the defense attorney completed a question- 
naire describing the defendant's bail status, 
the criminal charges against him, the type of 
proceedings pending, the complexity of the 
case, the difficulty of decisions the defendant 
would probably have to make, and whether 
special stress might be expected, e.g., a long 
ae or testifying on his own behalf. 

ater a conference or conference 
held with the defense attorney for Ae et 
in which doubts about competency had been 
raised either by the defense lawyer or by our 
staff. In some cases, this conference found 
the staff educating the lawyer about compe- 
tency, clarifying differences between compe- 
tency and criminal responsibility, and dis- 
Unguishing psychiatric findings useful to a 
Presentencing examination but not pertinent 
to competency. In other cases, the lawyer 
alerted the staff to problems that were not 
apparent during our evaluation, or he was 


able to place in better perspective issues we 
had not seen clearly. 
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An example of the latter was the case of a 
50-year-old alcoholic who appeared to us to 
be somewhat paranoid and suspicious, partly 
because of his wild-sounding accusations 
about the prosecutor's actions and the jury's 
response to them during a previous trial. 
Consultations with the defense attorney, 
however, suggested that such actions were 
typical of this prosecutor and that although 
the defendant might be a suspicious man, 
his judgment on these points was correct. 

As our evaluations probed deeper into the 
problem areas, we found a great number of 
defendants falling into a middle ground be- 
tween clearly incompetent and clearly com- 
petent. While our reports did not express à 
conclusion or judgment about the compe- 
tency or incompetency of a client, wherever 
possible we attempted to point out ways in 
which problems impinging upon competency 
could be resolved. A simple example, one 
involving a sensory deficit due to a physical 
condition, was the case of a hard-of-hearing 
middle-aged woman who needed a hearing 
aid in order to follow testimony during her 
trial. Few problems are so straightforward 
or so easy to deal with. 


The Lawyer-Client Relationship 


Many ambiguous or problem cases can be 
brought to a state of competency if the 
defense attorney is informed of the difficulty 
and instructed in ways of dealing with his 
client's. personality characteristics. One of 
the clearest and most significant findings of 
our research was that an adequate compe- 
tency examination focuses on the client and 
his lawyer together, not just on a possibly 
incompetent defendant. In some cases evalu- 
ators should describe to the courts the quali- 
ties a defense attorney needs in order to 
compensate for the ingredients of potential 
incompetency in the defendant. d 

An example of an evaluation that focus 
on the lawyer-client relationship was that 9 
à 33-year-old man whose behavior had re- 
sulted in a mistrial for robbery and fraud. 
About 15 years before he had been diag- 
nosed as schizophrenic, catatonic type- Hows 
ever, he had long since left the mental hosp! 
tal and had done well in the community 
until he was arrested for robbery and fraut. 
His lawyer was concerned that he wore 
again behave inappropriately during : e 
trial. Bringing the lawyer promptly into 
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evaluation procedure, a member of the staff 
saw the defendant with his attorney as soon 
as the defendant's initial evaluation was 
| completed. 

At our suggestion, a transcript of the mis- 
trial was obtained and examined. It ap- 
peared that the defendant was convinced 
that his previous counsel had not adequately 
defended him and that inappropriate be- 
havior and mistrial could be avoided if his 
counsel at the pending trial kept him well- 
| informed about tactics and actions and what 

their purpose was. This analysis was con- 
firmed at the trial. It is our hope that as law- 
yers learn to deal with problems uncovered 
in competency evaluation, they will begin 
lo anticipate them and try to correct them 
in their first contacts with their clients. 

Our research group was unique in having 
legal staff members play a large part in the 
planning and execution of the project. This 
not only helped to open up lines of com- 
munication with defense lawyers, but it also 
forced the focus of evaluations constantly 
back upon the crucial legal criteria of com- 
Petency. Lawyers on our staff, through for- 

| mal and informal discussions of legal and 
| Procedural points, educated the mental 
health staff about the law and the courts, and 
their contributions to the evaluation process 

Were frequently significant. Our experience 

also indicated that in drafting reports to the 

Court, a lawyer’s expertise was indispensable. 
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| APPENDIX 1 

l ENING INTERVIEW FOR COMPETENCY 
A EVALUATION 
nderstanding of current situation 


ho is your lawyer at this time? Have you had 


an) 
Y other lawyers in this case? How did you get 
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them? What is your lawyer’s job? What is the 
purpose of the judge? What does the jury do? 
What will the prosecutor do? 

Since your arrest, have you spent time in jail? 
If so, how long? Have you been questioned by 
the police? When? Where? Did they tell you 
what rights you have in this case? 

What are the charges against you? What do 
they mean to you? Why were they made against 
you? 

When is your trial going to take place? In which 
court is your trial going to take place? Can the 
judge or the prosecutor make you take the witness 
stand in court and make you answer questions? 

Since your arrest have you gone before any 
court or court official? When? Where? What was 
the reason? What kind of official was it? What 
was decided? Did you have a lawyer? If so, how 
did you get him? 

What is the difference between guilty and not 
guilty? If the court should find you guilty, what 
are the possible sentences in your case? What do 
you think will happen? Why? What does a sus- 
pended sentence mean? What does probation 
mean? 


Cooperation and participation in own 
defense 


What is your plea at this time? What alibi or 
defense do you think you have now? Does your 
lawyer agree with this? Why are you going to use 
this alibi? Defense? Have you and your lawyer 
discussed any other alibi or defense that you could 
use, but don’t plan to use? What are they? Why 
are you not using them? What does incompetent 
to stand trial mean to you? Do you think there is 
any reason why you should be found incompetent? 
Would you like to be found incompetent to stand 
trial? If so, why? 

Will there be any witnesses against you? Do you 
think you know what they might say? If one of 
them tells a lie, or makes a mistake, what would 
you do? Will there be any witnesses for you? What 
have you done to contact them and make sure they 
will be at your trial? What have you done to be 
certain that what they say will help your case? 

Has your lawyer been helpful in letting you 
know about your rights (and other things to do) 
in this case? Has there been anything you thought 
your lawyer could do to help your case which you 
have been reluctant to ask him to do? If so, what? 
Is there something about your lawyer that makes 
it difficult for you to work with him? Is your law- 
yer charging you for his service in this case? 

Have you ever testified before? When? Describe 
what happened. Do you think you have to testify 
at your trial? If so, how do you feel about doing 
so? What will you do if you are asked a question 
you don’t want to answer? 
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INMEMORIAM 


Eric Berne 


1910 - 1970 


Eric Lennard Berne, M.D., originator of the 
theory of transactional analysis and author of 
the bestseller Games People Play, died on July 
15, 1970, at the age of 60 of a coronary thrombo- 

s. 

A Dr. Berne was born in Montreal, Canada: his 
father was a general practitioner and his mother 
a newspaper and magazine writer. In 1935 Dr. 
Berne received his M.D, degree from McGill 
University and came to the United States the 
next year. He received his training in psychiatry 
and psychoanalysis primarily at the Yale Psy- 
chiatric Clinic, the New York City Psychoana- 
lytic Institute, and the San Francisco Psycho- 
analytic Institute. 

After becoming a U.S. citizen, Dr. Berne 
served at Mt. Zion Hospital in New York City 
from 1941 to 1943 before Serving with the Army 
Medical Corps until 1946. From 1950 to 1956 
he was an attending psychiatrist at the mental 
hygiene clinic of the Veterans Administration 
Hospital in San Francisco and a consultant to 
the Surgeon General of the U.S. Army. 

Dr. Berne began private Practice in 1946 in 
San Francisco and nearby Carmel, where he 
made his home. He continued his practice to 
the time of his death, 

About 1954 he began developing his theory 
of transactional analysis. From experiences 
treating patients both in groups (heterogeneous) 
and individually, he felt that generally group 
therapy was more effective. He based his theory 
of transactional analysis on his conviction that 
emotional disturbances are primarily based on 
interpersonal relationships, and thus group treat- 
ment is the most effective way to treat these dis- 
turbances. Dr. Berne believed therapy should 
cure people, not merely achieve "progress," and 
often told colleagues, “If therapists were totally 
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prepared they should be able to cure many types 
ients in one session. 

wii Dr. Berne started holding weekly 
seminars in San Francisco in transactional nin 
ysis for other psychiatrists, ape ake te 
therapists interested in his ideas and met ee 
The seminars—which are being continued— 
contributed to the development of Dr. Bernes 
ideas, which he expressed in his four major 
books concerning transactional analysis: Cer 
People Play, Transactional Analysis in p 
therapy, The Structure and Dynamics of ( g i 
zations and Groups, and Principles of en 
Treatment. Dr. Berne was a prolific. writer ui 
published articles in numerous scientific jama 
beginning in 1939. In addition to his ap 
publications, he also wrote The Happy. del 
a fairy tale for children. At the time o iet 
he had completed two new books, Sex ré End 
Loving and What Do You Say After You 90) 
Hello? f l 

The weekly San Francisco seminars ae 
became part of the International Sipe it DA 
Analysis Association, which was startet did 
Berne in 1963. With headquarters now mes A 
ley, the ITAA has more than 700 mem Pf the 
41 affiliates, Dr. Berne was also editor eh 
Transactional Analysis e a qu 

ow in its ninth year of publication. : a 
A RNE ame of his death Dr. Bere be 
sultant in group therapy at the Med in San 
psychiatric Clinic of St. Mary’s Hospi „Porter 
Francisco and a lecturer at the Lanean " 
Neuropsychiatric Clinic of the Taian 
California. He was a Diplomate otme ^ Fellow 
Board of Psychiatry and Neurology an 
of the American Psychiatric Association. 


.D. 
KENNETH V. EVERTS, M 
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LETTERS TO 


THE EDITOR 


The Internship—the **Ancient 
Heritage of the Physician"? 


Sir: With the cool cutting edge of a surgeon, 
Dr. John Romano ("The Elimination of the In- 
ternship—An Act of Regression," May 1970 is- 
sue of the Journal) has teased out the basic issue 
in the thorny question of internship training for 
those entering psychiatry, viz., how can future psy- 
chiatrists best be educated? He shows experi- 
ence, passion, and concern in meeting this prob- 
lem head-on and writes persuasively and well. In 
short, I'd like to count him on my side, but we 
reach opposite conclusions, and, in fact, Pm not 
certain that our paths ever really cross at all. 

Science or art—or both? Whither goes psychi- 
atry now that this oh-so-new discipline has its 
chance to do—not to say, strut—its stuff. Dr. 
Romano would have psychiatry become more 
Scientific, he sees no questions that science can- 
not answer; he decries intuition and artistry and 
elevates "rational understanding.” However, this 
view of the psychiatrist as primarily a physician, 
and ergo (Shazam!) a scientist, is fallacious. Hav- 
ing just finished medical school and a rotating 
internship, I can vouch for the striking absence 
of training in the scientific method all along the 
line, True, I have picked up a large body of “sci- 
entific” information, but little attention was paid 
to the statistically valid, scientifically sound col- 
lection and interpretation of data. 

_ Dr. Romano laments the elimination of the 
internship year because “. . . there is compel- 
ling evidence that the bodies of information, 
knowledge, and skill relevant and necessary for 
the education of the psychiatrist are increasing 
in amount and scope." But it is crucial to realize 
that the price paid for becoming a cornucopia 
of medical information and techniques is enor- 
mous. And to what end? For no less a psycho- 
therapist than Carl Rogers has cautioned that 
intellectual training and the acquiring of infor- 
mation has [sic] many valuable results—but be- 
Coming a therapist is not one of those results" 
(1). Yet even more costly than irrelevantly spent 
time is the template in which neopsychiatrists 
find themselves encased by the end of their in- 
ternship year. Their medical training has short- 


changed them intellectually, and many have not 
learned how to relate meaningfully to patients. 

As a law school graduate, I believe it is para- 
doxical that a legal education is perhaps better 
intellectual training for a career in science than 
is medical school. The law student, searching out 
hitherto unknown nuances and sides of an issue 
and attempting to master the "art of the fresh 
clean look at the old, old knowledge," can be 
contrasted with the medical student-intern alter- 
nately stocking and drawing from his memory 
bank with computer-like regularity. Even assum- 
ing that there is no better way to learn medicine, 
this essential point remains: the mind is a tool 
and it takes practice to use it well and to feel 
comfortable in its use. 

Dr. Romano makes much of the "intimate 
working relations with our fellow medical disci- 
plines,” and knows of “no substitute for an intern- 
ship experience in which the psychiatrist-to-be 
can acquire understanding and respect for his 
professional colleagues.” Undoubtedly his con- 
clusions are borne out by his experience, but I 
can’t help feeling that the physicians at his hospi- 
tal have been sprinkled with star dust. My train- 
ing in teaching and community hospitals and 
discussions with people trained elsewhere lay bare 
the myth of a meaningful symbiosis between 
psychiatry and the rest of medicine during the 
medical school-internship period. Rather, to use 
a phrase of Osler's, it is an “unhappy divorce." 

Consider Duff and Hollingshead’s Sickness 
and Society (2). a penetrating study of a medi- 
cal center. They conclude: “Fear of psychiatrists 
was a constant threat to patients as well as to a 
considerable number of internists and surgeons 

. although all the patients (in the study) ex- 
hibited emotional disturbances while they were in 
the hospital and 22 percent were overtly psychotic, 
psychiatrists were called for consultation to see 
only six (of 161)." Finally, they discuss the “low 
level of communication between psychiatrists, 
on the one hand, and internists, surgeons, and 
patients on the other.” 

A just-published study of internship training at 
a 1,200-bed university-affiliated hospital rein- 
forces these unhappy conclusions: "(The intern 
on bedside rounds) might hesitate to extend a 


Letters to the Editor are welcomed and will be published, 
Submit two copies (typewritten, double spaced), the length, 
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gesture of acknowledgement or reassurance as a 
physician lest he look foolish to the doctors 
around him. .. . House staff members, ab- 
sorbed in discussions as they walk away from a 
bedside, may seldom note the emotional debris 
they have left in their wake" (3). 

I'd bet all my defense mechanisms that most 
residents in psychiatry would agree that generally 
poor relationships with other physicians and pa- 
tients were prototypic of their learning experience 
in medicine. The February 1970 issue of this 
journal published the results of a study of 160 
psychiatric residents in nine training institutions. 
They were requested to list the qualities necessary 
to make a good psychiatrist. Only six percent 
specified “medical training and experience" (4)! 

Therefore I take issue with Dr. Romano's view 
that a nonpsychiatric internship is a sine qua non 
of good psychiatric training. Rather, I would 
shorten the pre-residency training period because 
much of it is irrelevant or worse. To fall back on 
the “ancient heritage of the physician” of which 
he speaks is to put slogans before substance. And 
we do that at our peril: “Dive for dreams," 
warned e. e. cummings, “or a slogan may topple 
you." Once again, let us listen with the third ear. 
Surely Dr. Romano knows all the words. . . but 
does he hear the music? 


The references are: 


1. Rogers CR: The necessary and sufficient conditions 
of therapeutic personality change. J Consult Psy- 
chol 21:95-103, 1957 


2. Duff RS, Hollingshead AB: Sickness and Society. 
New York, Harper & Row, 1968 

3. Mumford E: Interns: From Students to Physicians. 
Cambridge, Mass, Harvard University Press, 1970 

4. Kardener SH, Fuller M, Mensh IN, et al: The 


trainees’ viewpoint of psychiatric residency, A 
J Psychiat 126:1132-1138, 1970 DM 


STEPHEN L, WEINREB, M.D. 
Chicago, Ill. 


Dr. Romano Replies 


Sir: Among the Several tasks to be achieved 
during the clinical internship none, in my view, 
is as (SERI S as achieving the role of the physi- 
cian, This role is different from that 
as a medical student, It is a Rin 
responsibility, 


i ; and dependabili 
in the direct care of patients, portability 


engagement with 
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sion of conscious knowledge, I am not aware 
that I have disregarded intuition either in my 
thought and practice or, more particularly, in 
the article to which Dr. Weinreb refers, Further- 
more, if the role of the physician-psychiatrist is 
to be differentiated from those of our psychol- 
ogist and social scientist colleagues in the mental 
health field, I believe it should be learned fully 
and appropriately. 

In my view, psychotherapy may not be the 
major concern of psychiatry, and certainly it is 
not its exclusive concern. Psychopathology is 
such a major concern, and it seems clearly evident 
that one must be informed in not one but many 
basic disciplines in order to understand and, one 
hopes, to become effective one day in preventing 
human distress due to mental illness. I believe 
with Whitehead that a profession, unlike a craft, 
must constantly seek new ways to use intelligence. 

Surely Dr. Weinreb cannot believe that the fur- 
ther separation of psychiatry from the mainstream 
of medicine by the elimination of the internship 
as a prerequisite for professional psychiatric 
training would in any way modify or reduce the 
failures that he cites of various institutions in 
promoting better communication between psy- 
chiatrists and their colleagues. There is compel- 
ling evidence of the need for many interesting 
and courageous experiments in providing 2n 
optimal type of internship in the psychiatrist's 
preparation. Earlier experiments in this regard 
were recorded in my paper. 


Joun Romano, M.D. 
Rochester, N.Y. 


A Look at Human Sexual Inadequacy 


Sir: The February 1971 issue of the Journal 
contained a review of William H. Masters and 
Virginia E. Johnson's book, Human Sexual In- 
adequacy. I have several further comments to 
make on their work. 

If written concisely and unrepetitively, Hu- 
man Sexual Inadequacy would occupy about 
one-third the space it does, would be consider- 
ably clearer, and correspondingly less impressive. 
Part of its impressiveness lies in its style—not 4 
personal pronoun anywhere, only the Reproduc- 
tive Biology Research Foundation. The language 
is somewhat simpler than that in its earlier com- 
panion piece, Human Sexual Response, but it 15 
still virtually unreadable; for example, “Wome? 
entering therapy in a state of nonorgasmic E 
turn reflected complete failure of any effecti" 
alignment of their biophysical and psychosoc? 
systems of influence.” Meaning? a 

The convoluted phraseology, contradiction 
and reifications strike a familiar note. Like b 
Madison Avenue advertising men who gave 
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“midriff bulge” and “tattletale grey,” Dr. Masters 
offers an assortment, representative of which are 
“sensate focus,” “endpoint release,” and “coital 
opportunity,” which join earlier creations like 
“orgasmic platform.” 

The book contains a 56-page-long bibliography. 
It is totally irrelevant, nothing in it indicating that 
any of the listed material has in any way influenced 
or been utilized within the book in the usual 
PS style. Titles have been researched—that 
is all. 

Reading the book is an incredibly laborious 
task. One begins to feel as if he is on a merry-go- 
round, as phrases and ideas are encountered over 
and over again. A few case histories are included, 
and here the book comes to life. However, these 
histories do not relate to the treatment techniques 
described, and therefore, like the references, they 
are superfluous. 

The ideas within the book can be summed up 

quite briefly: Marital units (not couples, please!) 
are advised to “pleasure” (touch) each other—a 
leaf taken from sensitivity and encounter groups— 
but to delay actual coitus until given permission by 
the therapists. Wives are taught to squeeze the 
penis to prevent ejaculation; use of a moisturizing 
lotion—with various fragrances—is counseled (it 
will probably sell like the vibrators did). Hus- 
bands are taught to use metal dilators on wives 
who have vaginismus. In short, each partner is 
placed in the power of the other, depending on 
the condition. I cannot resist asking: Can faulty 
and inadequate sex truly be corrected in this joy- 
less way, and ignoring the psychological forces 
at work? 
_ Tucked away neatly in the chapter on primary 
impotence is an astonishing innovation—a section 
on “replacement partners” and “partner surro- 
gates.” In view of the emphasis on treatment, not 
Of the individual but of the marital unit, this is a 
cold or hot shower. A case is made for women 
Surrogates (provided for single men by the au- 
thors). They are described as “fully sexually re- 
Sponsive, confident, understanding, and compas- 
sionate.” Apparently, they are a superbreed. Why 
aren’t they busy with their own confident, fully 
responsive men? Will any person, any orifice, any 
Means, any circumstance do? Inferentially yes. 
according to Dr. Masters. 

The book ends with “Program Statistics,” 
which offer little to the reader, nor are they of 
value scientifically, since the Foundation’s work 
has neither been checked nor duplicated by others. 
It ends with “treatment failures” —other people's 
failures. I was reminded of the fairy tale, "The 
Emperor’s New Clothes” (well worth rereading 
and clear!) in which the nonexistent fabric, de- 
Scribed by the weavers as rich, lustrous, and color- 
ful, was acknowledged by all because of its sup- 
Posed special properties; it was invisible only to 
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those who were not fit for office or who were 
impossibly dull. A little child spoke the truth. Will 
a lady do as a child surrogate? 

You have probably already bought the book. 
You owe it to yourself—and your patients—to 
read it, word for word, to the bitter end. 


NATALIE SHAINESS, M.D. 
New York, N. Y. 


“Trailing” Phenomenon—A Long-Lasting 
LSD Side Effect 


Sir: Due to the increased use of LSD dur- 
ing the past decade, awareness of and interest in 
the long-lasting and adverse reactions to it have 
come to the foreground. Much has been said 
about psychotoxic reactions secondary to this 
drug, but not much is being reported about per- 
ceptual distortions. Frosch(1) has described 
paranoid states, often with grandiosity and per- 
secutory delusions, and Cohen (2) added unman- 
ageability, feelings of immobilization, overwhelm- 
ing anxiety, and depersonalization. In reporting 
perceptual distortions, Frosch(3) has included 
intense and varying coloring, hyperacusis, and 
distortion of body image. 

The perceptual distortion I am going to dis- 
cuss has been experienced frequently by those 
ingesting LSD but has seldom been scientifically 
noted. The term denoting this phenomenon is 
based on the subjects’ vernacular: "trailing." 
“Trailing effect" is the term used to describe 
seeing a moving object not as an individual entity 
in motion but in serial, momentarily stationary 
positions. If the observer moves his finger across 
his field of vision, he not only sees his finger mov- 
ing as a single object, but also sees the various in- 
dividual movements needed to make up the com- 
plete movement. It is like a slow-motion multiple 
exposure effect. Although this is first seen while 
the person is under the acute influence of the drug, 
some LSD users report that it remains with them 
for up to one year after drug ingestion. This ob- 
servation corresponds with Robbins' (4) reports 
concerning general perceptual distortions lasting 
as long as one year. 

Various theories can be set forth concerning 
this phenomenon. It has been suggested that 
inhibition of the brain's inhibitory mechanisms 
might lead to decreased ability to screen out some 
sensory inputs (5). Other suggestions include 
permanent brain damage, gradual release of 
stored drug metabolite, conditioned response, 
and learned reaction to anxiety (3). Rosenthal (6) 
suggested that certain visual distortions secondary 
to LSD ingestion are caused by transient electro- 
physiological changes. He hypothesized that 
some of these changes may be prolonged in sub- 
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jects who have repeatedly taken the drug. Accord- 
ing to him, there is significant evidence that LSD 
has effects on many levels of the optic pathways, 
although the precise site of action has not yet 
been pinpointed. 

Many questions remain unanswered. Research 
into the anatomical and biochemical sites of 
LSD action in the central nervous system is ur- 
gently needed. One hopes my letter will help 
stimulate interest in such research. 


The references are: 


1. Frosch WA: Patterns of response to self administra- 
tion of LSD, in Drug Abuse, Edited by Cole JD, 
Wittenborn JR. Springfield, Ill, Charles C Thomas, 
1969 

2. Cohen S: Lysergic acid diethylamide: side effects 
and complications. J Nerv Ment Dis 130:30-39, 
1960 

3. Frosch WA, Robbins ES, Stern M: Untoward reac- 
tions to lysergic acid diethylamide (LSD) resulting 
in hospitalization. New Eng J Med 273:1235-1239, 
1965 

4. Robbins E, Frosch WA: Further Observations on 
untoward reactions to LSD. Amer J Psychiat 
124:393-395, 1967 

5. Mandell AJ, West LS: Hallucinogens, in Compre- 
hensive Textbook of Psychiatry. Edited by Freed- 
man AM, Kaplan HI. Baltimore, Williams & Wil- 
kins, 1967 


6. Rosenthal SH: Persistent hallucinosis following 
repeated administration of hallucinogenic drugs. 
Amer J Psychiat 121:238-244, 1964 ~ 


Harvey Asner, M.D. 
Nashville, Tenn. 


On the Lanterman-Petris-Short Act 


Sir: Dr. Captane Thomson’s article, **In- 
volving the Private Sector in Community Psychi- 
atry” (September 1970 issue of the Journal) con- 
tains an error of considerable importance, ` 

Contrary to Dr, Thomson's Statement, the 
Lanterman-Petris-Short Act (the California Men- 
tal Health Act of 1967) does not require “14-17 
days of treatment locally before involuntary certi- 
fication to a state mental hospital." 

It does require (of nonvoluntary patients) up 
ation in a facil- 


Jonn G. FREEMAN, M.D. 
Sacramento, Calif. 
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Dr. Thomson Replies 


Sır: I wish to thank Dr. Freeman for clarify- 
ing a point of law. He is correct in reminding 
us that a county may designate a state mental 
hospital as a facility for involuntary 72-hour and 
14-day evaluation and treatment of persons dan- 
gerous to themselves or others or gravely disabled 
(i.e., unable to care for their personal needs for 
food, clothing, or shelter) as a result of mental 
disorder. A suicidal person may be recertified 
for a second 14 days in the same facility. 

The practice of using a state hospital as a psy- 
chiatric emergency facility continues in many of 
those counties that contain a state hospital even 
though the Lanterman-Petris-Short Act is clearly 
intended to encourage the development of local 
psychiatric units. Since our nearest state hospi- 
tal is 50 miles from Woodland, the county seat, 
the county designates it only for 90-day postcerti- 
fication treatment or for patients under conserva- 
torship. 

Short-term care, whether voluntary or involun- 
tary, is provided in the general hospital psychiat- 
tic unit described in my article. Interestingly, 
during the first year the local inpatient service was 
operating, we observed a 47 percent reduction in 
State hospital admissions and a 40 percent reduc- 
tion in all state hospital patient days compared 
with our utilization during the previous year. — . 

While Dr. Freeman points out that state hospi- 
tals may still serve as the primary source of psy- 


‘chiatric care, it is hoped that the new legislation, 


with its 90 percent state and ten percent local 
cost sharing wherever care is obtained, will pro- 
vide an incentive for further integration of psy- 
chiatric treatment into the community health care 
delivery system. The state hospital may then be 
used for those longer-term protective and reha- 
bilitative services that require more specialized re- 
sources, 


CaPrANE P. THoMsoN, M.D. 
Woodland, Calif. 


A Comment on Editorial Judgment 


SiR: In the October 1970 issue of the Journal 
I was disturbed to see the inclusion of a brie 
communication entitled, “Swinging: Sexual Free- 
dom or Neurotic Escapism?” by Dr. L. TRE 
Grold. The article includes a number of persona 
quotations, but nowhere is it made clear whether 
they originate from the author's patients or from 
his friends. The article also refers to the Los a 
geles underground press, detailing advertisements 
of very dubious taste. There is also a reference to 
that notorious "authority" on sex, Albert Ellis. i 

I submit that it is a grave lapse in editori? 
Judgment when an article such as this is alloWe 
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to appear in the Journal. The Journal is becoming 
increasingly bloated: the October issue con- 
tained 286 pages compared with 205 in October 
1967, nearly a 40 percent increase. How many 
papers did the Editorial Board reject in order to 
accommodate the one on swinging? The Journal 
is read all over the world. What kind of impres- 
sion of American psychiatry will psychiatrists in 
other countries carry away after reading such 
material? If we wish to read this kind of trivia, 
we can find it in the pages of Playboy and, one 
hopes, not in a serious journal. 


FRED B. CHARATAN, M.D. 
Syosset, N. Y. 


Teaching Psychiatric History— 
Request for Information 


Sir: The Commission on the History of Psy- 
chiatry has decided to write a guide for teaching 
the history of psychiatry to residents. I would 
very much like to draw upon other people's ex- 
perience in teaching this subject to residents in 
recent years and would welcome receiving from 
any reader of the Journal outlines, reading lists, 
and comments on what has proven to be most 
helpful ir teaching psychiatric history. I would 
also be interested in evaluations of methods and 
comments on the less successful aspects of their 
efforts. 


Orro M. Marx, M.D. 


Boston, Mass. 


Editor's Note: Dr. Marx's address is Division of 
Psychiatry, Boston University School of Medi- 
cine, 889 Harrison Ave., Boston, Mass. 02118. 


Polypharmacy: Data and Conclusions 


Sir: It seems likely that Dr. Sidney Merlis 
and associates’ finding (*Polypharmacy in Psy- 
chiatry:. Patterns of Differential Treatment,” May 
1970 issue of the Journal) that polypharmacy 
is an inadequate treatment procedure will receive 
wide acceptance. This, I suggest, would be unfor- 
tunate, since whether or not polypharmacy is ef- 
fective is certainly not established by their study. 
This study was performed on chronic hospitalized 
schizophrenics; thus results obtained cannot be 
applied to all psychiatric diseases, and the title of 
the article should be, “Polypharmacy in Chronic 
Schizophrenics,” and not that stated by the au- 
thors, 

_ Conclusions reached in the study are not con- 
sistent with the data. Female patients, who rep- 
Tesented 75 percent of the cases studied, demon- 
Strated significant changes in manifest pathology 
Scores when they were changed to a two-placebo 
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regimen from their regular therapy. The changes 
in manifest pathology scores for the three female 
groups, ie., two active medications, one active 
medication-one placebo, and two placebos, 
were 44.1, 44.5, 49.3, respectively, which shows 
a gradual deterioration. Male patients demon- 
strated changes in manifest pathology scores as 
41.5, 36.8, 36.3, respectively, which shows a 
gradual improvement. The one drug-one placebo 
group in men and women represented an inter- 
mediate stage for better or worse after a change 
in medication. The only conclusion that can be 
drawn from this study is that polypharmacy was 
very satisfactory in women and drug treatment 
as a whole was inappropriate in men, The overall 
conclusion should be that polypharmacy is often 
satisfactory for patients, while at times it can be 
inappropriate. 

Like many clinicians who treat patients, I am 
deeply indebted to the present pharmacothera- 
peutic agents and their combinations, which 
have enabled me to help many people who have 
suffered severe distress over long periods. The 
day-to-day responsibility for large numbers of 
severely ill and handicapped people in ill-equipped 
and understaffed facilities is a very different mat- 
ter from armchair reflections on different treat- 
ments, which can only be discovered by leaving 
the academic womb. 

The last decade has seen a proliferation of 
academic departments of psychiatry in North 
America. These developments represent not only 
the aspiration of psychiatrists but also the in- 
creasing acceptance by our general medical col- 
leagues of the legitimacy of such aspiration. The 
execution, reporting, and publication of investi- 
gations, the gross methodological inadequacies 
of which will be apparent to any reader, cannot 
but imperil the increasing acceptance. Might I 
humbly suggest, sir, that the Journal have a firm 
policy that papers in which conclusions reached 
are not consistent with data and that have funda- 
mental flaws in experimental design should look 
elsewhere for publication. Editorial responsibility 
should include making sure that if conclusions 
presented in articles are not the only ones con- 
sistent with the relevant data, the alternative 
ones are at least presented. Otherwise the major- 
ity of the readers who do not have the time to 
read articles carefully will accept the only con- 
clusions put forth as established. 


Z. Hussain, M.B., D.P.M. 
Moose Jaw, Saskatchewan, Canada 


A “New Tack” in Controlling 
Illicit Drug Use 


Sir: Since it appears that the best efforts to 
control illicit drug use have been a spectacular 
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failure, I propose that a new tack be taken. If 
the well-intentioned, would-be controllers of hu- 
man behavior would refrain from attempting to 
discourage drug use, it would soon become clear 
to all which drugs are really a danger to mental 
and physical well-being and even life itself. Then 
the prudent and the observant who can profit 
from the brave efforts of those willing to conduct 
experiments on themselves would be able to avoid 
danger and would propagate. The happy result 
would be a general increase in the intelligence of 
the species of Homo sapiens. 


Jack L. Dopp, M.D. 
Tucson, Ariz. 


The Psychiatrist and the Draft Evader 


Sir: I would have been happier with the 
article, “The Civilian Psychiatrist and the Draft 
(October 1970 issue of the Journal) if Drs. Frank 
and Hoedemaker had been more honest and had 
begun with their very personal feelings about the 
Viet Nam conflict and draft evasion. Then their 
readers would have had a perspective from which 
to judge their observations and would not have 
been left to cull it from between the lines. 

The authors would like to maintain that it is 
possible for a psychiatrist to be objective (what- 
ever that means) when faced with someone asking 
for a letter to get him out of the draft, and that no 
political position need to be taken. I think this is 
naive, although there is much precedent for it in 
the history of psychiatry, assuming as it does that 
the interviewer’s perspective and feelings do not 
considerably determine what he sees. I do not 
think it is possible for one man to confront 
another’s pressing need (in this case a letter) and 
not have his perceptions of that individual dis- 
torted by his feelings; certainly, his feelings about 
satisfying that need would distort his perceptions. 

I strongly suspect that the authors do not feel 
very sympathetic toward young men who seek 
to avoid the draft. It is not hard to read this be- 
tween the lines. Their group of “patients” are 
“schizophrenic,” "passive-dependent," “ passive- 
aggressive,” “having a basically defiant attitude,” 

and so on. Their counterparts in the family. the 
older brothers who succeeded, were successful “in 
school, in athletics, in sexual prowess...” and “in 
Sulfilling [their] military obligation[s] with dis- 
tinction” (emphasis mine), 

I should state my starting point clearly. I have 
Seen over 100 men looking for a way out of the 


draft and have written honest letters for all of 


them. (One was an informer f 
or th 
Central Intelligence nul 


Department (CI D), I strongl: 
Suspect—he was also one of the sickest of de 
group, by anybody’s criteria.) I never made any 


secret of where my sympathies lay and was never 
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confronted with threats of suicide and homicide, 
as were the authors. The reason seems obvious: 
I did not think you had to be crazy to want to 
resist military service, and as a result these men 
did not feel the need to present themselves as 
crazy. | am not saying that many of these men 
were not genuinely afraid of their potential suici- 
dal and homicidal impulses; but it is one thing to 
say that they lied because they knew they would 
not be accepted for what they were, and another 
to say that they presented as suicidal and turned 
out to be lying. 

I do not disagree so much with the observations 
underlying the characterizations of these men as 
father-hating, passive-dependent, passive-aggres- 
sive, etc. My experience also is generally that 
these men identify far more with their mothers 
than with a frequently distant and threatening 
father and that they confront authority with 
hostility and rebellion, But, as in most things, the 
interpretation is crucial, and I would like to offer 
an alternative one—that, given the sex role struc- 
ture of present society, it will always be the pas- 
sive-aggresive, father- and authority-hating men 
who resist the established order. By the same 
token, it will always be the father-identifying, 
directly aggressive men who support the estab- 
lished order. It all comes down to how you feel 
about the established order. The authors clearly 
like it more than I do. I believe they are kidding 
themselves in thinking that they have established 
a position for themselves that is over and above 
politics. People who basically agree with the rules 
of the Establishment often cannot see that they 
operate from a value base because the values 
immediately surrounding them are so homo- 
geneous and pervasive. 

As for the established order—I wonder, have 
the authors talked to Viet Nam veterans with an 
eye for getting at the horrors of war? Do they 
know how widespread the indiscriminate killing 
of Asians is? Do they know about the frequent 
assassinations of hated American officers by their 
own men, about the overwhelming guilt pe 
one's killings that comes with his first injury an 
the realization that those dead men were human 
beings? Do they know about the high dese 
rate among Viet Nam returnees? I have recently 
seen several of these men, who finished their tour 
of duty in Viet Nam without being listed 4$ 
psychiatric casualties, but who went AWOL, Vit 
still a year or more left to serve, on returning te 
the United States. They were not the group 2 
mother-loving, father-hating passive-aggressiv°s 
who try so hard to avoid the Army; they wert 
tather somewhat isolated men who had consider 
able father identification, who were in d 
mental and moral confusion over what im 
happened to them, and who could not bear eb 
further identification as a soldier or the PC 
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harassment that makes up Army life in the United 
States. Have the authors wondered what psychi- 
atric symptomatology characterizes the Meadlos 
and the Calleys, who were simply following 
orders, or their superiors, who often close their 
eyes to atrocity? They are probably the success- 
ful older brothers, who were able to identify with 
those distant and threatening fathers and fulfill 
their military obligations with distinction. 


PETER A. Roemer, M.D. 
Silver Spring, Md. 


Sir: In the article, “The Civilian Psychiatrist 
and the Draft," the authors transmit without 
comment suggestions offered by “the chiefs of 
psychiatry of the branches of the armed forces.” 
All these suggestions are consistent with good 
medical practice (and report writing) until the 
following statement: “It should not be assumed 
that these letters are treated as privileged infor- 
mation unless the psychiatrist has been assured 
that they will be kept confidential.” At the same 
time, it is stated, “The more complete, the more 
Objective, the more fully documented the letter, 
the more heavily it will weigh." A further 
comment suggests that the patient be given a 
Copy of the letter in addition to the one sent to the 
Selective Service Board. 

The ethical psychiatrist is in an acute bind 
When told his letter should be complete and de- 
tailed in order to carry weight but that he cannot 
be sure under ordinary circumstances that its 
Contents will be confidential, or that it can even 
be kept from the patient. Can the American Psy- 
chiatric Association passively condone these con- 
ditions? The matter is especially repugnant since 
a few unethical physicians, including psychia- 
trists, are virtually selling form letters to young 
men who want medical exemptions from the 
draft (1). 

„Does the conscientious psychiatrist have to 
tisk the patient’s privileged communication and 
Provide the patient with a detailed report in 
Order to be sure that his expert opinion will be 
heard? In the few cases of this type that I have 
encountered, I have provided the patient with a 
Simple statement of his medical fitness to present, 
if need be, at the induction center, while sending 
à complete report directly to the Selective Service 
Board by registered mail. Usually I will show the 
Patient the written report, but I do not feel it is 
appropriate for him to receive a copy. I believe 
that the Director of Selective Service should be 
Tesponsible for the confidentiality of such medical 
records and that the APA should take a strong 
Stand on the matter, at the same time that they 
take a strong stand against fraudulent practices by 
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physicians who, on medical grounds, excuse 
men who are looking for an easy way out of the 
draft. 
The reference is: 
1. New York Times, October 11, 1970, p 1 


E. JAMES LIEBERMAN, M.D. 
Washington, D.C. 


Sir: The authors of “The Civilian Psychiatrist 
and the Draft” imply, by diagnosing and recom- 
mending outpatient treatment for all of their 11 
subjects, that the typical Viet Nam draft resister is 
mentally ill. Faking emotional disturbance is 
currently a major way for the young man who 
feels the Viet Nam conflict is immoral to avoid 
induction. The alternative of leaving the country 
is less appealing to most. If selective conscientious 
objection were officially sanctioned, this fre- 
quently enacted charade would stop. The fact that 
most of these men did not discuss ethical issues 
relative to the conflict is consistent with their role 
playing. The authors seem to overlook the 
probability of malingering. 


Davip J. MULLER, M.D. 
Aurora, Colo. 


Drs. Frank and Hoedemaker Reply 


Sir: Dr. Roemer has vividly and poignantly 
described the horrors of war and its horrendous 
impact upon casualties and survivors. The fami- 
lies of those involved suffer further personal 
tragedy. The Viet Nam conflict is no exception, 
nor is it unique. We firmly agree with Dr. Roemer 
that it is the right and the responsibility of 
psychiatrists to voice their opposition to all war 
in a manner that is both professionally ethical 
and effective. Fortunately, our "established 
order” provides ample opportunity for such 
expression. The mass media are especially recep- 
tive to suggestions from psychiatrists. Our govern- 
mental representatives are equally sensitive. The 
withdrawal of troops from Viet Nam, the insti- 
tution of the lottery system to provide for a more 
random and equitable draft, the Administration’s 
proposal for an all-volunteer Army, Admiral 
Zumwalt’s efforts toward making military service 
a rewarding and desirable experience for enlistees 
—all testify to the effectiveness of appropriately 
expressed opposition. 

Writing letters en masse excusing young men 
from the draft, however, is neither a profes- 
sionally ethical nor an effective means of ex- 
pressing opposition to the war. Time Maga- 
zine (1) reports that *a New York psychiatrist has 
written as many as 75 letters a week, charging up 
to $250 each to certify men as emotionally unfit 
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for military duties." The Selective Service physi- 
cians, of course, ignore her letters. Needless to 
say, this does not enhance the reputation or 
credibility of psychiatrists in our patients’ eyes 
or our image among the public. Perhaps more 
significant, however, is that draft quotas for any 
month are set in advance. If a youth is excused 
from the draft for any reason, another youth 
must take his place—one who may not be as 
clever or as sophisticated or one who cannot 
afford a psychiatrist’s letter. 

Our diagnoses of these youths as “passive- 
aggressive," "'passive-dependent," and so on, 
are merely an attempt to describe their 
characteristic behaviors and life styles. Their 
reactions to the draft were consistent with their 
usual reactions to stressful situations. Dr. Roe- 
mer's dynamic formulation seems complementary 
rather than mutually exclusive to ours. He ques- 
tions whether a psychiatrist can be truly objective 
since his feelings about the war and about psy- 
chiatric deferments will necessarily influence his 
perceptions of the patient. We tried to emphasize 
in our paper that the psychiatrist can be most 
effective if he limits his letter to a statement of 
his findings, supported by records and documents 
wherever possible. He should be aware of any 
prejudices or countertransferences and should 
approach the patient who requests a letter ex- 
cusing him from the draft in the same way he 
might approach any patient with an emotionally 
charged problem. Since only the Selective Service 
physician can decide whether or not the patient 
is to be deferred, no interpretation or judgment is 
necessary, If the psychiatrist still thinks that his 
feelings are so overwhelming that he cannot per- 
form an objective evaluation, then referral to 
another psychiatrist is indicated. 

: Dr. Muller suggests that if conscientious ob- 
jection were more widely accepted, then this 
problem would largely disappear. This trend is 
reflected in recent court decisions. The elimina- 
tion of the draft and the establishment of an 
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all-volunteer Army is the ultimate solution. To 
label these young men as malingerers, however, 
would be to greatly oversimplify their reactions 
to a very stressful and threatening situation 
(reactions characteristic of their usual response 
to stress) and to ignore the unconscious deter- 
minants that underlie their manipulative behavior. 
We agree with Dr. Lieberman that psychiatrists 
should demand, individually and through their 
professional organizations, that the Selective 
Service and the Armed Forces enforce confiden- 
tiality with respect to all psychiatric records and 
correspondence. Nonetheless, until the present 
situation is corrected and efficiency is improved 
to the point that all correspondence will be 
reliably channeled and filed, Dr. Lieberman's 
recommendation may be the safest course. 


The reference is: 


1. Time Magazine, November 16, 1970, p 67 


IRA M. FRANK, M.D. 
FREDERICK S. HOEDEMAKER, M.D. : 
Los Angeles, Calif. 


Corrections 


Page 844 of the December 1970 issue of the 
Journal contains an error in the letter to the Edi- 
tor by Richard Abrams. The last sentence in the 
first paragraph should read: “A report evaluating 
a psychotropic drug with such naive methodology 
would certainly be rejected by the Journal; PSY- 
choanalytic psychiatry will not benefit from spe- 
cial consideration in this regard.” 

Pages 883, 885, and 887 of the January 1971 
issue of the Journal contain errors in the head- 
lines identifying the author of the article, “Ob- 
servations on Suicidal Behavior Among Ameri- 
can Indians.” The first author, H. L. P. Resnik. 
is incorrectly identified as H.L.P. Resnick. 

The staff regrets these errors. 


The American Board of Psychiatry and Neurology 


It has come to the attention of the Ameri 
Board of Psychiatry and Neurology that desis 
Some concern about the matter of eligibility of 
foreign medical school graduates for admission 
to the examination of the Board. The following 
is from the rules of Professional Education of the 
American Board of Psychiatry and Neurology: 


8.21 Except as hereinafter rovided 
have graduated from a medical Ghoti ae 
United States of America or Canada which has 
been approved by the American Medical Asso- 
ciation’s Council on Medical Education. An 
applicant may have graduated from a medical 
school of some country other than the United 
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States of America or Canada, but he will not 
be eligible for certification by the Board unless 
he is certified by the Educational Council for 
Foreign Medical Graduates, or, if a eU 
the United States, is licensed to practice me i 
cine in one of the States of the United State 
or has passed the examination of the Nation? 
Board of Medical Examiners. 


The total number of foreign medical e 
graduates who passed all examinations Eo 
that in child psychiatry was 48 in 1967, 62 in 199^ 
91 in 1969, and 99 in 1970. ap- 

In accordance with the above stated rules, 
plications are invited as usual. 
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Tue Practice of Community Menta Hearth. 
Edited by Henry Grunebaum, M.D. Boston: 
Little, Brown and Co., 1970, 806 pp., $18.50. 


This book is an exceptionally good reflection 
of the many faces of the community mental 
healths circa 1968, which is as current as one can 
get. The diversity of these 35 papers is truly strik- 
ing. Fortunately, it is not due to simple differences 
in style and quality of writing, as most of the 
papers are well organized and pruned. Rather, 
it is due to important differences in theory, atti- 
lude, and type of experience. Together these 
papers help to clarify the many types of activity 
called “community mental health” and to point 
out some remarkable differences encountered by 
Practitioners in 1970. 

Regarding theory, some of the contributors 
are psychiatrists working either in diverse loca- 
lions (emergency room, storefront) or with diverse 
patients (blacks, poor people), but their theory 
Continues to be that of clinical psychiatry. This is 
Necessary, but not adequate for community men- 
lal health. Other contributors, including psychi- 

atrists, think in public health, ecologic, and/or 
general systems concepts that promise to be 
much more useful for community mental health. 


Some contributors write as expert profession- 
als, viewing the scene and the patients from this 
pee: This predictably leads to conclusions 

‘at are clear-cut and logical but at times inappro- 
priate. Others write from the standpoint of the 
Participant-observer who lives in the community 
and identifies with the people he works with. 
i papers Me filled with the conflict, impreci- 
M umanism, and existential validity that 

munity-oriented (versus discipline-oriented) 
Practice brings, 

B nonghetto origins of much of this book 
m E resulted in a broad skein of neglect of criti- 
E nasi mental health issues. Where are 
and Ssions of the emergent hopes, frustrations, 
a ipe PIDE strategies of minority groups? Why 
fino, re nothing about the roles and interests of 
ate aed Professionals in changing inappropri- 

eee delivery patterns? Why is there no 
servi E of community control of mental health 
| E ? How does community concern with jobs, 
a ing, and safety relate to the mental health 

nter? 
Es the community mental health center 
à role in the central city, or is it simply an- 
er Establishment means of providing jobs for 
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suburban whites while offering palliative treat- 
ment for the community resident? Will it be 
possible for professionals who acquire training 
and income in the ghetto to find ways of trans- 
mitting these skills to those who live there? In 
sum, these questions add up to this: Are white 
institutions and their suburban staffs practicing 
colonial mental health instead of community 
mental health? 

Unfortunately, only a few papers (by Malone, 
Shapiro, Sherl, Wilder and associates, Schiff, 
Kaplan, and Jacobson, for example) even alluded 
to these issues. 

Texts do not treat these issues with the impor- 
tance they presently have in community mental 
health practice. What this book points out is how 
much more awareness has developed between 
1968 and 1970 of the unconscious, inattentive, or 
white liberal racism that afflicts both the delivery 
of mental health services and our training pro- 
grams. 

I would like to recommend that some funding 
source recruit a group of minority professionals 
(including “hip” or alienated whites) to do a 
companion volume on community mental health 
practice. It might help majority white profession- 
als to understand the field in the same way that, 
say, The Autobiography of Malcolm X(1) has 
helped many to understand black people. 

Because of the book's range in theory, attitude, 
and experience, it is representative of much of 
center practice. For example, it deals with some 
population groups that psychiatry still under- 
serves badly—children, teen-agers, families, re- 
tarded and subnormal people, alcoholics, drug 
addicts, the poor, and the elderly. Also, it deals 
with topics that are equally underdeveloped— 
administration, planning, funding, directing, 
record keeping, staffing, legal issues, training pro- 
fessionals, upgrading existing professionals, re- 
lations with supraordinate authorities, the nation- 
al view, and so on. The amount of knowledge, 
practice, personnel, funding, and undeveloped 
capacity covered in these papers makes it clear 
that community mental health is still a growth 
field in a very early phase. 

Several additional contributions deserve men- 
tion because of their relevance to the problem of 
survival in a community mental health center. 
The paper by Klerman and Levinson, “On Be- 
coming the Director," is excellent and timely in 
view of the present role-mortality of center direc- 
tors. The papers by Curran on legal issues, Beck 
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on record keeping, Demone on planning, and 
Kraft on supraordinate bodies should be required 
reading by every new center director. The chap- 
ters by Tranel on Wyoming and by Mazur on 
Martha’s Vineyard, Mass., are evocatively done 
examples of the rewarding existential and pro- 
fessional relations that can occur when a mental 
health professional and his rural community 
really get together. Would we could do likewise 
in the cities! 


The reference is: 


1. Malcolm X, Haley A: The Autobiography of Mal- 
colm X. New York, Grove Press, 1966 (paperback) 


WILLIAM M. BOLMAN, M.D. 
Honolulu, Hawaii 


Tue Cup iN His Famity, Edited by E. James 
Anthony, M.D., and Cyrille Koupernik, M.D. 
New York: John Wiley & Sons, 1970, 488 PP., 
no price listed. 


This is the first volume in the projected series 
of The International Yearbook for Child Psychi- 
atry and Allied Disciplines. The articles were 
originally written for the Seventh Congress of the 
International Association for Child Psychiatry 
and Allied Professions. The book has an inter- 
national sampling of authors, most of whom are 
psychiatrists. The collection appeals to a wide 
range of interests. There is much for the child 
therapist and the child development specialist. 
The psychoanalyst, the family therapist, the pedi- 
atrician, and the sociologist will each find articles 
of specific interest, Case histories and clinical 
vignettes are scattered throughout the articles. 
Most chapters are accompanied by extensive 
bibliographies. Among the articles are reports 
of research, theoretical presentations, and de- 
scriptive essays, (The careful reader will have a 
minor complaint about several typographical 
errors that interrupt the smooth flow of his 
reading.) 

The preface, a section the reader often skips, is 
particularly commended to your attention for the 
delightful quotations from Battista Alberti’s 15th- 
century study of family life. A period piece, true 
but with some surprisingly modern ideas. i 

The first section contains a paper on ecology 
and child therapy that is exciting in its challeng- 
ing ideas, It prods the child psychiatrist to work 
beyond the “easily controllable dyadic setting” 
and to move into the larger family and com- 
munity milieu of the child patient. While the 
therapist then is “faced with many variables in 
many settings," he will have a much richer 
repertoire of techniques and alternatives of thera- 
peutic intervention, 

In the second Section, two articles combine to 


[160] 


BOOK REVIEWS 


offer a well-organized basic understanding of 
atypical infant behavior. These articles are must 
reading for pediatricians, workers in well-baby 
clinics, and child care specialists, as well as 
mental health workers concerned with early de- 
tection and prevention of mental disorders. Sev- 
eral chapters follow with thoughtful investiga- 
tion and discussions of the impact on family life 
of serious mental or physical illness in a parent 
and the impact on the child of death and mourn- 
ing. 

‘A paper describing a study designed to deter- 
mine the differences in the effect of family stress 
on boys and girls is, perhaps, more suprising in 
terms of what it did not find clearly to be true 
than what it did. It reminds us of the gaps in our 
knowledge and the biases in our theory. A chap- 
ter on “Interlocking Pathology in Family Rela- 
tionships" extends the theme of the effect of 
parents on their children into a concept of 
“mental illness as a cluster of interlocking vul- 
nerabilities among the family members, within 
which, across time, the manifestations of clinical 
breakdown emerge in series, now afflicting ont 
member, now another." n s 

There follows a group of papers dealing with 
the “psychopathology of food intake, once again 
in the context of the family as regulator. These 
are the only papers in the collection that focus i 
a particular diagnostic entity. They add to Ed 
literature on eating disorders by focusing mor 
attention on the family of the identified patient. i 

The last section, titled Family Variation ig 
Mental Health, provides the most fun for H 
reader (at least this reader). It is a series o 
on the structure and quality of family life, i 
nal patterns, sexual roles, and du 
practices in black Africa, India (Hd id 
primitive and modern Turkey, Greece, md 
(Arab), and isolated rural Norway. Each of ho 
essays offers a picture of family life in MEL 
model. One is struck by the great sim! p 
among family patterns in Africa, ern 
Turkey. The articles on children in Greece, EA 
and Norway offer comparative uro i 
studies with matched children of more deve Hi 
or urban societies. One article states al: ag! 
rapid industrial developments, a iln #4 
may occur so that the child rearing genera e 
outmoded type of adult. This is what is nari de 
in Greece." This is what is saure ing 
or lesser degree, all over the world. h 

This is E olim that will not be de ree 
once lightly and put away on the $ yu emi- 
reader, be he clinician, researcher, Or & a par 
cian, will find it useful as a resource whe | 
ticular interest arises on one of its many fac 


MD. 
JosEPH M. err Wis. 
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Kart Bonuoerrer. Edited by J. Zutt, E. Straus, 
and H. Scheller. New York: Springer-Verlag, 
1969, 148 pp., $6.60. 


Bonhoeffer was the son of a southern German 
judge, a proud and conservative patrician. His 
mother was descended from a liberal family 
whose members had been courageous leaders in 
the democratic movements of the 19th century. 
High standards were Bonhoeffer’s guiding prin- 
ciples; this did not permit him to compromise 
when his integrity became involved. In his work 
he was careful and cautious, and in his teaching 
he avoided speculation and was against theoreti- 
cal excess. He taught his children to seek for the 
truth and to act correspondingly. His marriage 
was happy, and his wife became his close com- 
panion. Their main interest centered on their 
eight children and their friends. 

In 1893 Bonhoeffer became Wernicke’s assis- 
tant, Like his teacher, he maintained that neu- 
tology and psychiatry belong together, thus 
opposing Kraepelin’s demand for separate pro- 
fessorships. From Wernicke he learned the care- 
ful observation of psychopathological changes 
but later stressed the need to understand also the 
life development and total personality of the pa- 
tient. His observations in brain pathology and 
alcoholic deliria led to studies of toxic and psy- 
chogenic reactions, including hysteria and war 
neuroses. After brief periods of professorships 
in Königsberg and Heidelberg, he succeeded 
Wernicke in Breslau (1905). In 1912 he became 
professor in Berlin. 

Bonhoeffer’s description of academic diffi- 
culties with protesting students and employees 
during the brief revolutionary episode in 1919 
Was similar to reports of current collegiate unrest. 
He also discussed the increase of morphinism 
and the widespread use of cocaine and amphet- 
amines, which lasted about ten years. 

During Hitler’s government, Bonhoeffer, as a 
Consultant, directed his efforts toward preventing 
the misuse of the sterilization laws. His political 
attitude is clearly expressed by his refusal both 
to discharge Jewish assistants and to display 
Hitler’s picture in the psychiatric clinic, He felt 
relieved when, at age 70 (1938), he could request 

Is retirement. 

Professor Bonhoeffer and his wife were well 
aware of the nature of the many discussions of 
their children and their friends that took place 
in their home, dealing with their activities in the 
Underground against the Hitler regime. Thus they 
Were not unprepared when two sons, a daughter, 
and two sons-in-law were arrested. All of them 
xcept the daughter were killed, including his son 

ietrick, who had become a courageous leader in 

€ Protestant Church. 

In The Personality of the Leader and Mass 
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Psychosis (1947), Bonhoeffer remains a critical 
judge, guided by available facts, regretting that so 
little is known about Hitler’s childhood and early 
life. His discussion of the psychology of the 
German people, the skillful use of propaganda, 
mass suggestion, and the future possibility of 
mass psychoses are presented with constant 
awareness of the need for objectivity. 

The book concludes with a historical article 
by Zeller, who reviews the psychiatric develop- 
ment in southern Germany during the last century 
and its influence on the growth of Bonhoeffer, 

Oskar DIETHELM, M.D. 
New York, N.Y. 


PSI anp Psycuoanatysis. By Jule Eisenbud, 
M.D. New York: Grune & Stratton, 1970, 352 


pp., $12.75. 


Much of this book was written 20 years ago, 
and its publication was delayed at least in part 
because psychiatrists were not as ready then as 
they are now to accept the accumulated evidence 
of extrasensory perception. A small part of that 
evidence has come from psychiatrists’ observa- 
tions of patients. Dr. Jule Eisenbud was a pioneer 
in making such observations and in trying to pub- 
lish some of them after World War II. 

In this book Dr. Eisenbud has collected a large 
number of his observations of communications 
between himself and his patients, or between two 
of his patients, by processes apparently other 
than those of normal sensory perception, in other 
words, by telepathy. To this valuable material he 
has added a comprehensive 50-page review of the 
evidence of extrasensory perception derived from 
other sources, chiefly from spontaneous experi- 
ences and laboratory experiments, This excellent- 
ly balanced review, complemented by an exten- 
sive bibliography, does justice to the important 
contributions of continental and British investi- 
gators that some American parapsychologists 
have slighted. 

Eisenbud has a lively writing style, one of the 
best among psychiatrists and parapsychologists 
today. I only wish he would sometimes write 
short sentences. 

The actual instances of apparent telepathy be- 
tween Eisenbud’s patients or between himself and 
his patients are of uneven strength evidentially, 
as he himself freely acknowledges. But I believe 
that the weaker examples of this type are far 
fewer than those for which the evidence of telep- 
athy is persuasively impressive. Given some of 
the correspondences Eisenbud observed, he is 
quite entitled to ask the reader, as he does over 
and over again: How otherwise than by extra- 
sensory perception are you going to explain such 
correspondences? 

Until recently most psychiatrists, along with 


[161] 


1242 


most other scientists, have had the long-standing 
habit of simply dismissing such correspondences 
(if they noticed them) as “mere coincidences” 
without bothering to look further. As instances 
of such mere coincidences accumulate, however, 
curiosity finally begins to challenge complacency. 
And then one realizes that he did not notice 
what he regarded as anyway impossible. 

The psychiatrist’s office provides an excellent 
situation both for the occurrence of extrasensory 
perception and for the careful observation and 
analysis of it. Eisenbud pleads for more attention 
to these communications on the part of psychia- 
trists. 

I have only one regret about this book. Eisen- 
bud has specifically, and one might almost say 
defiantly, addressed it to psychoanalysts. But it 
seems to me that they form the group least likely 
to profit from its teachings, as Eisenbud himself 
well knows and frequently indicates in the book. 

Those psychiatrists most open to observing 
and studying extrasensory perception are usually 
those who have increasingly found Freud’s theo- 
ties unhelpful and even an encumbrance. Most 
modern investigators of dreams (and psychopa- 
thology) have found it helpful to stop tampering 
with Freud’s theories and start over. Many such 
investigators are now open to the evidence of 
extrasensory perception and are beginning to 
accommodate it in their thinking about human 
personality. 

I reject Eisenbud's narrow prescription of this 
book only for psychoanalysts and commend it 
to a much wider audience. All psychiatrists and 
psychotherapists trying to enlarge their under- 
standing of human personality should read it and 
ponder deeply its implications. 

It seems unlikely that the sort of intensive psy- 
chotherapy practiced by psychoanalysts will per- 
sist much longer among us. Changing social and 
economic conditions of practice, new theories of 
personality, and the development of more effi- 
cient therapies all foreshadow the decline of psy- 
choanalytic therapy. With it will £0, because of 
the intense relationships generated between pa- 
tient and therapist, one of the best opportunities 
we have for the occurrence and Observation of 
extrasensory processes of communication. 

But other excellent opportunities will remain 
or arise. Psychiatrists will still have strong rela- 
tionships with patients—let us hope—and those 
who are ready to pay attention will surely find 
many instances of extrasensory processes in the 
Pub oo Patients and probably also during 

cipient and healing phases of psychoses. To 
ees who wish to prepare themselves 
Eu merus I heartily recommend 
graph as a valuable textbook. 
IAN STEVENSON, M.D. 
Charlottesville, Va. 
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Mopern Trenps iN Drug DEPENDENCE AND ALCO- 
Houism. Edited by Richard V. Phillipson, 
D.P.M. New York: Appleton-Century-Crofts 
(Meredith Corp.), 1970, 300 pp., $14.50. 


Entirely too many symposia on drug abuse 
have been published. This phenomenon has posed 
to both readers and libraries the problem of how 
to obtain scarce knowledge economically from a 
surfeit of repetitive text. The present volume 
presents the reader with a different problem. It 
covers a variety of issues with up-to-date lucidity 
and originality; but most of the chapters are 
written for individuals with very special and 
different interests. 

For example, Wilson and Lister have written 
an admirable and highly technical chapter on the 
“Development and Action of Drugs of Depen- 
dence” that summarizes for the interested phar- 
macologist or research psychopharmacologist 
a large body of recent, well-organized technical 
information. Jefferey, Phillipson, and Yolles 
each describe in technical detail recent legislation 
affecting the treatment of addicts in the United 
States and the United Kingdom, but the audience 
for so narrow a treatment is limited. 

Of interest to the general reader are the first 
three chapters on narcotic addiction and a wise 
essay by Griffith Edwards, “The Status of Alco- 
holism as a Disease." In the first chapter Henry 
Brill presents an important historical review of 
efforts to control and treat narcotic addicts in 
New York State. Every clinician and adminis- 
trator confronted by the intense current pressure 
i0 "do something about drugs" should read it 
By summarizing 50 years of experience more 
effectively than I have seen it done elsewhere In 
the literature, Brill offers countless modern pro- 
grams an opportunity to avoid ignorance and the 
repetition of past blunders. 

Phillip Connell lucidly and effectively contrasts 
the approach of the federal hospital at Lexington 
with Synanon and the Phoenix House programs 
and with methadone maintenance programs. b 
comparison is simple, forceful, and balanced. 
Fink and Freedman include in their chapter 0? 
“Antagonists in the Treatment of Opiate D 
pendence” evidence that cyclazocine, desp! 
certain theoretical advantages over meti 
may be less effective in actual practice. ne 
mention the interesting and as yet unappreet ect 
fact that high doses of methadone can pe i 
the addict from euphoric effects of low dose 
heroin for as long as two and one-half days. . ^ 

The other chapter of general interest !5 ds 
essay (not a review article) by Griffith pi 
on the complexity of the nature-nurture a fe 
ments about the etiology of alcoholism. m Po 
sents selected studies that compel the rea 3 A 
give both views credence. He also underscore 


gl 
Amer. J. Psychiat. 127:9, March! 


| 


BOOK REVIEWS 


important point that although genes may lead to 
the misuse of alcohol per se, it is the environment 
that determines the social consequences of abuse. 

In summary, any clinician, administrator, or 
researcher who is at all interested in the issue of 
drug and alcohol dependence should see that this 
book is in his institutional library and should 
borrow the book to review the particular chapter 
or chapters of interest. 


GEORGE E. VAILLANT, M.D. 
Boston, Mass. 


Famity THERAPY in Transition. International 
Psychiatry Clinics, vol. 7, no. 4. Edited by 
Nathan W. Ackerman, M.D. Boston: Little, 
Brown and Co., 1970, 341 pp., $10. 


This is a most enjoyable book. The 19 contrib- 
uting authors succeed in conveying a sense of the 
excitement they feel for their work, and there is 
a great deal of innovation coupled with openness 
so that the therapists come across as human be- 
ings taking part in real human interactions. 

This is a book replete with clinical examples. 
In fact, the last 90 pages deal with seven thera- 
pists’ accounts of seven separate "critical inci- 
dents" or crises. In addition, the two chapters 
preceding this section contain full reports of 
family interviews. One, by Ackerman, entitled 
"To Catch A Thief," contains a verbatim tran- 
Script of an entire interview, with most instructive 
interjections by the therapist as to what he felt 
was going on and what he was trying to achieve. 
The other, entitled “The Role of a Secret in 
Schizophrenia," contains excerpts of several 
family sessions that give a clear picture of some 
of the dilemmas in the family in which one of the 
members is designated “patient.” This report 
demonstrates how the therapist, Dr. Norman 
Paul, skillfully and empathically helped the fami- 
ly to unearth their secrets and increase their 
understanding of one another. 

Because both individual and family dynamics 
cannot be adequately appreciated without a satis- 
factory knowledge of sociocultural patterns, two 
chapters with an international flavor are pre- 
Sented. The first concerns family therapy in 
Czechoslovakia. Knoblochova and Knobloch 
Blve a fascinating account of a five-step system of 
BrOup-centered psychotherapy that includes in- 
dividual interviews, groups, therapeutic com- 
munity, work with the relatives, and finally, fam- 
ily work. George Vassiliou’s chapter on “Milieu 
Specificity in Family Therapy” gives a good case 
*xample of a family in Greece and suggests that 
an unfamiliarity with the milieu leads the thera- 
Pist to interpret the situation in terms of his own 
Milieu, which in turn leads to the probability of 
Not understanding exactly what therapeutic inter- 
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vention to make. 

“Symptoms from a Family Transactional 
Viewpoint” by James L. Framo is one of the best 
papers in the section on theory and practice. This 
section also includes good papers by Laqueur and 
Ackerman. 

In the preface Ackerman asks the question: 
“Do the contributions contained in this issue 
anticipate the complexities of family therapy in a 
fast-changing community? Do the ideas expressed 
look forward or backward?” I think that these 
goals have been partially reached. Most of the 
case material in this book is from families in the 
upper socioeconomic groups, and the therapist 
who is working with these families will find much 
of value from the various authors, Family therapy 
is clearly an exciting and powerful tool to help 
families engage in more rewarding transactions 
and become more effective in the larger social 
scene; and yet there is no discussion of the socio- 
cultural problems of theory and practice of less 
fortunate families who may need this interven- 
tion. 

This book will be of interest to those who prac- 
tice family therapy and will encourage many of 
those who are not familiar with the treatment of 
the whole family to learn more. 


N. MicHAEL Murpny, M.D. 
Albany, N.Y. 


Founpations or Hypnosis: From MESMER TO 
Freup. By Maurice M. Tinterow, M.D. 
Springfield, Ill.: Charles C Thomas, 1970, 587 


pp., $16.50. 


In recent years there has been a resurgence of 
interest in the history of what has been known as 
mesmerism, animal magnetism or, latterly, hyp- 
notism. Two pertinent works were published in 
1968. Robert Darnton (1) analyzed early mesmer- 
ism in France, its relationship to radical political 
movements and, over a greater period of time, its 
ties to spiritualism. The paranormal was the focus 
of a four-volume work edited by Eric J. Dingwall 
(2), which presented an extensive survey of the 
movement in the 19th century. Then, in 1970, we 
had Henri Ellenberger’s (3) monumental study of 
dynamic psychology, which included an extensive 
study of the role of hypnotism, and the book 
under review by Maurice Tinterow. 

After Dr. Tinterow became interested in mes- 
merism through studying the history of his own 
field, anesthesiology, he started collecting and 
studying material illustrating the development of 
hypnotism. The documents that have been chosen 
and, where needed, translated are from his own 
extensive holdings. Although he gives brief intro- 
ductions, he lets his material speak for itself. The 
27 selections range from works by Mesmer him- 
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self, the investigations by the Benjamin Franklin 
Commission, through the writings of Elliotson, 
Esdaile, and Braid, ending with Forel and Freud. 
Included is the rare pamphlet of 1842 (Dr. Tinte- 
row owns the only known copy) entitled Satanic 
Agency and Mesmerism Reviewed, in which 
James Braid introduced the word “hypnotism.” 

Dr. Tinterow has performed a useful service in 
making available to all much of the key literature 
of the history of hypnotism. 


The references are: 


1. Darnton R: Mesmerism and the End of the Enlight- 
enment in France. Cambridge, Mass, Harvard Uni- 
versity Press, 1968 

2. Dingwall EJ (ed): Abnormal Hypnotic Phenomena: 
A Survey of Nineteenth-Century Cases (4 vols). 
New York, Barnes & Noble, 1968 

3. Ellenberger HF: The Discovery of the Unconscious: 
The History and Evolution of Dynamic Psychiatry. 
New York, Basic Books, 1970 


Eric T. CARLSON, M.D. 
New York, N.Y. 


Tue Design WirHiN: PSYCHOANALYTIC Ap- 
PROACHES TO SHAKESPEARE. By M.D. Faber. 
New York: Science House, 1970, 536 pp., 
$13.50. 


Since the period of “romantic” criticism of 
Shakespeare, as initially promulgated by Cole- 
ridge, Hazlitt, and Lamb, psychiatrists have been 
greatly attracted to his works and life. Shake- 
speare became the godlike and infallible creator 
of living characters with their own objectivity and 
reducible to their own set of internal laws. An 
article in the first issue of The American Journal 
of Insanity discussed illustrations of insanity as 
revealed in the writings of great men, with partic- 


ular focus on Shakespeare. As the author re- 
marks: 


The more we read Shakespeare, the more we 
are aeons not so much at his wonderful 
imagination, but at the immensity and co; - 
ness of his knowledge, n US 

And on no one subject in our opinion, has 
he shown more of his remarkable ability and 
accuracy than on insanity (1), 


For the psychiatrist, the characters of Sh: 

r b ake- 
spearian drama were studied from the descriptive 
Psychopathological viewpoint. A.O, Kellogg 
wrote a series of articles on Shakespeare in the 


early issues of The American Jou 


rnal of Insanity, 
on these were later collected in one LR ie D 
ucknill and Conolly also wrote about Shake- 


speare (3, 4). These psychiatric authors ti 

3, 4). T ranslated 
ies vision and personality insights, along 
with the magnificent descriptions of the dis- 
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ordered mind, e.g., melancholy, into the harsher 
terms of the medical science of their time. 

The 20th-century criticism of Shakespeare has 
passed through many phases. The “realist” 
school has striven to place the bard and his char- 
acters in the real environment of the Elizabethan 
Stage. Recently, a fully historical approach has 
developed in which Shakespeare is not only re- 
lated to the theater of his time but to his age asa 
whole. One then learns that many of the insights, 
once regarded as so unique in Shakespeare's 
panorama of psychopathology, represented a 
poetical assessment of the knowledge of Renais- 
sance medicine and the contemporary theory of 
the passions. Much of what Shakespeare por- 
trayed about madness is clearly related to con- 
temporary notions about melancholy. Many of 
the melancholic traits appearing in Hamlet were 
part of tradition and common sense, and one 
need not assume that Shakespeare was familiar 
with the medical works of the day or that he pos- 
sessed a unique understanding. 

In 1900, with the publication of Freud's /nter- 
pretation of Dreams (5), another phase of Shake- 
spearian study occurred. Initially strongly 
resisted, it has had a profound influence on 
Shakespearian criticism, with a shift from the 
descriptive to a psychodynamic study of char- 
acter in the dramas. The Design Within is an 
anthology of the major psychoanalytic papers 
dealing with Shakespeare over the past 70 years. 
Such criticism began with Freud’s original refer- 
ence to Hamlet and his interpretation of this 
character on the basis of his oedipal complex. ? 

Jones's work Hamlet and Oedipus (6) remains 
in many ways the most pertinent and exemplary 
illustration of the psychoanalytic approach to 
Shakespeare. The summary of his argument ap- 
pears in Faber's anthology. r 

Other noteworthy papers included in the e 
thology are Ernst Kris's study of Prince Ha 
( Henry IV, Part I), Wangh's analysis of on 
Jekels’ “The Riddle of Macbeth,” and a 
papers by the outstanding scholar in the field, 
Norman N. Holland. * 

What is one to think of all this psychoanalys 
ing of Shakespeare and his dramatic character 
For example, can Hamlet be treated as 2 er 
history to which the psychoanalytic method i 
be applied? Many divergent viewpoints charac $ 
istic of various schools and stages in the pci 
psychoanalysis are represented in the inte 
tions. Often the interpretations appear “pelh 
simplistic, such as Freud’s evaluation of Me dh 
in terms of the problem of sterility versus fer nee 
There is too much idle speculation, a lack di of 
herence, fragmentation, and extreme liberty 3 
interpretation. There is no integration o! ih 
literary and psychological ideas of the gr re 
function and aesthetics of the drama it5e 
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avoided, the historical perspective neglected, and 
the many subtleties and complexities of Shake- 
speare are lost in naive formulae. Interpretations 
seem to reflect personal and cultural attitudes and 
biases, but this may be true of most literary criti- 
cism. 

The author fails to present any synthesis of 
ideas from the various works. Norman N. Hol- 
land has come closest to achieving this in his 
Psychoanalysis and Shakespeare (7). However, 
anyone interested in Shakespeare and the psycho- 
analytic approach to literary criticism will want 
to have Faber's anthology as a part of his library 
as this proves to be the only collection of this 
type. For study of the psychopathology por- 
trayed in the dramas, one can best refer directly 
to the bard's own works. 


The references are: 


l. Insanity—illustrated by histories of distinguished 
men, and by the writings of poets and novelists. 
Amer J Insan 1:9-46, 1844 

2. Kellogg AO: Shakespeare's Delineations of Insan- 
ity, Imbecility, and Suicide. New York, Hurd & 
Houghton, 1866 

3. Bucknill JC: The Psychology of Shakespeare. Lon- 
don, Longman, 1859 

4. Conolly J: The Study of Hamlet. London, E 
Moxon, 1863 

5. Freud S: The interpretation of dreams (1900), in 
Complete Psychological Works, standard edition, 
vols 4 and 5. Translated and edited by Strachey J. 
London, Hogarth Press, 1953 

6. Jones E: Hamlet and Oedipus. New York, WW 
Norton & Co, 1949 

7. Holland NN: Psychoanalysis and Shakespeare. 
New York, McGraw-Hill Book Co, 1966 


GarFIELD TOURNEY, M.D. 
Iowa City, Iowa 


Cuinica HawpBook oF PsycHOPHARMACOLO- 
Gv. Edited by Alberto DiMascio, Ph.D., and 
Richard I. Shader, M.D. New York: Science 
House, 1970, 384 pp., $17.95. 


Five textbooks of psychopharmacology and 
the proceedings of several symposia have been 
Published in this country since 1968. Recent 
Progress in the clinical area has been unimpres- 
Sive and cannot account for this extraordinary 
number of publications. The reason for this pro- 
ductivity seems to lie in the confused state of 
PSychopharmacology. A large number of psycho- 
active drugs are now available to clinicians, but 
Claims as to their efficacy, clinical indications, 
and safety are being challenged all the time. 
Against this background, it is not surprising 
that one should find in the preface of the hand- 
200k edited by DiMascio and Shader the follow- 
ng statement: “All is not entirely well in the 
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organization and direction of psychopharma- 
cologic research, training and practice.” Thus 
the editors feel there is a very real need for a re- 
appraisal of drug use in mental illness. The con- 
tributors to this cooperative effort have played a 
major role in developing current methods em- 
ployed in clinical and preclinical drug studies. 
They also are experts in their specialized fields; 
hence they are highly qualified to provide a com- 
prehensive and sober assessment of the present 
status of psychopharmacology. 

This book covers a large number of topics, 
ranging from chemistry to psychodynamics, but 
its primary goal is to inform the physician of the 
clinical applications, limitations, and hazards of 
drugs in common use, The reader will learn that 
there is little scientific evidence to justify the use 
of different types of phenothiazines for different 
types of schizophrenic disorders, that little is 
gained by combining drugs of similar activities, 
that little is known of the utility of psychotropic 
drugs in the treatment of the very young and the 
very old, and that a drug like imipramine is 
superior to placebo in certain types of depres- 
sions, "but not by a reassuring margin." The 
routine of prescribing a drug three times a day 
every day for months or years is also open to 
question. 

The chapter on drug abuse and alcoholism is 
noteworthy for its lucid presentation of the 
pharmacology of agents in use for these condi- 
tions. The efficacy of these drugs is supported by 
solid scientific experience, yet drug therapy pro- 
vides, at best, only a partial answer to these im- 
portant problems. The final chapters define the 
role of the psychiatrist in the overall manage- 
ment of the mentally ill and also provide clear 
and useful guidelines for all physicians prescrib- 
ing psychotropic drugs. In general, all of the 
authors who contributed to this volume feel that 
drugs do more good than harm. The book ends 
in a mood of cautious optimism for the future of 
pharmacology. 

This textbook has a number of shortcomings, 
which is not unusual in multi-authored endeavors, 
particularly when a diversity of subjects is dealt 
with. Readers may find certain chapters too ele- 
mentary and other sections too advanced. The 
presentation of certain topics is repetitious and 
often fragmented. For instance, a whole section 
is devoted to adverse reactions, but a considerable 
amount of data on this subject is scattered 
throughout the book. Part of a chapter on side 
reactions is entitled ‘Cardiovascular Effects,” 
but one must read the final pages of the book to 
find out that, of all psychotropic agents, thiorid- 
azine is the most likely to cause electrocardio- 
graphic abnormalities. 

There are some inconsistencies, which are apt 
to confuse the student. In the chapter on **Clini- 


[165] 


1246 


cal Efficacy and Actions of Antipsychotics,” the 
author states that phenothiazines and related 
drugs should not be categorized as major tran- 
quilizers because this term does not reflect accu- 
rately the main action of these compounds. Yet 
elsewhere two other authors refer to reserpine, 
trifluoperazine, and chlorpromazine as major 
tranquilizers. There are other weaknesses, but 
what makes Clinical Handbook of Psychophar- 
macology so special is that it comes to grips with 
many basic issues and that it provides excellent 
documentation to support the authors’ ideas and 
recommendations. 


GEORGE E. CRANE, M.D. 
Baltimore, Md. 


VALUE ORIENTATIONS IN COUNSELING AND Psy- 
CHOTHERAPY. By C. Marshall Lowe, Ph.D. 
San Francisco: Chandler Publishing Co., 
1970, 292 pp., no price listed. 


The further away one gets from an intrapsychic 
model of mental disorders, the more one is faced 
with the moral implications of psychotherapeu- 
tic influence. The author considers neurosis to 
be an obsolete condition consistent with aban- 
doned inner-directed and traditional society. He 
finds the mental illness model, in our distribution- 
oriented, other-directed, post-rational society, 
to be merely a value judgment of happiness, pro- 
ductivity, or deviation from accepted social values. 
Consequently, the therapist is seen as a contem- 
porary moralist, albeit making pronouncements 
in the name of science, sought by those who can- 
not, in our morally chaotic world, find values for 
themselves. 

The outer two-thirds of the book deal with 
the relevance of morals and values for psycho- 
therapy and the "ethical dilemma" faced by 
therapists. In the middle section, *The Mean- 
ings of Mental Health," the author discusses 
"the most important alternatives to mental 
health: the humanistic, the naturalistic, the social 
and the existential alternatives." Dr. Lowe seems 
most at home in describing the humanistic and 
existential alternatives. Carl Rogers exemplifies 
humanism in his goals of activating inner poten- 
tial, self-acceptance, freedom of choice, and self- 
awareness. Dr. Lowe criticizes these as belonging 
to Conservative, inner-directed I9th-century de- 
i A Peds assigns enduring qualities to 

The existentialist is seen as akin to the hu- 
manist, but without the belief in inevitable human 
Progress, The moral evil is detachment of feeling 
and experiencing; the good is the courage to take 
Tesponsibility in the present. The author criticizes 
these views for giving inordinate value to feeling 
Over thought and for overvaluing the conserva- 
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tive moral aims of subjective individualism, which 
cannot easily be translated to outward action. 
Under social meanings the author includes 
the thinking of sociologists, functionalist psy- 
chologists, and the social psychoanalysts, who 
view the therapist as an expert in interpersonal 
relations, helping the patient to learn new social 
adaptations. Dr. Lowe sees the danger here as 
loss of the self in social conformity. 


The section on naturalistic meanings seems 
the least successful of Lowe's essays. He manages 
to include both classical psychoanalysis and be- 
havior therapies in the same model despite the 
obvious antithesis between insight and action 
therapies. “The naturalist therapist regards the 
purpose of therapy to be freeing the client from 
tension and anxiety. As a result, the goal of 
therapy is an uninhibited and unconstricted 
existence in which the individual ceases to be 
physiologically pent-up by restrictive social 
institutions." Few psychoanalysts or behavior 
therapists would recognize themselves in this 
description. 

Part of the author's difficulty is that he bases 
his comprehension of psychoanalysis on Freud's 
earliest pre-ego writings and that he understands 
intrapsychic conflict and anxiety only as conflict 
of physiological forces versus psychological 
forces, From this vantage point it is easy t0 
relegate neurosis to value judgments of behavior 
deviating from the dominant social ethic. 

Dr. Lowe’s contribution is in his argument that 
practitioners of psychotherapy do not sonik 
sufficiently the moral values that influence the 
goals and objectives of their treatment: 


Ropert D. GiLLMAN, M.D. 
Washington, D.C. 


Community PsycHoLocy: PERSPECTIVES s 
TRamiNG anp Research. Edited by S rk 
coe and Charles D. Spielberger. New i5) 
Appleton-Century-Crofts (Meredith Corp» 
1970, 275 pp., $7.50. 


——— ———— 


This is a timely, well-written, carefully edis 
book. As is true for psychiatry, the mE 
toward the development of comprehensive d 
munity mental health programs has Kod 
the demands made upon clinical psycho Ud 
This book is an attempt to review the impe ds 
new service delivery systems and new dri in 
of human behavior upon training and rese? 
psychology. 

The first six chapters explore and. : 
define the emergent field of community P ter 
ogy. To quote Robert Reiff, from chap m 
“The Need for a Body of Knowledge 1" 
munity Psychology": 
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There were basically three new ideas in this 
concept of community psychology. One was 
the emphasis on social system intervention to 
change individual behavior. The second was 
concern that social system intervention go be- 
yond the individual clinical case toward modi- 
fying the behavior of many people in a system. 
The third new idea was the concept of the 
participant-conceptualizer, which stresses the 
activist component in professional life. 


The chapter by Stuart E. Golann, Community 
‘Psychology in Mental Health: An Analysis of 
Strategies and a Survey of Training," is a particu- 
larly useful chapter. It explores a number of in- 
novations in service delivery and evolves from 
that certain implications for training in com- 
munity psychology. 

Murray Levine, in a chapter entitled “Some 
Postulates of Practice in Community Psychology 
and Their Implications for Training," criticizes 
the current academic training model for clinical 
psychology: 


} Training programs in clinical psychology 
in university settings have had several impor- 
tant deficiencies— deficiencies which would re- 
flect problems in academic fields generally. If 
we face facts frankly, we must admit that uni- 
versity training has too often proven to be ir- 
relevant. If we can get agreement on any point, 
it is that people who are in the field, with near 
unanimity, will say that little or nothing they 
learned within the university adequately pre- 
pared them for tasks in the world, either short- 
ly after graduation, or in terms of the demands 
placed upon them five and ten years after 
graduation. The complaint not only has to do 
with rapid changes in knowledge which pro- 
duce obsolescence, but also with the bank- 
ruptcy of academic disciplines which have be- 
come so much more concerned with method 
than with substance that disciplines themselves 
are in danger of withering away. 


The remaining sections of the book discuss in 
more detail strategies and programs related to 
the training of community psychologists. Conse- 
quently, these sections are of less interest to the 
general reader; but they would be useful for those 
planning and implementing community psychia- 
E training programs and programs for the 
raining of a variety of other community mental 
health practitioners. 

Psychologists have made major contributions, 
both in terms of leadership and service, to the 
Mounting of community mental health pro- 
grams. In this period of rapid change, where the 
emphasis has been on activity rather than on 
Study, the conceptual and investigational skills 
Of the psychologist have been insufficiently uti- 
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lized in many mental health programs. This book 
is clear evidence that these particular contribu- 
tions of psychology are still flourishing and that 
they will contribute to a new generation of im- 
proved service delivery systems and more capable 
community mental health practitioners. 


H.G. WHITTINGTON, M.D. 
Denver, Colo. 


Tue PsycHoPaTHOLOGY OF ADOLESCENCE. Edited by 
Joseph Zubin, Ph.D., and Alfred M. Freedman, 
M.D. New York: Grune & Stratton, 1970, 
318 pp., $15.75. 


To make serious criticisms of a book one finds 
intellectually stimulating is the book reviewer’s 
version of Gregory Bateson’s double-bind situa- 
tion. Nevertheless, I found much of this book 
stimulating, found that it offered a broadened 
historical perspective on the behavior of youth 
and adolescence, yet found the title of the book 
quite misleading and the organization of the 
contributors"! material confusing and inappropri- 
ate. 

Since the 1969 meeting of the American Psy- 
chopathological Association dealt with the “Psy- 
chopathology of Adolescence" and since the 
book being reviewed is a compilation of that 
symposium, it might appear logical to so name 
the book. But the title is inconsistent with much 
of the content because of the great cultural 
breadth of some contributions and the narrower 
but piercing depth of others, with both breadth 
and depth frequently occurring in areas only in- 
directly related to what might accurately be 
described as the psychopathology of adolescence. 

The larger content of this book appears to 
concern itself with themes revolving around the 
evolution of children, youth, and social structure 
and the reciprocal effect social structures (through 
styles of parenting) have on the stages of preadult 
life. Youth and adolescence, then, are seen as 
fluid stages of the human existence, being ex- 
tended or retracted by cultural and familial atti- 
tudes and practices. These are viewed as psycho- 
social phenomena. In only one of the four parts 
of the book is attention focused primarily on 
what would more literally be labeled the “psy- 
chopathology of adolescence" (even though im- 
plications about psychopathology are scattered 
throughout other sections of the book). 

All this seems too bad to me, because so much 
of the material is profound and provocative. If 
anything, the spirit of these articles emphasizes 
that what might be called **psychopathological" at 
one time in one situation may not be at all so in 
another, that there are many aspects of adoles- 
cent behavior that are more related to psycho- 
social evolution than there are to a concept cen- 
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tered around individual "sickness," which 
“psychopathology” implies. 

Hence, | do recommend this book for its 
valuable contents and intellectual stimulation, 
but I would suggest a more appropriate title and 
realignment of the various excellent papers. A 
brief introduction to accurately set the tone and 
development of the entire material would provide 
the missing glue for these many provocative parts. 
It would then probably reach a much wider 
audience, both professional and lay. And I think 
it should. 


RICHARD E. Davis, M.D. 
Kansas City, Mo. 


CuitpreN Without CuitpHoop: A Stupy or 
CuitpHoop Scuizopurenia. By Benjamin B. 
Wolman. New York: Grune & Stratton, 1970, 
228 pp., $9.75. 


I had mixed emotions after reading this book 
because I felt both praise and criticism in equal 
measure. The volume offers an excellent review 
of available literature, much superior to most 
books dealing with childhood schizophrenia. It 
is thorough, concise, and clear. In addition, it 
has a complete list of references that can serve 
well anyone doing research in this field. The in- 
dex, too, is organized efficiently, both for authors 
and subject matter. The historical description, 
with detailed account of genetic neurological and 
biochemical factors, is well written, 

Unfortunately, the author’s conclusions are 
burdened by his preconceived theoretical assump- 
tion. Wolman seems to be extremely impressed 
with the idea of a schizogenic family. He is pre- 
occupied with the idea that the parents of schizo- 
phrenic children expect the impossible from each 
other and thus are inevitably and painfully dis- 
appointed. They do not seek friendship and com- 
panionship in marriage but hope to find loving 
parents in their spouses, 

In addition, “Schizogenic mothers are OVER- 
PROTECTIVE and restrict the child’s ecg 
in a consistent way. Very little, if any, indepen- 
dent action is allowed schizophrenics in childhood 
and steps are watched, planned, supervised and 


restricted, and they are forced to become ‘model 
children,” 


Wolman insists that the 


Starts his life like any othe: 
depend 


future schizophrenic 
! r Child, helpless and 
endent on aid from the outside. Yet he soon 
realizes that there is Something wrong with his 
Weak, dependent parents, and he lives under a 
Constant threat of losing them. Wolman believes 
that the harder the child tries to please his parents 
the more they demand from him. The more he 
gives his love to them, the Sooner he exhausts his 
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emotional resources and ends in a psychotic 
breakdown. 

It is unfortunate to see that after long years of 
experience the author remains chained to his 
theoretical prejudice. Anyone who observes schiz- 
ophrenic children growing up in the same family 
with healthy siblings is incorrectly perceiving the 
situation when he claims that it is parental mis- 
management that causes this condition. How 
could the same parents provide proper care to 
their other children? When a family of five chil- 
dren has one mongoloid child the physical traits 
are easily recognized. In such situations it is ac- 
ceptable that the other children are healthy be- 
cause they are not mongoloid. 

Why is it so difficult to accept the fact that 
neither biological endowment nor environment 
alone is responsible for most psychic pathology? 
Parents can create personality problems and diffi- 
culties in intrapersonal relations and may cause 
neurotic traits in the child, but hardly ever child- 
hood schizophrenia. Conversely, pathology in à 
child causes perplexity and negative responses In 
the parent. 1 

After giving a good clinical description of the 
mother caught in such a situation, the author un- 
fortunately draws the wrong conclusions: 


As far back as I can recall, the child was pecu- 
liar, sensitive, cranky, crying, restless and le- 
manding all the attention. I had to sacrifice 
everything for him. He did not let me go out. 
He refused to eat and vomited frequent 1 
Quite often he did not go to sleep and sor a 
for hours. I had to spend days and nights wit 
the baby. I neglected my husband and we ny 
gan to quarrel. We had our difficulties i 
Occasional squabbles before he was born, bu 
since that time life has become torture. I Ed 
cided to sacrifice my life for my child, an 
suffered in a stoic manner. But then I eee 
how selfish my husband was. I became Um 
and father to my poor child. I knew that I n 
to take care of everything, all alone, neglec i 
by my selfish husband, isolated from PA 
body, alone in my tragedy. Soon, I began d 
resent the child. I wished he were not POEMA 
I had to take care of him, take care of the li 
idiot. 


É : llows: 
The author's interpretation was as fo É 
“Needless to say, the mother REVERSED TH 


dem ke 
CAUSAL ORDER; her unwillingness o n^n 
care of her child, related to her wish to be 


care of herself, caused the child's troubles, whit 
in turn made her resent him more and more. s the 

I have only one question; Who reverse 
order? 


EON TEC, 
E Norwalk. Con" 


gni 
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Tue BiocuEMicAL Basis OF INEUROPHARMACOLOGY. 
By Jack R. Cooper, Ph.D., Floyd E. Bloom, 
M.D., and Robert H. Roth, Ph.D. New York: 
Oxford University Press, 1970, 217 pp., $6.95. 


The approach of The Biochemical Basis of 
Neuropharmacology is “...by way of the basic 
physiology and biochemistry of nervous tissue 
with particular reference to neurotransmitters." 
It is based on a course given to graduate and 
medical students at Yale. 

This little book could be a valuable asset to the 
student who seeks his first introduction to a field 
characterized by a plethora of detailed reviews 
but few overviews. It is organized around func- 
tional concepts; it is more than a mere compen- 
dium of data including sometimes disturbingly 
terse and summary criticisms of each of the areas 
that are discussed; and it alludes to some of the 
most recent research in neuropharmacology. 

The subjects that are summarized include 
cytological and electrical properties of the nervous 
System; synaptic transmission; selected topics 
in the biochemistry of the central nervous system, 
with an emphasis on those compounds that are 
unique to ihis system or are found in unusually 
high concentration; acetylcholine; catecholamines 
(by far the largest single section of the book); 
serotonin; amino acids that may have a transmit- 
ter role; histamine; prostaglandins; substance P; 
ergothioneine; and cyclo-AMP. There is also a 
discussion of the cellular mechanisms of learning 
and memory. 

The book ends with the warning: Caveat emp- 
tor. While this remark is made with reference to 
research into the cellular basis of memory, simi- 
lar warnings are found throughout the work. We 
are informed, for example, that all that is known 
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about acetylcholine is its structural formula; that 
knowledge of drug action on the molecular level 
is virtually nonexistent; that it may be impos- 
sible to isolate and identify a pure receptor sub- 
stance (apparently the authors are unaware of 
the significant advances made in just this type 
of activity with bacterial membranes); that the 
proof of a transmitter role for any compound in 
the central nervous system is almost as difficult 
to obtain; and that a variety of methods are 
wanting in their ability to help answer these 
questions. The hard-headed demand for the 
definitive experiment is admirable, particularly 
since it is a warning to the novitiate. 

There are some inconsistencies in the au- 
thors’ demand for scientific rigor. For example, 
the catecholamine hypothesis of affective dis- 
orders is presented without reservation. The 
identification by electronmicroscopy and radio- 
autography of radioactivity in nerve endings 
following the administration of radioactive 
norepinephrine is equated to the identification 
of norepinephrine in nerve endings. The increase 
in fluorescence following y-butyrolactone admin- 
istration is equated to an increase in dopamine. 

The decision of the authors (or perhaps the 
publishers) to make this a small book no doubt 
influenced the design of the reference list. In 
the main, references are to recent review articles, 
but it is often difficult to decide which of the 
several articles might give information on a 
particular point. The book would gain much if 
the occasional text reference to a specific author 
were a more frequent occurrence. 


MALCOLM GORDON, PH.D. 
Norwich, Conn. 
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This Month's Reviewers 


WiLLIAM M. Botan, M.D., was formerly Director, Westside Community Mental Health 
Center, San Francisco; he is now Professor of Psychiatry, University of Hawaii School of 
Medicine, Honolulu, Hawaii. 


JosEPH M. GREEN, M.D., is Director, Child Psychiatry Clinic, University of Wisconsin 
Medical School, Madison, Wis. 


Oskar DiETHELM, M.D., is Professor Emeritus of Psychiatry, Cornell University Medical 
College, New York, N. Y. 


IAN STEVENSON, M.D., is Alumni Professor of Psychiatry and Director, Division of Para- 


psychology, Department of Psychiatry, University of Virginia School of Medicine, Char- 
lottesville, Va. 


GEORGE E. VAILLANT, M.D., is Associate Professor of Psychiatry, Tufts University School 
of Medicine, Boston, Mass. 


N. MicHAEL Murpny, M.D., is Assistant Professor, Department of Psychiatry, Albany 
Medical College, Albany, N. Y. 


Eric T. CARLSON, M.D., is Clinical Professor of Psychiatry, Cornell University Medical 
College, New York, N. Y. 


GARFIELD TOURNEY, M.D., is Professor of Psychiatry, University of Iowa College of 
Medicine, Iowa City, Iowa. 


GEORGE E. CRANE, M.D. 


; is Director of Research, Spring Grove State Hospital, Balti- 
more, Md. 


ROBERT D. GiLLMAN, M.D., is Supervising and Training Analyst, Baltimore-District of 
Columbia Institute for Psychoanalysis, Washington, D. C. 


H. G. WurrriNGTON, M.D., is 


Director of Psychiatry, De Department of Health and 
Hospitals, Denver, Colo. ychiatry, Denver Departmen 


Gi M RD E. Davis, M.D., is Co-Director, Family and Child Psychiatric Clinic, Kansas 
, Oo. 


cS Tec, M.D., is Medical Director, Mid-Fairfield Child Guidance Center, Norwalk, 


MALCOLM GORDON, Pu.D., is Direct. ibi h Center, Nor- 
wich State Hospital, NA SL Conr or of Research, A. Ribicoff Researc 
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Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


ANALYSE VAN DE GENEESMIDDELENRECLAME DOOR 
Muppet VAN ADVERTENTIES IN MepiscHe Vak- 
BLADEN. By Robert Emil Abraham. Haarlem, 
The Netherlands: De Erven F. Bohn N.V., 
1970, 92 pp., 20 Hfl. (paper). 


Menta. Health Services AND THE GENERAL 
Hospitat. By the American Hospital Associa- 
tion. Chicago: American Hospital Association, 
1970, 49 pp., $1.50 (paper). 


INTERNATIONAL JOURNAL OF Psycniatry, vol. 9. 
Edited by Jason Aronson, M.D. New York: 
Science House, 1970, 722 pp., $20. 


Warp Rounps, 2nd ed. By K.D. Beernink, M.D. 
Wallingford, Pa.: Washington Square East 
Publishers, 1970, 36 pp., $4.95. 


Sepuction: A ConceptuaL MopeL IN THE DRUG 
Derenpencies AND OTHER Contacious Its. By 
Paul H. Blachly, M.D. Springfield, Ill.: Charles 
C Thomas, 1970, 83 pp., $7. 


PSYCHOLOGICAL EXPERIMENTS IN CONSUMER BEHAVIOR. 
Edited by Steuart Henderson Britt, Ph.D. New 
York: John Wiley & Sons, 1970, 409 pp., $6.95 
(paper). 


Manuat or Famity PLANNING. AND CONTRACEPTIVE 
Practice, 2nd ed. Edited by Mary Steichen 
Calderone, M.D., M.P.H. Baltimore: Williams 
& Wilkins Co., 1970, 458 pp., $14.50. 


Stroke a Sra Warrior. By Frank Michael 
Cortina. New York: Columbia University 
Press, 1970, 231 pp., $6.95. 


HEALTH AND THE FAMILY: A MEDICAL-SOCIOLOGICAL 
Anatysis. Edited by Charles O. Crawford, Ph.D. 
ae York: Macmillan Co., 1971, 267 pp. 

95. 


Toroscoric Stupies or Learninc. By Donald W. 
DeMott, Ph.D. Springfield, Ill: Charles [c 
Thomas, 1970, 262 pp., $13.75. 


EMOTIONAL Issues IN THE Lives or Puysicians. By 
John C. Duffy, M.D. Springfield, Ill.: Charles 
C Thomas, 1970, 92 pp., no price listed. 
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Psycuiatry AND THE Internist. Edited by Paul 
Jay Fink, M.D., and Wilbur W. Oaks, M.D. 
New York: Grune & Stratton, 1970, 122 pp., 
$8.75. 


A Cunicat APPROACH. To Marita Prosiems. By 
Bernard L. Greene, M.D. Springfield, Ill.: 
Charles C Thomas, 1970, 426 pp., $20. 


Towar 4 Pustic Pouicv on MrNrAL HEALTH Care 
or THE ErpEnLv. Report no. 79. By the Group for 
the Advancement of Psychiatry. New York: 
GAP, 1970, 50 pp., $1 (paper). 


Lonertupinat Stupies & THE Socar Sciences. By 
W.D. Wall and H.L. Williams. London: Heine- 
mann Educational Books, 1970, 245 pp., 18 s 


(paper). 


Wuat Mave Me? By Eleanor Hamilton, Ph.D. 
New York: Hawthorn Books, 1970, unnumbered 


pages, $4.95. 


Drucs: For & Acainst. Edited by Harold H. 
Hart. New York: Hart Publishing Co,, 1970, 


229 pp., $7.50. 


Epiwemiotocy or Mentat Retarpation. By Rick 
Heber, Ph.D. Springfield, Ill: Charles C 
Thomas, 1970, 112 pp., $8.75. 


Psycuornerapy. By Ralph W. Heine. Englewood 
Cliffs, N.J.: Prentice-Hall, 1971, 163 pp., $6.95. 


BIOCHEMISTRY, SCHIZOPHRENIAS, AND AFFECTIVE 
Iutnesses. Edited by Harold E. Himwich, M.D. 
Baltimore: Williams & Wilkins Co., 1970, 469 


pp., $18.75. 


Imace Formation AND Coonition. By Mardi Jon 
Horowitz, M.D. New York: Appleton-Century- 
Crofts (Meredith Corp.), 1970, 334 pp., $12.50. 


Psycuosociat Function iN Epilepsy. By Mardi J. 
Horowitz, M.D. Springfield, Ill: Charles C 
Thomas, 1970, 175 pp., $10.50. 


Tue Sxvsacker: His FLicurs or Fantasy. By David 
G. Hubbard, M.D. New York: Macmillan Co., 
1971, 262 pp., $6.95. 


Direct (OBSERVATION AND MEASUREMENT OF 
Benavior. By S.J. Hutt and Corinne Hutt. 
Springfield, Ill.: Charles C Thomas, 1970, 218 
pp., $14.95. 


C.J. June: PsvcuorocicaL Reetections. Bollingen 
Series no. 31. Edited by Jolande Jacobi and 
R.F.C. Hull. Princeton, N.J.: Princeton Uni- 
versity Press, 1970, 379 pp.» $8.50. 
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Work, Creativity, anD Socia Justice. By 
Elliott Jaques. New York: International Uni- 
versities Press, 1970, 222 pp., $6.50. 


Sexuality AND AGGRESSION IN Maturation: New 
Facets. Edited by H. Sydney Klein. Baltimore: 
Williams & Wilkins Co. (U.S. distributor), 
1969, 68 pp., $3.75 (paper). 


Prr-OniENrED Cuirp PsycuotueraPy. By Boris M. 
Levinson, Ph.D. Springfield, Ill: Charles C 
Thomas, 1970, 189 pp., $9.75. 


LSD anp Atconotism: A Cumicat Stupy oF 
Treatment Erricacy. By Arnold M. Ludwig, 
M.D., Jerome Levine, M.D., and Louis H. 
Stark. Springfield, Ill.: Charles C Thomas, 
1970, 331 pp., $15. 


SicLE Acan. By Howard B. Lyman, Ph.D. New 
York: David McKay Co., 1970, 312 pp., $6.95. 


MenraL DISABILITY AND THE CRIMINAL Law: A FieLD 
Stupy. By Arthur R. Matthews, Jr. Chicago: 
American Bar Foundation, 1970, 209 pp., no 
price listed. 


Forensic Psychiatry. Edited by G.V. Morozov 
and J.M. Kalashnik. White Plains, N.Y.: 
International Arts and Sciences Press, 1970, 
1x4-499 pp., $20. 


Recreation’s ROLE IN THE REHABILITATION OF THE 
Mentatty Rerarpep. Edited by Larry L. Neal. 
Eugene, Ore.: University of Oregon, 1970, 89 
pp., no price listed. 


Our Many Serves. By Elizabeth O'Connor. New 
York: Harper & Row, 1971, 201 pp., $4.95. 


Tue DesicN or Discord. Srupies or ANOMIE: 
Suicine, Ursan Society, War. B i à 

. By Elwin H. 

Powell. New York: Oxford University Press. 
1970, 242 pp., $7.50. : 


Tue Creative EXPERIENCE. Edited by S 
» li 
Rosner and Lawrence E. Abt. New ved 
Grossman Publishers, 1970, 399 pp. $1395. 


Tue ANceL INsipE: Went Sov 
Rothman. New York: David 
333 pp., $7.95. 


R. By Esther P. 
McKay Co., 1971, 
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Tue Trainin or Psycuiatrists. Edited by G.F.M. 
Russell and H.J. Walton. Ashford, Kent, 
England: Headley Brothers, 1970, 152 pp., no 
price listed. 


Aut My Cuivpren. By Jacqui Lee Schiff with Beth 
Day. New York: M. Evans and Co., 1971, 233 
pp., $5.95. 


Sexverte Ausenserrer. By William Simon and 
John H. Gagnon. Hamburg: Rowohlt, 1970, 136 
pp., no price listed. 


PATOLOGÍA Y TERAPÉUTICA DEL GRUPO FAMILIAR. 
Compiled by Carlos E. Sluzki, Isidoro Beren- 
stein, Hugo H. Bleichmar, and Ignacio Maldo- 
nado Allende. Buenos Aires: ACTA, 1970, 335 
pp., no price listed. 


Tue Brierer Psycuotueraries. By Leonard Small, 
Ph.D. New York: Brunner/Mazel, 1971, 249 
pp., $7.50. 


Current ADMINISTRATIVE PRACTICES FOR PSYCHIATRIC 
Services. Edited by Morris B. Squire. Spring- 
field, Ill.: Charles C Thomas, 1970, 112 pp» 
$7.50. 


CHARAKTEROPATHIEN NACH FRÜHKINDLICHEN 
SCHADEN. Edited by H. Stutte and H. Koch. New 
York: Springer-Verlag, 1970, 96 pp., $7.70. 


Contraception AND Sexual Lire. By LEM 
Tunnadine. Philadelphia: J.B. Lippincott 0. 
(U.S. distributor), 1970, 74 pp., $4.75. 


PsyCHOPHARMACOLOGY AND THE INDIVIDUAL PATE 
By J.R. Wittenborn, Ph.D., Solomon C. Cog 
berg, Ph.D., and Philip R.A. May, M.D. Ne 
York: Raven Press, 1970, 245 pp., $12.95. 


Grow. BY 


Tue Capacity For EMOTIONAL it 


Elizabeth R. Zetzel, M.D. New York: E 
national Universities Press, 1970, 303 pP- 


Symiontiscue Psycuosen. By Christian rs, 
ter. Bern, Switzerland: Verlag Hans 
1970, 151 pp., DM 29. 


TREATMENT OR Diacnosis: A STUDY OF Re 
Prescriptions IN GeneraL Practice. BY MAT 
Balint, John Hunt, Dick Joyce, Mar: 
Marinker, and Jasper Woodcock. 0 
J.B. Lippincott Co., 1970, 178 pp., $9.50. 
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1971 Annual Meeting 
Preliminary Program 


_ Following is the preliminary program and other information related to the APA annual meeting, 
which will be held in Washington, D. C.. May 3-7, 1971. The information here is what was available 
as of mid-January, 1971; it is subject to additions and changes. Included are Registration and Related 
Information, the Scientific Program (including a chart of daily events), and an author index. An 
official program booklet containing additional information such as the names of officers of sessions 
and of discussants, as well as room numbers, will be distributed in Washington at the time of regis- 


tration. 


Registration and Related Information 


Registration 


All registration will take place in the Con- 
course, Sheraton-Park Hotel. The registration 
desk will be open: 

Sunday, May 2, 1:00-7:00 p.m. 

Monday through Thursday, May 3-6, 8:00 

a.m. to 5:15 p.m. 

Friday, May 7, 8:00 a.m. to 2:30 p.m. 

A registration fee of $10 per day, or $40 for 
the five days, is required from all nonmembers 
with the exception of those presenting papers or 
formally invited participants such as session of- 
ficers or discussants, participants on morning 
and evening panels, their families, and the fami- 
lies of members of the American Psychiatric 
Association. The fee covers admission to the ses- 
sions, a badge, and a copy of the program. 
Badges are required for all sessions, including the 
opening session, and for the exhibit area. They 
provide tickets of admission to all of these with 
the exception of the business session of the As- 
Sociation, to which nonmembers will not be ad- 
mitted, 

i A $10 registration fee is required of visitors 
iving outside the U. S. and Canada and military 
Personnel on active duty; their wives and relatives 
May register for $5. 

i A $I registration fee is required of students, 
eats residents, chaplains, nursing students, 
Mugen in mental health professions, and their 
à ives and relatives. Students must present a let- 
ler from their school or training facility certify- 
ing their status. 


Information and Message Center 


EA center is located in the Potomac Lounge 
ar the registration area; it will be manned: 
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Saturday and Sunday, 11:00 a.m. to 5:15 p.m. 
Monday through Thursday, 8:30 a.m. to 5:15 


pm. ^ 

Friday, 8:30 a.m. to 3:00 p.m. 

Self-service message racks will be available for 
pick-up or deposit; they will be available for ex- 
change of messages at all times, even when the 
message center is closed. Extremely urgent mes- 
sages will get personal APA staff attention; all 
registrants are requested to check the message 
center periodically. 


Morning Panels 


The morning panels will be held on Tuesday, 
Wednesday, Thursday, and Friday mornings 
at 7:30 a.m. (Rooms will be shown in the final 
program.) There will be no charge for admis- 
sion. A bar serving breakfast (for which there 
will be a charge) will be open at 7:00 a.m. 


Evening Panels 


The evening panels will be held on Tuesday 
and Thursday evenings at 8:00 p.m. (Rooms will 
be shown in the final program.) There will be no 
charge for admission. 


Scientific Proceedings 


The Scientific Proceedings in Summary Form 
for the 1971 annual meeting will be available at 
the registration area throughout the meeting for 


$4 a copy. 
Annual Banquet and Dance 


The annual banquet and dance will be held on 
Wednesday, May 5, at 7:30 p.m. in the Sheraton 
Park Ballroom, the Sheraton Park Hotel. 
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Tickets, at $15 a person, may be purchased in 
the registration area; they must be purchased 
before 10:30 a.m., Tuesday, May 4. No refunds 
will be available after this time. Tables of ten can 
be reserved. 


Journal Office 


The office of The American Journal of Psychi- 
atry will be the Franklin Room, the Sheraton 
Park Hotel. The office will be open from 9:00 
a.m. to 5:30 p.m., Monday through Thursday, 
and from 9:00 a.m. to 6 p.m. on Friday. 

Authors of numbered papers are reminded that 
all such papers are the property of The American 
Journal of Psychiatry. Permission must be secured 
from the editor, Francis J. Braceland, M.D., 
before a paper may be published elsewhere. 


Staff Office 


The staff room will be the Warren Room, 
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the Sheraton Park Hotel. 


Press Rooms 


The press rooms will be the Adams, Hamilton, 
and Madison Rooms, the Sheraton Park Hotel, 


Exhibits 


Technical, institutional, and scientific exhibits 
will be located in Exhibition Halls 1 and 2 of the 
Sheraton-Park Hotel. They will be open Monday 
through Thursday, 8:45 a.m. to 5:00 p.m. 


Paper Numbers 


Paper numbers are assigned for your con- 
venience in using this preliminary program; 
these numbers are subject to change. Final 
numbers will appear in the program that will 
be distributed at the annual meeting. 


9l 
Amer. J. Psychiat. 127:9, March! 


1255 


The Scientific Program 


OFFICIAL OPENING OF THE 
ONE HUNDRED TWENTY-FOURTH ANNUAL MEETING 
OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION 


MONDAY, MAY 3, 9:30 A.M. 


CALL TO ORDER 
Robert S. Garber, M.D. (F).' President 


INVOCATION 
The Reverend Ernest E. Bruder, D.D. t 
Director, Protestant Chaplain Activities, National Center for Mental Health Services, 


Training and Research 
OFFICIAL GREETINGS 
INTRODUCTION OF VISITING DIGNITARIES 


INTRODUCTION OF CHAIRMEN OF PROGRAM AND ARRANGEMENTS COMMITTEES 
John A. Ewing, M.D. (F) 
Norman S. Taube, M.D. (F) 


| PRESIDENTIAL ADDRESS 
Robert S. Garber, M.D. (F), President 


RESPONSE OF THE PRESIDENT-ELECT 
Ewald W. Busse, M.D. (F) 


BENEDICTION E 
Father Francis P. Rowley, S.J., Poughkeepsie. NENG 


ORGANIST 
Joseph H. Stephens, M.D. (M) 


RECEPTION 
The President and his fellow officers and Councilors will be pleased to greet all members of 


the Association and others immediately following the close of the opening session. 


' The following abbreviations refer to membership in the American Psychiatric Association: 


(A) : Associate 
(CF) : Corresponding Fellow 
(DF) : Distinguished Fellow 


(F) : Fellow 

(HF) : Honorary Fellow 
(I) : Invitee 

(LF) : Life Fellow 

(M) : Member 


(DM) : Distinguished Member ` 
(LM) : Life Member  . 
(MT) : Member in Training 
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MONDAY, MAY 3, 2:00 P.M. 


Session I: Multimedia Teaching of Introductory Psychiatry 


SAID (Systems Analysis Index for Diagnosis) consists of an inventory of psychiatric symp- 
toms and a diagnostic chart for weighing those symptoms. Experience at several medical 
schools indicates that it is an efficient and reliable means for teaching introductory psychi- 
atry. It is best utilized in conjunction with videotaped interviews of real patients; furthermore, 
the students mark their evaluations on IBM cards that can be analyzed by computer. This 
three-hour session will be conducted by a panel that has developed SAID and has experience 
in teaching it. The format will be as follows: 1) historical review of this approach in medical 
school teaching; 2) instruction of the audience about how to use the SAID inventory and 
diagnostic chart; 3) viewing by the audience of a videotaped psychiatric interview; 4) evalua- 
tion by the audience of that interview using the SAID inventory and diagnostic chart; 5) 
comparison by the audience of their individual evaluations with a consensual evaluation 
from the panel; and 6) discussion by the panel and the audience of the SAID evaluation of 
this individual interview and of its utility in teaching medical students. 


PANELISTS: Paul R. Miller, M.D. (M), Robert L. Spitzer, M.D. (F), Peter Na- 
than, M.D. (I), James Stabenau, M.D. (F), Joe P. Tupin, M.D. (F) 


GENERAL DISCUSSION FROM THE FLOOR 


Session II: Women! 
2 PATTERNS OF HELP-SEEKING AMONG WOMEN 
Aaron Rosenblatt, D.S.W. (I), John E. Mayer, Ph.D. (I) 
3 RACIAL DIFFERENCES IN MENSTRUAL SYMPTOMATOLOGY 
Francis J. Kane, Jr., M.D. (F), Peter A. Lachenbruch, Ph.D. (I) 
4 PSYCHIATRIC EMERGENCY RELATED TO MENSTRUAL CYCLE 


George S. Glass, M.D. (MT), Melvin Lansky, M.D. (I), Kenneth Talan, M.D, (1) 
5 THE WOMAN ALCOHOLIC 
Marc Schuckit, M.D. (I) 


6 Common PSYCHOLOGICAL SYNDROMES OF THE ARMY WIFE 
Constantine J. G. Cretekos, M.D. (M) 


Session III: Racism— Joint Panel with the American Psychoanalytic Association? 


7 INTERRACIAL PRACTICE IN THE MIDST or CHANGE 
Viola Bernard, M.D, (F) 


8 A Racist Society? 
Joel Kovel, M.D. (M) 


9 Racism: PARANOIA, CONTRIVED. R 
i ; EALITY, A 
Charles Pinderhughes, M.D, (F) D DRM ax 


10 EMPATHY: An ANTIDOTE TO IN: 
E DIVID! 
Ralph Wadeson, M.D. (F) oo 


GENERAL DISCUSSION FROM THE FLOOR 


Session IV: Child Development! 


11 PERSONALITY DEVELOPMENT IN T; 
INFANT TWIN PAIRS 
Donald Cohen, M.D. (I), Martin. illi NO 
Ann Lodge, Ph.D, a ), Martin G. Allen, M.D. (M), William Pollin, M.D. ( 


12 PLAY AND AGGRESSION IN PR} 
IMATE: 
Leonard S. Zegans, M.D. (M) Ere 


‘Note: i 
T A ud Paper will be followed by five minutes of formal discussion. 
* There will bea formal discussion preceding discussion from the floor. 
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13 OSTEOGENESIS IMPERFECTA: PSYCHOLOGICAL FUNCTION 
Martin L. Reite, M.D. (M), Keith Davis, Ph.D. (I), Clive Solomons, Ph.D. (D, John 
Ott, M.D. (I) 
14 HAZARDS OF REARING CHILDREN IN FOREIGN COUNTRIES 
Sidney L. Werkman, M.D.(F) 
15 THE SPEECH OF A SCHIZOPHRENIC CHILD FROM Two To Six 
Theodore Shapiro, M.D. (M), Barbara Fish, M.D. (M), George Ginsberg, M.D. (M) 


Session V: Neurophysiology I’ 
16 CEREBRAL EVOKED RESPONSES IN MENTAL RETARDATES 
John J. Straumanis, Jr., M.D. (M), Charles Shagass, M.D. (F), Donald A. Overton, 
Ph.D. (I) 
17 NoisE-SLEEP, AND PosT-SLEEP BEHAVIOR 
Thomas Roth, Ph.D. (I), Milton Kramer, M.D. (F), John Trinder, Ph.D. (1) 
18 INSOMNIA: HEMODIALYSIS PATIENTS 
I. Karacan, M.D. (F), C. J. Hursch, Ph.D. (I) 
19 ELECTROSLEEP: A DOUBLE-BLIND CLINICAL STUDY 
Saul H. Rosenthal, M.D. (M) 


20 Hypnosis: PHYSIOLOGICAL, PHARMACOLOGICAL REALITY 
George A. Ulett, M.D. (F), Sevket Akpinar, M.D. (D), Turan M. Itil, M.D. (M) 


Session VI: Delivery of Mental Health Services’ 
21 PRIMARY PREVENTION: WHOSE RESPONSIBILITY? 
Alvin Becker, M.D. (F), Louise Wylan, M.A. (T), William McCourt, M.D. (I) 
22 SociAL PSYCHIATRY: SOME TRANSCULTURAL OBSERVATIONS 
Mike Gorman, M.A. (HF), Isidore Ziferstein, M.D. (F) 
23 SOVIET EMERGENCY PSYCHIATRIC AMBULANCE SERVICE 
E. Fuller Torrey, M.D. (MT) 
24 A COMMUNITY HEALTH SYSTEMS CONCEPT 
Claudewell S. Thomas, M.D. (F), Robert M. Vidaver, M.D. (M) 
25 MENTAL HEALTH AND COMPREHENSIVE HEALTH SERVICES 
H. G. Whittington, M.D. (F) 


Session VII: Clinical Psychiatry I' 

26 SOCIETAL CHANGE: CAREER AND PRERETIREMENT PLANNING 
A.R. Foley, M.D. (F) 

27 THE First PSYCHIATRIC HOSPITAL OF THE WESTERN WORLD 
Ruben D. Rumbaut, M.D. (A) 

28 DEFENSIVENESS IN THE DEFINITION OF PLACEBO 
Arthur K. Shapiro, M.D. (F), Dr. Elmer L. Struening (I) 

29 THE DECISION TO No LONGER LIVE ON HEMODIALYSIS 
F. Patrick McKegney, M.D. (M), Paul Lange, M.D. (I) 

30 BEHAVIORAL SYMPTOMS WITH INTRACRANIAL NEOPLASM 
Alexander G. Donald, M.D. (F), Charles N. Still, M.D. (I), Joseph M. Pearson, Jr. (I) 


Session VIII: Question (he Experts 
Topic: Encounter Groups, Risks and Promises 


CHAIRMAN: Wilford W. Spradlin, M.D. (F) 
PANELISTS: Morris B. Parloff, Ph.D. (1), Irvin D. Yalom, M.D. (M) 


‘Note: Each paper will be followed by five minutes of formal discussion. 
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Convocation of Eligible Fellows* 


PRESIDING: Robert S. Garber, M.D. (F), President 
GRAND MARSHALL: Zigmond Lebensohn, M.D. (LF) 


ASSISTANT GRAND MARSHALLS: Luther D. Robinson, M.D. (F), Wilmer D. 
Kehne, M.D. (F) 


Oraanist: Joseph H. Stephens, M.D. (M) 
PROCESSIONAL MARCHES 


INVOCATION Nn ! 
Rabbi Eugene J. Lipman, Temple Sinai, Washington, D. C. 


INDUCTION OF FELLOWS 
Ewald W. Busse, M.D. (F), President-Elect 


PRESENTATION OF AWARDS 


31 CONVOCATION ADDRESS 


The Honorable Ramsey Clark, Former Attorney General of the United States 


*An Eligible Fellow is one who attained such status prior to 1971. 


TUESDAY, MAY 4, 7:30 A.M. 


Morning Panels 
TU 1 ACADEMIC DEPARTMENTS AND COMMUNITY PROGRAMS 


TU 2 


TU 3 


TU 4 


TU $5 


TU 6 


TU 7 


[178] 


CONSUMER EVALUATI 
Moperator: Jack F. Wilder, M.D. (F) 
PANELISTS: Myron Koltuv, P. 


DEMONSTRATION OF. LEADERLESS 
Moberator: William Earl M 
PANELISTS: — Nicholas Fish, 


Is STUDENT VOLUNTEERISM 
MobrRaTOR: Milton Greenblatt, M.D. (F) 
PANELISTS: Mary Remar (D, 


THE PSYCHIATRIST IN THE GENER. 
Moperator: John Romano, M.D. (LF) 
PANELISTS: Patrick McKe 


Moperator: Van Buren O. Hammett, M.D. (F) kil 
PANELISTS: — Robert W. Atkins, M.D. (M), Alfred M. Freedman, M.D. (F), Pau 


G. Myerson, M.D. (F), Morton Reiser, M.D. (F), Jack A. Wolford, 
M.D. (F) 


ADMINISTRATIVE PROBLEMS IN MENTAL HEALTH 
MODERATOR: Peter Choras, M.D. () 
PANELISTS: 


ANALYTIC APP 
Moperator: Norman S. Brandes, M.D. (F) 3 IL 
PANELISTS: — Richard G. Abell, M.D. (F), Irving L. Berger, M.D. (F), Millard L- 


Lillian Bloom, M.Ed. (1), Evelyn Stone (1), B. R. Hutcheson, M.D. (F) 
ROACHES TO GROUP PSYCHOTHERAPY 


Hoyt, M.D. (M), Donald A. Shaskan, M.D. (LF), David Weissel- 
berger, M.D. (F) 


IONS OF MENTAL HEALTH SERVICES 


h.D. (I), John Mayer, Ph.D. (I), H.G. Whittington, 

M.D.(F), Hiawatha Harris, M.D. (F), Frank Sloan, Ph.D. (I) 

Group PSYCHOTHERAPY 

oore, M.D. (M) è 
M.D. (F), Martin Rush, Jr, M.D. (M), Georg 


Huthsteiner, M.D. (M), Julie Moore, M.D. (D, Terry Wood, 


M.S.S.W. (1) 
AN ALTERNATIVE TO VIOLENCE? 


Harriet Naylor, M.A. (I), Dorothy Wojno, M.A- 
(I), Cynthia Nathan, M.A. (I) 


‘AL MEDICAL CURRICULUM 

gney, M.D. (M), Sanford Meyerowitz, M.D. ox 
Albert Silverman, M.D, (F), Nahum Spinner, M.D. (A), Jam 
Stabenau, M.D. (F) 


gf! 
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TU 8. PSYCHOLOGICAL ASPECTS OF AVIATION SAFETY 
Moperator: Daniel A. Grabski, M.D. (F) 
PANELIsts: | Nolen Armstrong, M.D. (I), Willard D. Boaz, M.D. (F), Carl B. 
Younger, M.D. (M), T. Richard Gregory, M.D. (F) 


TU 9 SHOULD MARIJUANA BE LEGALIZED 
MoprRATOR: Norman Q. Brill, M.D. (LF) 
PANELISTS: Leo Hollister, M.D. (I), Sidney Cohen, M.D. (I), John Kaplan, 
LL.D. (D), J. S. Hochman, M.D. (A), D. L. Farnsworth, M.D. (F) 


TUIO TRAINING FOR THE MENTAL HEALTH PROFESSIONAL 
MopERATOR: Raquel E. Cohen, M.D.(F) 
PaNELists: Ralph G. Hirschowitz, M.D. (M), Charlotte Owens, R.N., M.P.H. 
(I), Jerome A. Collins, M.D. (M) 


TUII VIOLENT PATIENTS IN THE EMERGENCY ROOM 
Moperator: John R. Lion, M.D. (M) 
PANELISTS: George Bach-y-Rita, M.D. (M), Frank R. Ervin, M.D. (1), Charles 
P. O’Brien, M.D., Ph.D. (M), Carlos Clinmet, M.D. (M) 


TUI2 VULNERABILITY IN CHILDHOOD AND PRIMARY PREVENTION 
Moperator: Edwin S. Shneidman, Ph.D. (1) 
PANELISTS: Herbert G. Birch, M.D., Ph.D. (1), Norman Garmezy, Ph.D. (I), 
Florence C. Halpern, Ph.D. (I), Joseph Schachter, M.D., Ph.D.(M) 


TUI3 PANEL OF THE RADICAL CAUCUS 
Moperator: Harold Kaufman, M.D. (M) 
PANELISTS: Paul Lowinger, M.D. (F), Michael Glenn, M.D. (M), Bert Schoen- 
feld, M.D. (MT), Arden Flint, M.D. (F), Don Goldmacher, M.D. (I) 


TUESDAY, MAY 4, 9:30 A.M. 


Benjamin Rush Lecture 
32 THE ORIGINS OF MODERN IRRATIONALISM IN THE Lasr TWO CENTURIES 
Sir Isaiah Berlin, President, Wolfson College, Oxford University, Oxford, England 


TUESDAY, MAY 4, 9:30 A.M. 


Session I: Videotape in Psychiatric Training ' 

The participants will describe, demonstrate, and discuss reliable, effective educational 
methods that are implemented through videotapes. The desirability and the possibility of 
developing such materials for wide sharing among educational programs will be considered. 
The materials include: 1) self-study videotapes for learning psychiatric treatments, typology, 
and terminology; 2) videotapes for learning basic elements in therapeutic communication 
(attending behavior, empathic responsiveness, summarizing) and for practicing these without 
risk to patients; 3) simulation techniques that encourage students to think through and try 
out alternative responses to beginners’ dilemmas (an infuriated patient storms out of an inter- 
view); 4) methods that help students develop ability to be therapeutically confrontive; 5) in- 
terview experiences implemented by videotape so as to help students recognize factors that 
interfere with their behaving in therapeutic ways—factors arising from their personal history 
and socialization; 6) observations of senior therapists’ overt interview behavior together with 
accompanying covert mediating behavior—ongoing thought, decisions, affects, stresses; 7) 
videotape techniques that facilitate awareness of the here-and-now aspects of therapeutic re- 
lationships; 8) simulation techniques so linked with physiological recording and videotape 
feedback as to increase students’ awareness of the meaning and depth of their patients’ and 


their own emotional lives. 


ParticipANts: Norman Kagan, Ph.D. (D, Floy Jack Moore, M.D. (F), George 
Saslow, M.D. (F) 
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TUESDAY, MAY 4,9:30 A.M. 


Session II: Psychoanalytic Contributions to Crisis Intervention— Joint Panel with 
the American Academy of Psychoanalysis' 
33 PsYCHOANALYSIS AND PSYCHIATRIC CRISIS 
Gerald Chrzanowski, M.D. (F) 
34 TECHNIQUES IN CRISIS THERAPY 
Lewis R. Wolberg, M.D. (LF) 
35 HOMOSEXUAL PSYCHODYNAMICS IN PSYCHIATRIC CRISIS 
Irving Bieber, M.D. (F) 
36 THE CREATIVE CRISIS IN SUICIDE 
Norman D. Tabachnick, M.D. (F) 


GENERAL DISCUSSION FROM THE FLOOR 


Session III: The President as Person and Public Figure 
37 How History HAPPENS 
Priscilla Johnson McMillan (I) 
38 RESONANCES: PRESIDENTIAL STYLE AND PUBLIC MOOD 
James David Barber, Ph.D. (1) 
39 Tuis PAPER DELETED 


40 SELF-DESTRUCTIVENESS AND PUBLIC RISK 

Robert E. Litman, M.D. (F), Norman Tabachnick, M.D. (F) 
41 THE PUBLIC OFFICIAL AND THE PRIVATE MAN 

Hon. Abner Mikva (I) 


42 THE EXPERIENCE OF MORTALITY AND HEROIC VIRTUE 
Professor Herman Sinaiko 


INTERCHANGE BETWEEN AUDIENCE AND PANELISTS 


Session IV: Child Psychiatry I! 
43 A UNIQUE CHILDREN’S AND ADOLESCENT PROGRAM 
John L. Hampshire, M.D. (A), Joan Uzabel (I), Charlotte Stoltz, M.D. (I) 
44 BRIEF PSYCHOTHERAPY WITH CHILDREN: THERAPY PROCESS 
Alan J. Rosenthal, M.D. (M), Saul V. Levine, M.D, (1) 


45 PHYSIOLOGICAL STUDIES OF THE HYPERKINETIC CHILD 
James H. Satterfield, M.D. (M), Dennis P. Cantwell. M.D. (MT), Leonard I, Lesser, 
M.D. (M), Robert L. Podosin, M.D. (D) 


46 Outcome OF SCHOOL MENTAL HEALTH REFERRALS 
Daniel J. Safer, M.D. (M) 


47 SCHIZOPHRENIFO. 


RM PSYCHOSIS or CHILDHOOD 
Kent Jordan, 


M.D. (A), Dane Prugh, M.D. (M) 
Session V; Neurophysiology Ir 
48 nux EEG, AND THOUGHT PROCESS IN SCHIZOPHRENICS 
ernd Saletu, M.D. (D), Turan M. Itil, M.D. (M), Monika M. Saletu, M.D. (I) 


49 EFFECTS OF PROLONGED BED REST on E 
EG SLEEP PATTERNS 
Ralph S. Ryback, M.D. (MT), Oliver F. Lewis (1) 


50 BLoop Viscosity, STRESS, AND 
II Kc tee (M CiRCULATORY DISEASE 
51. REACTION Time AND PROGNOSIS IN Ac 
UTE SCHIZOPHRENIA 
Robert Cancro, M.D. (F), Samuel Sutton, Ph.D. (I), Joyce L, Kerr, Ph.D. (D. ^: 
Arthur Sugerman, M.D. (F) 


—— 


1 d F 
Note: Each paper will be followed by five minutes of formal discussion. 
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52 “PSYCHEDELIC” EFFECTS PRODUCED BY SENSORY OVERLOAD 
Arnold M. Ludwig, M.D. (A) 
Session VI: Hospital and Community Psychiatry’ 
53 THE MENTALLY ILL OFFENDER IN A CIVIL HOSPITAL 
Eugene L. Lowenkopf, M.D. (M). Dinah Yessne (I) 
54 COMMUNITY TENURE FOLLOWING EMERGENCY DISCHARGE 
James E. Barrett, Jr., M.D. (A), Judith Kuriansky, M.A. (I), Barry Gurland, M.B. (T) 
55 HOSPITAL “DUMPING SYNDROME”: CAUSES AND TREATMENT 
Jack F. Wilder, M.D. (F), Byram Karasu, M.D. (M), Deborah Kligler, Ph.D. (I) 
56 PEER CONFRONTATION GROUPS: WHAT, WHY, AND WHETHER? 
William W. Van Stone, M.D. (M), Robert Gilbert, M.S.W. (I) 
57 PREDICTION OF LENGTH OF HOSPITAL STAY 
Harold Altman, M.D. (M), Ivan W. Sletten, M.D. (F), Hugh V. Angle, Ph.D. (1), 
Marjorie L. Brown, MSS. (D 
Session VII: Alcoholism’ 
58 A QUANTITATIVE ANALYSIS OF DRINKING PATTERNS IN ALCOHOLICS 
Nancy K. Mello, Ph.D. (D, Jack H. Mendelson, M.D. (F) 
59 INTERACTIONAL ISSUES AS DETERMINANTS OF ALCOHOLISM 
Peter Steinglass, M.D. (A), Sheldon Weiner, M.D. (A), Jack H. Mendelson, M.D. (F) 


60 TREATING THE ALCOHOLIC IN THE PRESENCE OF ALCOHOL 
Edward Gottheil, M.D. (F), Lacey O. Corbett, Ph.D. (1), Joseph C. Grasberger, 
M.D. (M), Floyd S. Cornelison, Jr., M.D. (F) 
61 THE ALCOHOLIC PANHANDLER 
Sheldon Weiner, M.D. (A), Peter Steinglass, M.D. (A), Jack H. Mendelson, M.D. 
(F), Ray Smith, Ph.D. (D) 
Session VIII: Question the Experts 
Topic: THE PSYCHIATRY OF WOMEN 


CHAIRMAN: Zigmond Lebensohn, M.D. (LF) Y 
PANELISTS: Natalie Shainess, M.D. (F), Robert Seidenberg, M.D. (F) 


TUESDAY, MAY 4, 11:30-1:00 P.M. 


Meet More Authors : ; 
The Program Committee is introducing this new type of session, at which papers will be de- 
livered in written form only. The authors have been asked to be available between the times 
noted above to meet other APA members and either to distribute copies of their papers or 
to mail them later on request. Members’ comments about this experiment will be welcomed. 

62 PSYCHOANALYSIS OF THE RICH, FAMOUS, AND INFLUENTIAL 

Charles William Wahl, M.D. (F) 
63. PSYCHOANALYTIC REFLECTIONS ON DRUG EFFECTS 


Gerhart Piers, M.D. (F) 


64 CHARACTERISTICS OF INPATIENTS WHO ELOPE t 
Alice D. Kitchen, M.D. (M), Harold Altman, M.D. (M), Marjorie L. Brown, MLS. (D, 


Ivan W. Sletten, M.D. (F) 


65 PREDICTION OF ELOPEMENT 
Robert J. Smith, II, Ph.D. (D. Harold Altman, M.D. (M), “Hugh V. Angle, Ph.D. 


(1), Ivan W. Sletten, M.D. (F) 


66 ELOPEMENT FROM AN OPEN WARD STATE HOSPITAL i 
Lawrence Bryskin, M.D. (A), Aaron Rosenblatt, D.S.W. (D, Alvin Pam, Ph.D. (1), 


Stephen Rachlin, M.D. (M) 


' Note: Each paper will be followed by five minutes of formal discussion. 
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TUESDAY, MAY 4, 11:30-1:00 P.M. 


67 EXPANDING THE CAPACITY OF COMMUNITY PSYCHIATRY 
Captane P. Thomson, M.D. (F), Rosalie H. Rosenfelt, A.M. (I) 
68 THE ADVANTAGES OF THE PSYCHIATRIC TRIAGE UNIT 
David J. Muller, M.D. (M) 
69 PROFESSIONAL AND COMMUNITY: PATHWAYS TOWARD TRUST X 
Frederic W. Ilfeld, Jr., M.D. (M), Erich Lindemann, M.D. (LF) 
70 MENTAL HEALTH AND INFANT DEATH IN MASSACHUSETTS 


B. R. Hutcheson, M.D. (F), Susan Taylor, M.A. (I), Peter Choras, M.D. (M), 
Bernard Gray, Ph.D. (1) 


71 PRIVATE PSYCHIATRY IN COMMUNITY MENTAL HEALTH ; 
Anne C. Feighner, M.S.W. (1), Irving D. Baran, M.D. (M), Seymour Furman, M.D. 
(M), W. Mark Shipman, M.D. (M) 
72 SKILL TRAINING FOR MENTAL HEALTH NONPROFESSIONALS 
John C. Dillingham (I), Sandra Sutherland, A.C.S.W. (I), Donald M. Scherl, M.D. (I) 
73 POPULATION TRENDS OF ALASKAN NATIVES AND PLANNING 
Joseph D. Bloom, M.D. (M) 
74 ORGANIZATIONAL CONSULTATION IN VIET NAM 
Douglas R. Bey, Jr., M.D. (A), Walter E. Smith, M.A. (I) 
75 ELECTROSLEEP: ELECTROPHYSIOLOGIC STUDIES 
Richard E. McKenzie, Ph.D. (I), Saul H. Rosenthal, M.D. (M) 
76 ELECTROSLEEP: PERSONAL SUBJECTIVE EXPERIENCES 
Lynn F. Calvert (I), Saul H. Rosenthal, M.D. (M) 
77 STRESS AND NEONATAL SLEEP 


Robert N. Emde, M.D. (M), Robert J. Harmon (D, Kenneth L. Koenig, M.D. (M) 
David R. Metcalf, M.D. (I) 


78 GROUP THERAPY FOR PARENTS OF BATTERED,CHILDREN 
R. Wyman Sanders, M.D. (MT), Anne Savino (1) 
79 POSTOPERATIVE REACTIONS IN CHILDREN 
Delores A. Danilowicz, M.D. (I), H. Paul Gabriel, M.D. (M) 


TUESDAY, MAY 4, 10-12:00 P.M. 


Films 1 
SPEEDSCENE 
Richard S. Scott, M.D. 
HIGH SCHOOL 
Frederick Wiseman 


TUESDAY, MAY 4, 12:30-1:45 P.M. 
Films II 
BRUCE 
Edward A. Mason, M.D. 


NUDE MARATHON 
Paul Bindrim 


TUESDAY, MAY 4, 2:00 P.M. 
Adolf Meyer Lecture 


80 HUMAN VIOLENCE VIEWED FROM THE PSYCHIATRIC CLINIC 
Professor Martin Roth, M.D. 
The Royal Victoria Infirmary and University of Newcastle upon Tyne 
Department of Psychological Medicine, Newcastle upon Tyne, England 
[182] 
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Business Session (for members only) 


PRESIDENT: Robert S. Garber, M.D. (F) 
SECRETARY: George Tarjan, M.D.(F) 
CALL TO ORDER 
Robert S. Garber, M.D. (F) 
MEMORIAL TO DECEASED MEMBERS AND FELLOWS 
ANNOUNCEMENT OF ELECTION OF OFFICERS AND TRUSTEES 
Morris Kleinerman, M.D. (LF), Chairman, Committee of Tellers 
REPORT OF THE COMMITTEE ON CONSTITUTION AND BY-LAWS 
Warren S. Williams, M.D. (F), Chairman 
FORUM 
TRUSTEES POLICY MEETING 
MEMBER OPINION POLLS 
REPORTS TO THE MEMBERSHIP 
SECRETARY: George Tarjan, M.D. (F) 
TreasuRER: Hayden H. Donahue, M.D. (F) 
SPEAKER, ASSEMBLY OF DISTRICT BRANCHES: John S. Visher, M.D. (F) 
SPEAKER-ELECT, ASSEMBLY OF DISTRICT BRANCHES: Harry H. Brunt, Jr., M.D. (F) 
Mepicat DIRECTOR: Walter E. Barton, M.D. (LF) 
OLD BUSINESS 
NEW BUSINESS 
ADJOURNMENT 


TUESDAY, MAY 4, 8-10:00 P.M. 


Films III 


OTHER VOICES 
David H. Sawyer 


TUESDAY, MAY 4, 8:00 P.M. 


Evening Panels 
A AFFECTIVE DISORDER: A REVISIT TO DIVERSE CULTURES 


MODERATOR: Marvin Karno, M.D.(M) i 
PANELISTS: Robert B. Edgerton, Ph.D.(I), Robert A. LaVine, Ph.D.(1), 
Arnold J. Mandell, M.D.(F), Donald A. Schwartz, M.D(F) . 


Anthony F. C. Wallace, Ph.D.(D 


B AGGRESSION AND RAGE: GROUP AND FAMILY THERAPY 


MODERATOR: Hugh Mullan, M.D.(F) 
PANELISTS: John D. Latendresse, M.D.(F), John J. O’Hearne, M.D.(F), Carl 


A. Whitaker, M.D.(F), Martin G. Allen, M.D.(M), Beryce Mac- 
Lennan, Ph.D.(I). 
C Art THERAPY 


MODERATOR: Paul Jay Fink, M.D.(F) T $ 
PANELISTS: Juliana Franz, M.D.(M), Marjorie Howard (I), Hanna Kwiatow- 


ska (I), Prentiss Taylor (i) 
D CHANGE: ITs CLINICAL ASPECTS IN HUMANIST THERAPY 
Co-Moperators: Leonard Gold, M.D. (F), Samuel S. Kaufman, M.D. (F) 
PANELISTS: Irving J. Crain, M.D. (F), Leonard C. Frank, M. D. (F), Jean B. 
Miller, M.D. (M), Edwin S. Robbins, M.D. (F) 
E THE CHIEF RESIDENT—WHAT SHOULD His FUNCTION BE? 
MODERATOR: Daniel X. Freedman, M.D.(F) 
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PANELISTS: Walter Dorus, M.D.(I), Igor Grant, M.D.(I), Thomas McGlashan, 
M.D.(MT), Samuel Perry, M.D.(I), Roger Sherman, M.D.(MT) 

COMMUNITY PROGRAM IMPACT ON A anes CENTER 

MODERATOR: Harvey M. Freed, M.D.(M) ; 

PANELISTS: Lester H. Rudy, M.D(F), Melvin Sabshin, M.D.(F), Eduardo Val, 
M.D.A), Howard L. Siple, Ph.D.(I) 

CONTROVERSIAL ISSUES IN PSYCHIATRIC HOSPITALIZATION 

MODERATOR: Robert Osnos, M.D.(F) 


PANELISTS: James Finkelstein, M.D.(M), Saul Glasner, M.D(M), Marvin 
Herz, M.D(F), Gerald Tannenbaum, M.D.(F), Melvin Udel, 
M.D.(A) 


DRUG TREATMENT OF CHRONIC SCHIZOPHRENIA 

MODERATOR: George E. Crane, M.D.(M) 

PANELISTS: David M. Engelhardt, M.D(F), Solomon C. Goldberg, Ph.D.(1), 
Nathan S. Kline, M.D.(F), Albert A. Kurland, M.D.(F), Heinz E. 
Lehmann, M.D.(F) 

ENCOUNTER GROUPS AND SENSITIVITY TRAINING 

MODERATOR: J. L. Moreno, M.D.(LF) 


PANELISTS: Dean G. Elefthery, M.D.(I), Joseph I. Meiers, M.D.(M), James 
Enneis, M.D(I), James M. Sacks, Ph.D.(I), Robert W. Siroka, 
Ph.D.(I) 


EXPERT TESTIMONY IN CHILD CUsTODY CONTESTS 

MODERATOR: Jack C. Westman, M.D. (F) 

PANELISTS: Andrew S. Watson, M.D. (F), Melvin Lewis, M.D. (M), Robert Levy, 
LL.D. (I), Bernard Steinzor, Ph.D. (I) 

NEW MODELS FOR SCHOOL CONSULTATION 

MODERATOR: Karem J. Monsour, M.D(F) l 

PANELISTS: Merrill I. Berman, M.D.(M), John F. McDermott, M.D.(F), Earle 
L. Biassey, M.D.(F), Sheldon S. Glass, M.D.(A), Irving Berkowitz, 
M.D.(M) 

PHYSIOLOGICAL FEEDBACK—A NEW THERAPEUTIC TOOL? 

MODERATOR: Kenneth Gaarder, M.D.(F) 

PANELISTS: Elmer E. Green, Ph.D.(I), S. David Kahn, M.D.(M), Johann 
Stoyva, Ph.D.(I) 

PRIMATE BEHAVIORAL RESEARCH AND PSYCHIATRY 

MODERATOR: William T. McKinney, Jr., M.D.(M) di 

PANELISTS: David Hamburg, M.D.(M), Arthur Kling, M.D.(F), Donald Re 
mond, M.D(MT), Douglas Bowden, M.D.(I), Gordon Jensen, 
M.D.(M) 

PSYCHIATRIC EDUCATION OF THE PRIMARY PHYSICIAN 

MODERATOR: Jesse F. Casey, M.D.(LF) 


PANELISTS: Robert M. Roy, M.D.(1), John R. Graham, M-D.(I), John F. 
Reichard, M.D.(M), Norman L. Loux, M.D.(F) 

PSYCHOTHERAPY SUPERVISION: ROLE OF THE SUPERVISOR 

MODERATOR: John J. Sandt, M.D.(M) 

PANELISTS; 


Rudolf Ekstein, Ph.D.(I), Marc Hollender, M.D.(F), Eugene A 
Kaplan, M.D.(M), Richard Lower, M.D.(M) 

RESEARCH AND TREATMENT: ARE THEY COMPATIBLE? 

MODERATOR: R. R. Fieve, M.D.(M) G. 
PANELISTS: Allan Beigel, M.D(M), H. Keith H. Brodie, M.D.(M), Roy C 


Fitzgerald, M.D.(M), George M. Henry, M.D.(M) 
SCHIZOPHRENIA AND CREATIVITY 


MODERATOR: Loren R. Mosher, M.D.(M) 


PANELISTS: Leonard Heston, M.D(M), Roland Fischer, Ph.D(D, E. James 
Anthony, M.D.(F), John Perry, M.D.(1) " 
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TUESDAY, MAY 4,8:00 P.M. 
R THE SCHREBER CASE—SIXTY YEARS LATER 
| MODERATOR: William G. Niederland, M.D.(F) 
| PANELISTS: George Mora, M.D.(F), David F. Musto, M.D.(F), L. Julian 
Stamm, M.D.(F), Robert B. White, M.D.(F), George H. Pollock, 
: M.D.(F) 
S SHAMANS AND PSYCHIATRISTS: ENEMIES OR ALLIES? 
MODERATOR: Roger Lauer, M.D(MT) 
PANELISTS: Robert Bergman, M.D.(M), Ari Kiev, M.D.(F), Alexander Leigh- 
ton, M.D(F), Raymond Prince, M.D(I) E. Fuller Torrey, 
M.D(MT) 
T Tue Use OF NOVELS IN TEACHING PSYCHIATRY 
MODERATOR: Jose Barchilon, M.D.(F) 
PANELISTS: Theodore J. Jacobs, M.D.(M), Oscar Legault, M.D.(F), John (5 
Nemiah, M.D.(F), Herbert Weiner, M.D.(I), George L. Mizner, 
M.D.(M) 


U MAN AS A POLITICAL ANIMAL— PART I 
MODERATOR: Robert N. Butler, M.D.(F) 


PANELISTS: Sir Isaiah Berlin (I), Hon. Eugene J. McCarthy (1) 
| V DIALOGUE ON ALCOHOLISM 
MODERATOR: John A. Ewing, M.D.(F) 
PANELISTS: Michael H. Beaubrun, M.D.(DF), Jack H. Mendelson, M.D.(F), 


E. Mansell Pattison, M.D.(F), Lionel P. Solursh, M.D.(I) 


WEDNESDAY, MAY 5, 7:30 A.M. 


Morning Panels 


W | DETERMINATION OF Costs IN MENTAL HEALTH CENTERS 
MODERATOR: William W. Jepson, M.D. (F) 
PANELISTS: Jack Wilder, M.D. (F), James Sorenson, Ph.D. (D, David W. 

Phipps, M.B.A. (1), Richard Heath, M.S. (I), Delbert C. Mesner, 


(1) 
W 2 Do VIOLENT FEELINGS CHANGE IN GROUP PSYCHOTHERAPY 
Moperator: Donald A. Shaskan, M.D. (LF) ; i 
PANELISTS: Edward L. Pinney, Jr., M.D. (F), Aaron Stein, M.D. (F), Clifford 


J. Sager, M.D. (F), Hyman Spotnitz, M.D. (F) 


W 3 ELECTROSLEEP: AN OVERVIEW 
Moperator: Saul H. Rosenthal, M.D. (M) 
PANELISTs: | Anthony Sances, Jr., Ph.D. (D, Ronald Koegler, M.D. (F), John 
Feighner, M.D. (I), Arsen Iwanovsky, M.S. (I) 
| W 4 FAMILY STRUCTURE AS A FACTOR IN VIOLENCE 
Moperator: Max Sugar, M.D. (F) "T 
PANELISTS: Nathan Epstein, M.D. (F), Frank S. Williams, M.D. (M), Thomas 
L. Brayboy, M.D. (M), John P. Spiegel, M.D. (F) 


W 5 FOREIGNERS’ VIEWS ON PSYCHIATRIC RESIDENCY IN U.S. 


1 Moperator: Tsung-yi Lin, M.D. (LF) f 
PaNELISTS: | Jaswinder Chatta, M.D. (F), Tai K. Kang, M.D. (M), Carlos 
Salguero, M.D. (MT), Kwo-hwa Tseng, M.D. (I), Fikre Workneh, 
M.D. (1) 
W 6 Genetics OF SCHIZOPHRENIA: COMMON MISCONCEPTIONS 


Moperator: Robert Cancro, M.D., Med.D.Sc. (F) Tw 
PANELIsts: Leopold Bellak, M.D. (F), Leonard L. Heston, M.D. (M), William 
Pollin, M.D. (F), James R. Stabenau, M.D. (F), Paul H. Wender, 


M.D. (M) 
W 7. New Ways OF TEACHING AND EVALUATING Psyc! 
Moperator: Robert Davies, M.D. (M) 


HOTHERAPY 
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PaNeLists: Arthur Auerbach, M.D. (M). A. Timothy Beck, M.D. (M), Philippa 
Coughlan, Ph.D. (I), William Fey, Ph.D, (I), Arthur W. Wiens, 
Ph.D. (I) 
W 8 Poetry THERAPY FOR SUICIDAL AND ADDICTED PATIENTS 
Moperator: Jack J. Leedy, M.D. (M) 
PaNELISTs: Manuel Hermida, M.D. (A), James M. Murphy, M.D. (M), Albert 
Rothenberg, M.D. (M), A. Blinderman, Ph.D. (1), Roger Lauer, 
M.D. (M) 
W 9 PROGRAMS IN INTRACULTURAL PSYCHIATRY 
Moperator: Chase P. Kimball, M.D. (M) 
PANELISTS: Robert Bergman, M.D, (M), June J. Christmas, M.D. (F), Dorothea 
Leighton, M.D. (F), John P. O'Grady, M.A. (I), Ronald M. Win- 
trob, M.D. (M) 
W 10 PSYCHIATRY AND ITS RELATIONS WITH ALLIED PROFESSIONS 
MoptRATOR: Norman Q, Brill, M.D. (LF) 
PANELISTS: William W. Zeller, M.D. (F), Robert H. Thrasher, M.D. (F), 
George E. Williams, M.D. (F). John Donnelly, M.D. (F) 

W 11 SHOULD RESIDENCIES BE UNIVERSITY BASED? 

Moperator: J. Martin Myers, M.D. (F) 

PANELISTS: Stephen Fleck, M.D, (F), Robert W. Gibson, M.D. (F), Milton 
Greenblatt, M.D. (F), Robin C. A. Hunter, M.D.. C.M. (F), Har- 
vey J. Tompkins, M.D. (LF) 

THERAPY, ENCOUNTER, AND T-GROUPS— FUTURE DIRECTIONS 

Moperator: Martin G. Allen, M.D. (M) 

PANELISTS: Angelo D'Agostino, M.D. (F). L. Gerald Laufer, M.D. (M), Hugh 
Mullan, M.D. (F), Morris Parloff, Ph.D. (I), Charles Seashore, 
Ph.D. (I) 

W 13 THE INTERCOMMUNICATION OF NATIONAL ORGANIZATIONS 

Moperator: Harry C. Schnibbe (1) 
PANELISTS: | Charles"W. Landis, M.D. (F), Herbert Winston, M.D. (M), George 
Soloyanis, Ph.D. (I), Jonas V. Morris (D), Irving Blumberg (I) 


WEDNESDAY, MAY 5,9:30 A.M. 
Session I: Continuing Education: Videotape in Psychiatric Treatment 


Videotapes of actual psychothera 
techniq 


t es and dynamics as well as the use of 
in the treatment 


À : : ing may lead to emotional as well as intellectual in- 
Sight, which can be the forerunner of Change in image, self-concept, attitude, emotional 
individuale: : M.D. (F), will discuss “Videotape in the Treatment 9f 
nd Mite 8^; Ian Alger, M.D. (F), will discuss “Videotape in the Treatment of Couples’: 
Vig. eLlton M. Berger, M.D. (F), will discuss "Videotape in the Treatment of e P 

] at times provide a form of therapy in and of itself, although Drs- 
Alger, Berger, and Wilmer illustrate its use primarily as an adjunct to psychoanalytically 


hee Psychotherapy. Following the presentations there will be general discussion from 


wi 
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Session II: How to Shrink the Population? 


81 THE RAT RACE: CROWDING AND COMPASSION 
John Calhoun, Ph.D. (1) 
: 82 FaMiLY DEVELOPMENT IN A CHANGING WORLD 
: Alice Rossi, Ph.D. (I) 


t 
83 FAMILY PLANNING AND THE BLACK REVOLUTION: CONFLICT OR COMPROMISE 
| J. Alfred Cannon, M.D. (F) 
1 84 ABORTION, PSYCHIATRY, AND THE QUALITY OF LIFE 
Zigmund M. Lebensohn, M.D. (F) 
| 
i GENERAL DISCUSSION FROM THE FLOOR 


Session III: Homicide Prevention' 
85 PSYCHIATRIC ASPECTS OF HOMICIDE 
Emanual Tanay, M.D. (F) 
86 LEGAL ASPECTS OF GUN CONTROL 
Judge George Edwards (I) 
87 EFFECTIVE INTERVENTION IN VIOLENT DRAMAS 
Marvin E. Wolfgang (I) 


GENERAL DISCUSSION FROM THE FLOOR 


Session IV: Child Psychiatry II’ 
88 How THEY Grow Up: 49 CEREBRAL PALSY CHILDREN AND THEIR FAMILIES 
Klaus K. Minde, M.D. (M), J. D. Hackett, M.D. (M), D. Killou, B.S.W. (I), S: 
Silver, M.Sc. (I) 
89 THE IMPACT OF COPING STYLES ON JUVENILE DIABETICS 
Walter Tietz, M.D. (M), J. Ted Vidmar, M.D. (A) 


90 CHILDHOOD SCHIZOPHRENIA AND KLINEFELTER'S SYNDROME i 
Michael A. Sperber, M.D. (A), Lucy Salomon, M.D. (A), Mary H. Collins, M.D. (I) 


91 FEMININE BEHAVIOR IN BOYS: ASPECTS OF ITS OUTCOME 
Phil S. Lebovitz, M.D. (MT) 

92 DIMENSIONING LANGUAGE TO AID DIAGNOSIS IN INFANCY 
Richard League, Ph.D. (D), Kenneth R. Bzoch, Ph.D. (D) 


Session V: Clinical Psychopharmacology' 
93 IM HALOPERIDOL V$ CHLORPROMAZINE: AGE A VARIABLE , 
Robert M. CPUS M.D. (D, David E. Davidson, M.D. (M), Thomas A. Robinson, 
M.D. (M) 
94 HORMONAL POTENTIATION OF IMIPRAMINE AND ECT 
John P. Feighner, M.D. (I); Marc Schuckit, M.D. (D, 
William Briscoe, M.D. (I) " 
95 Lr NSE IN UNIPOLAR VS BIPOLAR 1 EPRESSION A 
AE E E M.D. (M), Dennis L. Murphy, M.D. (M), David L. 
Dunner, M.D. (A), William E. Bunney, Jr., M.D. (M) 
96 M NGES ON LITHIUM: GENETIC DIFFERENCES $ 
Me er M.D. (M), Julia A. Mayo, D.S.W. (I), Fritz A. Freyhan, 


M.D. (F) 


Jack Croughan, M.D. (D, 


Ske A " : 
‘Note: Each paper will be followed by five minutes of formal discussion. 


Note: There will be a formal discussion preceding discussion from the floor. 
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97 NEUROLEPTICS AND PRONENESS TO MOTOR DISORDERS 
George E. Crane, M.D. (M) 


Session VI: Medical Students and Medical Education' 


98 MARUUANA USE BY MEDICAL STUDENTS " 
Samuel G. Benson, M.D. (I), Martin R. Lipp, M.D. (I), Frederick T. Melges, 
M.D. (1), Jared Tinklenberg, M.D. (M) 
99 ADJUSTMENT AND FANTASY IN MEDICAL STUDENTS 
Arthur H. Schwartz, M.D. (M), Andrew E. Slaby, M.D. (1) 
100 EARLY CLINICAL RESPONSIBILITY FOR MEDICAL STUDENTS 
Gerald Adler, M.D. (M) 
101 A PSYCHIATRIC TRACK PROGRAM: DESIGN AND EXPERIENCE 
Paul Jay Fink, M.D. (F), Richard E. Hicks, M.D. (M) 


Session VII: Aspects of Psychotherapy! 

102 PSYCHOTHERAPY AS THE MITIGATION OF HUMAN UNCERTAINTIES 
Jules H. Masserman, M.D. (LF) 

103 MONKEY PSYCHIATRISTS - 
Stephen J. Suomi, Ph.D. (1), Harry F. Harlow, Ph.D. (1), William T. McKinney, Jr., 

M.D. (M) 

104 MENTAL ILLNESS Is Nor WHY MEN GET PSYCHOTHERAPY 
George E. Vaillant, M.D. (M) 

105 ErrECTS OF OBSERVATION ON THE THERAPEUTIC PROCESS 
Isidore Ziferstein, M.D, (F) 


106 A SrUDY OF THE PROCESS OF EMERGENCY PSYCHOTHERAPY 
Thomas N. Rusk, M.D. (A), Robert H. Gerner, (1) 


Session VIII: Question the Experts 
Topic: Behavior Therapy 
CHAIRMAN: John Paul Brady, M.D. (F) 
PauELISTS: Lee Birk, M.D. (M), Joseph Wolpe, M.D. (M) 


WEDNESDAY, MAY 5, 11:30 A.M.-1:00 P.M. 


Meet More Authors 


The Program Commi 
delivered in written form only. The authors have been asked to be available between the 


times noted above to meet other APA members and either to distribute copies of their pa- 
Hh or a mail them later on request. Members’ comments about this experiment will be 
elcomed. 


ttee is introducing this new type of session, at which papers will be 


107 PSYCHOTHERAPY OF THE AGGRESSIVE ACTI 
x ING-OuT PATIENT 
Leon N. Shapiro, M.D. (M), Gerald Adler, M.D. (M) 


108 THE REFERRING Docron's EFFE 
H CT 
Richard A, Stamm, M.D. (F) MAREA E 


109 CHANGE OF PATIENTS’ Motiv, 
ATION FOR P! 
Peter E, Sifneos, M.D. (F) ME REA 


110 A CRITIQUE OF THE CONCEPT, SUPPORTIVE PSYCHOTHERAPY 
O. Eugene Baum, M.D. (F), Jean Boyd (I) 


111 Cuinictans? PREDICTIONS OF PSYCHOTHERAPY OUTCOME 


Arthur H. Auerbach, M.D. (M), Marilyn Johnson (I), Lester Luborsky, Ph.D. (D 


teta 
i a 3 
Note: Each Paper will be followed by five minutes of formal discussion. 
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112 IDENTITY DIFFUSION AND THE BORDERLINE MANEUVER 
Julius M. Collum, M.D. (M) 
113. BISEXUALITY 
Lawrence J. Hatterer, M.D. (F) 
114 PSYCHOLOGICAL PREDICAMENTS AND SOCIAL CLASS POSITION 
Milton Mazer, M.D. (F) 
115 Four TYPES OF DEPRESSION 
Eugene S. Paykel, M.D. (A) 
116 PERSONALITY CORRELATES OF PSYCHIATRIC DIAGNOSES 
Robert Plutchik, Ph.D. (I), Stanley R. Platman, M.D. (M) 
117 FEDERAL INMATES WHO ARE INCOMPETENT TO STAND TRIAL 
Norman I. Barr, M.D.(M), H. Wayne Glotfelty, M.D. (M) 
118 TENURE VS ATTRITION AMONG DAYTON POLICE 
Duard Bok, M.D. (A) 


119. A SYSTEMS APPROACH TO ALCOHOLISM PROGRAMMING 
Harold D. Holder, Ph.D. (I), Frederic D. Kennedy, M.B.A. (I), Sandra L. Johnson 


(I), Judy E. Wadford, M.A. (D) 


120 A Community PLAN FOR MILITARY ALCOHOLICS 
Robert Conroy, M.D. (M), Bernard Friedberg, M.D. (M). Patrick Krizha, (I) 


121 RESIDENCY TRAINING ISSUES IN COMMUNITY PSYCHIATRY 
E. Mansell Pattison, M.D, (F) 


122 THE SELF-EDUCATION OF PSYCHIATRIC RESIDENTS 
Robert L, Taylor, M.D. (I). E. Fuller Torrey, M.D. (MT) 


123 TRAINING GROUPS FOR RESIDENTS 
Jacob Christ, M.D. (F) 


124 THE " LEARNING GROUP" à 
Vamik D. Volkan, M.D. (F), David R. Hawkins, M.D. (F) 


WEDNESDAY, MAY 5, 10-12:00 P.M. 


Films IV 
VOICES INSIDE 
Walter C, Miller 
RANDY 
Edward A. Mason, M.D. 
APPROACHES TO PSYCHOTHERAPY: DR. FREDERIC 
Psychological Films 


K PERLS 


WEDNESDAY, MAY 5, 12:30-1:45 P.M. 


Films V 


CHALLENGE FOR CHANGE 
National Film Board of Canada 


PEOPLE AND POWER 
National Film Board of Canada p 


WEDNESDAY, MAY 5, 2:00 P.M. 


Session I: Continuing Education: Practical Demonstrations of Behavior Therapy 

The field of behavior therapy has grown rapidly as a way of viewing clinical problems (be- 
havioral analysis) and of offering a wide range of therapeutic techniques. This session will 
show the “how” of behavior therapy. By observing directly on large-screen color TV the prac- 


Amer. J. Psychiat. 127:9, March 1971 [189] 


1270 


[190] 


SCIENTIFIC PROGRAM | 
WEDNESDAY, MAY 5, 2:00 P.M. | 


tical use of some major techniques, psychiatrists attending the session will have a tangible 
learning experience. 

Systematic desensitization is effectively used to overcome avoidance behavior based on 
anxiety. The technique has three major steps, each of which will be demonstrated: 1) train- 
ing in deep muscle relaxation; 2) identification of thematic sources of anxiety and the con- 
struction of a hierarchy of scenes ranked by their degree of evoking anxiety; and 3) counter- 
posing the effects of muscle relaxation to the anxiety-evoking stimuli. 

Assertive training helps the passive and overly compliant patient learn how to exhibit 
positive social and emotional responses through such techniques as modeling, differential 
reinforcement (including the use of multimedia feedback), and shaping. Teaching the non- 
verbal concomitants of assertive behavior such as facial expression, posture, tone and loud- 
ness of voice is also shown in the demonstration. 

Covert sensitization is a method used to eliminate unwanted behaviors such as excessive 
eating or drinking and sexual deviations, In covert sensitization, verbal descriptions of vivid- 
ly imagined scenes evoking nausea, disgust, or fear are paired with descriptions of the be- 
havior to be eliminated. The presentation will include the selection of scenes of the deviant 
behavior, and the ayersive stimuli; the pairing technique; and the use of pairing in vivo to 
enable the patient to extend therapeutic results to the natural environment. 

The behavioral approach to clinical problems in the setting of a community mental 
health center will be shown by a patient planning conference where the mental health team 
specifies the problems and goals and plans a behavior therapy prescription. An adaptation 
of the token economy to increasing participation of patients in a day hospital will be illus- | 
trated. A final sequence will portray the contingency contracting system being used in a | 
classroom for emotionally disturbed adolescents at a day hospital. 
Participants: Joseph Wolpe, M.D. (F), Michael Serber, M.D. (M), W. Stewart Agras, 

M.D. (F), Robert Paul Liberman, M.D, (A) 


Session II: Existential Psychiatry—Joint Panel with the American Ontoanalytic 
Association 


125 STRUCTURE AND UNSTRUCTURE IN O) S 
Jordan Scher MEO] INTOANALYSIS AND LIFE 


126 ALIENATION OR INDIVIDUATION IN THE PSYCHIATRIC ENCOUNTER 
John C. Lee, M.D. (1) s 


127 THE THERAPEUTIC CONSEQUENCES 
Werner Mendel, M.D. (F) 


128 EXISTENTIAL PSYCHOTHERAPY AND THE T! 
Julius Heuscher, M.D. (F) E TEMPORAL EXPERIENCE 


129 “BEING” IN A RIOT 
Milton H. Miller, M.D. (F), Seymour L. Halleck, M.D. (F) 


GENERAL DISCUSSION FROM THE FLOOR 


Session III: Psychiatrists for World Peace: An International Seminar 
130 PEACE AND WAR 


m Joshua Bierer, M.D. (1), London, England 


mn Vladimir Hudolin, M.D. (I), Zagreb, Yugoslavia 


n B. A. Lebedev, M.D, (I), Leningrad, U.S.S.R, 


' Juan Lopez-Ibor, M.D. (DF), Madrid; Spain 
134 PSYCHIATRIC CHARITY BEGINS AT HOME 
Louis Miller, M.D. (1), Jerusalem, Israel 
135 This paper deleted 


97l 
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136 A CANDIDATE CONFLICT-RESOLUTION CONSULTANT: THE PSYCHIATRIST 
George Vassiliou, M.D. (A), Athens, Greece 


DISCUSSION AMONG THE PANELISTS AND FROM THE FLOOR 


Session IV: Families and Other Groups' 

137 ROLE VARIATIONS IN NORMAL AND PATHOLOGICAL FAMILIES 
Israel Zwerling, M.D. (F) 

138 FAMILY CHARACTERISTICS OF OBSESSIVE CHILDREN 
Paul L. Adams, M.D. (F) 

139 UNEXPECTED RESULT OF PSYCHOSIS IN MARRIAGE 
Robert Ryder, Ph.D. (D), Robert L. DuPont, M.D. (M), Henry U. Grunebaum, 

M.D. (M) i 


140 CLINICAL MEASURE OF ENFORCED GROUP PSYCHOTHERAPY 
Robert L. Sadoff, M.D. (M), Hermann A. Roether, M.A. (I), Joseph J. Peters, 


M.D. (M) 
141 ENCOUNTER GROUP CASUALTIES: A CONTROLLED STUDY 
Irvin D. Yalom, M.D. (M) 


Session V: Brain Cell Chemophysiology: New Concepts of Learning and Memory 
— Jointly sponsored by the APA Committee in Liaison with the American College 
of Physicians.? 

This session is planned to acquaint psychiatrists with new developments in the areas of the 

microbiology and cellular physiology of nerve cells and up-to-date theories regarding learn- 

ing and memory. There will also be a focus on biological and physiological disorders, which 
often masquerade as psychiatric problems or are accompanied by psychiatric overlay. 
142 ULTRASTRUCTURAL ORGANIZATION OF THE BRAIN 
Sanford L. Palay, M.D. (I) 
143 BRAIN PROTEIN METABOLISM AND BRAIN FUNCTION 
Samuel H. Barondes, M.D. (I) 


GENERAL DISCUSSION FROM THE FLOOR 


Session VI: Human Sexuality’ 


144 PORNOGRAPHY EXPERIENCE: SEX DEVIATES VS NORMALS 
Richard Green, M.D. (M), Michael Goldstein, Ph.D. (D, Harold Kant, LL.B. (D. 


Lewis Judd, M.D. (M) 


145 SEXUAL BEHAVIOR IN MIDDLE LIFE 
Eric Pfeiffer, M.D. (M), Adriaan Verwoerdt, M.D. (F), Glenn C. Davis (I) 


146 PsvcHIATRIC DISORDERS AND SEXUAL FUNCTIONING 
Charles A. Pinderhughes, M.D. (M), E. Barrabee Grace, M.S. (1), L. J. Reyna, 


Ph.D. (1) 


147 A STUDY IN TEEN-AGE PREGNANCY 
Hrair M. Babikian, M.D. (M). Adila Goldman, M.D. (A) 


Session VII: Marijuana’ 


148 MARIJUANA USE AND PSYCHOSOCIAL ADAPTATION 
Joel S. Hochman, M.D. (A), Norman Q. Brill, M.D. (LF) 


149 EFFECTS OF MARIJUANA IN HEAVY AND CASUAL USERS a 
R. E. Meyer, M.D. (A). R. C. Pillard, M.D. (M), S. M. Mirin, M.D. (D), L. M. 


Shapiro, M.D. (1) 


| Note: Each paper will be followed by five minutes of formal discussion. 
? Note: There will be a formal discussion preceding discussion from the floor. 
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150 MARIJUANA, COGNITION, AND PERCEPTION 
Rhea L. Dornbush, Ph.D. (I), Alfred M. Freedman, M.D. (F) 
151 MARIJUANA, TOBACCO, AND FUNCTIONS AFFECTING DRIVING 
Ira M. Frank, M.D. (A), Robert S. Hepler, M.D. (I), Serena Stier, Ph.D. (D, 
William H. Rickles, M.D. (M) 


Session VIII: Question the Experts 
Topic: PSYCHOPHARMACOLOGY 
CHAIRMAN: Frank J. Ayd, Jr., M.D. (F) 
PaneLists: Gerald L. Klerman, M.D. (F), Gerald J. Sarwer-Foner, M.D. (F) 


WEDNESDAY, MAY 5, 2-4:30 P.M. 


Films VI 
HEALTH IN AMERICA: THE PROMISE AND THE PRACTICE 
Irving Drasnin, Burton Benjamin 
UP AGAINST THE SYSTEM 
National Film Board of Canada 


Citizens MEDICINE 
National Film Board of Canada 


WEDNESDAY, MAY 5, 7:30 P.M. 


Annual Banquet and Dance 
PRESIDING OFFICER 

Robert S. Garber, M.D. (F), President 
PRESENTATION OF AWARDS 


THURSDAY, MAY 6, 7:30 A.M. 


Morning Panels 


TH 1 CHILD PROGRAMS OF COMMUNITY MENTAL HEALTH CENTERS 
MoDERATOR: Warren T. Vaughn, Jr., M.D. (F) 
PANELISTS: — Michael Fishman, M.D. (M), R. T. Satterfield, M.D. (M), Jack 
Wilder, M.D. (F), David R. Wall, M.D. (M). Robert C. Reid, 
M.D. (M) 
TH 2 THE TRIAL, THE SENTENCE, AND THE PSYCHIATRIST 
MODERATOR: Joseph Satten, M.D. (F) 
PaNEUSTS: — Jonas Rappeport, M.D. (F), Melvin S. Heller, M.D. (M), Thomas 
X MM L. Clanon, M.D. (F), A. Louis McGarry, M.D. (M) 
HE HOSPITAL TREATMENT OF ADOLESCENTS WHO Ust DRUGS 
MODERATOR: Robert E. Nyquist, M.D. (M) 
Panetists: Joe W. King, M.D. (M), Daniel Offer, M.D. (M), James Gibson. 
Po M.D. (M), Marvin Schwarz, M.D, (I), Fred V. Gwyer, M.D. (M) 
HOW PSYCHIATRISTS LEARN TO Do BEHAVIOR THERAPY 
MODERATOR: Robert Liberman, M.D. (A) 
PANELISTS: Richard D. Rubin, M.D. (M), John Paul Brady, M.D. (F), W. 
Stewart Agras, M.D. (M), Myron Denholtz, M.D. (A), Robert 
i Belmaker, M.D. (MT) 
H 5 IMPLICATIONS AND DILEMMAS OF MEDICAL PROGRESS 
MoperaTor: Harry S. Abram, M.D. (F) 


9l 
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PANELISTS: Clyde H. Beck, M.D. (I), Lois F. Christopherson, A.C.S.W. (lI). 
Joseph F. Fletcher, Ph.D. (D, Renee Fox, Ph.D. (I). Blair L. 
Sadler, J.D. (1) 
TH 6 Issues IN A MODEL City’s HEALTH PROGRAM 
MODERATOR: Stuart Hollingsworth, M.D. (M) 
PANELISTS: H. G. Whittington, M.D. (F), Abraham Heller, M.D. (M), Michael 
DiNunzio, LL.B. (1), Al Williams (1) 
TH 7 LANGUAGE AND PARANOID LIFE-STYLE TODAY 
Moperator: Natalie Shainess, M.D. (F) 
PANELISTS: Harold Rosen, M.D. (F). Donald C. Greaves, M.D. (F), John P. 
Spiegel, M.D. (F), Kenneth Johnson, Ph.D. (I) 
TH 8 THE MARITAL PAIR AS CO-THERAPISTS 
MoperaTor: William L. Sands, M.D. (F) 
PANELISTS: Phyllis R. Sands, M.S.W. (D), Titus P. Bellville, M.D. (M), Carol 
Bellville, M.A. (I), Richard K. Greenbank, M.D. (F), Sondra 
Greenbank (I) 
TH 9 ANEw Look AT MILITARY PSYCHIATRY 
MODERATOR: Lewis A. Kirshner, M.D. (M) 
PANELISTS: Peter G. Bourne, M.D. (M), Michael Glenn, M.D. (I), Kenneth 
Locke, M.D. (I), Robert J. Lifton, M.D. (F), Joel Kovel, M.D. (M) 


THIO PSYCHIATRIC RESIDENCY IN NEW DEPARTMENTS 
Moperator: Cyril M. Worby, M.D. (M) 
PANELISTS: Miles J. Enelow, M.D. (F), Donald G. Langsley, M.D. (F), Robert 
L. Leon, M.D. (F); James R. Stabenau, M.D. (M) 
THII ROLE OF PSYCHOLOGY IN PSYCHIATRIC MEDICAL EDUCATION 
MoperaTor: John Romano, M.D. (LF) 
PaneLists: Carl Eisdorfer, M.D., Ph.D. (A), Ralph W. Heine, Ph.D. (I), David 
Shakow, Ph.D. (1), Irving B. Weiner, Ph.D. (I) 
TH12 SEMINAR OR SENSITIVITY?—ONE ScHooL's EXPERIENCE 
Moperator: James S. Eaton, Jr., M.D. (A) 
PANELISTS: — James A. Knight, M.D. (F), Jay Seastrunk, M.D. (I), Mark Belsey, 
M.D. (I), Joel Rosenberg (1) 
TH13 STRESS (CONDITIONAL REFLEX) AND VISCERAL FUNCTION 
Moperator: W. Horsley Gantt, M.D. (F) 
PANELISTS: A. H. Black, Ph.D. (D, Neal Miller, Ph.D. (I). Joseph V. Brady, 
Ph.D. (1), James J. Lynch, Ph.D. (1), J. E. O. Newton, M.D. (I) 
THI4 Wyar CAN Community MENTAL HEALTH OFFER THE AGED? 


Moperator: Robert D. Patterson, M.D. (A) . 
PANELISTS: Margaret Blenker, D.S.W. (1), Robert N. Butler, M.D. (F), Elliott 
M. Feigenbaum, M.D. (M), Bennett S. Gurian, M.D. (I), Philip 


P. Steckler, M.D. (F) 


THURSDAY, MAY 6, 9:30 A.M. 


Session I: Continuing Education: Family Therapy and Interviewing I 
(a live, closed-circuit television broadcast)* 


These two special sessions will include demonstration interviews with two families, one 
having a symptomatic disturbance in an adolescent offspring and the other not symptomati- 
cally disturbed. Each session will be conducted in two parts: 1) An initial 40-minute interview 
will be held in a nearby audio room and will be shown to the audience on closed-circuit large- 
screen television. The interviewer will then join the audience and panel for questions and 
discussion about the interview. 2) Taking this discussion into account, the interviewer will then 
Tesume meeting with the family for a second interview, 30 minutes in duration. Finally, the 
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session will be concluded with a general discussion by the audience, panel, and interviewer, 
The interviews and discussion will be oriented to the question of how the transactions between 
the family and interviewer, how the involvement of the interviewer with the family, provide 
the basis for the interviewer’s assessment of the family and shape his goals for further inter- 
viewing or therapy. The purpose of the intermission in the interviewing is to illustrate and 
optimize, within the limits of a professional meeting, the advantages of sequential interviewing, | 
In the second meeting the clinician begins as less a stranger; the family has had an interval to 
talk alone and then to show different aspects of family experience to the interviewer; and the 
interviewer has had a brief opportunity to conceptualize his evaluation, goals, and interview- 
ing strategy with this particular family. The discussion will include attention to the issue of 
how interviewing families conjointly can help elucidate the psychological functioning of both 
the family as a unit and its individual members. Because the interviewers and panelists repre- 
sent different emphases and styles in their own clinical work with families, there will be an 
opportunity to discuss approaches that could alternatively be used. The first family, to be 
interviewed by Dr. Salvador Minuchin, will illustrate his method of interviewing a family that 
is preoccupied with the behavior of an offspring, such as a preadolescent's or young adoles- 
cent's refusal or failure to eat. The second family, to be interviewed by Dr. Carl Whitaker, will 
be concerned with clarifying what can be called healthy family functioning, which needs to be 


more fully understood both in its own right and as a context for understanding family disorder 
and treating the troubled aspects of family life, 


INTERVIEWING A TROUBLED FAMILY 


INTERVIEWER: Salvador Minuchin, M.D. (I) 


PawELISTS: David Mendell, M.D. (F), Carl A. Whitaker, M.D. (F) 
GENERAL DISCUSSION FROM THE FLOOR 


* Note: Session I of Thursday afternoon’s program is an interview with a “normal,” nondisturbed family. 
Session II: American Indian Culture! 


152 Navajo PEYOTE USE:.ITS APPARENT SAFETY 
Robert L. Bergman, M.D. (M) 


153 GRIEF IN THE Navajo: PSYCHODYNAMICS AND CULTURE 
Sheldon I. Miller, M.D. (D), Lawrence Schoenfeld, Ph.D. (1) 
154 SUICIDE PREVENTION CENTER ON AN 
John F. Bopp, M.S.W. (I), James 
(1), James W. Dawes, M.S.W. (1) 


155 YALE's PROGRAM IN INTRACULTURAL PSYCHIATRY 
Chase Patterson Kimball, M.D. (M) 


156 ALCOHOL PROGRAMS FOR AMERI 
LO} à ICAN INDIANS: 
Billee Von Fumetti (D Ere 


INDIAN RESERVATION 
H. Shore, M.D. (A), Thelma R. Waller, M.S.W. 


Session III: Prevention and Control of Mass Violence 
PNY d Richard Kleindienst, Deputy Attorney General of the United 
SE enjamin Holman, Director, Community Relations, Department of 


Discussion: Bertra 


pide ORC E S. Brown, M.D. (M), June Jackson Christmas, M.D. (F) 


N FROM THE FLOOR 
Session IV: Adolescents and Students: 
157 THE EPIDEMIOLOGY OF ADOLES 
CENT DRUG ABUSE 
CO a Rohrs, M.D. (I), Barbara Muney, M.A. (I), Judianne Densen-Gerber, 


1 = A 
Note: Each paper will be followed by five minutes of formal discussion. 
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_ 158 JUVENILE DELINQUENTS View THEIR FUTURE 
Richard C. Marohn, M.D. (M), Daniel Offer, M.D. (F), Eric Ostrov (I) 


"159 SIGNS OF HOMICIDAL AGGRESSION IN JUVENILES 
Carl P. Malmquist, M.D. (M) 


160 THE COLLEGE CAMPUS AND EMOTIONAL ILLNESS 
Armand M. Nicholi, Jr., M.D.(M) 
161 TRAINING ASIANS TO ENCOUNTER AMERICANS 
_A. A. Alexander, Ph.D. (D, Nancy Shields-Hardin, Ph.D. (D, Milton H. Miller, 
M.D. (F), Marjorie H. Klein (I) 


Session V: Schizophrenia’ 

162 DISORDERED COGNITION AND STIMULUS PROCESSING 
Jeffrey L. Houpt, M.D. (D, Gary J. Tucker, M.D. (M), Martin Harrow, Ph.D. (1) 

163 SCHIZOPHRENIC “THOUGHT DISORDERS” DURING REMISSION 
Martin Harrow, Ph.D. (I), Gary J. Tucker, M.D. (M), John Himmelhoch, M.D. (I), 

Nicholas Putnam, Jr. (I) 

164 ABNORMAL MOVEMENTS AND PROGNOSIS IN SCHIZOPHRENIA 

Paul E. Yarden, M.D. (1), William J. Di Scipio, Ph.D. (I) 


165 THE VALIDITY OF GOOD PROGNOSIS SCHIZOPHRENIA 
Richard C. Fowler, M.D. (D, Michael S. McCabe, M.D. (1), Remi J. Cadoret, M.D. 


(M), George Winokur, M.D. (F) 


166 PROFILE PATTERNS OF THERAPY-RESISTANT SCHIZOPHRENIA > 
J. Michael C. Holden, M.D. (M), Una P. Holden (1), Turan M. Itil, M.D. (M), 


Mary J. Stock, Ph.D. (I) 


Session VI: Community Psychiatry I’ 
167 COLLEGIATE PRACTITIONERS: A HEALTH CAREER LATTICE 
Robert M. Vidaver, M.D. (M), James E. Carson, M.D. (M) 
168 OPERATIONS INDICES: COMMUNITY MENTAL HEALTH CENTERS 
Lucy D. Ozarin, M.D. (F), Carl A. Taube (I), Fred E. Spaner, Ph.D. (I) 
169 CONSUMER PARTICIPATION IN UTILIZATION REVIEW 
Sanford M. Bienen, Ph.D. (1), Roger Peele, M.D. (A) 


170 CrrizeN BOARD ACCOMPLISHMENT IN MENTAL HEALTH 
William R. Meyers, Ph.D. (1), Bellenden R. Hutcheson, M.D. (F), Robert A. Dor- 


wart (I), David K. Kline, Ph.D. (I) 
171 THE ORGANIZATION OF A COMMUNITY ADVISORY BOARD 
Charles J. Rabiner, M.D. (M) 


Session VII: Psychodynamics and Psychopathology’ 
172 Dynamic CONSIDERATIONS OF THE HYSTERICAL PSYCHOSES 
Peter A. Martin, M.D. (F) 
173 CASUALTIES OF THE ANTISMOKING CAMPAIGN 
John S. Tamerin, M.D. (A), Charles P. Neumann, M.D. (F) 
174 INTRUSIVE THINKING AFTER STRESS : 
Mardi J. Horowitz, M.D. (F), Maurice Moscowitz, M.D. (A), Kenneth Rashid, 
M.D.(M) 
175 THE BEREAVEMENT OF THE WIDOWED Bic j 
Paula J. Clayton, M.D. (M), James A. Halikas, M.D. (1), William L, Maurice, 
M.D. (I) 


176 Derective CARS EQUAL PSYCHOPATHOLOGY 
: John R. Finch, M.D. (A), James Patrick Smith, J.D. (D, Alex D. Pokorny, M.D. (F) 


‘Note: Each paper will be followed by five minutes of formal discussion. 
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Session VIII: Question the Experts 
Topic: CURRENT STATE OF NEUROBIOLOGY IN RELATIONSHIP TO PSYCHIATRY 
CHAIRMAN: Arnold J. Mandell, M.D. (I) 
PANELISTS: Samuel Barondes, M.D. (I), Solomon Snyder, M.D. (A) 


THURSDAY, MAY 6, 11:30 A.M.-1:00 P.M. 


Meet More Authors V i 
The Program Committee is introducing this new type of session, at which papers will be de- 
livered in written form only. The authors have been asked to be available between the times 
noted above to meet other APA members and either to distribute copies of their papers or 
to mail them later on request. Members’ comments about this experiment will be welcomed. 
177 FAMILY ASSESSMENT VIA VIDEOTAPED INTERVIEW 
Frederick R. Ford, M.D. (F), Joan Herrick, M.S.S. (a) 
178 “TAF” (TEAM APPROACH TO FAMILIES) 
William G. Stone, M.D. (M) 
179 ASSORTATIVE MATING IN THE AFFECTIVE DISORDERS 


Elliot S. Gershon, M.D. (M), David L. Dunner, M.D. (A), Lisa Sturt (I), Frederick 
K. Goodwin, M.D. (M) 


180 THE PSYCHIATRIST AND HUNTINGTON's DISEASE 3 

John R. Whittier, M.D. (F), Audrey Heimler (I), Charles Korenyi, M.D. (A) 
181 PSYCHIATRIC SCREENING THROUGH MULTIPHASIC TESTING 

Richard E. Gordon, M.D, (F) 
182 PREVENTIVE PSYCHIATRY WITH FOREIGN STUDENT GROUPS 


Frederic J. Van Rheenen, M.D. (M), E. Fuller Torrey, M.D. (MT), Herant 
Katchadourian, M.D. (M) 


183 TREATMENT OF THE SOCIALLY DEPRIVED ADOLESCENT 


Jorge Schneider, M.D. (A), Cecile Cliffer, M.A. (D, Marsha Evaskus, O.T.R. (D, 
Wanda Weiss, R.N., M.S. (I) 


184 SoME REMARKS ON SLAUGHTER 
William Barry Gault, M.D. (I) 

185 ON ANGER 
Albert Rothenberg, M.D. (M) 

186 THE CAMPAIGN AGAINST MARIJUANA 
Lester Grinspoon, M.D. (F) 

187 BRIDGES AND COMMUNICATION 


Alton H. Johnson (I), Judianne Densen-Gerber, M.D. (M), Donald Dougherty (I) 
188 A CHANGING FACE: THE ADOLESCENT ADDICTION EPIDEMIC 


Judianne Densen-Gerber, M.D. (M), James P. Murphy (I), William J. Record (1) 
189 THE ETHICS or ADDICTION 


Thomas S. Szasz, M.D. (F) 
190 Nrrrous Oxipg: It’s A Gas! 

Edward J, Lynn, M.D. (M), Richard 

(I), Robert Dendy, M.A, (I) 

191 REVIEW oF RECENT RESEARCH IN SCHIZOPHRENIA 

Loren R. Mosher, M.D. (M), David B. Feinsilver, M.D. (M) 
192 ANTINUCLEAR FACTOR IN PSYCHIATRIC DISORDERS 

Hans von Brauchitsch, M.D. (M) 


193 PERCEPTUAL CHALLENGE TO MEASURE ILLNESS AND THERAPY 
Amedeo S. Marrazzi, 


TE M.D. (M), Sharon Woodruff, M.D. (D, Dennis Kennedy, 


194 Nicotinic Acip THERAPY IN CHRONIC SCHIZOPHRENIA 
Harcharan S. Sehdev, M.D. (M), Jim Olson, Ph.D. (I) 


G. Walter, Ph.D. (I), Lance A. Harris, M.A- 


97! 
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Films VII 
FiLM EVALUATION CLINIC 


THURSDAY, MAY 6, 12:30-1:45 P.M. 


Films VIII 
DANGLING PARTICIPLE 
Standish D. Lawder, Ph.D. 
A Nice Kip LIKE You 
Gene Lichtenstein 


THURSDAY, MAY 6, 2:00 P.M. 


Session I: Continuing Education: Family Therapy and Interviewing II 
(a live, closed-circuit television broadcast) 
INTERVIEW WITH "NORMAL," NON-DISTURBED FAMILY* 
INTERVIEWER: Carl A. Whitaker, M.D. (F) 
PANELISTS: Murray Bowen, M.D. (F), Salvador Minuchin, M.D. (1) 
GENERAL DISCUSSION FROM THE FLOOR 


*Note: Session I of Thursday morning's program is an interview with a family containing an "'acting- 
out" adolescent. 
Session II: Psychiatry and Violence I' 
195 THE PSYCHIATRIST AND THE VIOLENCE COMMISSION 
W. Walter Menninger, M.D. (F) 
196 A CROss-CULTURAL STUDY OF AGGRESSION AND CRIME 
Martin G. Allen, M.D. (M) 
197 HISTORICAL DATA IN THE EVALUATION OF VIOLENCE 
Carlos Climent, M.D. (M), Frank R. Ervin, M.D. (I) 
198 PSYCHIATRY AND REVOLUTION 
William F. Knoff, M.D. (F) 
199 FonciBLE RAPE: A CLINICAL REPORT 
Hector Cavallin, M.D. (F) 
Session III: The Psychiatrist, the APA, and Social Issues 1 : 
At the 1970 APA Annual Meeting in San Francisco there was a great deal of discussion 
concerning the Association's participation in social issues. Historically, the psychiatrist, 
individually and through membership in the APA, has always been involved in social issues. 
In recent times, the extent, nature, and definition of his involvement has been questioned. 
This panel will consider issues involved in this question: The definition of social issues; the 
issues this professional organization should consider; the relevance of social issues to mental 
hygiene; to what purpose should the study of social issues be directed—research or action; 
the pertinent research questions; the role of the Association in effectively pursuing a course 
of action; and means of communication between the membership, Assembly, and Board when 
Crisis issues develop. 
200 ONE VIEW 
Herbert Modlin, M.D. (F) 
201 ANOTHER VIEW 
Irving Berlin, M.D. (F) 
Leon Eisenberg, M.D. (F), John Nardini, M.D. (F), J. Alfred 
Cannon, M.D. (F), Howard Rome, M.D. (F), Raymond Waggo- 
ner, M.D. (LF) 


GENERAL DISCUSSION BETWEEN AUDIENCE AND PANELISTS 


DISCUSSANTS: 


~ "Note Each paper will be followed by five minutes of formal discussion. 
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Session IV: Addictions I' 
202 DRUG ABUSE AND FUNCTION 4 
Tighe O’ Hanrahan (1), Ira D. Glick, M.D, (M), William A. Hargreaves, Ph.D. (I) 
203 FREE CLINIC PATIENTS AND DRUG USE PATTERNS 
Lewis L. Judd, M.D. (M), Arnold J. Mandell, M.D. (F) 
204 THE SOCIAL STRUCTURE OF A HEROIN COPPING COMMUNITY à 
Patrick H. Hughes, M.D. (M), Noel W. Barker, A.M. (I), Gail A. Crawford, A.M. 
(1), Suzanne Schumann, Ph.D. (1) 
205 HEROIN ADDICTION TREATMENT AND CRIME REDUCTION 
Robert L. DuPont, M.D. (M) 


206 ANTIDEPRESSANT DRUG THERAPY: ADDICTS VS NONADDICTS 
Harold S. Feldman, M.D. (M) 
Session V: Schizophrenia II' 
207 CAN SCHIZOPHRENIA CHANGE TO AFFECTIVE PSYCHOSIS? » 
Eugene Ziskind, M.D. (F), Esther Somerfeld, M.D. (F), Ruth Jens, M.D. (F) 
208 SCHIZOPHRENIA IN VETERAN Twins; A FOLLOW-UP REPORT | 
Stephen Cohen, M.D. (M), Martin G. Allen; M.D. (M), William Pollin, M.D. 
(F), Axel Hoffer, M.D. (M) 
209 REDUCTION IN HOSPITALIZATION OF SCHIZOPHRENICS 
James L. Claghorn, M.D. (M), John Kinross-Wright, M.D. (F) 
210 BASES OF CONTRACEPTIVE PRACTICE IN MENTAL PATIENTS 
Henry U. Grunebaum, M.D. (F), Virginia D. Abernethy, Ph.D. (I), Samuel Rofman, 
M.D. (M), Justin L. Weiss, Ph.D. 
Session VI: Community Psychiatry II' 
211 EMERGENCY SERVICES: PROBLEMS AND PROMISE 
Gerald F. Jacobson, M.D. (F) 
212 EMOTIONAL REHABILITATION ON A BUDGET 
Herbert S. Gross, M.D. (M), Robert Teague, M.S.W. (I) 
213 “COFFEE AND": A WAY TO TREAT THE UNTREATABLE qe 
Ruth Masnik, M.S.W. (I), Luigi Bucci, M.D. (M), David Isenberg (I), William C. 
Normand, M.D. (F) 
214 Community PSYCHIATRY WITH THE COMMUNICATIONS MEDIA 
Stephen B. Bernstein, M.D. (A), Beryce MacLennan, Ph.D. (I) 
Session VII: Clinical Psychiatry II 
215 THe PROGNOSIS OF POSTPARTUM MENTAL ILLNESS 
"D. E. Wilson, M.D. (I), Peter Barglow, M.D. (M), William Shipman, Ph.D. 
216 CATATONIC BEHAVIOR, 
Harry Penn, M.D. (I) 
Mandel, M.D. (I) 


217 RECOVERY PATTERNS 15 + YEARS AFTE 
ton Meret ee S R ACUTE PsYCHOSIS 


EN .D. (M), William G. Carmichael, M.D. (M); Elvin V. Semrad. 


VIRAL ENCEPHALOPATHY, AND DEATH ichel 
» John Racy, M.D. (M), Lowell Lapham, M.D. (I), Miche 


218 IDIOSYNCRATIC LEARNING AND WORD ASSOCIATION IN MANIA 
George M. Henry, 


Ph D. (D) M.D. (M), Dennis L. Murphy, M.D. (M), Herbert Weingartner, 


219 PSYCHOLOGICAL ASPECTS OF KIDNEY TRANSPLANTATION 


Cesar Perez De Francisco, M.D. (I), Gloria Huitron (D), Samuel Zaltzman, E 
(D, Herman Villareal, M.D. (1) 


— Se 
' 
Note: Each Paper will be followed by five minutes of formal discussion. 
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Session VIII: Question the Experts 


Topic: PRACTICAL PROBLEMS OF THE ABORTION LAWS 
CuaiRMAN: Harold Rosen, M.D. (F) 
PANELISTS: Walter F. Char, M.D. (F), Abraham Heller, M.D. (M) 


THURSDAY, MAY 6, 2-4:30 P.M. 


Films IX 
INVOLUNTARY HOSPITALIZATION OF THE PSYCHIATRIC PATIENT— SHOULD IT BE 
ABOLISHED? 
National Medical Audio Visual Center 
INTRODUCTION TO PSYCHOTHERAPY 
Jesse Geller, Ph.D., Marc D. Schwartz, M.D. 


HIDDEN PATIENT 
Edmund Levy 


THURSDAY, MAY 6, 8:00 P.M. 


The Arts and Humanities: The Fourth Estate 


220 THE GOVERNMENT, VIOLENCE, AND THE MEDIA 
James Reston, Vice President, The New York Times 


Evening Panels 


AA ADAPTATIONAL RESPONSES TO A PSYCHIATRIC RESIDENCY 


Moperator: Henry J. Friedman, M.D. (M) i i 
PANELISTS: Paul G. Myerson, M.D. (F), Daniel H. Buie, M.D. (M), Douglas 


F. Welpton, M.D. (M) 
BB ALCOHOL REHABILITATION FOR AMERICAN INDIANS 


Moperator: James H. Shore, M.D. (A) $ 
PANELISTS: Luella Hutchinson (I), Richard Curry (I), Mark Small (D, Vic Wer- 


ner (I), Fenton Moss, M.S.W. (1) 
CC ARE WE TURNING A DEAF EAR TOWARD DEAF PEOPLE? 


Moperator: Luther D. Robinson, M.D. (F) i 
PANELISTS: John D. Rainer, M.D. (F), Hilde Schlesinger, M.D. (M), Thayer M. 


MacKenzie, M.D. (F), Barbara B. Sachs, M.A. (I), McCay Vernon, 
Ph.D. (1) 
DD ASSOCIATE PROFESSIONALS IN MENTAL HEALTH PROGRAMS 


Moperator: Claudwell M. Thomas, M.D. (F) 
PANELISTS: H. S. Sukhdeo, M.D. (I), R. M. Vidaver, M.D. (M), T. F. A. Plaut, 


Ph.D. (I), Jacob Fishman, M.D.(M), Vicki Mittlefehldt (I) 
EE BRIEF PSYCHOTHERAPY WITH CHILDREN 


Moperator: Alan J. Rosenthal, M.D. (M) j j 
PaNELISTs: | Stephen Proskauer, M.D. (A), Saul V. Levine, M.D. (I), Jacques 


MacKay, M.D. (I) 
FF  Cumup Custopy LAWS AND THEIR PSYCHIATRIC IMPLICATIONS 


Moperator: Elissa P. Benedek, M.D.(M) 
PANELISTS: Richard Benedek, J.D. (D, John F. McDermott, Jr., M.D. (F), Jack 


C. Westman, M.D. (F) 
GG CIGARETTE SMOKING AND THE PSYCHIATRIST 


Moperator: John S. Tamerin, M.D. (A) : : 
PawELISTs: Louis Bozzetti, M.D. (M), Harvey Resnick, M.D. (F), Daniel Horne, 


Ph.D. (I) 
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SCIENTIFIC PROGRAM 
THURSDAY, MAY 6, 8:00 P.M. 


CLERGY AND SEMINARIANS IN COMMUNITY MENTAL HEALTH 
MODERATOR: John E. Fryer, M.D. (M) 
PANELIsTs:  Ogene Davis (I), Thomas Pugh, Ph.D. (I), Rebell Rogers (I), Rev. 
Richard C. Winn, B.S.T. (I), Guy Littman (I) 
THE CoMMUNITY AND UNivERSITY DRUG ABUSE PROGRAMS 
Moperator: Lewis L. Judd, M.D. (M) s 
PANELIsts: Jerome H. Jaffe, M.D. (M), William McCallip (I), Leonardo Garcia- 
Bunuel, M.D. (M), David Deitch (I), Frederick Glaser, M.D. (M) 
EVALUATING THE RESULTS OF PSYCHOTHERAPY 
MODERATOR: Peter E. Sifeneos, M.D. (F) 
PANELISTS: Calvin P. Leeman, M.D. (M), Paul L. Russell, M.D. (M), Donald T. 
Fern, M.D. (I), Ruth S. Westheimer, M.A. (I) 
EXISTENTIAL THERAPY OF THE MARRIAGE CRISIS 
Moperator: George Serban, M.D. (M) 
PANELIsts: Andrew Bernath, M.D. (F), H. Holt, M.D. (M), Jason Miller, M.D. 
(F), M. Kurland, M.D. (M), H. Walker, M.D. (A) 
New NoN-BERNIAN CHANGES IN TRANSACTIONAL ANALYSIS 
Moperator: Robert L. Goulding, M.D. (M) 
PaNELISTS: Robert C. Drye, M.D. (F), Mary Edwards, M.S.W. (I), Paul McCor- 
mick (I), Anita Roggenbuck, M.S.W. (I) 
PRIVATE INTENSIVE TREATMENT CENTERS: BRIGHT FUTURE 
MODERATOR: Herbert Winston, M.D. (M) 
PawELISTS: William Furst, M.D. (F), Harold L. Snow, M.D. (M), Milton M. 
Berger, M.D. (F), Wright Williamson, A.C.S.W. (I), A. James 
Morgan, M.D. (M) 
PRIVATE PRACTICE AND COMMUNITY MENTAL HEALTH 
Moperator: Jackson C. Dillon, M.D. (F) 
PawELISTS: Joseph D. Bloom, M.D. (M), Joseph B. Parker, Jr. M.D. (F), 
Michael A. Woodbury, M.D. (CF), John D. Ainslie, M.D. (F) 
RECOVERY, INC.—ITs USE AND EFFECTIVENESS 
Moperator: Douglas Goldman, M.D. (F) 
PANELIsTs: Werner Tuteur, M.D. (F), Stanley Dean, M.D. (F), Herbert L 
Rooney, A.C.S.W. (I), Phil Crane (I), Hanus J. Grosz, M.D. (F) 
THE RIGHT TO DIE wrrH DIGNITY 
ieee D'Agostino, M.D. (M), Abraham N. Franzblau, Ph.D., 
.D.(F) 
Haikaz M. Grigorian, M.D. (M), Paul D. Cantor, M.D., J.D. (D. 
Michael Hamilton, D.D. (T) 
SOCIAL PROGRAMS IN LOW-INCOME COMMUNITIES: RELEVANCY 
Moperator: Nolan E. Penn, Ph.D. (D) 2 
PANELISTS: — Stanley Crockett, Ph.D. (I), Neil Eddington, Ph.D. (D, Marvin 
Karno, M.D. (M), Chester M. Pierce, M.D. (M), Sanford Wolf 
M.D.(M) 
TEACHING BRIEF PSYCHOTHERAPY: TECHNIQUES AND TACTICS 
Moperator: Theodore J. Jacobs, M.D. (M) 
PANELISTS: John Frosch, M.D. (LF), Irwin Berkman, M.D. (M), Gerald H. 
eile M.D. (F), Seymour Kaplan, M.D. (M), Stefan Stein, M.D. 


PANELISTS: n 


THE TRANSACTIONAL ANALYSIS OF SCHIZOPHRENIA 
MODERATOR: John M. Dusay, M.D. (M) i 
PaELISTS: John J. O'Hearne, M.D. (F), Jacqui L. Schiff, M.S.W. (I), Martin 


D. Haykin, M.D. (M), Claude Steiner, Ph.D. (I), Stephen S. Karp- 
man, M.D. (M) 


PHILOSOPHIC AND PSYCHIATRIC MEANING OF ' HERE-AND-NOW'' 
Moperator: Julius E. Heuscher, M.D. (F) 
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PANELISTS: William Barrett, Ph.D. (I), Peter Koestenbaum, Ph.D. (I), Henry 
Elkin, Ph.D. (I), Clemens Benda, M.D. (F) 
UU MAN AS A POLITICAL ANIMAL— PART II 
MopERATOR: Robert N. Butler, M.D. (F) 
PANELIsTs: Robert C. Maynard (I), Charles Pinderhughes, M.D. (M), George 
Wiley, Ph.D. (D) . 
VV LIFE STYLES OF NONPATIENT HOMOSEXUALS 
Moperator: Kent E. Robinson, M.D. (F) 
PANELISTS: Franklin E. Kameny, Ph.D. (1), Lilli Vincenz (I), Larry Littlejohn 
(I), Del Martin (I), Richard J. Baker (1) 


FRIDAY, MAY 7,7:30 A.M. 
Morning Panels 


F | OBESITY—AN EMOTIONAL ILLNESS 
MODERATOR; Alexandra Symonds, M.D. (F) 
PANELISTS: Theodore I. Rubin, M.D. (M), Leon Salzman, M.D, (F), Joseph R. 
Buchanan, M.D. (A) 
F 2 Tue OpysseY APPROACH TO ADDICTION 
MODERATOR: Judianne Densen-Gerber, J.D., M.D. (M) 
PANELISTS: James Murphy (I), Charles Rohrs, M.D. (D, John Cox (I), 
Michael Harris (1), Donald Dougherty 
F 3. OPERATIONAL CONCEPTS OF DANGEROUSNESS 
Moperator: Johnnie L. Gallemore, Jr., M.D. (M) 
PANELISTS: Charles E. Smith, M.D. (F), V. Lee Bounds, LL. B. (D, Sam J. 
Ervin, HIT, LL.B. (1), Desmond P. Ellis, Ph.D. (T) 


F 4 OvznvIEW: MENTAL HEALTH PROGRAM EVALUATION 
Moderator: Thomas J, Kiresuk, Ph.D. (1) 
PANELISTs: William W. Jepson, M.D. (F), Anthony J. Pollock, M.D. (F), Robert 
Sherman, Ph.D. (I), Robert Spano, A.C.S.W. (D) 


F 5 PSYCHIATRIC STANDARDS—A CLEAR AND PRESENT NEED 


MoprRATOm: Francis de Marneffe, M.D. (F) , 
PANELISTS: Walter H. Wellborn, Jr., M.D. (F), S. T. Ginsberg, M.D. (LF), 
John D. Porterfield, M.D. (I), Lawrence A. Stone, M.S. (M), 


Louis Belinson, M.D. (F) 


F 6 THE PsYCHIATRIST’S IDENTITY 


Moperator: Eugene A. Kaplan, M.D.(M) 
PANELIsTs: Leston Havens, M.D. (F), William F. Knoff, M.D. (F), Robert G: 


Kvarnes, M.D. (F), Ronald Leifer, M.D. (M) 
F 7 VARIETIES OF EXPERIENCE IN OCCUPATIONAL PSYCHIATRY 


Moperator: Arthur R. Kravitz, M.D. (M) 
PANELIsts: | Cavin P. Leeman, M.D. (M), Preston K. Munter, M.D. (F), Robert 


L. Pyles, M.D. (M), John Vorenberg, M.D. (A) 


F 8 THe Viet NAM VETERAN Mb 
Moperator: Jonathan F. Borus, M.0- 
PANELISTS: Robert J. Lifton, M.D. (F), Michael Pearson, MSS. (I), A. Carl 
Segal, M.D. (M), M. Duncan Stanton, Ph.D. (D, Marcus R. 
Stuen, M.D. (F) 
F 9 CowMuNiTY PROGRAMS: CHALLENGES IN MENTAL RETARDATION 


Moperator: Frank J. Menolascino, M.D. (F) i 
Pangtists:; Wolf Wolfensberger, Ph.D. (D, Norman R. Bernstein, M.D. (D) 


Evis Coda, M.D. (F) 
F 10 Tue WALK-IN CLINIC: PROBLEMS AND OPPORTUNITIES 


Moperator: Aaron Lazare, M.D. (M) jy 

PESE Jon E. Gudeman, M.D. (A), Howard V. Zonana, M.D. (A), William 
Anderson, M.D. (D 
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FRIDAY, MAY 7, 9:30 A.M. 


Session I: Continuing Education: Newer Techniques in Hypnosis 
This program is intended for those who wish to expand their expertise in the use of hypnotic 


techniques in their practice. It introduces some innovations developed by creative workers 
in the field. 


Gerald R. Pascal, Ph.D. (1), 


Increasing the number of somnambulistic trances. While a light or medium trance 
state is usually ample for work with most patients, it is sometimes highly desirable 
to induce hypnosis to a depth where one may employ automatic writing, time dis- 
tortion, regression and revivification, the exploration of forgotten memories, in- 
duction of experimental conflicts, and the giving of significant posthypnotic sug- 
gestions. With the usual induction methods, the yield for somnambules is only 
approximately ten percent, Employing the hypothesis that hypnotic behavior is 
analogous to operant behavior, a great many more subjects may be taught in suc- 
cessive steps to shape their responses toward the assumption of somnambulism. 
Dr. Pascal will demonstrate his method and, utilizing members of the audience, 
show how the method can be taught. 


DISCUSSION 
Irwin Rothman, D.O. (I), 

Useful adjuncts and devices in hypnosis. In this session there will be demonstrated 
the use of a variety of adjuncts and devices that can expedite the effect of hypno- 
therapy. Included are the employment of a “Pacemaster” for stuttering, of aversive 


conditioning instruments to extinguish destructive habit patterns, and of a machine 
that gives auditory and visual galvanic skin reflex feedback. 


Discussion 


Session II: Psychiatric Education! 


221 CONTINUING EDUCATION: CAN PSYCHIATRY SHOW THE WAY? 
Peter F. Regan, M.D. (F), S. Mouchly Small, M.D. (F) 


222 THERAPY ORIENTATIONS OF PSYCHIATRY RESIDENTS 
Moshe Vardy, Ph.D. (1) 


223. Is SOVIET PSYCHIATRIC TRAINING RELEVANT IN AMERICA? 
Nancy Rollins, M.D. (M) 


224 SUPERVISION OF PSYCHOTHERAPY WITH VTR: PROS AND CONS 
Paul Chodoff, M.D. (F) 


225 USING THE HOME VISIT WITH ADOLESCENT PATIENTS 
Don R. Heacock, M.D. (M) 
Session III: Psychiatry and Violence II! 


226 VIOLENCE AND THE COWBOY LEGEND 
Kent E. Robinson, M.D. (F) 


227 PSYCHOTHERAPY OF PSEUDOHOMOSEXUAL PANIC 
Sherwyn M. Woods, M.D, (F) 


228 THE NARRATIVE OF A RIOT: ASBURY Park, 1970 
Avrohm Jacobson, M.D. (F) 


229 FLIGHT FROM VIOLENCE: THE COMMUNES 
L. Jolyon West, M.D. (F) 


Session IV: Addictions II: 


230 PREVENTIVE EDUCATION VIA OUTPATIENT STOREFRONTS 
Michael Harris (I), Judianne Densen-Gerber, M.D. (M), Rene D. Casaclang (D. 


! Note: Each paper will be followed by five minutes of formal discussion. 
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231 SUCCESS AND FAILURE IN THE NARA ADDICTION PROGRAM 
Charles L. Bowden, M.D.(M), Bernard J. Langenauer, M.D. (I) 


232 AMPHETAMINE WITHDRAWAL 
Robert Watson (I), Ernest Hartmann, M.D. (M), Joseph Schildkraut, M.D. (M) 
233 AGGRESSIVE BEHAVIOR IN PHENOBARBITAL-TREATED RATS 
Thomas J. Crowley, M.D. (A), C.O. Rutledge, Ph.D. (I) 
Session V: Neurochemistry’ 
234 A POSSIBLE GENETIC FACTOR RELATED TO PSYCHOSIS 
William Pollin, M.D. (F) 
235 AMINE PRECURSORS, AMINES, AND MAO IN DEPRESSION 
Dennis L. Murphy, M.D. (M) 


236 Cycuic AMP IN THE SWITCH FROM DEPRESSION TO MANIA 
Michael I. Paul, M.D. (1), Hinrich Cramer, M.D. (D), William E. 
Bunney, Jr., M.D. (M) 
237 RUBIDIUM: EFFECT ON BEHAVIOR AND BRAIN AMINES 
Jack Barchas, M.D. (M), Jon Stolk, Ph.D. (D), Robert Conner, Ph.D. (I) 


238 AGGRESSION‘AND BRAIN CATECHOLAMINE METABOLISM 
Jon M. Stolk, Ph.D. (I), Robert L. Conner, Ph.D. (I), Seymour Levine, Ph.D. (D, 
Jack Barchas, M.D. (M) 
Session VI: Crises in Psychiatry! 


239 Crisis INTERVENTION: TOP PRIORITY 
Donald G. Langsley, M.D. (F), James T. Barter, M.D. (M) 


240 ABORTIONS AND AN ACUTE IDENTITY Crisis IN NURSES 
Walter F. Char, M.D. (F), John F. McDermott, Jr., M.D. (F) 


241 MORTALITY AFTER A PSYCHIATRIC EMERGENCY ROOM VISIT - 
Rodrigo A, Munoz, M.D. (D, Sue Marten, M.D. (D), Kathye A. Gentry (D), Eli 


Robins, M.D. (F) 
242 THE CRISIS INTERVENTION WARD 
Gusztav A. Batizy, M.D. (F), Elmer D. Fenner, Ph.D. (1), Bohdan Osadca, M.D. (M) 
Session VII: Psychiatry and International Affairs—The Emotional Climate in 
the Middle East 


243 THE ISRAELI SOCIETY 
Rita Rogers, M.D. (F) 


244 THE ARAB WORLD 
Harold Glidden, Office of Intelligence and Research, U.S. Department of State 


(retired) B 
PANELIsts: Alexander Leighton, M.D. (F), Parker T. Hart (I), Philip H. Stoddard (I) 


Session VIII: Question the Experts 


Topic: FAMILY THERAPY 
CHamMAN: Nathan Ackerman, M.D. (LF) 
PANELIsTs: Murray Bowen, M.D. (F), Norman Paul, M.D. (M) 


FRIDAY, MAY 7, 2:00 P.M. 


Session I: Continuing Education: Newer Techniques in Hypnosis 
This is a continuation of the morning program, Session I, and is intended for those who 
wish to expand their expertise in the use of hypnotic techniques in their practice. It intro- 
duces some innovations developed by creative workers in the field. 


Irwin Rothman, D.O. (1) 
‘Note: Each paper will be followed by five minutes of formal discussion. 
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Miscellaneous special techniques. Demonstrated in this period will be hypnotic desensi- 
tization for anxiety, operant conditioning under hypnosis with hypnotic visualization of 
reward and homework, evocation and release of rage, and the institution of ego-building 
images and feelings. 

DISCUSSION 
QUESTION PERIOD 


Session II: Legal Psychiatry ' 
245 CoMPETENCY TO STAND TRIAL: INABILITY TO COMMUNICATE 
Adolph Goldman, M.D. (M), Ruth Spielmeyer, M.D. (M), A. Irwin Grantz, M.D. (I) 
246 COMPETENCY FOR TRIAL: WHO KNows BEST? 
Arthur Harris Rosenberg, J.D. (1), A. Louis McGarry, M.D. (F) 
247 INCOMPETENCY FOR TRIAL REVISITED: CALL FOR REFORM 
Harold Kaufman, LL.B., M.D. (M) 
248 PsYCHIATRIC CARE OF FEDERAL PRISONERS 
Loren H, Roth, M.D. (1), Frank R. Ervin, M.D. (1) 


249 CRIME PREVENTION BY THE INDETERMINATE SENTENCE LAW 
Emory F. Hodges, M.D. (F) 


Session III: Suicide! 
250 SUICIDE IN MENTAL HOSPITAL PATIENTS 
` Ivan W. Sletten, M.D. (F), Marjorie L. Brown, M.S. (I), Harold Altman, M.D. (M) 
251 Is DRUG ADDICTION SUICIDAL BEHAVIOR? 
Calvin J. Frederick, Ph.D, (I), H. L. P. Resnik, M.D. (F), Byron J. Wittlin (I) 
252 A RATING SCALE FOR SUICIDE PREVENTION 
UD.) K. Zung, M.D. (A), Harvey L. P. Resnik, M.D. (F), Frank Sullivan, 


“253 SUICIDE PATTERNS AMONG MAJOR NORTHWEST INDIAN TRIBES 
James H. Shore, M.D. (A) 


Session IV: Addiction III! 
254 A CROSS-CULTURAL STUDY OF ADOLESCENT SMOKERS 
Louis Bozzetti, Jr., M.D. (M), Louise Epps, Ph.D. (1) 
255. FACTORS IN SUCCESSFUL NARCOTICS RENUNCIATION 
Barbara E. Bess, M.D. (M), Samuel Janus, Ph.D. (I), Alfred H. Rifkin, M.D. (F) 
256 PATTERNS OF DRUG USE IN A HIGH SCHOOL POPULATION 
Jose R. Lombillo, M.D. (M), Jack D. Hain. Ph.D. (1), Ruth Cooper, Ph.D. (1) 
257 ^ PSYCHIATRIST VIEWS AN ADDICT SELF-HELP CENTER 
Edward Kaufman, M.D. (M) 
Session V: 
Depression? 
258 DIAGNOSIS AND GENETICS IN 


George Winokur, 
Dorzab, M.D. (1) 


259 PsYCHOBIOLOGICAL STUDIES OF MANIA 


William E. Bunney, Jr., M.D. (M), Denni derick K. 
Goodwin, M.D. (Mf) (M), Dennis L. Murphy, M.D. (M), Frederi 


260 CATECHOLAMINE METABOLISM IN AFFECTIVE Di 
Joseph J. Schildkraut, M.D. (M) AS E 


Psychobiological and Pharmacological Studies of Mania and 


MANIA AND DEPRESSION 
M.D. (F), Max A. Baker, M.D. (I), R. Cadoret, M.D. (M). J: 


! Note: Each paper will be followed by five minutes of formal discussion. 
* Note: There will be a formal discussion preceding discussion from the floor. 
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261 CATECHOLAMINE METABOLISM IN DEPRESSED AND NORMAL SUBJECTS 
James W. Maas, M.D, (F), Jan A. Fawcett, M.D. (M), Haroutune Dekirmenjian, 
Ph.D. (1) 


GENERAL DISCUSSION FROM THE FLOOR 


Session VI: Diagnosis, Measurement and Evaluation’ 
262 LANGNER’S PSYCHIATRIC IMPAIRMENT SCALE 
Richard I. Shader, M.D. (M), Michael H. Ebert, M.D. (I), Jerold S. Harmatz (I) 
263 SCIENCE AND SET IN TREATMENT DECISIONS 
Myron G. Sandifer, Jr., M.D, (F) 
264 DEPRESSION SCALE: SELF- OR PHYSICIAN-RATING? 
G. LaVonne Brown, M.D. (MT), William W. K. Zung, M.D. (A) 
265 PSYCHIATRIC EVALUATIONS FOR MEN FACING THE DRAFT 
Robert Paul Liberman, M.D. (A) 
266 ASSESSING CLINICAL CHARACTERISTICS OF THE MANIC STATE 
Allan Beigel, M.D. (M), Dennis L. Murphy, M.D. (M) 


DIDIT ME 


! Note: There will be a formal discussion preceding discussion from the floor. 
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MONDAY TUESDAY 
8:00 7:30 11:30 2:00 3:30 8:00 
9:30 A.M. 2:00 P.M. P.M. AM. 9:30 A.M. A.M. P.M. P.M. P.M. 
Benjamin Rush Lecture (10:00 A.M.) 
1 Multimedia Teaching of Videotape in Psychiatric 
Introductory Psychiatry Training 
n Women Psychoanalytic Contribu- 


tions to Crisis Interven- 
tion—Joint Panel with the 


o American Academy of Psy- 
P choanalysis 
E 
a o 
" i Racism: Joint Panel with N The President as Person and 
G the American Psychoanalyt- v Public Figure 
ic Association o 
s c 
E A T 
S ry H 
s 1 E 
IV I Child Development o M Child Psychiatry | M ° 
o N o WES c 
N R E D v 
A T o s E 
A NON Loy TR 
N D 1 M E N l 
D E 
d N o s N 
M p Neurophysiology | o Neurophysiology II p " 29 
N 
Y P 
E v P s 
s CAESA D s HE 
[ c Ho 
D a N "n x i 
T. E Lu 
E 
VI M Bele of Mental Health | L Hospital and Community E Coe : 
r vices h S Psychiatry E ied 
A R 
L A E 
D 
A D 
vw D gs, i R 
p cal Psychiatry E Alcoholism 
E s 
s 
s 
vill Question the Experts: 
E A Question the Experts: Psy- 
ncounter Groups chiatry of Women 
^ i 
Films 1 (10:00 A.M.) Films oM 
Films I1 (12:30 P.M.) Vs 
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WEDNESDAY THURSDAY 
7:30 11:30 7:30 7:30 11:30 8:00 
A.M. 9:30 A.M. A.M. 2:00 P.M. P.M. A.M. 9:30 A.M. A.M. 2:00 P.M. P.M. 
Continuing Continuing Continuing Continuing 1 
Education: Education: Education: Education: 
Videotape in Behavior Family Therapy Family Therapy 
Psychiatric Therapy and Inter- and Inter- 
Treatment viewing | viewing II 
How to Shrink Existential American Psychiatry and u 
the Population Psychiatry— Indian Culture Violence | 
Joint Panel 
with the Amer- 


ican Ontoanalyt- 
ic Association 


Homicide Prevention Psychiatrists for Prevention and The Psychiatrist, m 
World Peace: Control of the APA, and 
An Internation- Mass Violence Social Issues 
al Seminar A 
N 
N 
u 
Child Psychiatry! 4 Families and A Adolescents M Addictions I iV 
p Other Groups L aw 2o and Students - E 
M T o = v 
B. Un E 
A M a M M N 
1 o N N o M 
R a " R m : 
N Clinical Psychophar- E Brain Cell u G Schizophrenia | E Schizophrenia II Q y 
macology Chemophysiol- E P = 
P A  ogylJointlywith T = A n 
A u APA Comm. in N u N 
N T Liaison with Am. A E T ^ 
E H Coll. Physicians) N L H à 
L o Ds A s 
S Medical Students Human Sexuality. Community s Community vi 
and Medical S ^ Psychiatry Psychiatry II 
Education N y 
c Í 
E 
1 MIU 
Aspects of Marijuana Psychodynamics Clinical 
Psychotherapy pa Pere; Psychiatry Il 
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Meprobamate: A Study of Irrational Drug Use 


BY DAVID J. GREENBLATT, M.D., 


The history of the tranquilizer meprobamate 
illustrates how factors other than scientific 
evidence may determine physicians’ patterns 
of drug use. Forceful advertising and public- 
ity, an attitude of general optimism, and un- 
controlled studies with favorable results 
combined to elevate meprobamate to the 
position of America’s magical cure-all tran- 
quilizer. This drug remains in wide use de- 
spite a large body of sound scientific data 
that questions its efficacy. Today easy phar- 
macologic solutions to the stresses and ten- 
sions of life are often sought in place of 
more effective forms of mastery. This trend, 
which may not be a healthy one, is fostered 
by physicians who prescribe tranquilizers in- 
discriminantly. 


P AINFULLY TRUE but repeatedly ignored 
are the frequent notations of pharma- 
cologists that patterns of drug utilization by 
clinicians are often inconsistent with the 
results of scientific determinations of effi- 
cacy. Personal preference, clinical impres- 
Sion, uncontrolled study, forceful advertising, 
the mood of the times, and sheer chance are 
all determinants of physicians’ prescribing 
patterns; they may at times exert more power- 
ful influences than the available scientific 
evidence. Most illustrative of such irrational 
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drug use is the history of meprobamate, the 
tranquilizer whose widespread use has per- 
sisted for 15 years despite an increasing body 
of evidence that fails to demonstrate its 
efficacy. 

During the 50s the major tranquilizers 
were found to be successful in altering the 
course of schizophrenia; however, they were 
thought to be too powerful and toxic for use 
in patients with less serious mental derange- 
ments. It was widely hoped that other tran- 
quilizers would be found that were without 
the toxicity of reserpine and the phenothia- 
zines but effective enough to replace the 
barbiturates in the treatment of the many 
anxious and tense psychoneurotic patients 
seen by physicians in both medicine and psy- 
chiatry (1, 2). 

Frank M. Berger, in 1950 at Wallace 
Laboratories, first synthesized meprobamate, 
a derivative of mephenesin, a short-acting 
muscle relaxant (3, 4). Early studies indicated 
that meprobamate, in addition to being an 
anticonvulsant and interneuronal blocking 
agent like mephenesin, also possessed a 
unique tranquilizing property. Animals 
treated with meprobamate became tame and 
docile but not generally sedated or drowsy 
(3-5). Behavior patterns that had been pre- 
viously suppressed by punishment reappeared 
after treatment with meprobamate (6). 
EEG studies showed that meprobamate 
selectively depressed the thalamus and other 
subcortical areas without causing the gen- 
eralized cortical depression characteristic 
of the barbiturates (4, 5, 7, 8). Moreover, 
meprobamate produced no autonomic or 
extrapyramidal side effects, and it was 
claimed that it did not interfere with intel- 
lectual and motor performance (4, 5, 7-9). 

Meprobamate was introduced into gen- 
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IRRATIONAL DRUG USE 


TABLE 1 
Conditions for Which Meprobamate Has Been Claimed to Provide Symptomatic Relief 


Alcoholism Hyperthyroidism 
Allergies Insomnia 

Angina pectoris Intractable pain 
Appendicitis Labor and delivery 
Asthma Meniere's disease 
Behavior disorders in children Menopause 
Depression 

Dermatoses and dermatologic disorders Motion sickness 
Enuresis Myocardial infarction 
Glaucoma Peptic ulcer 
Hypertension 


Menstrual stress and dysmenorrhea 


Petit mal epilepsy 

Preoperative and postoperative anxiety. 
Premenstrual tension 

Pruritis ani 

Pruritis vulvae 

Rheumatic diseases 

Spastic musculoskeletal disorders 
Stuttering 

Tension headache 

Typhoid fever 


eral use in 1955 by Wallace Laboratories 
under the intriguing trade name of Miltown. 
Shortly thereafter Wallace contracted an 
agreement with Wyeth Laboratories whereby 
Wyeth would purchase meprobamate and 
market the drug under its own trade name, 
Equanil. Both Wallace and Wyeth undertook 
aggressive and effective advertising cam- 
paigns, promoting their respective brands 
of meprobamate as agents that could selec- 
tively reduce anxiety and tension in psycho- 
neurotic patients without producing general 
sedation and without significant danger of 
toxicity (1,2, 10, 11). Simultaneously, there 
appeared in the medical literature two early 
clinical reports indicating that meprobamate 
was almost magically effective in reducing 
anxiety (12, 13). These events occurred at a 
time when the successful treatment of psy- 
choses with chlorpromazine and reserpine 
was becoming widely known and was gener- 


ating enthusiastic optimism about the future 
of tranquilizers. 


Popular Acceptance 


AS a result of the above influences, not the 
least of which was the strange appeal of the 
Wallace brand name, Miltown literally swept 
the nation. Hundreds of thousands of pre- 
scriptions were written, and sales in 1955 
alone totaled nearly two million dollars. 
Shortages of the drug developed in some 
parts of the country, and many customers 
waited in line for hours to get their ration of 
Miltown. The popular press was filled with 
articles marveling at the new drug and ex- 
tolling “Happiness by Prescription” (14). 
Miltown became a craze within the show 
business community as well, and tranquil- 
izers were said to have been given out at 
parties in place of hors d'oeuvres (10). “It 
worked wonders for me," Milton Berle is 
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reported to have said; “Im thinking of 
changing my name to Miltown Berle" (15). 

The medical literature was similarly 
flooded with enthusiastic praise for mepro- 
bamate. Following the early reports of Bor- 
rus(12) and Selling (13), there appeared a 
barrage of articles describing the successful 
use of this drug in a vast number of condi- 
tions involving tension and anxiety (16, 17) 
ranging from angina pectoris to pruritis ani 
(see table 1). Side effects were said to be 
negligible, and the drug was reported as 
“uniformly successful by all observers” (4). 
Berger, who some ten years later remain 
(understandably) captivated by the magic 0 
Miltown, wrote: “The drug most needed is 
the one that would liberate our minds from 
their primitive and outdated ways. Mepro- 
bamate may be the first substance of this 
type” (8). 

It soon became obvious, however, that 
most of this initial enthusiasm was unie 
fied, since the favorable judgments of i: 
efficacy of meprobamate were largely ys 
on uncritical, unscientific reports (2, 11, E 
Casual observations, isolated case repor S 
trials on fewer than ten subjects, and ane 
trolled studies comprised the greater » : 
of the voluminous literature on m o 
mate (16). Weatherall estimated that S sd 
90 percent of these reports could be cà 
"unacceptable" research (18). 

The criteria for the adequacy of ost 
drug evaluation are well recognized by Min d 
investigators (16, 18, 19). The double- iB 
research design, with random allocates 
subjects, is considered essential for me à 
evaluations of drug efficacies, especia Hs 
anxious psychoneurotic patients whose a xd 
toms may remit spontaneously withoug d 
gard to medication, or who may AM 
marked response to an inert placebo 


a clinical 
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Moreover, other nondrug factors, such as the 
patient’s personality and expectation, the 
doctor’s attitude, social class, age, sex, length 
of illness, and previous drug experience all 
have been shown to be powerful determi- 
nants of a patient’s response in a drug trial 
(21-23) and should likewise be randomized 
between drug and placebo groups. 


Controlled Studies 


Our search of the literature in English re- 
vealed a total of 26 controlled double-blind 
trials of the efficacy of meprobamate com- 
pared with placebo in relieving anxiety in 
psychoneurotic patients (24-49). Thirteen of 
these studies (24-36) were negative, showing 
meprobamate to be no more effective than 
placebo, Hollister and others (36) claimed 
positive results but presented no statistical 
analyses to substantiate their claims. How- 
ever, Laites and Weiss (16) performed a chi- 
Square test on the Hollister data and found 
no significant meprobamate-placebo differ- 
ence. We therefore classified Hollister’s 
Study as negative. 

Eight of the 26 studies (37-44) were 
equivocal, ie., one cannot really draw a 
conclusion about the efficacy of meproba- 
mate. Two studies by Uhlenhuth and others 
(37,38) showed that the meprobamate- 
placebo difference is variable, depending on 
nondrug factors including the patient's sex, 
marital status, and body habitus and the 
Physician's attitude toward the medication 
and toward the patient. West and da 
Fonesca(39), using a chi-square test on 
patients’ self-judgments of “improved” or 
Not improved,” found meprobamate to 
be significantly better than placebo at the 
025 level. However, since 75 judgments 
Were contributed by only 26 patients, the 
Judgments were not truly independent, and 
the chi-square test was not appropriate. 
Therefore, these results were equivocal. 

Hinton(40) found that meprobamate 
Was equivalent to placebo as judged both by 
Overall improvement and by the reduction 
9f specific symptoms such as tension; only 
Or the isolated symptom of anxiety was 
Meprobamate superior to placebo. Similar- 
Y, the studies of Uhr and others (41) and 
Rickels and others (42) found meprobamate 
better than placebo at some times and for 
Some measures, but equivalent to placebo 
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at other times. There was inconsistency be- 
tween subjective and objective measures, 
and between patients’ self-ratings and the 
ratings of their physicians. The study of 
Janecek and others(43) was not truly 
double-blind, and did not make compari- 
sons with placebo. Finally, Moyer and 
others(44) found  meprobamate slightly 
better than placebo with respect to overall 
subjective and objective improvement, but 
they reported no statistical tests. 

Five of 26 studies (45-49) demonstrated 
that meprobamate was more effective than 
placebo. Three of the five positive studies 
were reported by Rickels and associates 
(46-48); another investigation reported 
by this group (42) was previously classified 
by us as equivocal. In two of the positive 
studies described by this group(47, 48) 
meprobamate produced significant overall 
clinical improvement but had no effect on 
the specific symptom of anxiety. Also of 
interest was the study of Champlin and 
others (49) who obtained positive results at 
low ‘doses of meprobamate, in the range of 
400 to 600 mg. daily; the usual daily dose is 
1600 mg. 

Of the 26 studies described above, there 
were nine in which meprobamate was com- 
pared with a barbiturate in a double-blind 
manner (27, 29, 30, 37, 39, 44, 46-48). In a 
tenth study (50) not previously cited, mepro- 
bamate was compared with a barbiturate 
and chlordiazepoxide but not with placebo. 
Of these ten studies, only one demonstrated 
meprobamate to be more effective than the 
barbiturate (48). The dosage of phenobar- 
bital in this study was only 60 mg. daily, 
which may be too low for an adequate com- 
parison. Two other reports were equivocal 
in that meprobamate was claimed to be 
superior to phenobarbital but no statistical 
tests were performed (44, 50). Six studies 
(29, 30, 37, 39, 46, 47) showed meprobamate 
to be equivalent to a barbiturate, while one 
report (27) showed amobarbital to be more 
effective than meprobamate in reducing 
anxiety. 

Only four trials approaching legitimacy 
could be found involving meprobamate and 
hospitalized psychotic patients. The study 
of Laird and others(51) was not clearly 
double-blind and involved a total of only 
14 patients. Pennington (52) carried out a 
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TABLE 2 
Commercial Drug Combinations Containing Meprobamate 


PHARMACOLOGIC ADDITIVE(S) 


TRADE NAMES TO MEPROBAMATE 


CLAIMED INDICATION(S) 


Bamadex D-amphetamine Obesity 

Appetrol 

Deprol Benactyzine Depression 

Milpath Tridihexethyl Disorders involving hypersecretion or hypermotility of the Gl tract 
Pathibamate 

PMB Conjugated estrogens Physiological and emotional symptoms of the menopause 
Milprem 1 

Miltrate Pentaerythritol tetranitrate Angina pectoris 

Equanitrate 

Equagesic Aspirin and ethoheptazine Pain accompanied by skeletal muscle spasm, anxiety, or tension 
Prozine Promazine More exaggerated forms of anxiety. tension, agitation 

Cyclex Hydrochlorothiazide Premenstrual tension; hypertension; congestive heart failure 


study involving meprobamate, placebo, and 
four other drugs in which the design was not 
rigorous and results were not quantified. 
Hollister and others(53) used drug and 
placebo populations that were not at all 
comparable. Statistical testing was not done 
in any of these three reports. 

Tucker and Wilensky (54) performed a 
scientifically sound study in which very 
large doses of meprobamate (up to 4.8 gm. 
daily) reduced anxiety in psychotic pa- 
tients significantly, when compared with 
placebo, after 12 weeks of treatment. The 
drug-placebo differences had disappeared by 
the fourth week after treatment was stopped. 
These four studies do not provide conclusive 
information about the efficacy of mepro- 
bamate in anxious hospitalized psychotic 
patients. ` 

In only five of 26 studies was meproba- 
mate clearly shown to be more effective in 
antianxiety action than a placebo in psy- 
choneurotic patients, and in only one of 
ten studies was meprobamate clearly more 
useful than a barbiturate. Thus the early 
enthusiasm over meprobamate has not been 
corroborated by more careful research. 
Similarly, the early claims of the negligible 
toxicity of meprobamate have not been 
confirmed, and findings of troublesome and 


dangerous side effects have become well sub- 
stantiated. 


Side Effects 


It was claimed that meprobamate selec- 
tively reduced anxiety without producing 
general sedation in normal doses (4, 5, 7). 
However, drowsiness is common at doses of 
400 mg. four times daily. Impairment of 
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motor function has also been demonstrated 
in the therapeutic dose range (55-57). 
This impairment is strikingly potentiated by 
ethyl alcohol in experimental situations (58, 
59) although the clinical significance of the 
interaction is not certain. Hypersensitivity 
reactions to meprobamate occur in some 
two percent of patients (2, 11). These reac- 
tions may be dermatologic in nature, M- 
cluding urticaria or intensely pruritic mag 
lopapular and erythematous skin ras e 
Other such reactions may be systemic an 
include shaking chills and fever, nausea, 
vomiting, hypotension, and syncope. 


More serious, but less common, id 
hematologic complications, which Ms 
thrombocytopenia, acute nonthro ee 
topenic purpura, agranulocytosis, aP ^ tal 
anemia, and pancytopenia (60-62). | iin 
and near-fatal cases of agranulocytosis 
been reported in association with. me 
bamate, The phenothiazine derivatives Wr 
the tricyclic antidepressants are the d 
other psychotropic agents known to Pod 
a significant incidence of such hemia 
reactions. Finally, meprobamate has aN 
shown to produce classical tolerance, aa 
uation, and addiction at doses of On m 
gm. daily. Withdrawal reactions ao 
ranged in severity from tremulousnet A. 
insomnia to grand mal seizures anes 
casionally, death (2, 11, 55, 63). 

Also of concern is the fact that me 
mate has been implicated in increasing g 4 
bers of suicide attempts (64-66). e been 
700 meprobamate intoxications ha 
reported in the literature, with 1 E 
The average ingested dose in be 2d 
cases was 28.1 gm. and in one case 
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dose of only 12 gm. produced death. In 90 
cases of severe but nonlethal intoxication, 
the average quantity ingested was 18.7 gm. 
Comparing these figures with the usual 
therapeutic dose of meprobamate (1.6 gm. 
daily) indicates that this drug has a lethal- 
to-therapeutic dose ratio that is only slightly 
more favorable than that of the barbiturates. 


Most authors, in evaluating this body of 
data, have concluded that meprobamate, al- 
though pharmacologically distinct from the 
barbiturates, is no less toxic and no more ef- 
fective in reducing anxiety than a barbiturate 
such as phenobarbital (1, 2, 11, 16, 18, 67, 
68). However, despite the overwhelming col- 
lection of evidence that leads to this conclu- 
sion, meprobamate remains an agent that 
is currently in wide use. Both Miltown and 
Equanil are high on the list of drugs most 
frequently prescribed by trade name (69). 


In addition, meprobamate is now among 
the ten drugs most frequently prescribed by 
generic name; more than 1,500,000 generic 
prescriptions were written in 1968 (69). The 
Massachusetts General Hospital alone dis- 
pensed a total of 32 kg. of meprobamate in 
1969. In our recent survey of the sedative 
medications used for patients with acute 
myocardial infarction, it was found that six 
percent of all sedative prescriptions were 
for meprobamate (70). Finally, meproba- 
mate continues to be prescribed in combi- 
nation with other drugs in a wide variety of 
commercial preparations (see table 2). 

Anxiety may be an important danger sig- 
nal as well as a stimulus to growth and adap- 
tation. However, when anxiety appears to be 
$0 overwhelming as to immobilize a patient, 
the concerned clinician may wish to use 
effective drugs to reduce the patient's dis- 
comfort. Similarly, when further anxiety or 
Stress might compromise the healing pro- 
Cess, as with the patient recovering from a 
myocardial infarction, or when further 
Stress or tension could exacerbate such con- 
ditions as angina pectoris, peptic ulcer, or 
ulcerative colitis, the clinician may wish to 
use anxiolytic agents. 

On the basis of presently available knowl- 
edge, the benzodiazepine group of anti- 
anxiety agents (chlordiazepoxide, diazepam. 
Oxazepam) appears to be more consistently 
effective than either placebo, barbiturates, 
or meprobamate (71, 72). Yet their current 


Amer. J. Psychiat. 127:10, April 1971 


1301 


usage is so vast that we question whether 
physicians have not joined the popular 
media and the pharmaceutical industry in 
promoting a world in which avoidance and 
"tuning out" become substitutes for other 
forms of mastery. 
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QUESTIONS OF THE MONTH 


Each of the questions or incomplete statements below is followed by four 
or five suggested answers or completions. Select the one that is BEST in each 


case. 


Question I. 


Alcoholism is thought to be etiologically related to which of the following? 
(A) An enzyme deficiency 
(B) Hereditary transmission - 
(C) A psychopathic personality 
(D) A metabolic deficiency 
(E) None of the above 


Question 2. 


Studies in the United States since World War II have shown differences in the 
way middle-class (“white-collar”) and working-class (“blue-collar”) families 
raise their children. The most consistent difference found in these studies is 

(A) that working-class mothers are more permissive than middle-class 
mothers with regard to toilet training ; 

(B) that working-class mothers are less likely than middle-class mothers 
to emphasize respectability as an important characteristic , 

(C) that parent-child relationships in the middle class are more consistent- 
ly reported as accepting and equalitarian while those in the working 
class are oriented more toward maintaining order and obedience 

(D) that middle-class mothers are more likely than working-class mothers 
to use physical punishment in disciplining their children 

(E) none of the above is correct 


(The Questions of the Month are from the Self-Assessment Program of the 
APA. The answers are supplied on page 1320 of this issue.) 
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Psychiatric Disorder in General Populations: 
A Study of the Problem of Clinical Judgment 


BY BRUCE P. DOHRENWEND, PH.D., GLADYS EGRI, M.D.. 
AND FREDERICK S. MENDELSOHN, M.D. 


In most attempts to study the prevalence of 
psychiatric disorder, cases have been defined 
by applying clinical judgment to symptom 
data. In some of these, such as the Midtown 
and Stirling County studies, this has in- 
volved assessments of written records, con- 
sisting for the most part of data collected by 
lay interviewers. Findings from the present 
study (in the Washington Heights section of 
New York City) indicate that respondents 
from the general population are less likely 
to be rated cases on the basis of actual inter- 
views by psychiatrists than on the basis of 
interview protocols. Moreover, this differ- 
ence varies with the type of interview and 
with the social status of the respondent. 


VER THE LAST 50 years at least 35 differ- 

ent researchers or teams of researchers 
have undertaken epidemiological investiga- 
tions of the prevalence of psychiatric disorder 
in specific populations (1). These studies 
have taken place in different parts of the 
world and have involved attempts to count 
both treated and untreated cases. With a few 
marked exceptions, such as the consistent 
finding of the highest rate of disorder in the 
lowest social class, however, these studies 
present a picture of inconsistent results 
(1, pp. 9-31). Moreover, the inconsistencies 
appear to be due far less to substantive than 
to methodological factors, such as differ- 
ences in data collection procedures and 


Based on a paper read at the 123rd annual meeting of 
the American Psychiatric Associatioi , San Francisco, 
Calif., May 11-15, 1970. A longer version of this paper is 
available on request from the authors. s 

The authors are with the College of Physicians and 
Surgeons of Columbia University, 128 Fort Washington 
Ave., New York, N.Y. 10032, where Dr. Dohrenwend is 
Professor of Social Science, Dr, Egri is Instructor in 
Psychiatry, and Dr. Mendelsohn is Research Associate 
in Les 
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contrasting conceptions of what constitutes 
a "case" (1, pp. 95-109). Nu" 

In the majority of the investigations, the 
cases were defined by applying clinical judg- 
ment to symptom data collected in personal 
interviews with the subjects (1, pp. 96-97). 
Two general approaches have been used in 
these interview studies. First, in most of the 
European and Asian research, a single psy- 
chiatrist, or sometimes a small team of psy- 
chiatrists, has personally interviewed com- 
munity residents and recorded diag 
judgments on the basis of these intervie : 
As a rule, however, the interview procedure 
have not been made explicit in this b 
approach. In the second type, standard 
explicit data collection procedures have n: 
used, but the interviewers were not psyc! ti 
trists or clinical psychologists; e E. 
psychiatrists in these studies have ma ht 
sessments of the written records of data e 
lected, for the most part, by lay intervista 

While there are only a few e 
studies of this latter type (2-5)? they 


ate 5, 
While we think that these are the principal ine 
they do not exhaust the methodologica concepts o 
variability in rates. For example, even when of particu 
disorder (as these pertain to both the nae 1D be in- 
lar types of disorder and the number of typi cdures are 
cluded in the study) and data collection POR may ust 
similar in two investigations, one investiga cnt than the 
a more inclusive or a less inclusive cutting pollo severily 
other for defining a "case," depending up reoVet, 
of disorder in which he is interested. RS study de 
age-range included can vary from stu den general 
pending, for example, on whether chil per included. 
found to have the lowest rates of disorder, E has 
And, finally, the type of prevalence inve mare usu 
varied from lifetime, in a few studies, to the riod 0 
attempts to represent prevalence during sa iished thus 
few months to a few years only one study pu d 
r rovided incidence figures. , ad 
> ni oun as in the Stirling County study O) cti 
ditional data, such as the reports of gen dcd to the 
tioners and other key informants, were a! $ 
written protocols to be evaluated. - t a type by it- 
? One study done in Africa (6) is almos! ers, but they 
self since psychiatrists were the interview made theif 
interviewed through native interpreters an 
evaluations from the written records, 
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consistently among those reporting the high- 
est rates of disorder. More studies of this 
.type are under way* and two of the com- 
pleted ones are among the best known of the 
attempts to estimate the prevalence of psy- 
chiatric disorder in general populations. One 
of these is the Stirling County study con- 
ducted by A. H. Leighton, D. C. Leighton, 
and their colleagues in a rural maritime 
county in Canada (2); the other is the Mid- 
town study, undertaken in a section of New 
York City by Srole, Langner, Opler, Mi- 
chael, and Rennie (5). 


Problem 


_ The problem for this paper is: Are clinical 
judgments that psychiatrists make from the 
Written records of interviews, as in the Stir- 
ling County and Midtown studies, the same 
à$ or different from the clinical judgments 
they would make on the basis of actually 
interviewing the subjects of the investigation? 
Few clues to an answer are available from 
previous research. In the Midtown study, for 
example, no follow-up interviews were con- 
ducted by psychiatrists. And while psychia- 
trists on the Stirling County study did con- 
duct interviews with a subsample of respon- 
dents, the decision to focus mainly on the 
respondents who were originally evaluated 
either as most likely to be ill or as most likely 
to be well, while grossly underrepresenting 
the majority who had been given intermedi- 
ate ratings, seriously limited the test (7). 
Moreover, the procedure whereby each psy- 
shiatrist compared his rating with the origi- 
B Tating before proceeding to his next 
pi Ject reduced the independence of : the 
Eod Set of ratings and may have artifici- 
Y Increased agreement. 
| that € are aware of only one previous study 
clea was designed in such a way as to have 
cond Implications for this question. It was 
D ucted by Buehler, who focused on 40 
bii A s aged 60 and over from an epidemio- 
Bishi, study in geriatric psychiatry (8). 
| distin er found that the reviewers showed a 
| Bras tendency to rate the subjects as more 
than a on the basis of a written record 
Bi & id the actual examiner. He speculated 
the reason . . . seems chiefly to be the 


4 E 
ing interviewers are being used in several on- 
Dr, A, p'OPean studies (personal communication from 

Leighton, July 21, 1970). 
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depressive effect raters will feel when they are 
limited only to reading of a patient's psychi- 
atric symptoms” (8, p. 202). 

Yet the use of written protocols as a basis 
for clinical judgments had a distinct advan- 
tage for the Midtown and Stirling County 
researchers over and above the practical con- 
siderations involved. It has been shown by 
Haase(9) and others(10) that extraneous 
factors can bias clinical judgments. Since the 
Midtown and Stirling County researchers 
were interested in investigating the relation- 
ship of social factors to psychiatric disorder, 
they were concerned with the possibility that 
knowledge of such factors as a respondent's 
class background could influence the clinical 
judgments. These researchers took steps, 
therefore, to eliminate cues to many aspects 
of the social background of their respondents 
from the written records of the interviews 
that were to be psychiatrically evaluated. 
While this control can be introduced when 
one is working with written protocols that 
can be edited, a similar procedure is not pos- 
sible in face-to-face interviews conducted for 
the most part in the respondents' homes. The 
neighborhood, the furnishings, and the 
appearance, dress, and speech of the re- 
spondents are strong clues to their social 
background. 

The literature bearing on our problem 
suggests, then, that we start our investigation 
with the following working hypotheses: 

1. Because of what Buehler termed the 
“depressive effect" of an unrelieved record 
of symptoms in the protocols, we would 
expect to find, as he did, higher rates of dis- 
order on the basis of judgments from the in- 
terview records than on the basis of the 
interviews themselves. 

2. If class bias such as Haase found is 
operating in clinical judgments, any inverse 
relationship between class and disorder 
based on judgments from interviews should 
be reduced in strength when judgments are 
made from written protocols of the inter- 
views from which clues to social background 
have been removed. 


Method 


The data for the present inquiry are drawn 
from a methodological study of different 
measures of psychiatric disorder in contrast- 
ing class and ethnic groups in the Washing- 
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ton Heights section of New York City (11). 
The more than 500 subjects consist of 67 
community leaders, 257 adult heads of fami- 
lies (both men and women, married and 
single) sampled on a probability basis from 
the general population, 117 outpatients from 
various psychiatric clinics, 48 inpatients, 
and 24 convicts. The 67 leaders included state 
assemblymen, city councilmen, municipal 
court justices, school principals, clergymen, 
and individuals who proved influential in 
various neighborhood action groups formed 
around civil rights issues. 

The leader, outpatient, and community 
sample respondents were divided among 15 
psychiatrists who conducted the interviews, 
generally in the respondents’ homes.’ The 
initial interview assignments were ran- 
domized and the large majority of the inter- 
views were tape recorded. 

The respondents were also divided at ran- 
dom between two different types of interview 
instruments—one called the Structured Inter- 
view Schedule and the other the Psychiatric 
Status Schedule. The Structured Interview 
Schedule (SIS) is based on the instruments 
used in the earlier Midtown study, the 
Stirling County study, and our own previous 
research in Washington Heights. It is a 
conventional type of survey questionnaire 
and relies heavily on items with fixed alter- 
native response categories. 

The Psychiatric Status Schedule (PSS), 
which was developed by Spitzer, Endicott, 
and Cohen, is much more like a conventional 
clinical interview, but with an added attempt 
to standardize questioning and recording 
procedures (12). In contrast with the SIS, 
the PSS relies mainly on Open-ended ques- 
tions, the probed responses to which are 
coded into fixed categories descriptive of 
pathology on the basis of the clinical judg- 
ment of the interviewer. 

.Toward the end of the interview with 
either the SIS or the PSS, the psychiatrist 
made a series of global clinical assessments. 
These included psychiatric judgments using 
the main rating scales developed in the Mid- 
town and Stirling County studies as we 
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understood them on the basis of published 
accounts (2,5). Additional ratings on thes 
two scales were made by psychiatrists why 
reviewed the written records of the interviews 
with subsamples of the leader, community, 
and clinic patient respondents, 

The four categories of the Stirling 
County "'caseness" scale, A-D, repre 
sented the average “subjective probabilities’ 
that the Leightons attached to their judy 
ments that a respondent rated by them oi 
the basis of a protocol would actually bei 
case if given a “full diagnostic investi. 
tion," These “subjective probabilities" 
were: A =.9, B =.7, C =.4, and D-.1 (2), 
121). In the following analysis, we vil 
dichotomize the ratings: A and B = mot 
likely to be cases, C and D = less likely t 
be cases. In the Stirling County study, abot 
55 percent of the respondents were rated A 
or B (2, p. 121). 

The Midtown impairment rating, by coh 
trast, ranged respondents on à scale from 
“well” through five degrees of severity E 
symptomatology: — "mild," - "mote e 
"marked," "severe," and “incapacity 
(5, p. 399). Almost a quarter (23.4 per | 
of the Midtown respondents were eu i 
on the basis of their protocols into the 1 
three categories (5, p. 138). These aia 
ferred to collectively as “impaired eer 
the “cases” in the Midtown study (5, We 
In the following analysis, we shall es 
mize the Midtown rating into the cog 
“impaired” vs. the combined “unimpa 
categories. 

The proportions of our leader, e 
nity sample, and patient respondents P É 
in each category of the Midtown 5e d 
each category of the Stirling County $ 


EAren 1 ted 
*The Stirling County investigators atemp 
deal with past as well as with current Ser: ; 
we attempted to deal only with curren at 9 perce 
Stirling researchers estimated, however, o this dun 
of these “cases” were current (2, p- 356), Sifference.. 
in and of itself should not make muc? fac Y 


i 


| 
| 


addition to the A-D caseness rating, : ont, 
Tating system included a rating of B by! 
some purposes, the two ratings were HE attenti 
Leightons into a “need for paychis jogy Uti 
typology (2, pp. 139-143). Since this y pore 10 
an impairment rating, it is more cone the cast 
Midtown study impairment rating than felt that Un, 
rating alone. However, the Leighton? te data, $9 
impairment rating was based on inadedy were reor 
main results of the Stirling County stu de have, ! e 
in terms of the A-D caseness rating. | research ( 
fore, emphasized the A-D rating in this 

however. table 6). 
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TABLE 1 
Interviewers’ Judgments of Cases According to Type of Respondent" 
LEADERS COMMUNITY SAMPLE OUTPATIENTS PRISONERS INPATIENTS 


BASIS FOR JUDGMENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 


Stirling rating system 


SIS interview 41 14.6 124 34.7 59 84.7 11 90.9 26 100 

PSS interview 26 26.9 133 26.3 58 84.5 13 84.6 22 100 
Midtown rating system 

SIS interview 41 97 124 30.6 59 84.7 11 90.9 26 100 

PSS interview 26 11.5 133 24.8 58 81.0 Lucis 90.9 22 100 


* Combining the prisoners, outpatients, and inpatients, chi-square tests show that the probabilities are less than .01 that the overall results. 
with either rating system or either interview schedule could have occurred by chance. One-tailed t tests of the difference between pro- 
portions show that all the differences between community sample respondents and combined patient and prisoner groups are significant 
beyond the .01 level and that all but one of the differences between the leaders and the community sample respondents are significant 
at or beyond the .05 level. The differences between the interview schedules, by contrast, are slight. Even for the community sample 


respondents, the difference between the SIS and the PSS falls short of statistical significance at the .10 level by chi-square test. 
** Midtown ratings were not made by the interviewer for two of the prisoners. 


our interviewing psychiatrists can be found 
in previous publications (11, 13). 


Results 


Let us look first at the ratings made by the 
Psychiatrists who actually interviewed the 
respondents. Table 1 shows, as would be ex- 
pected, that respondents in the patient and 
Prisoner groups are far more likely to be 
Seen as cases on either the Stirling or the 
Midtown rating scale than are the com- 
munity sample respondents who, in turn, 
tend to have larger proportions of respon- 
dents who are rated cases than do the lead- 
ers. These differences hold, by and large, re- 
gardless of which schedule (SIS or PSS) was 
Used to conduct the interview. 

The most consistent finding reported in 
Studies of psychiatric epidemiology is an 
inverse relation between disorder and social 
class. In accord with this general finding, 
table 2 shows that the trend among respon- 
dents from the community sample is for the 
higher rates of disorder to occur at the lower 
'vels of family income—the indicator of 
Class. Similar results were obtained using the 

cational level of the head of the house- 


| 


hold. By and large this holds regardless of 
which interview schedule was used. 

The interviewers making these ratings 
were not blind to social status. Was there, 
then, a bias toward rating respondents 
from lower classes as sicker than respon- 
dents from higher classes? To explore this 
possibility, we asked five of the inter- 
viewers? to rate written records of a sub- 
sample of 168 interviews after information 
on the status of the respondents had been 
removed. Table 3 shows the results for a sub- 
sample from the community sample group. 
Other than a tendency for the reviewer to 
see somewhat more respondents as cases 
on the Stirling rating than the interviewer 
did, there is no marked difference with the 
SIS schedule. There is thus little evidence in 
these results for class bias of the kind Haase 
found. For the PSS respondents, however, 
the picture is strikingly different—the class 
relationship based on interviewer judgments 
is actually reversed by the reviewers, with the 
highest income group now showing the 
highest rate of disorder. 


7Drs. Edwards, Egri, Heyum, Mendelsohn, and 
Zimberg. 


TABLE2 
Interviewers’ Judgments of Cases Among Community Sample Respondents According to Family Income* 


Th we in all four sets of results. 


ere b 
as one “no answer" on family income. 
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$5,000-$9,999 $10,000 OR MORE 
Mtis FoR supamenr NUMBERES SS PERCENT NUMBER PERCENT NUMBER PERCENT 
SIS interview" « 

Miling rating 45 51.1 47 27.7 31 22.6 
town rating 45 40.0 47 25.5 31 25.8 
Interview 

Ming rating 40 35.0 62 242 31 194 
own rating 40 37.5 62 210 31 16.1 

PT Its on the Stirling rating could have occurred by chance and 
le; e tests show that the probability is less than .025 that the SIS results on the Stirling rating dtd 
a mene 10 that the PSS results on the Midtown rating could have occurred by chance. Inspection shows, moreover. that the trends 
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TABLE 3 
Interviewers’ vs. “Blind” Reviewers’ Judgments of Cases 
Among Community Sample Respondents According to Family Income Subsample (N = 84) 


UNDER $5,000 
BASIS FOR JUDGMENT NUMBER PERCENT 
SIS interview 
Stirling rating 
Interviewer 15 60.0 
"Blind" reviewer 60.0 
Midtown rating 
Interviewer 15 33.3 
“Blind” reviewer 46.7 
PSS interview 
Stirling rating 
Interviewer 11 182 
"Blind" reviewer 182 
Midtown rating. 
Interviewer 11 182 
"Blind" reviewer 91 


$6.000-$9.999 $10,000 OR MORE 
NUMBER PERCENT NUMBER PERCENT. 
267 182 
AR 400 i 2700h 
20.0 273 
1 
15.0 83 
20 450 12 750 
00 
20 den 12 500 


Table 4 compares the interviewer vs. 
reviewerratings of the community subsample 
as a whole with those of the leaders and the 
psychiatric outpatients. Note that there is a 
trend for the reviewer to be more likely than 
the interviewer to see the SIS community 
sample respondents as cases on the Stirling 
rating. Even more consistent with Buehler's 
previous findings of possible "depressive 
effects" are the results for both the SIS and 
the PSS leaders and the PSS community 
sample respondents, all of whom are much 
more likely to be seen as cases by reviewers 
than by interviewers. By contrast with these 
nonpatient groups, however, the picture for 
the patients is much the same regardless of 
which interview schedule is used and regard- 


TABLE 4 


Interviewers’ vs. “Blind” Reviewers’ Judgments of Cases 
in Subsamples of Three Types of Respondents (N = 168) 


less of whether the judgments are made bj 
the interviewer or the reviewer. 

The interviewers and reviewers whost 
ratings have been described so far "| 
trained on the basis of published accoun 
of the Midtown and Stirling County e 
procedures. To test whether we had s il 
ly interpreted these ratings, member " 
their staffs trained several of our psy, 
trists to be reliable with the original ratingi 
made in these studies. These a 
trained psychiatrists then rated 1 aM 
subsample of 168 rp aig on t 
town and Stirling scales. ^ 

As table 5 ows, this second set ÉD 
ratings is far more similar to the e 
review ratings than to the ratings m 


- OUTPATIENTS ur 
BASIS FOR JUDGMENT NUMBER" ET ERCHkT NUMBER S ERCENT NUMBER ten 
Stirling rating 
SIS interview 
Interviewer 
184 36.6 
"Blind" reviewer 16 VE 41 453 30 
PSS interview 
Interviewer 4 
"lin row eS S E 
Midtown rating 
SIS interview 
Interviewer 12.5 268 
"Blind" reviewer a6 125 41 qu 30 
PSS interview 
Interviewer 0. 70 
“Blind” reviewer 9 an 43 thy 29 


rence is significant at the .14 level 
Oor 1 on the same sample (14) was used. 
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for the Stirling rating. A test for differences between two meas 
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TABLE 5 
Interviewers’ vs. First Blind’ Reviewers’ vs. Second "Blind" Reviewers’ 
Judgments of Cases in Subsamples of Three Types of Respondents (N = 122): 
PSS and SIS Respondents Combined 


LEADERS COMMUNITY SAMPLE OUTPATIENTS 


BASIS FOR JUDGMENT N-18 N = 66 N = 38 
Stirling rating: A or B 
Interviewer 27.8 28.8 86.8 
First "blind" reviewer 33.3 439" 92.1 
Second "blind" reviewer 38.9 48.5" 89.5 
Midtown rating: marked, severe, or incapacitated 
Interviewer 5.6 13.6 84.2 
First "blind" reviewer 11.1 2125 81.2 
Second "blind" reviewer 167 212* 71.1 
Stirling rating: significant impairment 
Second "blind" reviewer 167 242* 73,7 


* Further analysis shows that the reviewer over interviewer gain in cases for community sample respondents is significant beyond the .01 
level for both types of reviews and for both the Stirling and the Midtown rating systems. A test for differences between two measures 


having scores of O or 1 on the same sample (14) was used. 


the interviewers. Further analysis indicates, 
moreover, that the use of specially trained 
reviewers does not change the tendency for 
disorder to vary inversely with class for SIS 
reviews and directly with class for PSS re- 
views, Apparently, therefore, training by 
Midtown study and Stirling County study 
staff made less difference in the judgments 
than whether the rating was based on an 
actual interview or on the written protocol. 


Discussion 


The working hypotheses with which we 
Started do not take us very far toward an ex- 
planation of these results. They leave us, in 
fact, with at least four unanswered ques- 
tions: 

l. Why are respondents in nonpatient 
Broups, but not in patient groups, more 
likely to be judged cases by reviewers than 
by interviewers? 

2. Why is the interviewer vs. reviewer dif- 
ference greater for higher-class respondents 
(e.g. leaders) than for lower-class respon- 
dents in the nonpatient groups? 

3. Why is the interviewer vs. reviewer dif- 


Err a 
‘For the Stirling caseness rating, Drs. O'Connell 
and Egri each rated all 122 protocols independently. 
iE eir agreements and disagreements were then tabu- 
ated, the disagreements discussed. and a consensus 
reached as to the appropriate rating of current caseness. 
t. O'Connell also made the Stirling “significant im- 
Pairment" rating shown in table 5. After being trained 
n Dr. Michael in the Midtown rating procedure, Dr. 
i Connell felt that persons rated as showing significant 
ie Pairment in the Stirling system were comparable 
{9 those in the combined "marked," "severe," and 
incapacitated” categories of the Midtown rating. The 
idtown rating shown in table 5 was made by Dr. 
orihiko Kumasaka, based on training by Dr. Michael. 
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ference greater for PSS community sample 
respondents than for SIS community sam- 
ple respondents? 

4. Why do the PSS and SIS present dif- 
ferent pictures of disorder to the reviewers, 
but not to the interviewers, according to the 
class backgrounds of community sample 
respondents? 

How are we to explain these seemingly 
complex results? Consider that a reviewer 
cannot rate a respondent as a case unless the 
interviewer has recorded symptoms during 
the interview. If, therefore, the reviewer 
rates a person as a case while the interviewer 
does not, there must be an offsetting “‘some- 
thing" that the interviewer sees that does 
not come through the scoring system of the 
SIS or the PSS to be recorded on the writ- 
ten protocols. If it is to help in explaining 
our results, moreover, this hypothetical “X” 
must be more common among higher-class 
than among lower-class respondents. Fur- 
thermore, it must be missing to a greater de- 
gree from the PSS than from the SIS pro- 
tocols. We have, then, a mystery to solve, 
complete with an unknown “culprit.” For- 
tunately, we also have some clues. 

We noted, in describing the two interview 
instruments, that the SIS scoring system 
provides a record, albeit not a complete one, 
of the subject's actual responses in the in- 
terview situation. By contrast, the scoring 
system of the PSS provides a record not of 
the actual responses, but rather of judgments 
by the interviewer as to whether the re- 
sponses indicate the presence or absence of 
each of several hundred items of pathology. 
The PSS is without doubt, therefore, a more 
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unrelieved negative record with the main 
variation being only in the amount and na- 
ture of pathology judged present by the in- 
terviewer. Thus, if we name our missing "X" 
something like “positive functioning” and 
see it as offsetting the negative impression of 
symptomatology, it is quite clear why the 
interviewer vs. reviewer difference is greater 
when the PSS rather than the SIS provides 
the basis for the review in nonpatient 
groups. 

Moreover, it seems reasonable to think 
that leaders show more evidence of “positive 
functioning” than nonleaders and of a quali- 
ty that is missed in the scoring system not 
only of the PSS but also of the SIS; neither 
instrument provides measures of possible 
leader attributes such as ability to influence, 
verbal skills, or creativity. It also seems 
plausible that respondents in higher-class 
positions would be more likely to show 

_ evidence of “positive functioning" than 
respondents in lower-class positions; more- 
over, it seems likely that higher-class re- 
spondents would report more symptoms 
in response to such open-ended interviewing 
as that in the PSS. Unless this is so, it is 
difficult to see why the inverse relationship 
between judged disorder and social class 
not only disappears on review but actually 
tends to be reversed, Finally, it may well be 
that psychiatric patients are judged cases 
with equal frequency by both interviewers 
and reviewers because, unlike many of the 
respondents in nonpatient groups who 
show symptoms, the patients simply have 
less or, by virtue of their patient role, are 
willing to show less of what we are terming 
“positive functioning.” 
_ As was mentioned earlier, the psychiatrist- 
interviewers in our study recorded the ma- 
jority of the PSS and SIS interviews on 


* There is other evidence from the lite: 
lends Some plausibility to this SUEDE ore 
sults. This literature includes, for example, research on 
selective service Screening during World War II (15, pp. 
167-193) and a more recent study of Peace Corps 
volunteers (16). The findings from such investigations 
Suggest that symptomatology has far less implication of 
disability in functioning in nonpatient groups than had 
been thought to be the case on the basis of experience 
with Psychiatric patients. Relevant findings are also con- 
tained in studies of the relation of Positive to negative 
affect suggesting that the experience of positive feelings 
can be independent of the experience of negative feel- 


ings and that, unlike the latter, they tend t i 
with class (17, 18). y o vary directly 
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tape. This enabled us to make transcripts of 
the interviews and to compare these tran- 
scripts with the interview protocols. When 
we looked at some of the material on the 
PSS respondents, where the interviewer- 
reviewer differences were greatest, we began 
to get a more detailed idea of the nature of 
the discrepancies. Below is an example, 
edited to preserve the respondent's ano- 
nymity, of what we found. 


Case Report 


Mr. B. is a middle-aged man who holds a high- 
ly responsible position and has never been a psy- 
chiatric patient. He is making a satisfactory 
recovery from major surgery for a serious physi- 
cal illness and has only recently returned to 
work. The psychiatrist who interviewed Mr. B. 
did not judge him to be a psychiatric case on 
either the Midtown or the Stirling County rating 
scales; the psychiatrist who reviewed the ps 
view score sheet rated Mr. B. a case on bol 
scales. 

Mr. B.’s PSS score sheet contains a note from 
the interviewer as to the nature of his physical 
illness. The psychiatric scores show that Mr. B. 1 
concerned about his body; eats too much; feels 
tired and slowed down; has at least three in 
feels anxious, restless, and depressed; is easly 
irritable; broods; and takes tranquilizers. More- 
over, scores indicate that Mr. B.'s work is im- 
paired and that he works only part-time. in 

By contrast, the verbatim transcript of the a 
terview indicates that Mr. B.'s "slowing dow ls 
is due to his medical condition. The items fee 
anxious," "has at least three fears. an 
"broods" refer to the fact that he is bw 
about the realistic possibility that his son ig 
the draft during a war that both oppose, tha lit 
daughter is threatened with indictment for Pel 
ical dissent, and that he himself may have A his 
currence of his illness. Although he feels b 
work is indeed impaired, he says that B to 
are satisfied and that he expects to retur! M 
work full-time. The tranquilizer that he takes [E 
mild ataractic that he says was given to him 
cause of a past history of hypertension. d close 

Mr. B. feels sympathetic, supportive, anc wife 
to both children. His relationship with p y 
and family is quite satisfactory. They $ T 
wealth of cultural, political, and Pe 
interests, v tO 

Mr. B. gives evidence of a strong capac a 
enjoy life; he comments, "I am interests i 
everything.” Despite his physical problem. “plc 
taking steps to improve his already cons! 
professional skills in the near future. 


This description of Mr. B. has bee 
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cluded not because it provides a clear answer 
about the nature of our hypothetical “X,” 
but because it illustrates some of what we 
expect will be the realistic complexity in- 
volved. It illustrates, for example, that what 
we have tentatively called "positive func- 
tioning” certainly consists of personal 
ability with a large component of capacity 
to surmount obstacles. It also suggests, 
however, that people like Mr. B. have various 
situational advantages that are status-linked. 
Mr. B. is not only "interested in everything"; 
he has the material resources to sustain such 
interests, including, for example, attendance 
at concerts and the theater. 

When we learn more about these matters, 
we should find better terms for this hypo- 
thetical "X" than "positive functioning." 
Meanwhile, we are strongly reminded at this 
point in our research of Hall and Lindzey's 
apt summary of Murray's view that “psy- 
chological theory is at its best in dealing 
with the worst of behavior” (19, p. 198). As 
Murray wrote: “Consequently, it is difficult 
to open one’s professional mouth today 
without disparaging a fellow-being. Were an 
analyst to be confronted by that much- 
heralded but still missing specimen—the 
normal man—he would be struck dumb, for 
once, through lack of appropriate ideas” 
(20, pp. 436-437). 

As things now stand, our bases for recog- 
nizing such persons are explicit neither in 
Our interview instruments nor in the clinical 
judgments of our interviewing psychiatrists. 
We shall have to find ways to discover the 
attributes of the missing *X" that we have 
tentatively and inadequately termed "'posi- 
tive functioning" if we are to render this 
"normal man" a more visible man in psy- 
chiatric epidemiology. 
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DISCUSSION 


ALEXANDER H. LEIGHTON, M.D. (Boston, 
Mass.)—The most important thing to say about 
this paper is that it constitutes a major advance 
in the development of methods in psychiatric epi- 
demiology. It is, I am sure you will agree, well 
conceived and well carried out, and it has re- 
sults that raise significant questions and point 
the way for new work. 

One of the achievements is the comparison 
of different survey methods so that variations, 
and reasons for variation, can be assessed. 
Another is the employment of these methods 
and instruments by a team other than their 
originators and, further, their employment 
under conditions that are designed to test repro- 
ducibility as well as reliability and validity. 

The net result is increased understanding of 
the survey instruments with regard to both assets 
and liabilities, This aids the interpretation of 
results and the attribution of meaning. It also 
sets up targets for improving the methods and 
the development of greater standardization of 
procedures. 

_ The substantive finding that psychiatric inter- 
viewers see “something” in individuals that the 
reviewers of recorded data overlook is, I am in- 
clined to believe, a matter that subsequent 
studies will substantiate. I would further guess 
that the discrepancy will turn out to be due to 
multiple causes, and that part will be a *'de- 
pressive" effect on reviewers of Survey data and 
part will be error by psychiatric interviewers. I 
Say this because psychiatric training does not 
generally accustom one to interviewing people 
outside the setting of the office, hospital, or 
other “illness context.” It may be, therefore, 
that the evidence of role adequacy displayed bya 
respondent in his natural setting may serve to 
dazzle the clinician so that he overlooks the 
evidence of emotional suffering and psycho- 
physiological disturbance. We have seen some- 
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thing of this sort in our own field work. 

There are, inevitably, some grounds for ob- 
jection and question. Most of these are matters 
of detail that pertain to the Midtown and Stir- 
ling studies, and I shall not elaborate on them 
here. Several larger issues may, however, be 
mentioned that have to do with the way the 
Stirling method has been handled. 


l. The paper employs the A-D caseness 
rating; this is rather global and masks a con- 
siderable amount of otherwise available infor- 
mation. For example, an A case may involve 
anything from a person in a minimally impaired 
anxiety state to a person who is a severely dis- 
abled schizophrenic. The A-D rating is not an 
estimate of severity, but of probability of being 
a case—any kind of clinically definable case 
from slight to serious. Also it is a category that 
is exceedingly heterogeneous with regard to 
symptom patterns. The Stirling County study 
scale called “typology” has five categories and 
takes into account not only caseness but also 
type of symptoms, implications of serio 
and degree of actual impairment. In the n 
Stirling County survey, types I and II wng 
combined accounted for 20 percent of the sem 
ple. I believe this is a better cutting point M 
tween those who are ill and others than is A- 
B vs. C-D. 


2. There are certain differences between 
Stirling method as used in New York E s 
used in Stirling County that should be ma Ton 
plicit. One of these is that information Eo 
collateral sources—the family physician m 
gathered systematically and made a part 0 m 
data evaluated by the reviewer. From this ve 
came information not apt to be selice 
e.g, some kinds of sociopathic and person E 
disorders. Much evidence on senility and me lly 
retardation was also contributed. bor 
important from the point of view of this p te 
is the fact that numerous assertions aoo ii 
good functioning (physically, psycholog! 
and socially) of the respondent were made. 


rk 
3. Cross-comparisons between New 2d 
and Stirling County also raise the Quen 
sample comparability, particularly with Dd «ii 
to age and sex. We are told, for examP 3 
the New York sample was cut off a 5 ndi 
The Stirling sample, on the other ar E 
no fixed upper age limit—a matter t i di 
have swelled the ranks of the A-Bs ne who 
mitting many people with senile sympto 
would not appear in the New York samp e. 


In concluding this statement, ! $ m 
to return to my emphasis at the beginn! 
Paper constitutes quality work tha 
back to our research with fresh ideas à" 
fied questions. 
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Depression in Primates 


BY WILLIAM T. MCKINNEY, JR., M.D., STEPHEN J. SUOMI, PH.D., 
AND HARRY F. HARLOW, PH.D 


The authors present the results of a number 
of experiments designed to produce depres- 
sive behavior in young rhesus monkeys and 
outline their plans for further experiments 
with monkeys. These studies are part of a 
research program aimed at creating an ani- 
mal model of depression that should make 
it possible to study the effects of manipula- 
tion of the social and biological variables 
that are thought to be important in human 
depression. 


(Ms PURPOSE OF this paper is to de- 
scribe an attempt to create an experi- 
mental animal model for human depression. 
At the University of Wisconsin we are cur- 
rently engaged in an extensive research pro- 
gram designed to induce psychopathological 
behavior, focusing on depression and using 
rhesus monkeys as subjects. The immediate 
goal is the production of stable, long-lasting 
depressive syndromes. Several current theo- 
ries about the etiology of depression are 
being used in experimental paradigms to try 
to produce such syndromes. Once stable 
Syndromes have been produced, we can 
Study the effects of the manipulation of social 
and biological variables thought to be im- 
Portant in depression. 
In this paper we will first give an overview 
of the research program; second, data will 
be presented from specific experiments al- 


E. 
ed at the 123rd annual meeting of the American 
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"s authors are with the University of Wisconsin, 
rolen Wis. 53706, where Dr. McKinney is Assistant 
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ready completed that indicate the possibility 
of creating animal models of himan depres- 
sion. 

What is meant by an animal model of 
depression? As previously defined(1), it 
means the production of behavioral changes 
in animals that resemble behaviors common- 
ly associated with depression in humans. 
This is a quantifiable behavioral definition, 
since monkeys obviously cannot report their 
affective states. In other words, we are trying 
to produce in monkeys a set of behaviors 
that may be analogous to those seen in some 
depressed humans. The limitations of animal 
data in relation to man are recognized and 
will be discussed later in the paper. At this 
point it is sufficient to say that it is just as 
much a scientific fallacy to fail to recognize 
an analogy when one exists as it is to make 
unfounded extrapolations to humans from 
animal data. 

Previous work has shown that mother- 
infant separation in rhesus monkeys leads to 
behavioral changes in the infant that are 
similar to those seen in anaclitic depression 
as described by Spitz(2) and as seen in 
Bowlby's depressed older child patients when 
they have been separated from their mothers 
(3). The experimental paradigm for monkey 
mother-infant separation is to have mother 
and infant live together for a “preseparation 
period," during which essential baseline data 
are taken. The infants are then physically 
separated from their mothers for a certain 
length of time and finally returned to their 
mothers in a “postseparation period.” 

The reaction of the infant monkey occurs 
in two stages: an initial stage of protest, 
followed by a stage of despair and with- 
drawal Bowlby described a third stage in 
humans, called detachment, but generally 
it has not been possible to duplicate it in 
monkeys. Rather, the infants show a great 
deal of positive mother-directed behavior 
upon reunion with their mothers, with in- 
creased ventral clinging and contact. The 
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TABLE 1 
Behavioral Categories Used in Testing Rhesus Monkeys 


BEHAVIOR DEVIATION FROM NORMAL 
Locomotion Decreased 

Social exploration Decreased 
Environmental exploration Marked decrease 

Play behavior Absent 

Sexual behavior Absent 

Passive behavior Increased 

Self-mouthing Increased 


Self-clasping Marked increase 
Huddling Marked increase 
Ventral clinging ? 
Rocking ? 


mother-infant separation paradigm was 
first employed in the Wisconsin laboratories 
seven years ago and has since been replicated 
in other laboratories with similar results 
(4-9). 

This mother-infant separation model has 
been a useful one in understanding the nature 
of the mother-infant tie and in confirming 
on an experimental level the clinical obser- 
vations of human children separated from 
their mothers. A comprehensive study of 
depression and its experimental production, 
however, must go beyond the mother-infant 
separation model. 


Methodology 


The general procedure for testing mon- 
keys in this research program is to observe 
them in their home cages and/or playroom 
daily, using a rating scale that includes the 
behavioral categories shown in table 1 (also 
Shown are the expected deviations from 
normal in depression). Each animal is ob- 
served for a specified period of time each day 
(the exact time depends on the experiment), 
with this time period broken up into 15- 
second intervals. The results are expressed 
as modified frequencies, i.e., the number of 
I5-second intervals in which a behavior oc- 
curs. The actual duration and sequence of 
different behaviors can also be recorded. 

, Experienced testers, all with established 
high interrater reliability, are used in all 
experiments, The detailed protocol for each 
experiment in this program will be included 
in the experimental results section. 


Effects of Peer Separation 


We now have data that indicate that one 
can indeed go beyond the mother-infant 
Separation in a study of depression, Depres- 
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sion is undoubtedly related to multiple vari- 
ables and any program studying it must take 
this into account. The following studies, 
illustrating a variety of social and biological 
approaches, have been completed. 

One separation paradigm involves rearing 
a group of infant monkeys together without 
mothers from birth for three to six months, 
then separating them from each other. Upon 
separation the infants show a protest stage, 
characterized by excessive vocalization and 
random locomotor activity. A despair stage 
follows, characterized by drastically reduced 
levels of locomotion and exploration and 
excessive levels of self-clasping, self-mouth- 
ing, and huddling. These behaviors are quali 
tatively identical to the stages of reaction to 
maternal separations shown by human it- 
fants. y 

A modification of the above paradigm 
shows how powerful this reaction can be. In 
a recent experiment(10), monkeys Wet 
reared from birth as a group of four, without 
mothers, in a large living cage. When the 
were three months old, the subjects we 
separated from each other and placed r 
dividually in small cages for four days, M 
returned to their home cage as a £a fi 
three days. They were again separate TU 
four days and returned for three days. di 
four-day separation, three-day reunion 
was repeated a total of 20 times, Wit E 
six-week break between the 12th amy 3 
separations, during which the sube 
mained in their home cage as a group 
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FIGURE 2 


Maturational Arrest 
Following Repetitive Peer Separations 


Early Neonatal Patterns. 


BH Baseline at three months 
Baseline at six months 
(after first separation series) 
Ho E Baseline at nine months 
(after second separation series) 
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After the 20th separation they remained as 
a group of four for six more weeks. 

Three clear-cut results emerged from this 
study. First, protest, despair, and recovery 
patterns were evident within each weekly 
Separation and return. Figure | illustrates 
this by showing the levels of behaviors ob- 
Served during the first 24 hours and the last 
48 hours of separation and the 72 hours of 
reunion each week, averaged over the first 
12 separations. Clearly, high levels of loco- 
motion and vocalization (protest) charac- 
terized the first 24 hours, and high levels of 
li-clasping and huddling (despair) charac- 
“tized the last 48 hours of separation. High 
E of infant-infant clinging (recovery) 

aracterized the 72 hours per week of re- 
Union, 
Eon, the monkeys did not adapt to the 
tion iple separation procedure. Their reac- 
Dnus the 20th separation was virtually 
tion ical to their reaction to the first separa- 


d the multiple short-term separations 
annee interestingly enough, a dramatic 
su rational arrest in these subjects. Figure 
irat Ws the levels of behaviors prior to sep- 
Week (age three months), during the six- 
Separ, period together following the 12th 
yaon (age six months), and during the 
Sepa eek period together following the last 
Tation (age nine months). Clinging and 


Sell-or. rs 
"l-orality remained at high levels at all 
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ages, locomotion and exploration declined 
with age, and play was nonexistent. This is 
in sharp contrast to normal monkey develop- 
ment, where clinging and self-orality decline 
with age and at nine months are virtually 
nonexistent; where locomotion and explora- 
tion increase during this time period; and 
where play, initially appearing at about three 
months, is at a maximum when the monkeys 
attain nine months of age. By the technique 
of repetitive short-term separations, we had 
produced monkeys nine months of age who 
behaved like monkeys three months of age 
or younger. 

This paradigm need not be limited to sub- 
jects reared together from birth without 
mothers. In a subsequent study, four mon- 
keys were reared with their mothers until 
eight months of age and then placed together 
as a group of four until they were 13 months 
old. These subjects were subsequently sep- 
arated from each other for four-day periods 
on a weekly basis as above, for a total of six 
separations. Like the above subjects, these 
monkeys exhibited the same protest, then 
despair, reaction to the weekly peer separa- 
tions, despite the fact that they were older 
(13 vs. three to nine months) and had been 
reared with their mothers. 

Another four subjects were reared with 
their mothers until six months of age, then 
separated from the mothers and placed to- 
gether as a group of four. This maternal 
separation elicited the familiar protest- 
despair reaction. After one week, the mon- 
keys were separated from each other; their 
individual reactions to these peer separations 
were even more extreme than their reactions 
to the maternal separation one week before. 
In particular, during the last three days of 
peer separation they spent less than two per- 
cent of the observation periods engaging in 
behaviors other than self-clasping, self- 
mouthing, or huddling, certainly as profound 
a behavioral exhibition of monkey despair 
as one could envision. This experiment is 
currently being replicated using two-week 
rather than four-day separation periods. 
Preliminary data indicate that the above re- 
sults are not likely to be artifactual. 


Effects of Vertical Chamber 
Confinement 


Other techniques for production of de- 
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FIGURE3 
Vertical Chamber ("Pit") and Adjacent Living Cages 


pressive-like behaviors in monkeys, which 
add another dimension, center about an 
apparatus termed the “vertical chamber” 
(11). As can be seen in figure 3, it is little 
more than a simple stainless steel trough 
with a mesh bottom, enclosed by a fine mesh 
top, constructed to allow drainage of waste 
material and collection of urine, and 
equipped with a food box and water bottle 
holder. 

These chambers were designed so that 
they would not produce physical discomfort 
or disability, since it is pointless to study 
psychological abnormality if it is irrevocably 
confounded with physical abnormality. Ap- 
parently physical discomfort is minimal for 
incarcerated subjects, since they eat and 
drink adequately and show no abnormal loss 
of weight. This does not necessarily hold for 
these subjects following emergence from the 
chambers. 

On the other hand, depression has been 
characterized in human patients as embody- 
ing a state of “helplessness and hopelessness, 
sunken in a well of despair,” and so we de- 
signed our vertical chambers on an intuitive 
basis to reproduce such a state psychologi- 
cally in our monkey subjects, Although a 
monkey’s visual and auditory input is only 
partially restricted in the chamber and loco- 
motion is possible in three dimensions, he 
soon finds this does him little good and sub- 
sequently spends the majority of his time 
huddled in a corner. 

In an exploratory study we placed four 
individually reared subjects with an age 
range of six to 13 months in single chambers 
for a period of 30 days. Figure 4 illustrates 
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some of the home cage behaviors prior to 
incarceration and for two months folloving 
emergence from the chambers. It is obvious 
that the subjects’ behavior patterns in their 
home cages were drastically altered, More 
interesting to us was the finding that the 
alterations were precisely in the direction d 
what we would call depressed, i.e., market 
increases in self-clasping and huddling b: 
haviors, a marked decrease in locomotion 
and the disappearance of exploration (12). 
A second study (13) illustrates how power 
ful the effects of early chamber confineme 
can be. Previous research has firmly estal 
lished that six months of total social isola 
tion from birth produces relatively permi 
nent deficiencies in the social, sexual, à 
maternal behaviors of monkeys, e 
only three months of isolation ir 
monkeys able to recover quickly an a 
normal behaviors (14). In the pr 
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FIGURE 5 


Four Animals Four Days 
After Removal from Vertical Chamber 


Study we placed four monkeys 45 days of age 
in individual vertical chambers, confining 
them for six weeks. Upon emergence they 
were three months of age. Subsequently, they 
were housed individually but given social 
experience three days per week in a play- 
room with equal-aged monkeys, some reared 
individually and some reared with peers. 
Figure 5 shows the monkeys four days fol- 
owing removal from the chambers. The 
behavioral effects produced by chamber con- 
finement remained stable, as illustrated in 
gure 6, showing the animals four months 
after removal from the chambers. 
i The permanence of the effects is also seen 
n the monkeys’ playroom behavior eight 
Months later, when the animals were 11 
Rohs of age, as shown in figure 7. The 
perenne behaviors of self-mouthing, self- 
asping, and huddling dominated the cham- 
aded monkeys’ activity but were virtually 
piensen in both control groups. The 
e die was true regarding locomotive and 
i Ploratory behaviors. Most striking was 
* almost total absence of any social be- 
ed in the chambered animals, despite 
merde that they had been given extensive 
cial experience from four months of age. 
i * have concluded from this study that 
àmber confinement produced greater de- 
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FIGURE 6 


The Same Four Animals 
Four Months Later 


structive behavioral effects in less time and 
with fewer individual differences among 
subjects than did total social isolation, previ- 
ously the most powerful technique for pro- 
ducing psychopathological behavior among 
monkey subjects. Furthermore, the psycho- 
pathological behaviors produced seemed to 
be of a depressive nature. 


Effects of Peer Separation with 
Vertical Chamber Confinement 


A third study (15) combined the manipula- 
tion of multiple peer separation with vertical 


FIGURE 7 
Playroom Behaviors of Three Groups of Monkeys 
(Nine to 11 Months Old) 
Reared Under Different Conditions 
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FIGURE 8 
Effects of Confinement in Vertical Chamber 
Versus Confinement in Wire Cage 
During Repetitive Peer Separations 
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chamber confinement. Infants were reared 
with each other as a group of four from birth 
to three months, then separated from each 
other a total of 20 times, four days for each 
separation, in precisely the same sequence 
as the previously reported multiple infant- 
infant separation study. The difference in 
this study was that the infants, when separat- 
ed, were confined to vertical chambers rather 
than housed in individual cages. As in the 
previous study, protest and despair reactions 
to the separations were noted and matura- 


tional arrest of development was clearly 
observed. 


For chamber-separated monkeys, how- 
ever, this arrest took a slightly but signifi- 
cantly different form from that observed in 
the cage-separated monkeys. Figure 8 illus- 
trates that, as in the previous study, baseline 
behaviors following separation were typified 
by abnormally low levels of locomotion, 
exploration, and play and high levels of self- 
mouthing. Upon reunion, however, the 
chambered monkeys showed significantly 
lower levels of social clinging and higher 
levels of self-clasping than the cage-separated 
monkeys. In other words, immature socially 
directed behavior was being “replaced” by 
immature self-directed behavior. 

These observations, along with other data 
from this study, lead us to Suspect that in 
these subjects we may have been Observing 
Bowlby's detachment Stage, a phenomenon 
rarely seen in monkey subjects. It is apparent 
that chamber confinement coupled with 
separation produced depressive effects be- 
yond those produced by separation alone. 
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Discussion 


We are now convinced that it is possible 
to produce many of the behavioral mani- 
festations of depression in monkeys less than 
a year old, regardless of their early rearing 
experiences. At present we are extending our 
methods to older subjects, while modifying 
existing procedures by inclusion of such ma- 
nipulations as presentation of intense fear- 
producing stimuli and alteration of day-night 
cycles. Concurrently we are developing pro- 
cedures to measure the biochemical conse- 


meene e 


quences of these behavioral manipulations | 


by analysis of biogenic amine and cortico- 
steroid levels, We also are using biochemical 
means in attempts to induce psychopathol- 
ogy. . " 

Induction methods being used in this P 
gram are summarized in figure 9. The use o 
mother-infant separation, peer separation, 
and the vertical chamber has already X 
explained. The other methods will be the 
subject of future reports. 

Several workers (16.18) have Él 
lated data related to experimental p 
pathology in animals. The significance i 
the work at the Wisconsin laboratories, 1 
relation to the work of others, 1s bo 
focuses on a single psychopathological riple 
in a systematic manner and uses MU ae 
variables both simultaneously and succes 
ly. ; 
This is obviously an enormously an 
research area. Contrasting opinion aa 
been expressed as to whether subhi w 
mates can suffer from mental ailne 
agonies, as man does. “‘Cross-specles et 
ing" is difficult and one cannot wr 
extrapolate from animals to man of be 
caution. Yet the primates’ repertoire 
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haviors is rich and monkeys form close social 
bonds that can be manipulated. 

The most prevalent experimental model 
for human depression at present is a bio- 
chemical one—the reserpine model. This 
kind of model has had considerable heuristic 
value but has severe limitations as a behav- 
ioral model for human depression. This is 
not to deny the importance of biogenic 
amines in depression; in fact, much indirect 
evidence leads us to believe that they are im- 
portant (19-22). Better evidence of a direct 
nature would emerge from behaviorally in- 
ducing a depressive syndrome in monkeys 
and then directly examining a variety of bio- 
logical variables, including brain amine 
levels, while the animal is depressed. 

One of the requirements for an animal 
syndrome of depression should be its reversi- 
bility by antidepressant treatment meth- 
ods—drugs, electroshock, social therapies. 
An initial study using social group experi- 
ence with social isolates who were develop- 
mentally the same age as the experimentally 
depressed animals but chronologically much 
younger than the experimental animals (who 
had suffered maturational arrest) gives prom- 
ising results along rehabilitative lines (23). 


Animal models will not only make pos- 
sible the biochemical studies previously men- 
tioned but will also permit the collection of 
data relevant to separation itself, a phenom- 
enon of enormous interest to clinicians. Such 
issues as: 1) the nature of the bonds that, 
when broken, lead to depression; 2) the 
kinds of separation experiences that in them- 
Selves are most likely to lead to depression; 
3) the effect of age on the response to sep- 
aration; and 4) the effects of reunion at vary- 
ing stages of separation—all these can be 
directly investigated using monkey subjects. 
In conclusion, our data show that a com- 
Parative approach to the problem of depres- 
Sion has merit. Such an approach permits 
paperimental investigation of many currently 
| eld concepts about depression. Key vari- 
- ables can be experimentally manipulated or 
vstematically controlled, and direct inves- 
Beton of the parameters of depression be- 
Omes possible. Conclusive results yielded 
| an animal model cannot help but be of 

rest to therapists and theoreticians deep- 
Y concerned with the problems of human 
pression. 
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DISCUSSION 


James F. Carun, M.D. (Albuquerque, 
N. Mex.)— Dr. McKinney and his associates have 
presented an important work on a difficult prob- 
lem. The uninitiate who enters into the study of 
nonhuman primates hoping to work with more 
simple animals than his fellow humans soon 
learns that these animals are far from simple. 
Long ago on the evolutionary road they acquired 
the characteristically primate features of curiosity; 
a complex brain; prehensile hands, feet, and, in 
some species, tails; hand to mouth coordination: 
visual orientation; binocular and color vision; and 
a long period of infant dependency, which have 
resulted in an intricate psychic life, complex social 
relationships, and high communicative ability, 
including a rudimentary language. In fact, it is 
slowly being recognized that culture exists among 
the free ranging nonhuman primates, a culture 
that, like human culture, is constantly evolving 
and adapting. As a result we can now say that 
monkeys (certainly) and apes (probably) live and 
act differently today than they did a few genera- 
tions ago (1). 

Dr. McKinney and his associates have pro- 
duced a reliable model for a depressive syndrome 
in the rhesus monkey (Macaca mulatta), and they 
have found ways to intensify or hasten the acqui- 
sition of this syndrome. They have described the 
research avenues that this model opens for the 
further study of this syndrome, which may well 
prove to be Physiologically and Psychologically 
related to human depression, 

There are a number of Problems that must be 
taken into account in their future work; I would 
like to mention two—of which Dr. McKinney 


and his fellow researchers are, I am sure, weil 
aware. 


ANSWERS TO QUESTIONS OF THE MONTH 
Page 1303. 
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The first problem concerns whether or Not this 
depression-like syndrome bears a truly analogous 
relationship to observable behavior in humans. 
There is evidence both for and against this, Much 
monkey behavior, despite its human-like appear- 
ance, is species specific. There are, in fact, studies 
that show that even closely related species of ma 
caques—the pig-tailed and the bonnet macaques, 
for instance—react to basic stresses such as moth- 
er-infant separation in quite different ways—quite | 
different, but not totally different (2). On the 
other hand we have learned that among primates 
there is a general and pervasive response to sep- 
aration from the familiar. This is certainly true 
in monkeys, apes, and man. Insofar as this isa 
part of the basic hereditary psychology of the 
order of primates, the observed behavior of these 
rhesus monkeys may very well be analogous to 
the observed behavior of depressed humans. 

The second problem concerns the need to es- 
tablish an accurate definition for depression In 
humans. It may well be, for instance, that B 
periment described here provides us with a m fe 
for anaclitic depression in humans. Does anac i 
depression, however, have any relationship to x 
strongly suicidal depression observed in ed 
or to involutional depression, with its agitat 
and disordered thinking (3)? f es 

This study raises these questions an fios 
others; good research should raise such Ey. s 
I look forward to seeing the results of B 
Studies by these researchers and by uc ol 
groups their work will undoubtedly stimulate. 
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Clinical and Metabolic Studies with 
Imipramine in Man 


BY PHILLIP ZEIDENBERG, M.D., JAMES M. PEREL, PH.D., 
MAUREEN KANZLER, PH.D., RALPH N. WHARTON, M.D., AND SIDNEY MALITZ, M.D. 


Six out of seven severely depressed patients 
improved rapidly on very high doses of 
imipramine. Clinical improvement correlated 
well with drug blood levels, which varied 
greatly from patient to patient and were 
characteristic of individual patients rather 
than of dose. Three out of five of the same 
patients receiving a combination of presump- 
tive inhibitors of drug-metabolizing enzymes 
and imipramine had drug blood levels com- 
parable to those of two patients receiving 
high doses of imipramine alone. Further study 
is underway to clarify the human pharmacology 
of these two therapies. 


5 em QUESTION of optimal dosage for 
tricyclic antidepressants is an unsettled 
problem. With imipramine (IMI), thera- 
Peutic response has been reported with dos- 
ages as low as 75 mg. per day. On the other 
hand, Horwitz used massive doses of these 
drugs, advocating increasing doses until 
Postural hypotension resulted (1). The de- 
Cision as to what constitutes an adequate 
dose is further complicated by the fact that 
drug blood levels, which are a fairly reli- 
able index for drug use, do not necessarily 
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correlate in a simple fashion with dose 
from patient to patient. Since drug blood 
levels reflect drug tissue levels in a different 
fashion from patient to patient, what is 
really needed is knowledge of the therapeu- 
tically efficacious drug blood level in individ- 
ual patients. Our group at the New York 
State Psychiatric Institute has been involved 
in an ongoing attempt to study the relation- 
ship of the human pharmacodynamics of 
IMI to the patient’s clinical state. 


Blood levels of drugs in individual pa- 
tients are determined by numerous factors. 
These include dosage, rate of absorption, 
plasma and tissue binding, rate of transport 
from plasma to tissue, rate of drug metabo- 
lism (primarily hepatic), and rate of elimina- 
tion. In our studies with IMI we have con- 
centrated on affecting drug blood levels 
through two of these parameters: dosage 
and hepatic drug metabolism. 


The possible alteration of pharmacologi- 
cal state in humans and in animals by the 
use of inhibitors or inducers of hepatic drug- 
metabolizing enzymes has recently been a 
subject of considerable interest (2, 3). Pre- 
viously we showed that elevation of blood 
levels of IMI and its metabolite desmethyl- 
imipramine (DMI) occurred upon the su- 
perimposition of methylphenidate (MP) in 
patients being maintained at 150 mg. per 
day of IMI. This elevation was associated 
with clinical improvement (4, 5) In the 
present study, most patients sequentially 
received courses of both high doses of IMI 
(up to 450 mg. per day) and the combina- 
tion of IMI (150 mg. per day) and MP (20 
mg. per day) so that the relative efficacy of 
the two regimens could be compared in 
terms of their capacity to bring about higher 
drug blood levels. These dosage values 
were correlated with the patient’s clinical 
state as measured by a psychological rating 
scale and by clinical judgment. 
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Seven depressed patients, three women 
and four men, were admitted to the Clinical 
Psychopharmacology Research Unit of the 
Department of Experimental Psychiatry of 
the New York State Psychiatric Institute. 
All had severe depressions of psychotic or 
near-psychotic intensity making hospitali- 
zation imperative. The mean time between 
the date of their admission and the date of 
commencement of medication (with the ex- 
ception of one patient, who was already on 
medication at admission and was continued 
on this medication for purposes of the study) 
was 15.5 days +3.5 days (1 SD). During 
this period, with the exception of the pre- 
viously mentioned patient, patients received 
no medication other than sodium amobar- 
bital (Amytal Sodium), 65 mg. four times a 
day, for agitation, and chloral hydrate, 1.0 
gm. at bedtime. Their clinical state changed 
negligibly. 

Six patients received gradually increasing 
doses of IMI until they reached a maximum 
dosage of 150 mg. three times a day. The 
rate at which the dose was increased and the 
duration of time the patients were kept at 
maximum dosage varied somewhat with the 
clinical situation. After they were main- 
tained at maximum dosage for a maximum 
of two weeks, three of these six patients 
were then tapered down to 50 mg. of IMI 
three times a day and were maintained at 
this lower level for two weeks, at which time 

MP, 10 mg. twice daily, was added to the 
regimen for two weeks. MP therapy was 
then terminated, and patients were contin- 
ued on a regimen of 150 mg. of IMI per day 
for at least two more weeks, 

A fourth patient received dextroampheta- 
mine, 5 mg. twice daily, in place of MP, for 
reasons described later in the paper. 
Another patient received the combination of 
MP and IMI prior to receiving very high 
doses of IMI, a reversal of the regimen 
used for the other four patients. Two pa- 
tients received only very high doses of IMI 
and did not receive MP. 

Most patients were scored weekly on a 
set of global psychological ratings (Clinical 
Rating Scale [CRS]) each a Seven-point 
scale assessing the degree of mental illness, 
anxiety, depression, and change. These 
scales were our own modification of the 
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commonly used global scales. The Brief 
Psychiatric Rating Scale (BPRS) of Over. 
all and Gorham (6) was also used weekly 
with most patients. This rating represented | 
the average evaluation by the senior staff, 
including senior physicians, senior psychol- | 
ogist, and senior psychiatric nurse. | 
Two new experimental psychiatric rating 
scales, the Physician’s Rating Scale (PRS) 
and the Patient’s Self-Rating Scale (SRS), 
were introduced in this study. These scales | 
assess the 13 items of behavior that showed | 
potential for change over a four-week treat- | 
ment course in a major outpatient study of 
depression (7). These scales were adminis- | 
tered by the senior staff at the weekly rating 
sessions and by the patient one hour after a 
blood sample was drawn. Clinical impres- 
sions of therapeutic effects, toxic effects, and 
side effects were also recorded at the weekly 
conferences. E 
Two hours after the administration of a 
dose of IMI, blood samples were collected 
in tubes to which disodium diamino-ethane 
tetra-acetate (EDTA) had been added. 
Plasma levels! of IMI and its metal 
DMI were determined by a modification 9 
the spectrophotofluorometric technique 0 
Moody and associates(8) before, due 
and after the course of treatment. The ya 
were correlated with measurements i 
tained by CRS, BPRS, PRS, SRS, €". 
drug dosage. | 


Results 


Blood levels (total IMI plus "E 
pressed here in micrograms per 100 atien 
plasma) were highly variable fromt per 
to patient, both with 450 mg. of 150 05 
day and with the combination of P dii 
of IMI per day and 20 mg. of MP p E 
In table 1 we see the maximum vatu a 
tained for each of these patients d a 
regimen, labeled Max (IMI450) E d the 
(IMI}59 + MP20) respectively, 

ratio of these two values. 

As may be noted in tabl p 
blood levels obtained from pat variable 
ceiving IMI, 450 mg. per day, were vs clini 
from. patient to patient. The paty Ago 
cal response seemed to be more c/o 


t 
Se i rried 9! 
! Determinations of IMI and DMI were d to thos’ 
with plasma samples. These values were S! 
obtained with whole blood samples. 
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TABLE 1 
Maximum Drug Blood Levels Obtained in Patients 
Receiving IMI, 450 mg. per Day [Max (IMI450)) 
and IMI, 150 mg. per Day plus MP, 20 mg. per Day 
[Max (IMI450 + MP29)] 


BLOOD LEVEL OF DRUG* 
RATIO OF MAX 


MAX (IMi 150 (IMI 450) TO MAX 


PATIENT MAX (IMI 450) + MP 20) (IMI 150 + MP 20) 
| 45 39 12 

20 17 14 12 

3 61 15 41 

4 74 EN ah 

5 75 28 27 

6 28 17 16 

2 39 = = 


* Readings are in micrograms of IMI plus DMI per 100 mi. of 
plasma. 
* Received dextroamphetamine, 5 mg. twice daily instead of MP. 


related with his own characteristic drug 
blood levels than with a specific value. This 
may be due to the fact that the final factors 
governing clinical response, that is, the rate 
of transfer of drug from plasma to tissue or 
to the patient’s tissue mechanisms, vary ac- 
cording to individual characteristics of the 
patients. This is illustrated in figure 1, which 
aes the overall clinical course of patient 


As may be noted in figure 1, patient 2’s 
average ratings for depression fell rapidly as 
drug blood levels rose, even though her 

t maximum blood levels of drugs were low as 
compared with those obtained from other 
patients (less than one-fourth of the drug 
levels obtained in patients 4 and 5 at the 
same dosage). When patient 2’s blood levels 
-fell somewhat, her depression increased and 
then fell again when the second drug was 

. àdded and drug blood levels increased. 
There was no question of marked phar- 
= Tacological effects in this patient since 
She had marked side effects of jitteriness, 
tremor, dry mouth, and, finally, a brief 
episode of toxic psychosis with visual hal- 
lucinations that necessitated premature re- 
duction of the drug from maximum level. 
he patient complained of marked adverse 
Physical effects from the drug, but she 
Improved dramatically. Nevertheless, her 
drug blood levels were only a fraction of 
those obtained from other patients. It 
Should be noted that the second drug used 
With this patient was dextroamphetamine 
instead of MP. The reasons for this are 

discussed later. 

i Figures 2 and 3 show the clinical courses 
t Patients 1 and 6, whose courses were 


Amer. J. Psychiat. 127:10, April 1971 


1323 


similar to that of patient 2 except that higher 
drug blood levels were obtained. These 
patients were held at the maximum dosage 
for longer periods because they showed no 
serious side effects. Patient 6 had a mild 
exacerbation of symptoms when the dosage 
was lowered, but responded when MP was 
added. Patient 1 remained well when the 
drug blood level fell. 

Patient 3 really had two separate courses 
of treatment. He was placed on high levels 
of IMI, 450 mg. per day, and improved 
rapidly. After a period of well-being he re- 
lapsed while still in the hospital. He was 
placed on the combination of IMI, 150 
mg. per day, and MP, 20 mg. per day, but 
failed to improve. Drug blood levels showed 
that for some reason MP was not as effec- 
tive with him as it was with the other pa- 
tients; this may explain his failure to re- 
spond, since his drug blood levels were, 
for him, low. 

A similar situation, in reverse order, may 
have prevailed with patient 5. He was first 
placed on the combination of IMI and MP, 
and the drug blood levels obtained were 
low, for him. When he did not improve he 
was placed on high levels of IMI. Drug 
blood levels increased considerably, and he 
improved. 

Patient 4 improved rapidly on high doses 
of IMI and remained well. 

Patient 7 was to have received both drug 
regimens, but the study had to be termi- 
nated prematurely because the patient de- 
veloped an exacerbation of her psychosis, 
with auditory hallucinations telling her to 
suicide. This patient did not improve on any 
pharmacological regimen and eventually 
required electroconvulsive therapy (ECT). 


FIGURE 1 
Clinical Course, Patient 2 
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FIGURE 2 
Clinical Course, Patient 1 
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Of the seven patients who received high- 
level IMI and the combination of IMI and 
MP, or high-level IMI alone, six recovered 
on high-level IMI. One recovered with 
high-level IMI only after a treatment failure 
on the combination, and a second relapsed 
after treatment with high-level IMI and 
then failed to respond to combination ther- 
apy. The seventh patient became worse on 
the study and responded only to ECT. 

Table 2 shows the correlation between 
blood levels of drugs and CRS and between 
dosages and CRS. These correlations are 
broken down to subscales indicating overall 
rating of degree of mental illness, anxiety, 
depression, and change. The negative cor- 
relations in this table indicate that as drug 
blood levels and dosages increased, the 
patients’ psychopathology, as assessed by 
the rating scales, decreased. The larger the 
number, the greater was this negative re- 
lationship. The average weighted r (co- 
efficient of correlation) in the extreme right 
column reflects this relationship across pa- 
tients. Correlations are highest for the De- 
pression, Change, and Degree of Mental 
Illness subscales (p =.01) and lowest for the 
Anxiety subscale (p =.05). 


Discussion 


Patient response to pharmacological 
treatment in depression depends on many 
factors. The basic factors, of course, are 
availability of the agent in the central ner- 
vous system and the sensitivity of the pa- 
tient’s pathogenic process to the agent. 
These factors are not within our current 
means of assessment. We measured blood 
levels of drugs in the hope that they would 
give us a more accurate reflection of what 
was occurring at the tissue level. Our results 
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show that for a given dose, drug blood levels 
are quite variable from patient to patient 
and apparently represent the individual sum 
of factors affecting the individual pharma- 
codynamics. Patient response usually corre- 
lated about as well with either dosage or 
drug blood level (table 2) but had no rela- 
tion to a specific drug blood level value (ta- 
ble 1), indicating that relative drug tissue 
levels and sensitivity to medication—and 
not the absolute level of the drug—governed 
the patient’s ultimate response. 

Thus a specific drug blood level or a nar- 
row range of levels cannot be stipulated as 
the “therapeutic level” of IMI for all or 
most patients. For individual patients, how- 
ever, information on therapeutic drug blood 
level for that person may be of considerable 
value. This is indicated by the clinical course 
of patients 3 and 5. Patient 3 responded toa 
regimen of 450 mg. per day of IMI, in which 
high drug blood levels were obtained. Later 
he relapsed and failed to respond to the 
combination therapy. His drug blood level 
on this regimen was almost as high as the 
level that was associated with therapeutic 
response for patient 2, but it was very jo 
for himself. A similar situation Occurre 
with patient 5, but in reverse order; his 
“low” levels were the same as the “high 
levels for patient 2. E. 

Knowledge of individual patients li 
blood levels associated with thers 
response may be useful information to br 
available, since the dose needed to achis ; 
a particular drug level may vary from ae 
to time in the individual patient depen? 
on metabolic state, variations in d 
tion, state of drug-metabolizing enzyme 
and so forth. 


: four 
Our results show that in two of the 


FIGURE 3 
Clinical Course, Patient 6 
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TABLE 2 
Correlation Data 
CLINICAL RATING 1 T PATIENT DRUG BLOOD LEVELS ACT, 
AGE 


SCALE (CRS) SUBSCALES — N-4* N=3 N=7 


4 5 8 7 


N-6 N-6 N=4 N=3 WEIGHTED r** 


Blood Levels of Drugs-CRS Correlation" * * 


Overall Degree 


of Mental IlIness -.61 -43 -69 -.88 -2! =. =. = 
Anxiety -84 4.85 —68 -79 E ae 720 nr 
Depression -76 -92 272 -79 -62 -1.00 -93 -84 
Change -84 =15 -79 -86 -.67 -97 —63 -81 

Dosage-CRS Correlation* * * 

Overall Degree 

of Mental Illness -.96 +15 -80 -.96 -.62 -,65 -87 -85 
Anxiety -92 +41 -79 -91 -37 +87 -84 -69 
Depression -98 -54 -80 -90 HTA -85 -91 -85 
Change -91 +43 -83 -95 -93 -86 -1,00 -91 


* N = the number of rates per session; the range was 3-6. 
** Coefficient of correlation. 


** Correlations were carried out to the point where the patients completed the maximum dose phase; they were stopped at the point 
where doses began to be reduced. In patient 2 the third point was taken two days past the maximum dose to obtain sufficient 


points for correlation. 


Patients receiving the combination of IMI, 
150 mg./day, and MP, 20 mg./day, drug 
blood levels were comparable to, but slightly 
lower than, those obtained with IMI, 450 
mg./day, alone. On the other hand, two 
Patients’ drug blood levels were unaffected 
or perhaps even somewhat lowered by the 
addition of MP. We also have indications 
from another patient we have studied (but 
have not included here, since data are in- 
Complete) that the combination of IMI, 
0 mg. per day, and MP, 20 mg. per day, 
can also give higher drug blood levels than 
can 450 mg. per day of IMI alone. 
: Patient 2 received dextroamphetamine, 
? mg. twice daily, instead of MP. This was 
initially intended as a control for the effect 
of MP. However, since we embarked on 
these Studies the matter has become more 
Complicated. Lal and associates have re- 
Ported that dextroamphetamine can also 
Cause inhibition of drug-metabolizing en- 
ied (9); hence the second peak in drug 
; Sod levels for patient 2 may also repre- 
€nt inhibition of drug metabolism. 
With the additional data obtained here, 
€ pharmacology of MP and dextroam- 
Petamine in conjunction with IMI can be 
eee as follows. MP has been shown 
ine an inhibitor of certain types of drug 
olism in man and animals(4, 5). 
Tel Changes in blood levels of drugs, it 
ibit e inferred that MP also acts as an in- 
T. 9r in some humans but not in others. 
ios roàmphetamine was previously 
ught to have only a mild effect on blood 
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levels of other drugs such as IMI by pro- 
moting absorption. However, recent data 
from animal studies indicate that it may 
also act as an inhibitor of hepatic drug- 
metabolizing enzymes, although it is of 
much lower potency than MP (9). 

Nevertheless, the sensitivity of human 
drug-metabolizing enzymes to dextroam- 
phetamine is not known, and it is possible 
that dextroamphetamine is also an effec- 
tive inhibitor of drug-metabolizing enzymes 
in the human. Our preliminary data from 
one patient are compatible with this theory, 
although no conclusions can be reached on 
the basis of only one patient who had com- 
paratively low levels throughout the study. 
We are currently studying this problem fur- 
ther in patients whose drug blood levels 
exhibit a wider range of variation. 

Additional work is needed on the human 
pharmacology of MP and dextroampheta- 
mine insofar as they affect drug blood levels, 
drug-metabolizing enzymes, and possibly 
absorption. Considerable interest has been 
shown recently in the possible use of in- 
hibitors and inducers of drug-metabolizing 
enzymes in human pharmacology. However, 
the actual biochemistry is complicated and 
needs clarification with human studies be- 
fore indiscriminate use of drug combina- 
tions is employed. For example, phenobar- 
bital has been suggested as a clinically useful 
inducer of certain drug-metabolizing en- 
zymes(10), but it has biphasic action (11, 
12) that could initially be detrimental. 
Similarly, MP may induce, as well as in- 
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hibit, certain drug-metabolizing systems 
in animals (13), and its effect on previously 
stimulated drug-metabolizing systems is 
not well studied. 

If the combination of MP and IMI 
proves to be an effective way of obtaining 
therapeutically effective drug blood levels in 


a s 


ignificant percentage of patients, com- 


bined therapy would have several advan- 
tages. MP would give depressed patients a 
mild but immediate clinical response and 


enc 
At 


ourage them to continue their regimen. 
present, many patients on tricyclic anti- 


depressants stop taking their medication 
because they perceive no immediate re- 


sponse. 
counteract some of the 


Moreover, MP would help to 


initial sedative 


effects of tricyclic antidepressants. 
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4 Aust t gular prosperity and growing strength of that people 
[the Americans] ought mainly to be attributed, I should reply: To the superiority of 


their women. 
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Emergency Psychiatric Treatment During 
a Mass Rally: The March on Washington 


BY WILLIAM T. CARPENTER, JR., M.D., NORMAN R. TAMARKIN, M.D., 
AND DAVID E. RASKIN, M.D. 


The authors present a rationale for estab- 
lishing emergency psychiatric facilities dur- 
ing mass demonstrations. Special aspects 
or attributes such as trust, confidentiality, 
the authoritarian role of the physician, legal 
complications, the management of po- 
tentially violent patients, and the evaluation 
of thought processes are discussed. The low 
incidence of psychiatric casualties and the 
relative rarity of adverse drug reactions dur- 
ing the November 1969 March on Washing- 
ton are documented: the majority of the 
most disturbed patients came to Washington 
for idiosyncratic reasons and did not re- 
gard themselves as antiwar protestors. 


HIS REPORT describes experiences 

. in a temporary emergency psychiatric 
facility during the March on Washington of 
November 13 to 15, 1969. The number of 
People attending this antiwar protest has 
been estimated by district and federal offi- 
Cials and the news media as 400,000 to 
300,000. Demographic data are not avail- 
able; however, news reports and our obser- 
vations suggest that although most partici- 
Pants were white, middle class, young men 
and women between the ages of 15 and 30, 
People of all ages and racial groups partici- 
pated. 

An abrupt increase in the number of 
People in a city would strain ordinary hos- 
ng emergency facilities and, in addition, 

le new population would be unfamiliar 
with existing hospitals and emergency care 


Md. 
Instit Carpenter and Raskin are with the National 
Sic of Mental Health, where Dr. Carpenter is à 
dui Sd Psychiatrist, Psychiatric Assessment Section, 
n) Psychiatry Branch, Bldg. 10, Room 3N212, 
Rang Rockville Pike, Bethesda, Md. 20014, and Dr. 
makin is Chief, Psychiatric Residency Program, Vester- 
vices, Trao National Center for Mental Health Ser- 
Assist raining and Research. Dr. Tamarkin is Clinical 
Versit ‘ant Professor of Psychiatry, Georgetown Uni- 
Y School of Medicine, Washington, D.C. 
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facilities. The suspiciousness and anger of 
many young people toward the Establish- 
ment would create distrust of conventional 
facilities, further reducing the chance of their 
obtaining medical assistance. In addition, if 
a psychiatric condition is related to illegal 
drug use, a special problem of trust arises. 
For these reasons, and because it was antic- 
ipated that drug-related problems would be 
prevalent, the emergency clinic described 
below was established. 


Design and Operation of the Facility 


A description of the medical facility and 
aid stations and their relationship to the 
community has been described in detail by 
Chused and associates(1). The following 
paragraphs will describe organization and 
operational aspects of the psychiatric divi- 
sion. 

The medical-psychiatric facility was lo- 
cated in the basement of a church one mile 
from the demonstration area. Stretchers, 
medicines, bandages, emergency equipment, 
and bed space were available. The psychiat- 
ric staff consisted of psychiatrists, psychiat- 
ric residents, psychologists, social workers, 
and psychiatric nurses. Most of the psychi- 
atric care was provided in a large room 
where environmental stimulation was 
kept at a minimum. Detailed arrangements 
had been made with two local hospitals 
should emergency hospitalization be re- 
quired. Several first aid stations were set 
up along the march route and in areas where 
large gatherings were anticipated. These 
stations were staffed with at least one 
physician and one nurse at all times and 
additional staff during peak hours. 

Procedures for dispatching psychiatrists 
to these way stations and for transporting 
patients from the stations to the church were 
pre-arranged. There were direct communica- 
tions between the city government's com- 
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1328 PSYCHIATRIC TREATMENT DURING A MASS RALLY 
TABLE1 
Characteristics and Disposition of 15 Clinic Patients with Psychiatric Problems Not Related to Drug 
PREVIOUS 
AGE SEX PRESENTING PROBLEM TREATMENT. DIAGNOSIS TREATMENT  OUTCOME-DISPOSITION 
? M Fatigue, "up-tight.” Yes Manic-depressive, Chlordiazepoxide Improved Ta 
pressured speech, paranoid hypomania 5 mg. IM Mehr m 
lysis Unknown Conversion leassurance, mproved-di |, 
20 ? Shoulder paraly: deis Due 
? F Frightened, “hysterical” Unknown Anxiety reaction Evaluation Paraan be hos 
d i 
when separated from not admitte: 
husband in crowd 
Anxiety reaction Reassurance, Partial improvement. 
a Mi ES AMA "i Wi chlordiazepoxide Accompanied to d 
10 mg. p. o. x2 train; parents notified 
to meet patient. 
il i No Acute situational Diazepam 10 mg. Recovered- 
i Mas al te reaction p.o. Reassurance, discharged. 
sleep ah 
jety i i „talk Improved-discharged. 
24 M Anxiety in crowd Unknown Anxiety reaction Reassurance., ta! To begin Gest 
(psychotherapy) on 
return home. 
17-22 M & F Nine college students seen Unknown Situational Reassurance improve wis 
briefly following exposure anxiety recover 


to tear gas because of fear 
and anxiety. Several had 
gastrointestinal symptoms. 


mand post and the medical headquarters in 
the church. Local antiwar groups sponsor- 
ing the march took responsibility for dis- 
seminating information about the medical- 
psychiatric facilities to demonstration 
participants. Volunteer marshals and city 
police were instructed to bring sick, injured, 
or disoriented protesters to the emergency 
facility or one of the aid stations. 

The clinic was staffed by a large number 
of people working single shifts; this made it 
difficult to familiarize personnel with a 
routine for recording information. A mini- 
mum of identifying data was' obtained so 
that confidential information could not be 
used for nonmedical purposes. During a pe- 
riod following exposure of a large number 
of people to tear gas, the psychiatric staff 
was involved in administering first aid and 
treating panic reactions; thus only scant 
data were recorded. To make the records 
as comprehensive as possible, all profes- 
sionals who had worked in the clinic were 
contacted during the following weeks for 
additional data on cases they had seen. AII 
area hospitals and emergency rooms were 
surveyed for additional cases. 


Clinical Data 


Tables 1 and 2 depict the 30 patients eval- 
[64] 


uated during the three days of the M 
operation. The age range for the pun 
was 16 to 30 years (mean age 21 years), a 
the male-female sex ratio was approximate 
3:2. Fifteen of the patients had no pd a 
drug ingestion within 48 hours. Twe sif 
these 15 patients were diagnosed as an id 
reaction, frequently with accompanying 4 
trointestinal symptoms. Nine of the pal sd 
diagnosed as anxiety reaction M Eo 
following the time of tear gas epo psy 
patient gave a history suggesting Pr! ranoi 
chotic episodes representing either Pe note 
schizophrenia or manic psychosis. ^P 
patient, who reported an inability to lice 
his shoulder following a clash M Tan 
was diagnosed as having a conversio? cu, 
tion. The remaining patient had Sa "t 
guilt reaction. He felt responsible waiting 
getting a number of participants to 
buses in time to avoid tear gas. , mptol 
Fifteen patients had presenting "ee vith 
related either to drug ingestion ^. an 
drawal. For purposes of this pie otropi® 
patient who had ingested a pt arrival 
compound within 48 hours of 4: 
at the clinic was given a diagnosis E d cases: 
related illness. Of the 15 drug-relatee is 
two men intoxicated with alcoho 
involvement in the demonstration. 
tients with early signs of heroin wi 
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TABLE 2 
Characteristics and Disposition of 15 Clinic Patients with Drug-Related Psychiatric Problems 
PREVIOUS 
PSYCHIATRIC OUTCOME- 
AGE SEX PRESENTING PROBLEM TREATMENT DIAGNOSIS* TREATMENT DISPOSITION 
20 M  Excited behavior Yes Dexedrine intoxication. Reassurance, rest, — To motel with 
manic psychosis medication refused friend after over- 
night stay in clinic. 
| Returned 36 hours 
later. Sent to 
hospital but not 
admitted. 
16 M  Exhaustion, anxiety Unknown  Methedrine intoxication Reassurance, Recovered- 
rest discharged 
18 F Anxiety, inability to No Dexadrine-methedrine Reassurance, Much improved- 
sleep, ringing in ears, intoxication rest discharged 
"can't come 
down” 
23 M Passed out Unknown Alcohol intoxication Sleep Recovered- 
discharged 
30 M Staggering in street No Alcohol intoxication Diazepam 10 mg. Recovered- 
IM. sleep discharged 
20 M Frightened No Adverse drug Reassurance, Recovered-left 
reaction (LSD) rest with friends 
? M Depersonalization, No Adverse drug Reassurance, Recovered-left 
anxiety reaction (LSD) rest with friends 
21 F Agitation, purpose- Unknown Adverse drug Diazepam 10 mg. Recovered- 
less movements. reaction (LSD) p.o., reassurance, discharged 
rest 
7 F Frightened, No Adverse drug Reassurance, rest Recovered-left 
disoriented reaction (mescaline) with brother and 
boy friend 
17 M Anxiety No Adverse drug reaction Reassurance, rest, — Recovered-left 
(psilocybin) chlorpromazine 50 — with friends 
mg. p.o. 
20 F Felt she was dying, Yes Adverse drug Reassurance, sleep Recovered-left 
. brains being sucked reaction (THC) with friends 
out with vacuum 
cleaner 
16 F Anxiety Yes Adverse drug reaction, Evaluation Returned to 
(discharged type unknown psychiatric hos- 
previous day) pital voluntarily 
20 M Anxiety, asthmatic - Unknown Adverse drug reaction, Reassurance, rest Recovered- 
symptoms type unknown discharged 
? ? Off heroin for 15 No Heroin withdrawal Evaluation Referral to 
hours; unable to hospital 
5 find source ] 
Young" F — Anxiety, tremulous, Unknown Heroin withdrawal Evaluation Referral to 
unable to find heroin hospital 


The drug is listed as reported in the psychiatric history. No samples were analyzed, 


Ele they had been unable to obtain heroin 
he leaving New York, Three patients had 
b en amphetamine derivatives; two had 
“en taking the stimulants since coming to 
ac hington, the third had been taking 
s amounts while preparing for examina- 
b 15 prior to leaving for Washington. One 
hue became delusional, believing she 
vac i about 30 minutes after ingesting 
nol CHE thought was tetrahydrocannabi- 
de HC). She gave a past history of manic- 
eessive illness, and her mood fluctuated 
Ween giddiness and depression with sui- 
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cidal ideation. The remaining seven pa- 
tients came to the clinic following ingestion 
of what they stated to be LSD (three pa- 
tients), psilocybin (one patient), mescaline 
(one patient), and unknown hallucinogenic 
drugs (two patients). 

Four of the patients were initially seen 
away from the clinic, two in a medical 
first aid station and two in other churches. 
One patient was discharged from the clinic 
and returned 36 hours later in an excited 
state similar to his initial presentation. 

Patients were generally treated suppor- 
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1330 PSYCHIATRIC TREATMENT DURING A MASS RALLY 
TABLE 3 
Characteristics of Five Patients Hospitalized Without Being Seen in Clinic 
PREVIOUS 
[ 
AGE SEX PRESENTING PROBLEM "TREATMENT DIAGNOSIS" RELATIONSHIP TO MORATORIUM 
iving "vibrations" Yes Psychosis with drug Attended moratorium because of his 
a j Bka Ma intoxication (LSD) fascination with violence, not to 
attempted to visit him Schizophrenia-paranoid protest the war 
at the White House. type : de E. 
i hi cret Yes Antisocial personality, In favor of Viet Nam wa | 
$. v gend eh schizophrenia-paranoid fascinated by Weatherman faction of 
them that he wished to type the SDS 
harm the President. decided to ata ED 
Mute, confused, No Psychosis-drug Patient c lecided to attend i 
E i. iato first LSD intoxication (LSD) tion as "something to do" after 
experience. relationship with girl friend ended. 
i ing ii i is wi d to get away from 
M  Disrobing in public, Yes Psychosis with drug Curious, wante: y 
2 carlngte be Abraham intoxication (LSD). turmoil at home. Not an antiwar 
Lincoln. Anxious, mute, schizophrenia-residual —protestor 
and rigid on admission type 
19 M “Bad trip”; actual Yes Psychosis with drug Unknown 


symptoms not known 


intoxication (LSD) 
schizophrenia-simple 
type 


* The drug is listed as reported in the psychiatric history. No samples were analyzed. 


tively by staff and friends, often spending 
time sleeping or sitting in a quiet room. 
With this treatment approach 19 patients 
were well enough to leave the clinic within a 
few hours. Four more patients recovered 
with supportive treatment and tranquilizers. 
Two patients, although still symptomatic, 
were judged well enough to be discharged in 
the care of friends. Five patients were re- 
ferred to local hospitals. One of these five 
had been discharged the previous day from 
a local psychiatric hospital and two patients 
had heroin withdrawal reactions. The other 
two patients referred to a hospital were not 
admitted and no follow-up information 
is available. One of these patients was 
severely anxious and the other manifested 
manic behavior. 

A survey of all greater metropolitan 
Washington emergency rooms and psychiat- 
ric inpatient facilities (one hospital failed 
to report) located five additional patients 
treated while attending the demonstrations 
without prior contact with our clinic. These 
cases are described in table 3. All five were 
young men who had come to Washington 
from distant states. Four of the five patients 
had a past history of psychiatric illness in- 
cluding hospital treatment. Four of these 
had ingested psychedelic compounds (three 
thought to be LSD and one unknown) prior 
to admission. When compared to the pa- 
tients seen in the clinic, this group of patients 
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appeared more flagrantly psychotic, n 
more positive past history of menta i 
order, and were less involved in antiwar p 
test. Their reasons for attending the dena 
strations were more idiosyncratic and ofte 
were not based on antiwar sentiment. 


In order to illustrate special aspects d 
psychiatric care in a mass protest a | 
three cases will be described and dise 
The first case suggests that the |i 
of psychiatric services may re be 
chance of violent confrontation 5€ 


authorities and protesters. | 


; end 
Case 1. A 20-year-old man decided bus 

the march after his girl friend broke à iam 
him to come to Washington. He be m 
could “make a considerable contribue 
medical care in case there was violence d. On the 
of experience with first aid as a life x. spat 
afternoon of November 13 he took nlorpet 


sules of dextro-amphetamine and pec become 


zine (Eskatrol) and by evening charge of the 


highly excited, volunteering to take " 
medical unit When his offer was d | 
went to a neighboring church and à s from the 
establish his own clinic. Two volunt and 
psychiatric clinic were called to t oe dioses and 
found the patient to be excited, re pu- 
agitated, with pressured speech; 

merous references to violence a 
losophy. An accompanying frien 
the patient had several previous in i" 
mental hospitals. The patient re 


his exe 
tion, and the following morning his 3 
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had only slightly subsided. He insisted on leaving 
the clinic and was permitted to do so when 
arrangements were made for an older friend to 
pick him up and stay with him in a motel. The 
patient returned to the clinic within 36 hours in 
amanic state and was referred to a hospital. 


This patient posed several problems. First 
and most important, a person in this state 
could serve as a trigger mechanism for vio- 
lence in an already tense atmosphere. His 
excessive energy, pressured activity and 
speech, belligerency, grandiosity, and in- 
sensitivity to social restraint would make 
him provocative in any situation. The im- 
mediate availability of psychiatric facilities 
would be crucial in keeping such an individ- 
ual separated from the protest scene and in 
making treatment possible. Arranging to 
have such a patient picked up and sent to a 
conventional treatment facility would be 
particularly delicate since leaders of a pro- 
test activity would be reluctant to call on 
Outside authorities. The presence of the 
Police or an ambulance crew attempting 
lo take a reluctant protest participant away 
Could itself be provocative. Further, the 
Usefulness of the doctors authority in 
assisting a patient to control his impulses 
Would be decreased in a setting where au- 
thority was being openly challenged and 
Where the doctors themselves might be 
hesitant to respond in an authoritarian 
manner, 

The second case illustrates the special 
attraction of a protest demonstration for 
Some individuals based on idiosyncratic 
'esponses rather than on shared ideology. 


E 2. A 23-year-old married Viet Nam con- 
af, eran was brought to the hospital by police 

*r disrobing in public proclaiming he was 
modam Lincoln. On admission, the patient was 
m il rigid, extremely anxious, and had dilated 
Te Pus. He had ingested LSD earlier that day and 
Ed over 200 earlier LSD experiences with- 
for th bad trip." The patient had volunteered 
Cent] e Army several years previously and re- 
lo E had been discharged. Eight months prior 
ia is discharge he had been hospitalized with a 
aus of catatonic schizophrenia. The pa- 
Pres he supported American military 
Teaso ipation in Viet Nam and although his 
ey ns for coming to Washington were unclear, 
ieee to relate to increasing turmoil in his 
Ww Rm and a wish to get away and "just see 
frighten APPening." He stated he was particularly 
ened by the large crowds, seeing a lost little 
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girl, and being exposed to the coffins used in the 
March Against Death. 

This patient apparently came to Washing- 
ton not to participate in protest but rather 
to escape current family problems. Experi- 
ences at the demonstrations reawakened 
memories of his own Viet Nam experience, 
which included preparing corpses for burial. 
Tension from unresolved conflict based on 
traumatic war experiences appears related 
to his decompensation while attending the 
demonstration activities. 

The third case illustrates complications 
for the psychiatrist attempting to evaluate 
thought processes in an unfamiliar sub- 
culture and rapidly changing milieu. 

Case 3. A 29-year-old man became acutely 
anxious and guilt-ridden after a group of people 
he was guiding to a bus was exposed to tear gas. 
He was an official field worker and had re- 
sponsibility for directing people to the buses. On 
examination, the patient manifested extreme 
anxiety, guilt, pressure of speech, and preoccupa- 
tion with the events described above, He denied 
a past history of psychiatric disturbance and had 
taken no drugs. In the course of the interview he 
told of the police jamming his radio to interfere 
with communication between volunteer marshals. 
At the end of the interview the patient felt re- 
lieved and was able to sleep in the clinic for a 
few hours. Upon his awakening there was no sign 
of psychopathology. 

During the interview the psychiatrist 
wondered if the patient’s suspicions about 
radio “jamming” indicated a paranoid pro- 
cess. despite the absence of other elements 
of a delusional system. In discussing the 
situation with the police, the psychiatrist 
subsequently learned that interference with 
communication devices had probably occur- 
red, although not at police instigation. The 
problem of evaluating thought processes, in 
an unusual and rapidly changing subculture, 
has been discussed in a paper on psychiatric 
care in Resurrection City (2). 


Discussion and Conclusions 


It was commonly expected that the great 
influx of young people over a three-day 
period would result in large-scale drug abuse, 
with considerable social tension and per- 
sonal distress. Reports circulated in medical 
circles that government officials had under- 
taken contingency planning for mass drug 
casualties. A stark contrast exists between 
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this expectation and what occurred. Data 
from our clinic and a survey of area emer- 
gency rooms and inpatient facilities revealed 
only 15 cases associated with mind-altering 
drugs (exclusive of heroin withdrawal and 
alcohol intoxication), five of whom required 
hospitalization. Four of the five persons 
hospitalized had a history of previous 
psychiatric hospitalization. 

It is surprising, then, that in spite of ad- 
verse conditions such as crowded and in- 
sufficient housing, unpleasantly cold and 
wet weather, extensive travel, and lack of 
sleep, there were so few psychiatric emer- 
gencies. The small number of drug-related 
problems during this antiwar demonstra- 
tion contrasts with the much more frequent 
occurrence of drug problems at music 
festivals. This suggests the interesting pos- 
sibility that the task orientation of a socio- 
political protest is a deterrent to drug-related 
problems. If this is the case, it could be ac- 
counted for by the population attracted, by 
social pressure from peers not to use (or 
abuse) drugs while participating in the 


What finally divides the men of today into two camps is not class but an attitude of 
mind—the spirit of movement. On the one hand there are those who simply wish to 
make the world a comfortable dwelling-place; on the other hand, those who can only 
conceive of it as a machine for progress—or better, an organism that is progressing. 
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demonstration, or by a system of caring for 
adverse reactions without medical consul. 
tation. 
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Community Care and the “Queequeg Syndrome": 
A Phenomenological Evaluation of Methods of 
Rehabilitation for Psychotic Patients 


BY P. J. DARLEY, M.A., AND W. T. KENNY 


An English day center for psychiatric pa- 
lients had a low success rate when run on 
traditional lines. The authors present the 
theory that former psychiatric hospital 
patients are generally not accepted by the 
community as recovered but are given the 
new and damaging role of citizen-on-pro- 
bation. They demonstrate that changes in 
the structure and program of the day center 
point toward new methods of rehabilitation 
aimed at helping patients combat the 
Queequeg syndrome.” 


E JuLy 1964 the local authority health 
department in Manchester, England, set 
up a day center for the purpose of providing 
40 patients suffering from **mild acute cases 
of mental illness” with “the opportunity to 
recoup and regain their confidence.” It was 
Set up in a brand-new building that was 
Well equipped if austerely clinical Provision 
Was made for separate lounges and dining 
ànd toilet facilities for staff and patients; in 
addition, rooms were set aside for occupa- 
tional therapy, hairdressing, and a sick bay. 

, Following the example of local psychiat- 
Tic hospitals, center personnel originally 
peered that rehabilitation of mental pa- 
lents lay through occupational therapy; 
and the center was initially staffed by two 
occupational therapists, one handicrafts 
'structor, and assistants, the latter work- 
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ing part-time. An initial intake of patients 
representing a wide cross section of diag- 
noses was supervised by a consultant psy- 
chiatrist who continued to oversee subse- 
quent admissions, and staff were then left 
to their task. They quickly established a 
hospital-like routine and supervised the 
production of large quantities of arts and 
crafts. 

However, after two years the staff mem- 
bers were dismayed by the lack of discerni- 
ble improvement in the patients, and handi- 
craft activities were dropped in favor of the 
then more fashionable industrial therapy. 
The aim was to reestablish the patients in 
work and to train them for this. A contract 
was made with a local firm, which agreed 
to pay the patients at the rate of $1.50 a 
week! to assemble components of um- 
brellas. Punctuality was stressed, and fines 
were imposed for lateness, untidiness, and 
bad behavior. 

In June 1967 the staff again felt unhappy 
with the results of their work, and one of the 
health department’s casework advisors was 
appointed part-time to provide social work 
facilities to individual patients. Thus 
W.T.K. assumed administrative responsi- 
bility for the day center. He was immediate- 
ly struck by the fact that many of the pa- 
tients did not attend either regularly or 
punctually despite the rigid system of fines 
and also that about 30 percent of them left 
the center each month without explanation. 
There were a few patients who had attended 
for three years, but each month 15 percent 
were returned directly to the hospital, and 
others were excluded from the center for bad 
behavior. The patients were largely amen- 
able and easy to manage, but violent out- 


‘This salary was pocket money paid in addition to 
the patients’ entitlement to sickness or unemployment 


benefits. 
[69] 


1334 


bursts were not unknown, They worked 
with meticulous care and rigid conformity 
to the set routine. There were never more 
than 22 patients attending at any time. 

These factors led W.T.K. to consider 
everything that happened in the center and 
the meaning of rehabilitation itself. He be- 
gan by interviewing all those who had 
drifted away during the first three months 
of his appointment. From these interviews 
he concluded that the rehabilitation pro- 
gram was overconcerned with work and not 
concerned enough with personality, social 
role, and relationship. The defaulters saw 
themselves as being employed at monoto- 
nous tasks that made them feel no better 
and that merely recompensed them with 
pennies. 

W.T.K. decided that the patients required 
a scheme that would involve their whole 
personality and would equip them to deal 
with all aspects of their life. It seemed to 
him that work was not in itself necessarily 
therapeutic, but that the key to rehabilita- 
tion might be found in a “therapeutic com- 
munity.” He envisaged: 1) a change of em- 
phasis at the center from work to social 
rehabilitation, based on a regime of self- 
direction within a group setting; and 2) the 
appointment of a social therapist in charge 
of the day center (since at that time it had no 

full-time person in charge). 

In November 1967 P.J.D. was appointed 
as social therapist. His first task was to in- 
volve the patients in assessing their own feel- 
ings about the center, and to this end he 
divided them arbitrarily into two groups 
that met twice a week for a month. From 
these meetings it emerged that the patients 
felt the center’s main advantages were the 
work and the “incentive” payment. “One 
came to the Centre to learn how to work.” 
The individual felt he had to work out his 
own problems unaided, and when he felt 
ready he expected to leave for a job until, 
inevitably, he became ill again. 

This apathy about the future was con- 
siderable; patients said that there was no 
point in changing the center since nothing 
that mattered could improve. The patients 
worried about their illness but felt that the 
center could never alleviate that. However, 
the meetings were well attended, and it was 
obvious that the “members” (as they now 
asked to be called) enjoyed them. A spon- 
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taneous request came from both groups 
of members that the meetings be continued 
when the initial topics were exhausted, and 
the members said that they would like to 
talk seriously about what was on their 
minds. They wanted to be taken seriously, 
and they wanted to feel that the staff mem- 
bers were interested. 


The “Queequeg Syndrome"—Institu- 
tionalization by Community Care 


Although W.T.K. had made tentative 
conclusions after his interviews with de- 
faulters from the center, and these views had 
been confirmed to some extent by the group 
meetings, it could not be said that all of the 
dynamics operating in the center had been 
understood. There was an uneasy quie 
about the place, and there seemed to be 
profound changes in members' behavior 
soon after the onset of their illness. Such 
things still required explanation. There was 
a need to adequately define what we Were 
aiming to treat and then to restructure and 
program the center accordingly. h 

We found ourselves becoming increasing 
ly concerned with trying to understand (in 
K. Jaspers’ [1] sense) the problems that | 
fronted the people referred for help. ^? 
another setting the members would have 
been called “institutionalized.” They i 
hibited the signs that R. Barton(2) & 
scribed as resulting from prolonged d 
ceration in a regime of unfair authori , 
and yet most members were living àt d 
and few of them had spent much am 
psychiatric hospital Barton describe à 
"neurosis," but the emotional ditm 
we were attempting to grasp seemed "m 
chotic in its apparently sudden onset aie 
its effects on the whole personality. By aif 
nosis, most of the patients fell into the ¢ al 
gory of “functional psychosis”; hon f 
seemed shocked and dazed, without 
for the future. he 

It is perhaps most significant bn f 
members had an unrealistic cone ie 
normality, which they felt to be ain 
integration” or a completely unruffle p one 
that could withstand any adversity- he fact 
occasion a member remarked on t ains 
that he should stop leaning casually a£ was 
the wall when chatting with P.J.D.« 
a "sign of his illness." This strange "^ 
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of what is really normal seemed to develop 
in all the members and often after only a 
brief admission to the hospital. 

We and the members harbored discon- 
certingly different expectations about the 
outcome of rehabilitation. For us, to be re- 
habilitated meant to take up life again as it 
had been before the onset of the illness; for 
the members it meant taking whatever job 
could be found and waiting for the inevitable 
telapse and readmission. However, as the 
members came to know us better and came 
to believe that we were concerned about 
keeping them from relapsing, they began 
| to recount their experiences in a sufficiently 

candid way for some patterns to be collated. 
|. . Members could all recall the symptoms of 

their original illness, however embarrassing, 
and they were well aware that the symptoms 
had eased, but they insisted that they were 

Still unwell. As J. and E. Cumming (3) re- 

ported in their study Closed Ranks, we 

found that members constantly denied that 
they had ever been "crazy" and that they 
hunted continuously for more satisfactory 
euphemisms. Nevertheless, they said that 
after they had returned home from the hos- 
pital they had often wanted to talk about 
their previously disturbed behavior, but 
relatives would not permit this. 
Consequently, confused relationships that 

had developed during the onset of the ill- 

Ness could not be resolved. One member had 

Once been the head of his household; while 

he was hospitalized his wife had had to as- 

Sume this role. Neither of them had ques- 

tioned the fact that she should retain this 

responsibility upon his return home. If 

Members felt any anger about their situa- 

ae and the way in which they were treated 

w their families, they soon felt guilty for 

er ungrateful attitude and agreed that 

TN anger was a sign of vestiges of their 

Ness. If members were not sufficiently 
amenable to their new life, relatives and they 

emselves attributed this to the illness; and 
PSychiatrists, being well aware of the statis- 
E! Tates of schizophrenic relapse, would 

admit them to the hospital and readily 
Provide them with “appropriate” treatment, 
to S we listened to these stories we began 
ee if what the members of the day 
Eu Were experiencing was simply the 
Buon un of their psychotic illness, as 
cing affirmed by professionals and lay 
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people alike. We suggested: Was it not per- 
haps the profound psychological reaction 
that followed the experience of their psy- 
chiatric illness? 

Etiology of the Syndrome 

This hypothesis made sense to us. Most 
members, and indeed their families and 
friends, had shared prejudices about "crazy" 
people. Now, suddenly, they had developed 
into those very people who had been a butt 
of their prejudice. It was like a prejudiced 
white man waking up one morning to find 
that overnight he had turned black. This of 
course would have its effects on the family 
and friends, too. 

E. Goffman’s (4) concept of improvement 
by conformity would lead us to believe that 
members could only consider themselves 
well when they were not feeling angry, 
anxious, or sad. But as R.D. Laing and A. 
Esterson(5) have pointed out, when the 
members perceived these negative emotions 
in "well" people, they would be left con- 
fused and mystified. But it is not only the 
families who scapegoat their "sick" mem- 
bers. D.G. Cooper(6) has expressed the 
view that hospitals replicate this attitude, 
and we wonder if the whole community at 
large does not do this too. We could see that 
at home and out of it, members were beset 
by Bateson and associates’ "double- 
bind” (7) and were driven to accept the role 
of permanent invalid in response to pres- 
sures in the community. 

The community, which by the British 
Mental Health Act of 1959 had been 
charged with caring for the mentally ill, 
seemed to be intent on convincing the mem- 
bers that they were now chronically disabled 
and somewhat unworthy. This, we came to 
believe, resulted in a major psychiatric syn- 
drome that we called the Queequeg syn- 
drome (8). 

After Queequeg was seized with a fever. . .not a 
man of the crew but gave him up. No sooner was 
the carpenter apprised of the order [for a coffin] 
than taking his rule he...took Queequeg’s mea- 
sure with great accuracy, regularly chalking Quee- 
queg’s person as he shifted the rule. 

“Ah, poor fellow, he'll have to die now," ejac- 
ulated the sailor (9, pp.509-510, 513). 

We have characterized the etiology and 
symptoms of this syndrome as follows: à 

1. A major breakdown requiring psychi- 
atric treatment. 
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2. Inability of psychiatrists to give the pa- 
tient sufficient explanation of the distur- 
bance and reassurance about the outcome, as 
the physically ill might receive. 

3. Guilt on the part of the patient at hav- 
ing become "crazy" and remorse on re- 
calling the disturbed experience. 

4. Free discussion and therefore expiation 
of guilt about the disturbance tabooed by 
frightened relatives and workmates on the 
patient's return home. 

5. The adoption by the community, as a 
self-protective device, of two yardsticks of 
normality—an unheeding one for itself and 
another, based on conformity, for the 
patient, 

6. The unconscious enforcement of con- 
formity on the patient by controls of the 
double bind and “mystification of experi- 
ence" types and by the election of the con- 
valescent member as scapegoat for the 
family's or workmates' misfortunes. 

As a result of these occurrences the pa- 
tient becomes unable: 

l. To be sure about what behavior is 
normal and what is not, so that he discounts 
his subjective experience as invalid. 

2. To act in a relatively carefree way, so 
that he has to settle for life as a passive, 
amenable person who is afraid of vigorous 
emotion, since acting on it is dangerous (i.e., 
may result in readmission to the hospital). 
He may therefore rely heavily on drugs to 
prevent himself from experiencing strong 
emotions, 

3 To cope in any situation that requires 
him to experience anxiety or anger. 

4. To have any other view of himself than 
that of a sick, irresponsible person doomed 
to an impoverished way of life. 


Rehabilitation 


Thus we came to the conclusion that the 
member's rehabilitative process should en- 
tail the experience of relearning the ability 
to cope with normality in all its forms and 
with all its limitations and the Systematic 
regaining of the ability to accept unpleasant 
emotions as normal. We hoped that the 
member, by being able to understand that 
much of what he attributed to his illness 
were the foibles of the normal person, would 
regain his self-respect and ultimately deal 
with situations that were for us matters of 
form but for him dangerous hurdles, 
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The answer seemed to us to be that the 
psychological effect of going “crazy” had to 
be treated and that patients had to be al- 
lowed to feel anger, anxiety, and sadness 
without becoming a “case” again in their 
own eyes or in those of the community. Re- 
habilitation meant a flexible program that 
would permit a person to formulate his own | 
problems and by so doing to work at their 
solution, experiencing as he did so the nor- 
mal stresses of this process. He could not do 
this on his own but would require skilled 
help and support. In addition, he would 
need a group of peers who would provide 
mutuality for testing out newly acceptable 
feelings. The “therapeutic community” 
seemed to offer these facilities, and “grading 
of stress," as proposed by the Cummings in 
Ego and Milieu(10), might bring back a 
sense of self to the patient who was being 
“institutionalized” by society at large. 


Restructuring the Center To Combat 
the Queequeg Syndrome 


Accordingly, in January 1968 the center 
was restructured so that, apart from its rè- 
lationship with the health department at the 
town hall, all responsibilities would be 
shared by staff and members equally. Men 
bers by no means welcomed the change, P 
they soon found that they were unable i 
manipulate the regime back to the Da 
Ages" (as one member later called the pr 
vious system). The program was left to il 
decided at the new weekly busine 
meeting. t the theorió 
y wert 
re had 
been no doubt as to who was in charge Me 
advice on professional matte 
they participated as equal me difficol 
community. In particular, it was ing it 
for the staff to refrain from intent pusi- 
the progress of the community at "isaster 
ness meeting, especially when dto be 
seemed close at hand. Disasters sert 
allowed to happen and had to be ? ay 
if only because this was the sole orsi 
educating the group in its new 7 
bilities. ; eek was | 

The program for the coming V officit 
decided at the business meetings: 
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| were elected, and minor details of adminis- 
tration were discussed. But underlying all 
this was an ongoing discussion of the mean- 
ing and purpose of rehabilitation. The mem- 
bers were continually confronted with the 
reality of the situation and were not allowed 
to escape into the group symptoms of the 
Queequeg Syndrome. These meetings re- 
minded us of the experiences of Bion (11), 
except that when a staff member felt himself 
accepted as an ordinary member of the group 
he felt free to participate equally. 

The community as a whole slowly came to 
grips with the problems brought on by the 
change of regime, and the atmosphere of the 
place slowly lightened and became more 
purposeful and hopeful. Details of adminis- 
tration and activity changed, too. The con- 
tract to assemble umbrella handles was re- 
tained as an activity, but the pretense that it 
Magically made people well was dropped. 
The move toward more flexibility and to- 
ward meeting people’s individual needs re- 
sulted in a dramatic decrease in defaults, and 
fines too were dropped. For a while this new 
freedom resulted in a large number of mem- 
bers choosing to sit all day in the lounge 
doing nothing. But inevitably boredom, the 
attitude of the rest of the community, and the 
generally expectant atmosphere drew them 
Into the activities. 


, lt is interesting that most of the new activ- 
ities were planned quite naturally on a group 
basis. The group meetings continued and 
Were now concerned with members’ individ- 
ual Problems. Members themselves orga- 
nized play-reading groups, music groups, 
Sport and gardening groups. The community 
had to cope with the disappointment of fail- 
Ure of activities as well as with the glow of 
Success, But on the whole the glow remained. 
he use of the staff room was questioned; 
¢cause a discussion room was badly needed, 
it seemed quite natural to convert the staff 
oom and have the staff move in with the 
members and share their meals and leisure 
facilities, The sick room, too, was dispensed 
with to make room for the play readings. 
Patients’ tales of their home lives led us to 
old regular meetings for their relatives, in 
Which we dealt with their difficulties and 
tried to help them to “unbind” the members. 
ome of them were able to reach a new 
Understanding of the allegedly crazy behavior 
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of the members, and they began to report 
improvements at home. Such meetings are 
an essential part of the rehabilitation pro- 
gram, for ex-psychotic patients must be given 
room to maneuver at home. 


Tentative Conclusions 


In the past ten years many local authori- 
ties in Britain have established community 
care facilities for people enabled by modern 
chemotherapy to live outside the hospital. 
The diversity of such facilities is considera- 
ble, as R.Z. Apte(12) has shown, Various 
studies, such as that by E.M. Goldberg (13), 
have shown that schizophrenics tend to re- 
lapse more quickly at home than when 
they are accommodated elsewhere, but 
few people have attempted to explain this 
phenomenon. 

We may say of this day center experiment 
that the original programs of occupational 
and then industrial therapy were not suc- 
cessful, to judge only by the rates of patient 
default and readmission to the hospital. Un- 
fortunately, we have as yet no figures by 
which to judge the regime that we instituted. 
Certainly no one was ever excluded from the 
center again, far fewer people were read- 
mitted to the hospital directly from the 
center, and many more obtained jobs and 
left the center. Certainly the greatest success 
could be seen with the chronic schizo- 
phrenics who had previously been con- 
demned to a lifetime at the center, alter- 
nating with occasional bouts of hospital- 
ization. By the end of September 1968 all 
of the patients who had been in the center 
since its inception had obtained work 
similar to their previous occupation and 
had left. 

Our feeling is that the Queequeg Syndrome 
is a real phenomenon and that it can be 
treated by the therapeutic community ap- 
proach. The syndrome results from a sys- 
tematic undervaluing of the ex-psychotic 
patient's ability and a rejection of his point 
of view, and it leads to a progressive deter- 
ioration in self-respect and confidence. 

If this is a true state of affairs the implica- 
tions for community care services are con- 
siderable, for it becomes all important that 
“objective” decisions about the care of the 
ex-psychotic patient in the community 
should not in turn reduce him to an “object.” 
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It is our belief that treatment of the syn- 
drome consists primarily in having the pa- 
tient experience self-direction in the group 
setting and only secondarily in the facilities 
available at a given agency. 

Rehabilitation for the person manifesting 
this syndrome must not only involve him 
totally but must also include more than a 
mere gesture to his relatives, who would 
otherwise provide a vastly altered environ- 
ment for the returning patient, harassed as 
they are by prejudice and fear. If we are cor- 
rect in our hypothesis, there is now more 
cause for hope for the unfortunate chronic 
schizophrenic. After all, we read that 
"Queequeg suddenly rallied...and with a 
wild whimsiness he now uses his coffin for 
a sea-chest." (9). 
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prove the world if you know how to do it, but because 
‘st Way you could set about doing anything. 


—GEORGE BERNARD SHAW 
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An Adverse Reaction Unit: Results and Functions 


BY J.V. ANANTH, M.B.B.S., D.P.M., T.A. BAN, M.D., 
H.E. LEHMANN, M.D., AND F.A. RIZVI 


Adverse reactions reported among patients 
in a 1,552-bed psychiatric hospital during 
one year are reviewed in detail. Most com- 
monly encountered were neurological, psy- 
chiatric, and gastrointestinal reactions. The 
Junction of the adverse reaction unit has been 
extended from epidemiological surveys to 
various areas of psychopharmacological 
practice, and the unit is also being utilized in- 
creasingly for teaching and for consultation. 


que DRUGS by definition are sub- 
stances that interfere with biological 
Processes, all drugs, including the psycho- 
pharmacological compounds, are potentially 
oxic. The purpose of toxicological investi- 
gations is to uncover the toxic or hazardous 
aos of a drug and to establish the cir- 
a in which toxicity becomes mani- 
b From toxicity data obtained in 
AR one can attempt to anticipate the 
5 e undesirable effects that may be ex- 
Pected from the drug in humans. 
pee are limitations in extrapolating 
Die. animal toxicity to man. Besides the 
T preies metabolic differences, there are 
foes ponam intraspecies variations in 
eings. Therefore, toxicity studies 
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in animals have to be followed by toxicity 
studies in humans. The ultimate goal of the 
latter is to enable the clinical investigator 
to predict the possible adverse or toxic 
effects of a particular drug (2). 

During the clinical investigation, the 
effectiveness and the safety (on long-term 
administration) of the new drug are assessed 
and compared with known drugs with estab- 
lished therapeutic efficacy and toxicity. 
Some conceptualize the aim of clinical in- 
vestigation as that of finding a substance 
with a more favorable ratio between the 
possible “adverse effects” of treatment and 
the definite “adverse effects" of the un- 
treated disease (3). 

Upon completion of clinical investiga- 
tions, the new substance is introduced into 
clinical use. None of the drugs released for 
regular application is completely harmless, 
even when used appropriately, and—with 
rare exceptions—the exact incidence of ad- 
verse reactions of the drugs is not known (4). 
Because of this, monitoring of all adverse 
reactions is instrumental for promoting a 
better understanding of psychopharmaco- 
logical practice. The monitoring method, 
at the same time, will also serve as an im- 
portant tool for teaching. 

The literature reveals marked differences 
among reported side effects, depending on 
whether the data are based on patients’ com- 
plaints or on regular examinations as part 
of the therapeutic procedure (5). In princi- 
ple, there are two techniques used to collect 
information about adverse reactions to 
psychotropic drugs. In the first, physicians 
are asked to report patients' complaints to 
a central body on standard forms; in the 
second, a program of active surveillance is 
instituted (6). 

The program of adverse reaction report- 
ing at the Douglas Hospital follows the 
second technique. 
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The Douglas Hospital in Montreal, a 
1,552-bed psychiatric facility, has been par- 
ticipating in the Adverse Reaction Report- 
ing Program of the United States Food and 
Drug Administration since 1963. Since then 
the adverse reactions to psychotropic drugs 
in this hospital have been systematically 
surveyed, In this report a survey of the ad- 
verse reactions collected in the year 1968 are 
described and the results analysed, Based on 
these findings, suggestions are made for 
better utilization. 


Operation of the Unit 


The adverse reaction reporting program 
of the Douglas Hospital was initiated by the 
U.S. Food and Drug Administration (FDA). 
It was supported originally by fees paid after 
each adverse reaction recorded; the fees 
were used to pay participating personnel. 
The personnel ordinarily consisted of a psy- 
chiatrist coordinator (whose duties were 
occasionally carried out by a research fellow 
or resident), working in close collaboration 
with a specially trained research assistant 
and secretarial help. The entire operation 
was supervised by the associate director of 
research, 

The adverse reactions were collected 
from the senior psychiatrists of the hospital 
on ward rounds and from regular interviews 
of the psychiatric residents and nurses by 
the research assistant. Furthermore, the 
daily reports, medication charts, and lab- 
oratory data sheets of each hospital unit 
were scrutinized in order to uncover unre- 
ported reactions, Each reported or un- 
covered reaction thus obtained was pre- 
sented to the physician in charge of the 
respective patient for confirmation or addi- 
tional information. 

For the reporting of adverse reactions, 
specially designed forms were used that were 
supplied by the FDA, In addition, the com- 
pleted form contained personal data on the 
patient, e.g., his name, sex, and age; infor- 
mation regarding his illness, eg. diagnosis 
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and duration; and finally, information on 
his recent hospitalization, e.g., date of ad- 
mission and treatment. Before this form 
was filled in, however, all the reactions ob- 
tained were individually checked—if needed, 
on the ward—by the psychiatrist coordi- 
nator, and before the reactions were for- | 
warded, they were approved by the associ- 
ate director of research. 


For operational purposes, an adverse 
reaction acceptable for reporting in this 
program was defined as any effect of the 
drug other than its intended action. 


One-Year Results | 
General findings 

According to Hollister(7), both drug- 
specific and person-specific factors may play 
a role in the production of adverse effects. 
He lists chemical structure, route of admin- 
istration, dosage and duration of treatment, 
and use of adjuvants as drug-related factors 
and considers age, heredity, atopic history, 
race, sex, and other concurrent illness or 
treatment as person-specific factors. 


During the period covered by the survey 
the following quantities of various psycho- 
pharmacological preparations were used: l 
chlorpromazine, 83,896 gm.; methotrimep- 
razine, 17,350 gm.; trifluoperazine, 3,752 
gm.; perphenazine, 2,403 gm.; prochlor- 
perazine, 3,933 gm.; thioridazine, 8,656 gm.; 
fluophenazine, 120 gm.; imipramine, 16,933 
gm.; amitriptyline, 7,133 gm.; lithium, 1,000 
gm.; haloperidol, 375 gm.; chlordiazepoxide, 
1,367 gm.; and chlorprothixine, 70 gm. 


During the year under review, a total of 
892 adverse reactions were reported by our 
adverse reaction unit. Slightly fewer than 
50 percent of these occurred in male patients 
and slightly more than 50 percent in female 
patients. Furthermore, somewhat fewer than 
half of the reported reactions occurred on 
single drug administration, while the major- 
ity were reported on multiple drug therapies 
(see table 1). 


d TABLE 1 
Pati Recei 
ients Receiving One, Two, Three, Four, or More Drugs at Time of Adverse Reaction 

PATIENTS SINGLE DRUG TWO DRUGS THREE DRUGS FOUR OR MORE TOTAL 
Mal 
Females kn 147 52 18 410 (46 percent 
m e T à 167 n 19 482 (54 percent) — 

{46 percent) _314 (35 percent) 123 (14 percent)  37(5 percent) ^ 892 (100 percent 
[76] 
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TABLE2 
Classification of Adverse Reactions and Their Incidence in Reported Population 
MALES. FEMALES TOTAL 
SERIAL NATURE OF ADVERSE 
NUMBER REACTION pei d NERONE. Mieten PERCENT 
1 Neurological 144 183 
2 Psychiatric 126 104 230 259 
3 Gastrointestinal 38 79 117 13.1 
4 Dermatological 58 44 102 114 
5 Dizziness 32 32 64 72 
6 Cardiovascular 7 26 33 37 
7 Ophthalmic 5 9 1.0 
8 Hematological 1 2 3 0.34 
9 Edema — 3 3 0.34 
10 Endocrinological = 2 2 0.22 
11 Weakness = 2 2 0.22 
Total 410 482 892 100 
Specific Findings most frequent. They were seen almost twice 


Adverse effects with psychoactive sub- 
Stances have been succinctly summarized by 
Caffey and associates (8). They described 
the adverse reactions to antipsychotic, anti- 
anxiety (anxiolytic) and antidepressant 
drugs under the following headings: behav- 
loral, central or autonomic nervous system, 
allergic or toxic, and miscellaneous. 

We grouped the 892 reported adverse re- 
actions during the year under review into 11 
Categories (table 2). In the order of frequen- 
Cy, from high to low, these are: neurological, 
Psychiatric, gastrointestinal, dermatological, 
dizziness, cardiovascular, ophthalmic, he- 
Matological, edema, endocrinological, and 
pisralized weakness (2). While eight of 
* ae eleven groups reflect adverse effects 
B. Horüeular area of functioning, in three 
B at groups—dizziness, edema, and 
M ized weakness—several of the func- 
thed Systems might have been involved in 

‘evelopment of the reaction, 
Neurological Reactions 
ince logical symptoms had the highest 
B ent d adverse reactions—327, or 36 
E hey comprised eight subgroups: 

d Sell signs, 295; cerebral seizures, 
Yperthe, ty in micturition, two; coma, one; 
ern one; vertigo, one; excessive 
Bling se lon, one; and numbness and tin- 
T Pama one. Extrapyramidal mani- 
categorie were further subdivided into seven 
TA Pa tremor, 131; rigidity, 75; akathi- 
Sd drooling and slurring of speech, 20; 

Byric crisis, 12; dystonia, five; and 


u! 
Gag syndrome, three. 

Phenoth; * extrapyramidal manifestations, 

lazine-induced tremors were the 
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as often in women as in men and seemed 
to be independent of the specific pheno- 
thiazine preparation or the dosage (see table 
3). On the other hand, it was noted that aka- 
thisia was more often associated with chlor- 
promazine and methotrimeprazine admin- 
istration, while rigidity occurred at least as 
often with trifluoperazine as with the two 
former drugs. Furthermore, at least in one 
case, chlordiazepoxide (30 mg. a day given 
over a three-day period) was found to be 
responsible for the rigidity. In another, with- 
drawal of phenothiazine medication while 
the patient was maintained on trihexy- 
phenidyl (2 mg. a day) drug led to the recur- 
rence of tremor. But withdrawal of the anti- 
parkinsonian medication resulted in the 
disappearance of the extrapyramidal mani- 
festation. 

Cerebral seizures were precipitated by 
both antipsychotic (phenothiazine) and 
antidepressant (tricyclic) drugs. Of the total 
of 25 grand mal seizures, 14 were due to 
chlorpromazine, six to methotrimeprazine, 
three to thioridazine, one to trimipramine, 
and one to amitriptyline. More than half 
of the convulsions occurred within the first 
four days of treatment, and all but one 
with chlorpromazine were independent of 
the dose administered. On the other hand, 
no cerebral seizure due to chlorpromazine 
was seen below a daily dose of 800 mg. 

The single cases of vertigo and tingling 
were seen in the course of thioridazine ad- 
ministration, and the single case of excessive 
perspiration during lithium treatment. 


Psychiatric Reactions 
The second highest incidence of adverse 
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TABLE 3 
Patients in Whom Tremors, Akathisia, or Rigidity 
Was Induced by 15 Different Pharmacological Preparations (Number of Reports) 
TREMORS AKATHISIA RIGIDITY 
DRUG MALES FEMALES TOTAL MALES FEMALES TOTAL MALES FEMALES TOTAL 
Chlorpromazine 20 22 42 6 8 14 20 13 2 
Methotrimeprazine 8 15 23 6 4 10 3 3 E. 
Trifluoperazine 8 19 27 4 3 7 6 5 2 
Perphenazine 6 7 13 — 4 4 2 j 2 
Prochlorperazine 3 1 4 — 1 1 — 
Thioridazine 3 3 6 2 3 5 1 4 3 
Fluphenazine 1 5 6 1 1 2 1 — 1 
Imipramine = 2 2 — 2 2 1 = 
Amitriptyline = 1 1 1 1 Di = x = 
Lithium = 1 1 — 1 1 — — = 
Haloperidol — 5 5 1 1 
Trihexyphenidyl — 1 1 
Diphenylhydantoin 1 1 fi^ = = 
Chlordiazepoxide 4 = 1 
Chlorprothixene 1 = 1 ed 
Total 49 82 131* 20 29 49'* 36 39 75 
* 14.7 percent, 
*' 5.5 percent. 
*** 84 percent. 


reactions—230 reports or 25.8 percent—was 
observed as psychiatric symptoms. They 
comprised three subgroups: drowsiness, 
212; toxic confusional states, 11; and insom- 
nia, seven. 

Drowsiness occurred most frequently at 
the initial period (two to three days) of 
chlorpromazine treatment. In one case, 
however, the addition of nicotinic acid (400 
mg. a day) produced drowsiness after 27 
days of chlorpromazine (300 mg. a day) 
administration. The drug next most fre- 
quently associated with drowsiness was 
methotrimeprazine and the third, thiorid- 
azine, 

A considerable number of patients—] |— 
developed a toxic Psychosis in the course of 
treatment, The psychotic reaction mani- 
fested itself as a confusional state with dis- 
orientation in eight patients, This state was 
associated with hallucinations, particularly 
visual, in two cases. In the llth patient of 
this group, the exacerbation of psychopa- 
thology—a paranoid delusional State— was 
so marked that it was Considered a toxic 
behavioral reaction. 
. Toxic psychotic reactions were induced 
in five patients by antipsychotic drugs, 

Of the various antipsychotic preparations. 
chlorpromazine and methotrimeprazine in. 
duced a toxic confusional reaction in one 
case each; the combined administration of 
methotrimeprazine with sodium diphenyl- 
hydantoin and sodium pentobarbital pro- 
duced a confusional state in one patient; the 
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combination of a phenothiazine (trifluoper- 
azine) with an antiparkinsonian drug (tri- 
hexyphenidyl) led to one toxic hallucinatory 
reaction; and finally the combination of a 
long-acting phenothiazine preparation (flu- 
phenazine enanthate) with an anticholinergic- 
parasympatholytic agent (trihexyphenidyl) 
induced marked exacerbation of psycho- 
pathological manifestations in one patient. 

Of the antidepressants, amitriptyline, ad- 
ministered alone or in various combinations 
(especially with chlordiazepoxide but also 
with methotrimeprazine), was responsible 
for five of the 11 reactions. It was noted 
that all of these five cases belonged to an 
advanced age group (youngest 59 and oldest 
72 years old). Finally, the combined ad- 
ministration of phenelzine, a monoamine 
oxidase inhibitor (MAOI) drug with trimip- 
ramine, a tricyclic antidepressant substance, 
induced a toxic hallucinatory psychosis in 
à 29-year-old schizophrenic male. 

All of the toxic behavioral reactions oc- 
curred in men and the majority of them in 
older patients, They occurred at a rather 
early stage of treatment and responded 
Promptly to temporary withdrawal (three 
patients) or permanent discontinuation 
(cight patients) of the medication responsible. 

Least frequent of the toxic behavioral re- 
actions was insomnia. Of the seven reporte 
cases, four occurred in the course of chlor- 
promazine administration and one each aui 
ing thioridazine, imipramine, or methotri 
Meprazine treatment, In six of these seve? 


41971 
Amer. J. Psychiat. 127:10, April 197 


_— 


ANANTH, BAN, LEHMANN, AND RIZVI 


cases, reduction of dosage was sufficient to 
control this adverse effect. In one patient— 
on imipramine—insomnia subsided without 
any countermeasure. 


Gastrointestinal Reactions 


The third highest incidence of adverse 
reactions—117 reports or 13 percent—oc- 
curred as gastrointestinal symptoms. They 
included constipation, 95 patients; dryness 
of mouth, 20 patients; diarrhea, one patient; 
and nausea, one patient. Constipation was 
three times more frequent in women than in 


men. 


It was noted that in more than 50 percent 
of these cases (50 patients) treatment con- 
sisted of a phenothiazine medication associ- 
ated with either an antiparkinsonian or a 
tricyclic antidepressant drug. The same 
applied to dryness of mouth. 

The single reported case of diarrhea oc- 


curred. in the course of chlorpromazine ad- 


ministration, and the single case of nausea 
in the Course of perphenazine treatment. 


Dermatological Reactions 


A total of 102 dermatological adverse re- 
actions was reported: 72 cases of skin rash, 
29 cases of photosensitivity, and one new 
fase of purple skin pigmentation. All but 
one Occurred in the course of administration 
pas phenothiazines. Of the 72 cases 
a in rash, chlorpromazine was considered 
OM the Causal agent in 30 patients, thi- 
A zine in 20, and methotrimeprazine in 


Photosensitivity reactions were almost 


exclusi : à 
- ‘xclusively due to chlorpromazine, with the 


Were associated 


“ 


exception of two patients in whom they 
ministration with prochlorperazine ad- 
Ee Phenothiazine-induced purple skin 
Nementation was seen in a 23-year-old 
ES Schizophrenic who had been hospi- 
n. for 20 months and had been treated 
M this time with varying, often high 
al deed of chlorpromazine (1,200 mg./day 
A E reaction occurred); she thus 
ceived a cumulative dose of approxi- 
Mately 927 grams. Pp 
Cardiovascular 


an i 
actions d Hematological 


35 adverse reactions were re- 
` +4 Cases of hypotension, one case of 
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hypertension, two cases of granulocytopenia, 
and one of agranulocytosis. 

Amitriptyline (40 mg./day) administra- 
tion in a 45-year-old woman induced a hy- 
pertensive reaction with visual disturbances 
and headache, which promptly responded 
to drug withdrawal. 

Of the 32 cases of hypotensive reactions, 
26 occurred in women and only six in men. 
These reactions were primarily due to the 
administration of various antipsychotic 
phenothiazine drugs, i.e., chlorpromazine, 
19 cases; methotrimeprazine, eight cases; 
trifluoperazine, three cases; prochlorpera- 
zine, one case; and thioridazine, one case. 
Amitriptyline—a tricyclic antidepressant— 
accounted for the three remaining cases. 

During the year under review, two cases 
of granulocytopenia and one case of agranu- 
locytosis were reported. The agranulocytic 
reaction was seen in a 39-year-old woman 
diagnosed as having a paranoid schizo- 
phrenic reaction who was treated with a 


. combination of an antipsychotic (chlorpro- 


mazine), a tricyclic antidepressant (imipra- 
mine), and an antiparkinsonian drug (tri- 
hexyphenidyl) In the same patient a fatal 
paralytic ileus developed. The woman who 
developed granulocytopenia was treated 
with chlorpromazine and trifluoperazine and 
the man who developed the same illness 
was treated with chlorpromazine, pheno- 
barbital, and chlordiazepoxide. 


Miscellaneous Reactions 


There were 80 cases (8.88 percent) of mis- 
cellaneous other reactions reported. Of 
these, 64 were dizziness; nine ophthalmologi- 
cal (including eight of blurred vision and 
one of lens opacity); three cases of edema; 
two endocrinological (galactorrhea); and 
two generalized weakness. 

Dizziness was encountered primarily in 
the course of treatment with various anti- 
psychotic phenothiazine and tricyclic anti- 
depressant drugs. The same applies to 
blurred vision: chlorpromazine, four; metho- 
trimeprazine, two; trifluoperazine, one; 
and imipramine, one. Of the three cases of 
edema, one was associated with phenelzine 
and trimipramine administration and the 
other two with trifluoperazine and imipra- 
mine treatment; galactorrhea occurred with 
chlorpromazine or methotrimeprazine; and 
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lens opacity was seen after four years of 
chlorpromazine treatment (200 mg./day). 


Discussion 


Two important qualifications have to be 
considered in reviewing these findings: 

l. Our hospital has administrative re- 
strictions—although probably fewer than 
most state hospitals—in respect to purchas- 
ing certain psychoactive drugs. Consequent- 
ly, the adverse reactions encountered were 
limited to the drugs used. 

2. The clinical psychopharmacological 
unit at our hospital exerts a considerable in- 
fluence on the practical application of the 
available drugs. Thus, for example, the fact 
that virtually no thioridazine-induced elec- 
trocardiogram abnormality was encountered 
in the year under review was possibly related 
to the dosage restrictions under which this 
drug is prescribed at our hospital (9). Simi- 
larly, the fact that only one case of adynamic 
ileus was seen was possibly related to the 
warning (issued on the basis of our previous 
experience) on the possible dangerous con- 
sequences of combined and simultaneous 
administration of antipsychotic, tricyclic 
antidepressant, and antiparkinsonian drugs. 

During the past four years our adverse 
reaction unit has become an integral part 
of the hospital. Originally the function of 
this unit was restricted to epidemiological 
surveys. Later this was gradually extended 
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to various areas of psychopharmacological 
practice, especially to monitoring and sug- 
gesting measures, based on past experience, 
for the prevention of adverse effects. Finally, 
there are indications that the functioning of 
the unit is approaching yet a new dimension: 
it is being utilized increasingly for teaching, 
for education in psychopharmacological 
practices, and for consultation. 
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A Follow-Up Study of Wrist Slashers 


BY SCOTT H. NELSON, M.D., AND HENRY GRUNEBAUM, M.D. 


More than half the patients in this sample 
of 19 wrist slashers were well, or at least 
improved, five to six years after their initial 
hospital contacts. The authors attribute the 
improvement in these patients to an in- 
- creased ability to verbalize feelings, the use 
of constructive action at times of emotional 
crisis, and the control of psychotic delusions 
| through psychiatric follow-up and medi- 
cation. 


E RECENT YEARS, the symptom of wrist 
A slashing has received increasing attention 
in the psychiatric literature (1—4). This 
type of self-inflicted wound is a major psy- 
chiatric and surgical problem today and is 
frequently seen both on mental hospital 
wards and in general emergency rooms. 
Information is lacking, however, on the 
pira course of this clinically important 
B What happens to wrist slashers? 
Bie? eae improve, or commit sui- 
qui at makes the difference between 
Ned wrist slashing and improvement? 
eae of evaluation and treatment is 
Ne for patients who cut them- 
E t was in order to clarify and to at- 
that o answer some of these questions 
our follow-up study was undertaken. 


Sample 


Read a 
Psych at the 123rd annual meeting of the American 


T ; 
he sample chosen for the study consisted 
| 
EI Association, San Francisco, Calif, May 
At Ju. cu 
| Were UR this paper was written, both the authors 
Was a Cli larvard Medical School, where Dr. Nelson 
baum is A Fellow in Psychiatry and Dr. Grune- 
and wig] Merat Clinical Professor of Psychiatry, 
e Massachusetts Mental Health Center, 
chiatry ed where Dr. Nelson was Resident in Psy- 
clson is curre; Grunebaum is Senior Psychiatrist. Dr. 
ce of th rrently Special Assistant for Mental Health, 
ti ade Administrator, Health Services and Mental 
5727 Sout ministration, Rockville, Md. His address is 
f t autho ifth Rd., Arlington, Va. 22204 
Jack R, Ey. E Wish to express their appreciation to Drs. 
field for melt. Bernard L. Busfield, and John L. Merri- 
eir critical reviews of this report. 
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i 


Am 
er. J. Psychiat. 127:10, April 1971 


of a group of 23 wrist slashers originally seen 
and studied during 1963-64(5). Sixteen 
were women and seven were men; 22 were 
white and one was Negro. 

All had been treated for self-inflicted lac- 
erations in the emergency room of a general 
hospital in Boston. Fourteen had cut them- 
selves while hospitalized at the Massachu- 
setts Mental Health Center. Clearly, there- 
fore, this was a selected sample of persons 
who slash their wrists. 


Method 


Efforts were made to locate and gain in- 
formation about the sample group between 
January and June 1969, five to six years after 
the initial contact. At first, attempts were 
made to locate and contact a professional 
person with whom the patient had a cur- 
rent relationship. If such a person, usually 
a psychotherapist, could be reached, the pa- 
tient himself was not contacted. Patients 
who did not have an ongoing relationship 
with a professional were asked directly 
whether they would be willing either to come 
for an appointment or to speak with the 
interviewer by telephone. 

In addition, indirect means of gaining in- 
formation were sometimes employed, in- 
cluding contact with rehabilitation coun- 
selors, municipal officials, and various social 


agencies. 


Results 


The conclusions of this report are based 
on information from 19 patients for whom 
data were complete. They included six psy- 
chotics, eight patients diagnosed as border- 
line personalities, two neurotics, and three 
patients who committed suicide. Four were 
seen directly by the interviewer, four were 
contacted by telephone, and one returned a 
questionnaire from overseas. Information 
on the other ten was gained from various 
professionals, usually psychiatrists who were 
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TABLE 1 
Patients’ Conditions at Follow-Up 
DIAGNOSIS IMPROVED UNCHANGED WORSE DEAD 
Psychotic 4* 10) 2 3 
Borderline 4 4 0 o 
Neurotic 2 o 0 0 


* One has continued her wrist-slashing behavior. 


currently engaged in psychotherapy with the 
patient. 

As can be seen in table 1, ten patients were 
judged to be well or improved by specified 
criteria of social adjustment and decrease of 
psychiatric symptoms. This group included 
four psychotics, four borderlines, and the 
two neurotics. 

Four patients, all borderline women, 
Showed no significant change in their ad- 
justment or symptoms; their wrist-slashing 
behavior also continued as before. Three of 
these women had formed highly eroticized 
transferences to their therapists. All four 
had severe ego deficits and frequently re- 
quired hospitalization, Their self-destructive 
actions were rarely responsive to any kind of 
limit setting. 

Five of the eight borderline women had 
been ‘hospitalized more than twice since 
1963-64. However, only those who con- 
tinued to slash their wrists required recent 
hospital admission or were engaged in psy- 
chotherapy. Two borderline patients had 
not slashed their wrists during the past 
two years, and two had not cut themselves 
at all since their initial hospital visits, 

Of the six psychotic patients, four were 
improved and two were worse. Only one 
had continued to slash, at times of acute 
emotional stress when she also became de- 
lusional, Her self-mutilation, however, had 
decreased markedly in frequency over the 
follow-up period. She was one of three psy- 
chotics who were Seeing psychiatrists at the 
time of follow-up. 

The two patients who felt they were worse 
were both male schizophrenics, One, who 
had been a Promising artist, had suffered a 
number of exacerbations of his psychosis: 
this had led to loss of friends, decreased in- 
terest in his work, and chronically low 
energy levels. The other was an angry, para- 
noid man who preferred to isolate himself 
in his room at home rather than face at- 
tempts at interpersonal relationships, 

Three intermittently psychotic patients 
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committed suicide after their initial emer- 
gency room contact. Two, with delusions 
of guilt and strong self-destructive impulses, 
were known to have become psychotic while 
drinking. One woman took an overdose of 
barbiturates; the second, a woman with a 
psychotic depression, committed suicide by 
means unknown; the third, a man, drank a 
household product containing sulfuric acid. 

The two neurotic patients did not repeat 
their wrist slashing, were not hospitalized, 
and had not been in therapy during the pre- 
vious five years. 

Patients and professionals were also ques- 
tioned about the specific thoughts and feel- 
ings that had, in the past, preceded slashing 
behavior. As can be seen in table 2, the di- 
versity of responses is striking. 

Some patients injured themselves by 
breaking windows in the hospital and cutting 
themselves with the shattered glass. In each 
case, the action was preceded by angry feel- 
ings toward one of the hospital staff. Others 
were motivated largely by a desire to punish 
Someone who had deserted or provoked 
them. For example, one patient's husband 
was having an affair and had asked for a 
divorce. Three patients had strong erotic 
transference reactions to their therapists 
and had slashed themselves when their 
Sexual feelings became heightened and could 
not be gratified. Feelings of "internal ten- 
sion” were prominently mentioned by 
several patients. These seemed to be expe- 
riences of frustrating emotional constriction 
in which the patients felt that they could not 
express their feelings, either in words or in 
actions, without retaliation. 

Several psychotic patients cut themselves 
as a result of paranoid or bodily delusions. 

Reasons cited for diminution or stopping 


TABLE 2 ; 
Thoughts or Feelings That Preceded Wrist Slashing 


PATIENTS PROFESSIONALS 


CATEGORY (N= 10) (= 17) 


Release of internal tension 3 
Uncontrolled angry feelings 6 
Heightened sexual feelings o 
Desire to punish others 5 
Desire to manipulate others 4 
Desire to gain attention 5 
Desire to punish self 1 
Psychotic paranoid delusion” 2 
Fascination with sight of blood 2 
Genuine suicide attempt with 
Psychotic guilt 
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TABLE 3 
Reasons for Improvement of Wrist-Slashing Behavior 


PATIENTS PROFESSIONALS 


CATEGORY (N= 9) (N = 7) 


Increased ability to cope con- 

structively with feelings, 

especially sex and anger 8 
Marriage 7 
Children 7 
Therapy 5 
Medication 4 
Work 4 
Increased social life 1 


Decreased acting-out behavior 
(e.g., sex, alcohol, drugs) 5 


-PPROWNA 


Physical improvement 1 1 
Involvement in religion o 1 


of slashing behavior, as given by both pa- 
tients and professionals, are listed in table 3. 
Increased ability to deal constructively with 
their feelings was reported by all patients. 
Nine patients specifically related their im- 
provement to marriage—their responsibility 
as parents and their relationships with their 
spouses. Seven of these were women who 
had been diagnosed as borderline or 
neurotic, 
| RB patients and six professionals felt 
3 individual psychotherapy had been 
, helpful Investment in work substantially 
oe several patients’ self-esteem. Con- 
A Of acting-out behavior, dedication to 
igion, and a more active social life all ap- 
Peared to have positive effects on individual 
E One young woman who had had a 
bo PLATE defect controlled her urges 
X 81 Der wrists only after her hearing had 
n almost completely restored. 


Discussion 


Eisen patients who were judged to be 
for a uuo socially improved had changed 
x oid of reasons. Increased ability in 
number mw Were present in a significant 
Sion of f Cases: 1) increased verbal expres- 
celings, 2) learning to use construc- 


tiv i 
€ behavior, and 3) control of psychotic 


clusions, 
u RM that some improved patients 
anxious 3 to discharge their angry, sad, or 
Sually ees by talking about them. 
telationshin was done initially in a long-term 
tient xe With a therapist whom the pa- 
teject ed Wed as a person who would not 
despite the therapist's knowing 
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about his frightening thoughts and feelings. 

A highly impulsive woman who was 
promiscuous, drank heavily, and slashed 
her wrists in periods of emotional upheaval 
was engaged in individual therapy with a 
male therapist for two years; she stopped 
her slashing and destructive acting out. She 
learned to talk about her feelings with her 
doctor. Soon after terminating therapy, 
she married a man who gratified her sexual 
needs and, like her doctor, gave her per- 
mission to verbalize her frustrated feelings 
rather than to act them out in destructive 
ways as she had in the past. 

Some patients who cut themselves did not 
learn to verbalize their feelings; nevertheless, 
they improved. This seemed to be the result 
of identification with significant, emotionally 
healthy figures in their environments (thera- 
pists and others) who behaved in socially 
acceptable ways. For example, an obsessive- 
compulsive man subject to angry, violent 
outbursts clearly identified with the adap- 
tive, organized, and planned behavior of his 
psychotherapist. Shortly after discharge, he 
married and acquired an excellent job, 
which he has held to the present time. Even 
now, he deals with his angry feelings in a 
very structured way—setting aside specific 
times to construct plans to discharge his 
feelings in constructive directions. 

In the process of learning to use verbal 
expression of feelings and/or constructive 
action, insight into the genesis of slashing 
behavior usually was not helpful. From the 
therapists’ point of view, this seemed to be 
due not only to the fact that the historical 
factors that predisposed a patient to slash 
were extremely difficult to unravel, but also 
to the fact that wrist slashers usually did not 
use this understanding of past causes of their 
symptoms as a means of controlling them. 
Several patients, both psychotic and non- 
psychotic, learned to recognize specific in- 
ternal cues that alerted them to the fact that 
troublesome feelings would soon need to be 
controlled. 

Most of the improved psychotic patients 
were engaged in psychotherapy and were re- 
ceiving medication at the time of follow-up. 
The only exceptions were a schizophrenic 
woman whose husband appeared to have 
taken over some of the supportive roles of a 
therapist and the woman with the repaired 
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hearing deficit. As mentioned previously, 
only one psychotic patient continues to 
slash, but much less frequently than in the 
past. 

The three patients who killed themselves 
were known to have been psychotic at the 
time of their deaths. Each had manifested 
prominent guilt during previous periods 
of psychosis. Each of these patients had 
reported the wrist slashing to be a serious at- 
tempt at self-destruction. The fact that two 
of these patients became psychotic only 
under the influence of alcohol indicates that 
the greatest therapeutic caution should be 
exercised in the treatment of such patients. 

The presence of psychotic guilt has long 
been known to predispose patients to sui- 
cide. It is perhaps fortuitous that some pa- 
tients choose to slash their wrists, a notori- 
ously poor method of suicide, to indicate 
their serious intent to destroy themselves. 
It seems clear, however, that if firm thera- 
peutic efforts do not intervene, such pa- 
tients will eventually succeed. A slash in a 
patient with psychotic guilt, therefore, 
should be taken as a sign of serious intent to 
commit suicide; strict measures must be 


taken to protect the patient and to treat his 
psychosis, 


Emergency Room Evaluation of a Slash 


The reasons for wrist-slashing behavior 
have been shown to be many and varied. In 
addition, our findings indicated that slash- 
ing in a psychotic patient, particularly when 
accompanied by delusional guilt, suggests 
the imminent Possibility of suicide, Keeping 
these points in mind, it seems reasonable to 
Suggest the following as a guide to the eval- 
uation and management of patients who pre- 
sent for the first time in a general hospital 
emergency room with self-inflicted injuries, 

First, emergency room physicians should 
make a determined effort to assess the sig- 
nificance of a slash. If time or other medical 
commitments do not allow this, a psychiat- 
ric consultant should be called. Attempts 
should be made to discover if the slash was a 
result of anger, sexual feelings, or desires to 
punish, gain attention from, or manipulate 
others, Admittedly, such an assessment is 
often difficult. In our experience, anger is 

the most accessible emotion, while Sexual 
feelings tend to be denied. Manipulative 
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FOLLOW-UP OF WRIST SLASHERS 


and attention-seeking motives frequently 
become evident in reconstructing the histori- 
cal circumstances of a slash. 

Particular attention should be paid to 
deciding whether or not psychosis was 
present at the time of self-mutilation; in ad- 
dition, the role of guilt as a precipitating 
factor should be clarified. Assessment of the 
degree of ego control should be made, not 
only at the time of injury, but also, as far as 
can be determined, throughout the pa- 
tient's past. 

If the slash occurred as a result of a 
clearly psychotic delusion, the patient should 
be hospitalized; if it occurred in the hospital, 
he should be placed under constant observa- 
tion until the time of crisis is past. Psychotic 
patients with evidence of severe guilt and 
self-directed anger should be treated with 
precautions as stringent as for any suicidal 
patient. 

Borderline and neurotic patients who 
slash their wrists require a flexible approach 
based on their needs and character struc- 
tures (2). In the emergency room setting, 
Some patients who are clearly manipulative 
may not require hospitalization. Others, 
whose motivations and personality styles 
are less clear, require definitive psychiatric 
Consultation or a brief period of observation 
in a hospital. 

Some authors have suggested that most 
wrist slashers should be treated in a hospital 
setting where there can be maximum grati- 
fication of their dependency needs (1). Our 
Study suggests, however, that because of pa- 
tients’ differing reasons for slashing and 
their varying capacities to improve, treat- 
ment should be tailored to specific situations 
and personality structures, Patients who 
were psychotic at the time of injury should 
indeed be hospitalized and closely observed. 
Nonpsychotic patients, however, should be 
encouraged to take maximum responsibility 
for managing their affairs wherever possible. 

As an illustration of the usefulness of the 
latter philosophy of treatment, one patient 
wrote: 

Most helpful was the last doctor I met at the 
State hospital, who in six short weeks allowed me 
to become his friend and his equal. At no time was 
he easy on me. He made me work hard to earn 
his respect as well as my own. He was direct wit 
me at all times and demanded the same with me. 
He told me that I must begin to make some dê- 


i| 1971 
Amer. J. Psychiat. 127:10, April 197 


a 


| KOTT H. NELSON AND HENRY GRUNEBAUM 
f 


dsons about my life. For the first time I felt 
[confidence in myself, and in the doctor's caring 
[for me. I no longer felt I was facing the unknown, 
but truly something definite that I could fight 
| against. 


Summary 
i 


| A follow-up study of 19 patients who cut 
| their wrists was presented. The data showed 
that more than half were well or improved. 
Three psychotic patients with delusional 
guilt had committed suicide. 

Patient improvement was attributed to: 
|!) increased ability to verbalize feelings, 2) 
| we of constructive action at times of emo- 
tional crisis, and 3) control of psychotic 
delusions through psychiatric follow-up and 
medication, 
| A wide variety of feelings and thoughts 
preceded wrist-slashing behavior. Most 
Importantly, however, self-mutilation in the 
Presence of a psychosis with predominance 
of guilt and self-directed anger was a signal 
| e serious suicidal intent. 

The following emergency room procedure 
| D» evaluation of wrist slashers is suggested: 
| ) efforts should be made to determine the 

Complex meaning of the slash, and 2) the 
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patient's ego controls should be assessed, 
both at the time of injury and in the past. 
Psychotic wrist slashers should be hospital- 
ized, with stringent suicide precautions for 
those who manifest prominent guilt. Bor- 
derline and neurotic patients should be dealt 
with according to their varying needs and 
character structures. 

Our study suggested that optimal treat- 
ment of the wrist slasher involves an alliance 
between patient and doctor and the rein- 
forcement of patients’ ego controls over 
their symptoms through an approach that 
combines education, identification with the 
therapist, and an appropriate mixture of 
permissiveness and limit setting. 
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The great end of life is not knowledge but action. 
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A City Dreams: 
A Survey Approach to Normative Dream Content 


BY MILTON KRAMER, M.D., CAROLYN WINGET, M.A., 
AND ROY M. WHITMAN, M.D. 


The dream reports of an adult population 
obtained by a survey questionnaire revealed 
the preoccupations of the population and 
are different in some aspects from the early 
memories of the same population. Dream 
reports contain equal frequencies of aggres- 
sive and friendly social interactions, tend 
to be more negative as to mood and event 
outcome, have more anxiety than hostility, 
and refer mainly to the family. Early mem- 
ories have more familiar settings, oral in- 
corporation, castration anxiety, and overt 
hostility. 


MN PSYCHOTHERAPISTS have long been 
convinced that the dream report of- 
fers unique insights into the inner concerns 
of their patients (1). If we had another type 
of verbal report from the same population, 
we might be able, by comparing the two, to 
explore the possibly unique value of the 
dream report. Further, if it were possible to 
establish normative data on the content of 
dreams, the possibility of exploring a given 
dreamer's inner life would be increased be- 
cause we would be able to compare his 
dream content with that of others in the 
population. This would enhance our knowl- 


edge of the patient's particular or special 
concerns. 


Method 
It was out of our interest in trying to es- 
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tablish: 1) the possibly unique contribution 
of the dream report and 2) normative data 
on the content of dreams, that we decided to 
Survey a representative sample of 300 adults 
in the city of Cincinnati. Each was asked to 
give his most recent dream and his earliest 
memory. All of the dream reports and early 
memories were transcribed, coded, and in- 
dividually subjected to the same set of scor- 
ing and classification procedures, all of 
which were performed “blind.” 

These procedures included the Hall-Van 
de Castle Dream Content System (2), the 
Gottschalk-Gleser Verbal Sample System 
(3, 4), the determination of typical dream 
themes (5), affects, death themes, institu- 
tional references, including type of family 
reference, indications of premonitions in 
dream reports, and the alleged age of oc- 
currence of the early memory. 


Results and Discussion 


The demographic characteristics of the 
Population from which the sample was 
drawn were compared to 1960 Cincinnat! 
Census figures (6) for sex, race, age, marital 
Status, educational achievement, and in- 
come (see table 1) The percentage devia- 
tions from the 1960 census figures were from 
one to 14 percent. Although this is not ideal, 
it can be said that we have approximated à 
Tepresentative sample. 

We obtained a dream report from 61 per- 
Cent of our respondents (see table 2). One 
might have expected a higher figure, oer ! 
our current knowledge of the ubiquitous an 
frequent nature of the dream experience (0 
However, the figure we obtained is UA 
different from the 58 percent we found "i 4 
study of dream report frequency in psy¢ A 
analysis (8), where the interest in dream " 
porting would be quite high. iven 

The report of an early memory was 8! i 
by a much greater percentage of the 
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TABLE 1 


Demographic Characteristics, Three Populations 
PERCENT 
1960 CENSUS 1967 CINCINNATI VAN DE CA 
HALL-VAN DE CASTLE 
FOR 
Bicsun: Wwfsxso STN = 300) AN 200" 
lale 47 
Female 53 $ a 
White 78 67 25 
Negro 22 33 ? 
21-39 years old 39 38 
40-64 years old 43 41 te 
| 65 years or older 18 21 o 
| Marital Status 
| Married 59 56 ? 
Separated, widowed, divorced ("been married") 17 31 ? 
Single 24 13 z 
cational Achievement 
0-8 years of school 39 31 o 
19-12 years of school 45 49 o 
“12 years of school or more 16 20 100 
ome 
0-$4,000 
- 9-844 a year 29 38 ? 
1$4,000-$10,000 a year 55 41 
$10,000 a year or more 16 21 i 


! pondents (86 percent). It seemed to us that 
Aüludinal factors might make the report of 
f early memory less conflictual than the 

Port of a dream. 
E word length of the dream reports and 
E ee was very similar—in fact, 
UPM identical. This similarity in word 
E i Just one of many features that the 
Ü ream report has in common with 

verbal early memory. 

ones from scoring the dream re- 
em early memories with the Hall-Van 
iia Content Scales (2) are 
tative f in table 3, which includes the 
i bite, ae from Hall for comparison 
Ba. he mean number of characters 
arly ew reports and early memory was 
reports Ran The percentage of dream 
eSpondent d memories containing the 
Do Boso one or with one, two, or three 
Merpers cters is essentially the same. The 
Onal situation in the two reports, 


refl 


ON in the number of characters, is 
Scial interactions in both the dream re- 
Wahy d, Gar memories were about 
endly bids „between aggressive and 
IE reported with no sexual interactions 
ions were 75 in either. Aggressive inter- 

percent physical and 25 per- 
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“this 
i Our estimate that most of the Hall-Van de Castle sample is from the groups we have asterisked. 


cent verbal in both dream reports and early 
memories. The distribution of interpersonal 
events, like characters, indicates the similar- 
ity between the two reports. The higher per- 
centage of verbal aggressive interactions in 
Hall’s data may be attributed to his having 
more upper-class respondents than we did. 
Those Hall-Van de Castle scales that deal 
with the outcome of events either caused 
by the respondent (achievement outcome) 
or caused by fortuitous or impersonal 
forces (environmental press), when applied 
to dream reports and early memories, in- 
dicate that both verbal products have more 
negative event outcomes than positive ones, 


TABLE 2 


Frequency and Word Length, 
Dream Report and Early Memory 


CINCINNATI HALL-VAN DE CASTLE 


STUDY SAMPLE SAMPLE (2) 
(N = 300) (N = 200) 
DREAM EARLY DREAM 
ITEM REPORTS MEMORY REPORTS 
Frequency 182(61 259(86 1,000 (five dream 
percent) percent) reports per 
subject) 
Word length 
Mean 21 20 125* 
Range 2-68 3-49 50-300 
Median 20 18 ? 
Mode 16 19 ? 
* Personal communication from Dr. Van de Castle 
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1352 NORMATIVE DREAM CONTENT 
TABLE 3 
Scoring According to Hall-Van de Castle Scales (in Percentages) 
CINCINNATI STUDY SAMPLE HALL-VAN DE CASTLE 
SAMPLE (2) 
DREAM REPORT EARLY MEMORY DREAM REPORT 
CATEGORY (N = 182) (N = 259) (N = 1,000) 
Characters 
Mean characters per report (excluding respondent) 1.10 1.12 2.6 
Respondent alone 24 22 5 
Respondent + 1 other character 48 48 22 
Respondent + 2 other characters 22 27 27 
Respondent + 3 other characters 6 3 22 
Social interactions 
Aggressive 20 23 46 
Physical 75 75 43 
Verbal 25 25 57 
Friendly 18 24 40 
Sexual 0 o 8 
Achievement outcome 
Failure 9 9. 13 
Success 3 2 11 
Environmental press 
Misfortune 34 30 35 
To respondent 45 72 70 
To other characters 55 28 30 
Good fortune 5 1 6 
Emotions 
Unpleasant 12 10 57 
Pleasant 4 2 14 
Total 16 12 71 
Settings 
Location 
Indoors 26 31 50 
Outdoors 29 34 41 
Ambiguous 33 34 8 
No setting 12 1 1 
Familiarity 
Familiar 29 34 
Distorted : 68 2 
Geographical 2 4 6 
Unfamiliar 5 i 15 
Questionable 51 28 40 
No setting 12 : 1 
Theoretical scales 
Castration anxiety 
Penis envy d 15 E 
Castration wish 3 2 $ 
Oral incorporation 3 i : "E 
Oral emphasis 3 3 {2 


ie., more failure and misfortune than suc- 
cess and good fortune. 

Although both dream reports and early 
memories have the same frequency of mis- 
fortunes (about a third), the recipient of the 
misfortune is about equally divided be- 
tween the respondent and Others in the 
dream report, while in the early memory. 
the respondent is the recipient of the mis. 
fortune almost three-quarters of the time 
The memory of childhood underscores the 
adult's conviction of its being a time when 
personal mastery was low and impersonal 
forces caused difficulty for him. 

Emotions were scorable in 16 percent of 
the dream reports and 12 percent of the 


[88] 


early memories. Dysphoric emotions were 
much more common than pleasant ones in 
both verbal reports. Fantasies are not the 
pleasant events the poets might have us 
believe. 

The location of the setting of the dream 
reports and early memories was about 
equally divided among indoor, outdoor, an 
ambiguous. The category of no setting el 
much more frequent for the dream repor 
(12 percent) than for the early memory Loi 
percent). The familiarity of the setting W3 
twice as likely to be familiar in the id 
memory (66 percent) than in the dream T 
Port (29 percent). The early memory has 


à arit 
more specific setting and sense of Nac 
il 197. 
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TABLE 4 
Anxiety and Hostility (Gottschalk-Gleser Scales), Dream Report and Early Memory (Percent) 


CINCINNATI STUDY SAMPLE 


GOTTSCHALK-GLESER (3, 4) 
NORMATIVE SAMPLE 


tility 


DREAM REPORT EARLY MEMORY VERBAL SAMPLE 
(N = 182) (N = 259) (N = 94) 

Total anxiety 61 51 84 
Death anxiety 29 10 21 
Separation anxiety 18 18 32 
Diffuse anxiety 14 3 23 

E Mutilation anxiety 11 20 28 
Guilt anxiety 3 9 16 
Shame anxiety 3 9 54 

4 Total hostility directed outward 46 34 74 
' Covert hostility directed outward 38 21 54 
Ambivalent hostility 24 29 40 
—— Hostility directed inward 19 17 18 
10 16 56 


_ Overt hostility directed outward 


than the more evanescent dream. 
1 The theoretical scales of Hall and Van de 
Castle scored infrequently when applied to 
am reports and early memories. How- 
er, these theoretical scales did show two 
eresting differences between the two ver- 
al products. The early memories had more 
Teports with scoreable content than the 
E am reports on the castration anxiety and 
oral incorporation scales. Both are issues 
"ntral to the Freudian developmental 
Schema. 
3 As most of the differences on the Hall- 
} an de Castle scales between our dream re- 
Port sample and theirs can be accounted for 
; | the differential length of their dream re- 
rts (50-300 words, median 125 words; 
ga 2) and ours, the striking feature 
E. Merges is how similar the dream con- 
ato the two samples turns out to be. Ap- 
| arat dream content does have stable 
Be ctistcs, and normative data can be 
vith aimed generated for comparison 
m ae reports of an individual pa- 
ower” light his specific problems. 
erent er, several content differences are 
E: when early memories and dream 
4 p the same group of respondents 
Scales ed with the Hall-Van de Castle 
* A single explanation for the differ- 
i. Setween our early memories and 
le E in scores on the Hall-Van de 
eral Es Em not apparent. The values on 
oring t e scales for the early memory 
E ore misfortune to the respondent, 
B oral Settings, more castration anxiety 
a Incorporation), make them more 
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like what Hall and Van de Castle report in 
their dream content norms. This suggests 
that younger people, who make up 100 per- 
cent of their sample (see table 3), are emo- 
tionally closer in their dream reports to the 
issues that older people reflect in their early 
memories. Most importantly, differences do 
occur between dream reports and early 
memories, based on an analysis of our data 
with the Hall-Van de Castle scales, which 
indicate that different aspects of the re- 
spondent's experience are being reflected in 
the two verbal products. 

The scoring of the dream reports and 
early memories with the Gottschalk-Gleser 
Verbal Sample Scales(3, 4) revealed (see 
table 4) that total anxiety was more frequent 
than total hostility in both dream reports 
and early memories and that total anxiety 
and total hostility were found more often in 
the dream report than the early memory. 
Death (29 percent) and separation (18 per- 
cent) anxiety are more common in the 
dream reports than is mutilation anxiety 
(11 percent), suggesting that phenomena of 
loss are more common in dream reports 
than phenomena related to damage or cas- 
tration. Whether this relates to a basically 
pregenital orientation of dreams or to the 
dream reflecting the fundamental interper- 
sonal concern—the loss of another—is 
open to future empirical exploration. It does 
alert the diagnostician to be aware of what 
to expect in dream reports and to sharpen 
his recognition of what is unusual. 

Any notion that the dream report reflects 
the unbridled expression of feelings is dis- 
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TABLE 5 
Affect and Death Themes, 
Dream Report and Early Memory 


CINCINNATI STUDY SAMPLE 
DREAM REPORT EARLY MEMORY 
(N = 182) (N = 259) 


CATEGORY PERCENT 


Affect 
Unpleasant b 54 50 
Pleasant 26 
Neutral 20 15 

Death themes 
Dead to alive 11 
Alive to dead 8 
Dead 3 
None 78 


pelled, we believe, by an examination of 
hostility in the protocols. Covert hostility 
directed outward is four times as common as 
overt hostility directed outward. In dream 
reports, the indirect rather than the direct 
expression of hostility is clearly the pre- 
ferred mode. Even in dreams, it is not safe 
to let go. 

It seems plausible that affects such as 
anxiety and hostility are more readily ex- 
pressed in the current dream report than in 
the memory of the remote past. Further, we 
would speculate from the differences be- 
tween early memories and dream reports 
that loss (in the form of death and separa- 
tion anxiety) is more a current problem of 
the adult and that castration (in the form of 
mutilation anxiety) is reflected back into an 
earlier period in the adult’s life. We would 
also speculate that hostility in the adult can 
be more directly expressed when it is placed 
back into childhood. 

The dream reports and early memories 
were sorted into three groups: pleasant, un- 
pleasant, and neutral 
dream re 
found to 


me. Dream Teports, 


even more than early memories, reflect un- 


pleasant experiences, 

The frequency of death themes (see table 
5), was higher in the dream report (22 per- 
cent) than in the early memories (6 percent). 
Of the three categories, the character who is 
dead appearing as alive occurred in half of 
the death references in dream reports and in 
none of the early memories. This Suggests a 
modification to our speculation that loss 
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is the predominant theme in the dream re- 
port. The category of the dead coming alive 
adds the possibility that recovery of the loss, 
in dreams, is of importance. It seems to us 
that this coming alive of the dead may be.a 
restitutive effort to deal with the issue of 
loss. 

The dream reports and early memories 
were examined for the 17 typical dream 
themes as described by Ward (5). Approx- 
imately half of the dream reports and early 
memories contained one or more typical 
themes (see table 6). 

The most common typical theme in both 
early memories and dream reports was of 
the object endangered. The second most fre- 
quent was of being attacked (in the case of 
the dream report) and of food and eating 
(for the early memory). The third most com- 
mon theme was the same in dream reports 
and early memories; it was a theme of 
falling through space. 

A typical dream was reported by our 
respondents about half the time. This high 
occurrence rate may reflect the frequency of 
the common human experiences from which 
the so-called typical dreams are alleged to 
be derived. In addition, the high frequency 
with which typical dreams were reported 
may indicate that the typical dream, be- 
cause of its more symbolic nature, is more 
likely to be chosen for reporting. 

Ward has shown that typical dreams have 
a differential rate of recallability in the pop- 
ulation and that they can be grouped, based 
on the unconscious meaning usually attrib- 
uted to such dreams, under four areas of 
concern. The four areas, in decreasing fre- 
quency of occurrence and perhaps impor- 
tance in the human psyche, are: 1) unre- 
resolved interpersonal concerns with figures 
important in the individual’s past, 2) libidi- 
nal motivations, 3) superego activity, and 
4) birth fantasies and regressive concerns. 
Although we found only nine of the 17 
typical dreams Ward described, the rank 
order of their occurrence was very similan 
to what he reported and supports his view © 
the differential rate of appearance of typi- 
cal dreams; it lends some tentative support 
to his view of the frequency of these con 
cerns in the human psyche. d 

The most striking difference observe 
when typical themes in dream reports 2? 
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TABLE 6 
Typical Dream Themes and Institutional References, Dream Report and Early Memory 
CINCINNATI WARD'S 
STUDY SAMPLE SAMPLE? (5) 
DREAM REPORT EARLY MEMORY DREAM REPORT 
(N = 182) (N = 259) (N = 748) 
TYPICAL DREAM THEMES 
, Percent of reports with typical themes 52.5 46 
Number of reports with one or more typical themes 96 119 
Number of typical themes 104 143 
Percent of typical themes 
Object endangered (a person being hurt, 
in danger, dying or dead) 51.9 53.1 57.4 
Being chased or pursued (attacked) 14.4 5.6 45.2 
Falling through space 8.7 
9.8 
Of food, eating 1.9 15.4 258 
INSTITUTIONAL REFERENCES 
Percent of reports with institutional references 50.8 75 
Number of reports with one or more institutional 
references 93 195 
Number of institutional references 97 253 
Percent of institutional references 
Family and home 79.4 76.2 
Family by marriage 59 o 
Family of origin 41 100 
| Work and business 11.3 2.7 
School E 103 


E memories are compared is the per- 
M of occurrence and rank order posi- 
E S RUE themes in the dream reports 
dies food and eating themes in the early 
Ev The attack theme is the second 
ihe Se ent typical dream theme, while in 
M memory the food theme is the 
E s frequent. The object endan- 
third fw falling themes are the first and 
Eos ost common themes in both dream 
d bum early memories. For typical 
Porta a e similarities between dream re- 
difference ies memories predominate, but 
childhood © occur. The oral memories of 
Baier are replaced by the attack themes 
reports. 
pom reports and early memories 
Such as es for institutional references 
table 6) Ms family, work, school, etc. (see 
and Di. out half of the dream reports 
contained quarters of the early memories 
institution one or more references to societal 
h s. 
bias hope for a sociology (9, 10) of 
m can find some comfort in our 
s reports do have institutional 
| nature of bs them. However, the personal 
0st frequ € dream predominates, as the 
the tds *nt institutional reference is to 
Y. And the most frequent family 
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Inquiry of a patient group regarding whether they ever had such a dream. 


reference is to the family of marriage rather 
than to the family of origin. This supports 
the view that dream reports tend to be cur- 
rently focused (11). The family predomi- 
nance provides indirect support for Ward’s 
(5) thesis that interpersonal concerns pre- 
dominate in the human psyche, although 
not for his thesis that they are unresolved 
concerns about figures out of the past. For 
if the references are to figures out of the past, 
they are only indirectly represented behind 
the facade of current family figures. 

The next most common institutional ref- 
erence is to work and business. This is in 
contrast to Hall’s(12) observation that in 
dream reports we show an aversion toward 
work and an affinity for recreation. The fre- 
quency of work references, like the focus on 
the family, suggests the current, real-life 
concern of people in their dream reports 
rather than the dream report’s manifestly 
concerning itself with the past or with un- 
realistic topics. 

In comparing the frequency of institu- 
tional references in dream reports and early 
memories one finds far more institutional 
references in the early memory than the 
dream report. Apparently, childhood or 
memories of childhood reflect a time of 
greater institutional involvement than does 
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adult life as reflected in dream reports. 

One institution, the family, predominates 
in both dream reports (79.4 percent) and 
early memories (76.2 percent). However, in 
the dream reports the second most frequent 
institution is work and business (11.3 per- 
cent), while in the early memory it is school 
(10.3 percent). Apparently, after the family, 
the place where most time is spent—school 
for children and work for the adult—is rep- 
resented in these verbal reports. Dream re- 
ports and early memories seem to reflect the 
preoccupations of the respondents rather 
than acting as sources or vehicles for avoid- 
ance and escape. 

The folklore about dreams foretelling or 
predicting the future applies to a very small 
percentage (6.6 percent) of our dream re- 
ports. Prognostication is not a universal or 
even predominant characteristic of dreams. 
In an indirect manner, the low incidence of 
premonitory dreams supports the mundane, 
realistic focus of most dream reports. 

It is of interest to observe that 75 percent 
of the early memories are placed in time as 
having occurred prior to age six. The age 
distribution assigned to these early memo- 
ties does not reflect the supposed infantile 
amnesia but rather approaches a normal 
distribution, peaking at the oedipal period. 
Thus 13.5 percent occurred at one to two 
years of age; 42.1 percent at three to four; 

19.7 percent at five to six; 5.4 percent at 
seven to eight; 4.2 percent at nine or older; 
while for 15.1 percent the age was not given. 


Conclusions 


We attempted in this study to determine if 
the normative content of dream reports 
could be established. Such normative dream 
data could Provide a reference point for psy- 
chotherapists to be able to compare the 
dream reports of a given patient to such nor- 
mative data in order to delineate a given pa- 
tient’s specific inner concerns. A second 
goal of this study was to determine if the 
commonly held view that the dream report 
is uniquely revealing could be established by 
comparing the dream report to anoth 
bal report, the early memory. 

We found that the dream report is a stable 


er ver- 
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product and that normative data about its 
content could be established. We also found 
that the dream report is indeed revealing of 
different aspects of an individual's inner 
concerns than other verbal products such as 
the early memory. 

It seemed to us that many of the differ- ; 
ences between dream reports and early 
memories may be attributed to one being 
more directly representative of the current 
life of the respondent (the dream report), 
while the other (the early memory) is more 
representative of the respondent's fictional- 
ized past. 1 
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New York prepaid group practice plan 
ed mental health services to children 
der age 15 during a 24-month demonstra- 
m period. On an annualized rate basis, the 
Ichiatric consultation rate was 12.6 per 
00 enrollees and .the treatment start rate 
8.6 per 1,000. The average number of 
es per patient during the first 12 months 
14.5. Among the children receiving treat- 
; 39 percent had another family mem- 
Fwho was also in treatment. 


VHIS REPORT describes the experience in a 
prepaid group practice medical care 
am, when, for the first time, psychiatric 
ment services became available to its 
follees on a demonstration basis. In a 
Mous paper (l)*information was pre- 
Med on treatment services provided to 
Sons age 15 years and older who were 
igible for psychiatric care. The present 
T presents information on services to 
Ten under the age of 15. 

October 1965, a mental health treat- 
Service was established by the Health 
ance Plan of Greater New York (HIP) 
“sociation with the Jamaica Medical 
Sup. It was designed as a demonstration 
t to determine the organization, cost, 
Scope of a psychiatric treatment pro- 
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- The Delivery of Mental Health Services to Children 
in a Prepaid Medical Care Program 


BY SIDNEY S. GOLDENSOHN, M.D., RAYMOND FINK, PH.D., 
AND SAM SHAPIRO 


gram that could be incorporated into a pre- 
paid group practice plan through a modest 
increase in premium. 

The Jamaica Medical Group is the largest 
of the 30 medical groups of HIP, and at the 
start of the demonstration program it had an 
enrollment of about 60,000 patients, 17,000 
of whom were children under the age of 
15 years. When the demonstration period 
ended in December 1968 enrollment had 
increased to 68,000 and the number of chil- 
dren to about 19,000. Almost all of the 
medical group members live in the Borough 
of Queens in New York City. HIP coverage 
provides a complete range of medical and 
surgical diagnostic and therapeutic services. 
Until late 1965, psychiatric coverage had 
included visits to the psychiatrist only for 
consyitative or diagnostic purposes. 

At the start of the psychiatric demonstra- 
tion program, treatment services were avail- 
able only to the approximately 43,000 
medical group enrollees age 15 and older. 
Following an initial period during which the 
organization of services was developed, psy- 
chiatric treatment was extended to include 
those under 15 years of age. In mid-Decem- 
ber 1966 the first child under 15 years was 
treated. Screening for all patients was con- 
tinued through March 31, 1968, nine months 
before the end of treatment under the 
demonstration program. This procedure 
allowed time to phase out the demonstration 
program, insuring that a minimum number 
of patients would be terminated from treat- 
ment prematurely. On December 31, 1968, 
the last treatment services were provided by 
the Mental Health Service under the demon- 
stration program. 


The Mental Health Service 


The mental health service occupies quar- 
ters one and one-half miles from the Jamaica 
Medical Group center. Psychiatric treatment 
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for adults included both inpatient and out- 
patient services. Only outpatient services 
were provided for the pediatric population 
because there were no private psychiatric 
hospital beds available for children in 
Queens. 

Mental health services were provided by an 
interdisciplinary staff that included psychia- 
trists, psychiatric social workers, and psy- 
chologists. The major orientation of the staff 
was that of psychodynamically oriented brief 
psychotherapy and casework, with the pri- 
mary goal of prompt return of the patient 
to a functioning level. In the beginning of the 
project the short-term approach to treatment 
was adopted in order to keep the costs of 
the program down. However, this approach 
appeared to be so effective therapeutically 
that it became the method of choice rather 
than a financial expedient alone. While the 
mental health service did not provide inten- 
sive reintegrative psychotherapy, there was 
no upper limit on the number of services a 
patient could receive or on the duration of 
time he could remain in treatment, 

The mental health service took advantage 
of the group practice setting of which it was 
a part and established contact with the non- 

psychiatric physicians in the medical group. 
Contacts with pediatricians were along the 
same lines as contact with other nonpsychi- 
atric physicians described in an earlier report 
on this program (1). 


Varieties of Services for Children 


Services for children were geared to the 
most direct and short-term approach that 
could fill the needs of the patient, although 
no rigid rules were laid down. Emphasis was 
not placed 9n any special therapeutic tech- 
nique. Services ranged from simple reassur- 
ance to fairly intensive individual therapy 
for the more disorganized personality. For 
Some cases a brief interaction involving envi- 
ronmental manipulation would be enough 
to significantly change a pathological situa- 
tion. Proper diagnosis, which included both 
psychological and neurological evaluations 
was important in some instances, i 
3 Children’s services included individual ses- 
sions with or without play techniques, con- 
Joint sessions for the child and one or more 
family members, family therapy in which all 
or most of the family members were seen on 


[94] 


U 


DELIVERY OF MENTAL HEALTH SERVICES TO CHILDREN 


a continuing basis, group therapy for several 
different age groups (including a parents’ 
group), adjunctive drug therapy, consulta- 
tions with school personnel where indicated, 
help in proper school placement, parent 
counseling and treatment, and psychological 
testing. Some of the special techniques em- 
ployed included play techniques, behavior 
modification with use of behavior rehearsal 
and reward incentives, and group walking 
trips within the community. Behavior re- 
hearsal was often a form of first aid treat- 
ment to help the disruptive child control his 
aggressiveness. The walking trips were partic- 
ularly useful for children with impoverished 
backgrounds. Some of these youngsters had 
rarely moved beyond the block in which 
they lived, so the walks offered an expansion 
of their world in both an educational and a 
resocialization sense. 

With few exceptions the child’s parent or 
parent surrogate was interviewed at the time 
of the screening consultation. Our general 
policy was to consider the parent a separate 
case if and when a third session was required 
for him within a relatively short period of 
time. 


Case Report 


. The case that is briefly summarized below 
illustrates the variety of approaches with 
which we have served our patients. 


A 12-year-old black male manifested disruptive 
school behavior and had been threatened with ex- 
pulsion from school. When tested, he was found 
to have a Full Scale I.Q. of 74. Neurological eval- 
uation and psychological testing suggested mini- 
mal brain damage. He was a child who did not ex- 
press himself easily in words, spoke little, and mas 
à poor reader. His mother was a former alcoholic. 
and there was no father in the home. Treatment 
was provided over a 15-month period; it included 
40 sessions with the child and 18 with the mother. 
The mother and the boy had different therapists: 
the mother was treated by a female psychiatric $0- 
cial worker and the youngster by a male child 
psychologist. Initial efforts were successfully di- 
rected toward educational placement in a special 
class. The boy was seen in group therapy and in 
individual treatment by the same therapist. Both 
group and individual therapy included play ther- 
apy techniques, behavior rehearsal, concrete T€ 
ward-type incentives such as provision of candy, 
and several walking trips in the community dur- 


ing which he had the opportunity to observe t 
factories, libraries, and businesses in operation: 
m 
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Some therapy time was spent on remedial reading 
and education. Small doses of a psychotropic 
drug, diphenhydramine hydrochloride (Benadryl) 
were provided, but we did not think it was par- 
ticularly helpful. Concrete services were offered to 
the mother (i.e., help in obtaining housing facil- 
ities and in joining Alcoholics Anonymous). The 
ssions unaccompanied, and 
he seemed to use the mental health service office 
staff as a substitute family. This flexible multiple- 
therapeutic approach proved very helpful to him, 
and his current school adjustment is reported to 
be satisfactory. 


Screening and Utilization 


Caution should be taken in the interpreta- 


tion of the information presented here and 


in the extension of these findings to other 
Situations in which mental health services 
may be provided to children. The relatively 
short period of time in which screening of 
children was done (16 months) and during 
Which treatment services were provided to 
children (a little more than 24 months) 
places limitations on the data, since a 
No pat of the time involved in- 
Es. fea of phasing in treatment ser- 
Ment: phasing out patients in treat- 
pun of patients for the mental 
Din Service continued the system that 
ton een in effect prior to the demonstra- 
oat ‘yaaa physicians in the medical 
Sieht I: erred patients to the medical group 
k eae At the diagnostic consultation, 
E: Isilon was made whether or not the 
nt should be treated at the mental 
talth service. 
Fo de 16 months from December 
child rough March 31, 1968, a total of 
seen [o ren under 15 years of age were 
E. F consultation and screening. Of 
ment’ is percent were accepted for treat- 
k a „Percent were not accepted, and 
and did aining five percent were deferred 
consultati return for completion of the 
ance w Ive evaluation. Rates of accep- 
Ninety "s similar to those for the adults. 
Étatment sare of the children accepted for 
ent M. umed for one or more treat- 
Children ay and a total of 68 percent of the 
3lso close cae were treated. This is 
Urin 5 erate for adults. 
52 child: the screening period a total of 
Ten were rejected for treatment. 
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Nearly half of these were referred back to 
their pediatrician for management because 
the consulting psychiatrist decided that 
psychiatric treatment was not required or 
that the single consultation was sufficient. 
Other reasons for nonacceptance were: 
Parental refusal to have the child treated 
(13 percent); brain injury or mental re- 
tardation sufficient to indicate that child 
would not benefit from available treatment 
(13 percent); or other indicated treatment 
not available at the mental health service 
(ten percent). 

On an annualized rate basis, the psychi- 
atric consultation rate for the Jamaica 
Medical Group population below 15 years 
of age was 12.6 per 1,000 enrollees, and the 
treatment start rate was 8.6 per 1,000 en- 
rollees. The children’s consultation and 
treatment-start rates were slightly higher 
than those for the age group 15 years and 
older (10.9 and 7.5 respectively for the latter 


group). 
Delivery of Services 


During the period from December 1, 
1966, through December 31, 1968, a total 
of 3,696 services were provided to patients 
under 15 years of age treated at the mental 
health service. Seventy-six percent of these 
were individual or conjoint services, 21 per- 
cent were group therapy services, and 
three percent were testing services. There 
was greater use of group therapy among 
children than among adults (ten percent 
of all services for adults were group ser- 


TABLE 1 
Number of Individual and Joint Sessions in 12-Month 
Period Following First Treatment Service* 
(Patients Under Age 15) 


NUMBER OF PATIENTS CUMULATIVE 
SERVICES NUMBER PERCENT PERCENT 

1-2 17 14 14 

3-5 20 16 30 

6-10 30 24 54 
11-15 16 13 67 
16-20 8 6 73 
21-25 2T 9 82 
26-30 6 5 87 
31-35 6 5 92 
36-40 3 2 94 
41 or more 7 6 100 
Total* * 124 100 


* Includes testing. 2 
** Includes only patients with at least 12 months’ exposure to 


therapy; does not include two patients who received group 
therapy only. 
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TABLE 2 
Number of Services in 12-Month Period to Parents 
of Children Under 15 Years of Age Who Were 
Also Seen for Treatment 


PARENTS’ CONSULTATION PARENTS’ CONSULTATION 
PRECEDED CHILD'S FOLLOWED CHILD'S 


CONSULTATION CONSULTATION 


NUMBER OF NUMBER CUMULATIVE NUMBER CUMULATIVE 

SERVICES OF PARENTS PERCENT OF PARENTS PERCENT 
O° 1 4 17 33 

1-5 3 17 19 69 
6-10 1 22 5 79 

11-20 2 30 9 96 

21-30 7 61 2 100 

31 or more 9 100 0 100 

Total" * 23 52 


* These patients had only group therapy. 
** Includes only parents with at least 12 months’ exposure to 
treatment, 


vices), Thirty-seven percent of the children 
seen in consultation (107 children) were 
given psychological tests. 

The average number of individual or con- 
joint services per patient for children during 
the first 12 months of exposure to treatment 
was 14.5, a figure similar to that for those 
over 15 years of age. This average is based 
on a wide distribution of services, with a 
range of from one to more than 60 in- 
dividual or conjoint services in the 12-month 
exposure year (see table 1). Thirty percent 
of the children who received individual or 
conjoint treatment received five or fewer 
services during the 12-month exposure 
period; 33 percent received more than 15 
Services during this period; and 13 percent 
received more than 30 individual or con- 
Joint treatment services, 

It is recognized that to a considerable ex- 
tent treatment services for children may be 
provided through services to parents and 
other members of the family. Among the 
children who received treatment, 39 percent 
(76 children) had another family member 
who was also in treatment. Twenty-one of 
these children were in families in which all 
family members were in family therapy, Al- 
together, there were 79 parents of treated 
children who were themselves classified as 
patients. Information is presented here for 
the 75 parents who had at least a full year 
of exposure to treatment, These parents are 
classified according to when they were first 
seen in psychiatric consultation. About 
one-third of the parents were seen in con- 
sultation before their children, and about 

‘two-thirds were seen after their child's 
consultation (table 2). The services to the 


[96] 


M — n! M MÀ ee S 


DELIVERY OF MENTAL HEALTH SERVICES TO CHILDREN 


parents who became patients subsequent 
to their children's consultation averaged 5.2 
services per year, whereas the parents who 
were designated as patients prior to their 
children's consultation averaged 24.8 ser- 
vices per year. 

It appears that for some parents the 
means of introduction to therapy is 
through their children. These parénts may 
be too frightened to directly approach their 
marital difficulties and personal problems. 
They also tend to end treatment sooner. 
Some causes for the early termination of 
therapy include fear of exposure, fear of 
responsibility, and feelings of helplessness. 

There is little difference in number of ser- 
vices provided to the children of parents 
classified according to when they entered 
treatment; 10.9 services per year were re- 
ceived by children whose parents became 
active patients subsequent to their consulta- 
tion and 10.8 services per year by children 
whose parents were patients prior to their 
becoming patients. However, both of these 
groups received less therapy when com- 
pared to children whose parents never be- 
came active patients at the mental health 
service (16.0 average services per year for 
these children). One important reason for 
this difference may be that services to par- 
ents who were not patients were reported as 
Services to their children who were patients. 


Staffing 


During the more than two years of de- 
livering services to children, treatment was 
largely provided by psychiatric social 
Workers. Sixty-six percent of all services to 
children were provided by therapists in this 
discipline, 15 percent by psychologists, 
and 19 percent by psychiatrists. Nearly 90 
Percent of the services provided by psychi- 
atric social workers were individual or con- 
joint therapy services, whereas the child 
Psychiatrist and child psychologist pro- 
vided about equal numbers of individual 
and group services, 

Eighty-two percent of all individual and 
Conjoint therapy services for children Were 
of 45 to 60 minutes in duration; 18 percent 
Were less than 45 minutes. Thirteen percent 
of the services with children provided 
Psychiatric social workers were less than 
45 minutes, in contrast to 33 percent of the 
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TABLE 3 


Length of Office Service by Type of Service and Type of Therapist 
(Patient Under Age 15) 


NUMBER OF PERCENT OF TOTAL PERCENT RENDERED BY 
TYPE OF SERVICE AND SERVICES SERVICES IN EACH PSYCHIATRIC 
LENGTH OF SERVICE" RENDERED TIME PERIOD PSYCHIATRIST — SOCIALWORKER PSYCHOLOGIST 
A—Group therapy 
Total 760'* 100 43 34 23 
Less than 45 minutes 11 1 t 1 4 
45-60 minutes 302 40 4 75 57 
More than 60 minutes 447 59 96 24 39 
B—Individual and conjoint therapy 
Total 2.776°** 100 13 77 10 
Less than 45 minutes 491 18 33 13 33 
45-60 minutes 2,269 82 66 86 67 
More than 60 minutes 16 1 1 1 a 


l _ Not shown separately are 107 psychological testing services, 82 percent of which were for more than 60 minutes. 
1 Does not include 10 services for which information on service length was not available. 
Does not include 43 services for which information on service length was not available, 


t Less than 0.5 percent 


Sessions conducted by the psychiatrist and 
psychologist that were of this length (table 
3. The length of individual or conjoint 
treatment sessions reflects primarily the 
Same pattern of treatment among psychi- 
atric social workers as that observed in the 
data for adults—i.e., the tendency for the 
Psychiatric social worker to provide treat- 
ment for the traditional therapy hour. It is 
Possible that the greater variability in time 
inl session provided by the psychologist 
pcenas in comparison to that pro- 
a by the psychiatric social worker re- 
Scts differences in training. 


Patient Characteristics, Volume of 
ervices Provided 


E pps of the number of services pro- 
Eon ring the first 2 months following 
ba treatment visit in relation to certain 
| estin pe characteristics provides inter- 
c x ata (table 4). As previously noted, 
Doint erage number of individual and con- 
Services in one year following start of 


tre 
fect was 14.5 for those under 15 years 


aay received more treatment ser- 
Months an boys. At the end of 12 exposure 
Rein girls received an average of 17.6 
bis P Services, compared with 13.4 for 
ences ones’, findings parallel the sex differ- 

Observed among adults. 
E Children under nine years of age 
an thos Teceive fewer treatment services 
end ot Se in the older age groups. At the 
avera n 12-month exposure period they 
sed 12.1 visits compared with 15.8 for 
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those nine to 12 years and 14.3 for those 
13 years and older. The fewer treatment 
services for the younger age group may re- 
flect the therapist’s decision to emphasize 
treatment with the parents of this age group. 

Education of head of household. There 
was a tendency for the children of parents 
with at least some college training to receive 
more treatment services. Children whose 
parents had a high school education or less 
formal training averaged 13.7 visits after 
12 months of exposure, compared with 16.1 


TABLE 4 


Average Number of Individuals or Conjoint Services * 
in 12 Months Following Treatment Start 
According to Selected Population Characteristics 


AVERAGE NUMBER OF SERVICES 


PATIENTS PATIENTS 
UNDER AGE 20 AND 
15 YEARS OLDER 
POPULATION CHARACTERISTICS (N = 126) (N = 587) 

Total* * 14.5 13.7 
Sex 

Male 13.4 12.6 

Female 17.6 14.2 
Age 

Under nine years 12.1 — 

9-12 years 158 — 

13-14 years 143 RI 
Education of head of household 

Less than high school graduate 13.7 12.5 

High school graduate 13.7 13.3 

Some college or more 16.1 15.3 
Religion of head of household 

Catholic 14.5 13.0 

Jewish 13.1 15:2 

Protestant 16.7 11.8 
Color 

White 13.9 13.9 

Black 15.3 12.7 


* Includes testing. i 
** Includes only persons with at least 12 months’ exposure to 


treatment. 
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visits for children whose parents had some 
college training. These findings are similar 
to the differences among adults. 

Religion of head of household. In con- 
trast with study observation for adult pa- 
tients, Protestant children receive a higher 
number of treatment services than either 
Catholics or Jews. At the end of 12 months, 
Protestant children averaged 16.7 treatment 
visits, compared with 14.5 for Catholics 
and 13.1 for Jews. In the adult population 
Jews received significantly more services 
than did members of other relgions. 

Color. Black children, most of them 
Protestant, averaged more services than 
white children during the 12-month period 
after treatment started (15.3 for blacks, 
13.9 for whites). 


Discussion 


Several studies from programs for pre- 
paid insurance coverage for mental health 
services in the past 11 years (1-5) have de- 
termined rates of utilization for particular 
populations. The present study shows an 
average annual consultation rate of 12.6 per 
1,000 for children and an average annual 
treatment-start rate of 8.6 per 1,000. Based 
on the experience of the psychiatric demon- 
Stration program it became possible to in- 
clude mental health care for both children 
and adults in HIP's comprehensive medical 
plan with a modest increase in premium. 

Psychiatric services for children at the 
HIP mental health service were designed to 
be flexible, offering a multiple-service ap- 
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proach and an open-ended treatment policy, 
Psychiatric treatment was carried out as an 
integral part of a total medical care pro- 
gram (6). 

Current trends in the field of child psychi- 
atry will doubtless influence our future 
patterns of service and staffing. Two trends 
are presently apparent that may lead to re- 
duced direct child therapy services. First 
is an increasing focus with young children 
on parent counseling, with a concomitant 
decrease of direct services to the child, Sec- 
ond is the growing tendency to treat family 
units. Another trend that will affect service 
patterns to both children and adults is the 
increasing use of paraprofessionals; there is 
evidence that these paraprofessionals are 
being used effectively. 
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Insanity is often the logic of an accurate mind overtaxed. 


— OLIVER WENDELL HOLMES 
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This Month’s Special Section 
Hospitalization: Variations on a Theme 


The Family Enters the Hospital 


BY GENE M. ABROMS, M.D., CARL H. h 
AND CARL A. WHITAKER, M.D. 


The authors present a preliminary report of 
18 months’ full-time inpatient treatment of 
100 patients and their families. Although a 
therapeutic impasse dictated most family 
admissions, the index patients improved as 
much as nonfamily-patient controls. The 
fact of family admission was a powerful 
therapeutic act in itself. Because the program 
Was intense and short-term, it gave little op- 
portunity for patients to regress. The 
authors recommend more use of this type of 
treatment and less of the customary "dilute" 
outpatient care. j 


HE IDEA of admitting the family to 
po hospital to pursue conjoint family 
n f ed against several current trends 
en latric practice. Institutional care in 
a unpopular due to its supposed 
acter regressive, and dehumanized 
Dos The community mental health 
E t in particular favors the delivery 
Patient's Services as close as possible to the 
ca natural setting, a criterion most 

G os hospitals certainly fail to meet. 
therapy x the development of family 
Be om pons has primarily taken place in 
Providip, is setting, often in the spirit of 

every m etter treatment alternative for 

s Sturbed than hospitalization. 

Owen, who did some of his initial 
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important explorations in family treatment 
within the inpatient milieu, comes to the 
following conclusion: 


The live-in families provided a unique and re- 
warding research experience but a live-in en- 
vironment is not the most favorable for change 
in family psychotherapy. It was possible for 
families to assume a fairly good level of respon- 
sibility for the psychotic family member but the 
parents became overdependent on the hospital 
resources available to them, which precluded de- 
velopment of their own resources. Family psy- 
chotherapy has been more successful with fami- 
lies responsible for the care of the psychotic one 
in the home (1). 

The present report starts from a sharply 
contrasting viewpoint, namely that the in- 
patient unit, if properly arranged, provides 
a favorable setting for short-term, multi- 
ple-impact therapy (2) with family groups 
that may in the long run prove more efficient 
than long-term outpatient family therapy 
alone. However, in recommending the 
admission of families to the hospital, we are 
not referring to the psychiatric hospital unit 
as it has been conceived in the past. We are 
talking about a learning laboratory, a school 
that gives crash courses in basic psycho- 
social skills. In such a setting there is little 
opportunity to regress and little care but 
self-care. 

From March 1968 through July 1969 the 
Inpatient Psychiatry Service at the Univer- 
sity of Wisconsin Hospitals admitted addi- 
tional family members to the hospital in the 
course of treating 100 patients. Although 
we have continued this practice at the rate 
of five to ten cases per month until the 
present, the data and impressions reported 
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here derive from the first 100 treatment 
cases, The Inpatient Psychiatry Service com- 
prises two nursing units totaling 42 beds, 
which are located in a general teaching 
hospital. The units are voluntary therapeu- 
tic milieus that rely heavily on psychoactive 
drugs, behavioral modification techniques, 
psychodrama, videotape playback, pro- 
grammed learning, and social engineering, 
as well as the traditional forms of individual 
and group psychotherapy (3). 


The social structure of the service, with 
its scaffolding of ward meetings, staffings, 
sensitivity exercises, and other group func- 
tions, is designed to develop a broad con- 
sensus about each patient’s treatment goals 
and methods so that the many therapeutic 
modalities and personal interactions that are 
used work harmoniously together (4). The 
average length of stay on the service is about 
20 days. Early acutely ill patients are pref- 
erentially selected; chronically psychotic 
individuals with multiple previous hospital- 
izations and hardcore drug addicts are 
specifically excluded unless they are candi- 
dates for a new therapy such as lithium car- 
bonate. Fourteen percent of our patients 
are college students. The rest come from 
various walks of life, ranging from the 
learned professions to dairy farming, 

The 100 index patients of the present re- 
port ranged in age from 17 to 64. They 
carried chart diagnoses as follows: 32 
Schizophrenic disorders, 24 affective psy- 
choses, 23 personality disorders, 16 neuroses 
and five miscellaneous disorders. The 672 
nonfamily index cases admitted during the 
same period had a similar diagnostic break- 
down, with a few more Schizophrenic re- 
Pip. V^ percent of the total) and slightly 

er affective psycl i 
dedo psychoses and ordinary 

During the treatment of the i e 
tients, 126 additional family Pa in- 
tered the hospital. They ranged in age from 
two months to 68 years, Most of these fam- 
ily members were marital partners of the 
index patients. Forty-five percent of the 100 
family admissions involved husbands alone 
of the initial patient, 26 percent involved 
wives alone. In 15 percent of. the family ad- 

missions, both parents of the initial patient 
came in. In seven percent of the initial cases, 
one or more children of the patient (who 
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was always the mother) were admitted, 
Both parents plus one or more siblings rep- 
resent four percent of the group, and the 
remaining three percent is accounted for by 
the admission of a spouse with one or more 
children. The majority of these family 
members (51 percent) were diagnosed as suf- 
fering from personality disorders; nine 
percent, neurotic disorders; six percent, 
schizophrenia; and four percent, miscella- 
neous disorders. Only 30 percent of these 
family members were judged not to warrant 
individual psychopathological diagnoses. 


The Program 


In referring to “family therapy" we mean 
nothing more than the psychiatric treatment 
of two or more members of a nuclear family 
as an ongoing group. Within a therapeu- 
tic milieu such as ours, several therapists al- 
ways work collaboratively with each family. 
Typically, a resident psychiatrist and one 
or two members of the nursing and nursing 
aid staff are involved, but a supervising 
psychiatrist, social worker, or other profes- 
sional may sit in from time to time. 

Following the early work of Grunebaum 
and Weiss (5), we began family treatment 
by taking mothers with postpartum re- 
actions and their babies into the hospital, 
with the idea of treating the mother’s symp- 
toms and teaching her the requisite home- 
making and child-care skills involved in 
raising an infant. This type of work, how- 
ever, does not commit the treatment team 
to a specific family dynamic model, as was 
evident from our initial individual dynamic 
emphasis. We were forced to bridge this 
theoretical gap when we began admitting 
both parents of psychotic young adults. Our 
first case was typical in many respects. 


, Case I. The initial patient had been confined 
in a well-known psychiatric hospital for the pre- 
vious three years where, after individual therapy, 
drugs, and electroconvulsive therapy (ECT), she 
was still bizarrely psychotic and self-destructive 
and required constant observation. When the 
Parents applied for the patient's transfer to OW 
Service, which was nearer to home, we En 

that we had nothing more to offer except a fomi 
approach, i.e., an approach that viewed the wig i 
family as the real patient and the designated P? 
tient as only its symptom-bearer or scape£o? 
(6, 7). Consequently, we agreed to accept the på 
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tient only if her parents were admitted also for 
at least a two-week period. 

A few hours after the joint admission, during 
which time the patient's homeostatic role (8) 
in her parents’ relationship difficulties had been 
discussed, she became virtually asymptomatic 
for the first time in many years, a condition she 
was able to maintain during the succeeding year, 
until her parents dropped out of outpatient fam- 
ily therapy. Both in the hospital and subsequently 
outside, the battle in therapy shifted from the 
patient's "sickness" to the powerful efforts made 
by her parents to avoid relating to each other in 
an emotionally direct manner. 
| With most of our family cases, the deci- 

sion to admit the additional family members 
came about after a therapeutic stalemate 
had been reached. As with the cited example, 
he stalemate might have been reached 
after competent traditional treatment else- 
Where had proved ineffective; in this kind of 
Case we have urged family admission from 
he start. But in most cases (about 60 per- 
cent), additional family members were 
brought in after our own milieu approach 
had failed to promote significant changes 
_ h the initial patient's symptoms or social 
unctioning, 
What are the family members supposed 
A do in the hospital? In Bowen’s early 
E in admitting the families of young 
E tophrenies, the parents spent their time 
E care of the schizophrenic initial 
E but in the process they. became 
E. dependent on the hospital and 
kainet signs of regression (1). To guard 
one this possibility and for positive 
ae as well, our program charges each 
bes SLE with taking care of himself, 
s cally with pinpointing and correcting 
sun relationship problems. 
E runs with the initial intake conference 
Rien thee ng through the many subse- 
Pa puétie contacts, the community 
efine hi y demands that the family member 
for Hog Hed problem, state his own goals 
jm Wills alization, and outline the methods 
Bit he eae to achieve these goals. Even 
missio lally thought the purpose of his 
| Rüehter Was to help his wife, son, or 

treed to with their problems, he is strongly 

of "ee nne his commitment to that 

Understand on his own problems, with the 

9 others Ing that any benefits that accrue 
m „are only happy by-products. Sec- 
Y In importance to the fact of accept- 
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ing admission itself, this redefinition is the 
key process by which the whole family and 
each individual member of it are made pa- 
tients. The understanding is that each mem- 
ber has difficulties that contribute to the 
family disturbance but that each has the 
responsibility .of differentiating himself 
from the sick family system. 


The Patient’s Program 


The task of working on his own prob- 
lems involves the family member in a ten- 
hour-a-day job. Patients often complain 
about the intensity of the program. Every 
day they take part in at least one family 
therapy session, in which disturbed com- 
munication and relationship patterns are 
analyzed, and one individual psychotherapy 
session, in which current relationship diffi- 
culties are explored in terms of their possible 
reenactment of the individual’s significant 
early relationships. In addition, there are 
ward meetings and group therapy sessions in 
which the family members are given feed- 
back on their recent behavior by the whole 
community, and staffings and planning 
meetings in which the details of the individ- 
ual treatment programs are continuously 
reviewed by other patients and by the staff 
(4). 

Roleplaying and psychodrama exercises 
are devoted to rehearsing more adaptive 
alternatives to the behavior manifested on 
the ward and in the group conferences. 
There may be specific behavior therapy 
exercises designed to remove old sympto- 
matic behaviors or to develop new psycho- 
social skills. For example, certain fear 
responses may be modified through negative 
practice or systematic desensitization, and 
assertive behaviors may be successively ap- 
proximated by modeling and operant cue- 
ing(9). Programmed sensitivity exercises, 
such as the Human Development Institute 
(HDI) sequence for couples(10) and the 
Encountertape sequence for groups(ll). 
constitute courses in basic communication 
skills that most of our patients take. 

Finally, every family member is held 
responsible for maintaining his room and 
for doing various ward jobs, such as arrang- 
ing "buddy" systems for suicidal fellow 
patients, transporting food from the central 
kitchen, and planning recreational activities. 


[101] 


1366 THE FAMILY ENTERS THE HOSPITAL 
TABLE 1 
Symptom Rating Form 
: UNIVERSITY OF WISCONSIN HOSPITALS 
RANE 1B & 2B PSYCHIATRIC SYMPTOM RATING 
i i Indicate applicable items: 
Erden C Foreign student 
ARD: i Transfer from another hospital ward 
ADMITTED: Electric shock treatment | 
DISCHARGED: Family involvement therapy j 
SYMPTOM RATING (Each symptom to be rated on both admission & discharge) 
Symptom ) 
Number Admission Discharge 
1st SYMPTOM — — 0123456789 0123456789 
(complaint or 
referral symptom) 
2nd SYMPTOM ——— 0123456789 0123456789 


(next most sig- 
nificant symptom) 


SYMPTOM LIST 
1—Disorganized thinking & behaving 
2—Depression 
3— Suspicious or delusional ideas. 
4— Obsessive-compulsive behavior 
5— Phobias 
6—Addictive behavior 
7—Disorientation-confusion 
8—Acute self-destructive 
9—Excitement 
10—Hysterical-manipulative 
11—Passive-dependent or aggressive 


16— Deviant, impulsive behavior 
17—Marital or family disharmony 
18—Sexual disorder 

19—Eating disturbance 
20—Toxic or delirious reaction 
21—Perceptual distortions 
22—Dissociative episode 
23—Hypochondriasis 
24—Anamnestic disorders 
25—Schizoid withdrawal 
(Additional Symptoms: Contact Medical Records) 


12—Occupational inadequacy 26— 
13— Catatonic motor disturbance 21 
14— Anxiety state 28— 
15—Assaultive, destructive 29— 


REMARKS 


Note: No patient admission shall be considered complete 
until this form is present & complete on the chart. 


He may also be urged to take a job else- 
where in the hospital if relevant social skill 
deficits can thereby be assessed and im- 
proved, All these myriad treatment, educa- 
tional, and work tasks are synthesized into a 
daily schedule cooperatively drawn up by 
patients and staff and modified as often as 
treatment progress dictates. Like every other 
patient, each family member has a schedule 
to which he is expected faithfully to adhere. 
Schedule breaking inevitably brings penal- 
ties, such as loss of privileges, extra work 
and if need be, discharge from the hospital. 
During the period of the report when 
our subjects’ average length of stay was 
19.9 days, initial patients of families stayed 
an average of 16.8 days, and the additional 
family members 10.2 days. We have usually 
asked that family members stay only a week; 
frequently, however, they require several 
extra days to complete their tasks, 
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Results 


to be suggestive and preparatory to an 
adequately controlled investigation. In an 
obviously biased fashion, the authors rated 
all admissions on two main symptoms at 
admission and discharge. We are currently 
tabulating the results of the six-month 
follow-up assessment, which includes, 1n 
addition to the main symptom ratings, an 
assessment of occupational and social func- 
tioning. The symptom ratings were made 
in accordance with our ward assessment 
scale (table 1). 

We arbitrarily defined major improvement 
as at least a four-point reduction in the 
primary symptom, to a final rating of 2 T 
less; moderate improvement was define 
as a four-point reduction in either of the pa 
main symptoms, regardless of the final ra 
ing. On the basis of these standards. 


(signature) 
Our discussion of results is only meant 
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00 index patients showed marked im- 
ent; 25, moderate improvement; and 
linimal to no improvement. During the 
period 58 percent of the nonfamily 
ts showed marked improvement and 
recent moderate improvement. Since 
figures represent little more than or- 
subjective impressions, they do not 
further statistical elaboration at this 


her Case Reports 


haps more meaningful than the pre- 
discussion is a review of the course of 
l cases leading to family admission. 
most frequent situation is illustrated by 
llowing report. 


je 2. The initial patient was a 27-year-old 
Wife who had delivered her first child, a girl, 
months previously. Although she was ap- 
sive about the baby she managed fairly 
t first but then began to fear she would 
her child and prove inadequate in other 
She withdrew socially, wept frequently, and 
‘Prior to admission began to fear that the 
r$ were spying on her. In the hospital a 
en of phenothiazines and antidepressants 
prescribed, and she rapidly improved. How- 
discussion of discharge led to a loss of ini- 
and a return of depressive symptoms. 
ugh the patient's husband was noted to 
te schizoid and intellectual about her 
lties at admission, she denied that he was 
ing other than a model husband. He was 
uate student in psychology, and he talked 
her as a clinical case. It became obvious 
fhe was her neutral therapist, she his all- 
Mpliant patient. Very indirectly she implied 
; fter the baby arrived he devoted more time 
MS Studies, leaving her when she needed him 
At the staff’s insistance the husband entered 
Spital; since the baby was well situated 
the hospital and the ward was full, her 
Sion was not required. 
Ing the joint admission the patient worked 
nonassertiveness and her encouragement 
husband's emotional detachment by re- 
lo respond when he did show affect. This 
lor was viewed as an attempt to recapture 
rly relationship with a depriving, aloof, and 
tly hospitalized mother. The husband 
9n abandoning the therapist role and 
B more affective concern. Although a 
Of treatment modalities were used, psy- 
ma with explicit modeling by the doubles 
Crucial in the treatment. The initial pa- 
S able to accompany her husband home 
ur days, asymptomatic and committed 
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to follow-up couple therapy. She has remained 
asymptomatic to the present and has required 
no special help with the baby. She discontinued 
outpatient therapy two months after discharge. 

In the past we would have simply con- 
fronted this woman with her manipulative, 
regressive wish to stay in the hospital when 
her symptoms returned at discharge time. 
She might well have acquiesced and gone 
home to continue the covert battle with her 
husband, the outcome depending in large 
measure on whether she found competent 
outpatient help. The current approach 
gives more credit to the patient's communi- 
cative efforts and quite possibly curtails the 
length of aftercare. 

Our second most frequent type of couple 
admission is illustrated by the following 
case. 

Case 3. A 36-year-old factory worker with an 
erratic work history because of repeated difficul- 
ties with his supervisors was admitted with a 
gross thought disorder that developed after he 
discovered his wife was having an affair with his 
best friend. He was at first murderously enraged, 
but in the process of attempting to confront 
them both, he became incoherent. Drug therapy 
was started in the hospital and his thought dis- 
order cleared, but his affect became flat and pas- 
sive. He could not get involved in his assertive 
program or in work therapy. 

After his wife was admitted, he again became 
openly murderous toward her with staff encour- 
agement. He was able to channel his aggressive 
feelings after several implosive sessions (12) 
and discussions of his complicity in encouraging 
her infidelity. The determinants of the wife's 
behavior were also explored, and she began 
working on learning to fight more directly with 
her husband. Upon becoming asymptomatic, he 
broke off his friendship with the other man and 
committed himself to resolving his marital dif- 
ficulties. Concomitantly, through the work 
therapy experience, he approached his occupa- 
tional difficulties. At six months’ follow-up the 
patient was asymptomatic and working steadily, 
The marriage was now quite stormy, but clearly 
a marriage. 

Without his wife’s admission, this man 
would, in our experience, have been dis- 
charged as "asymptomatic" but castrated. 
Under ward safeguards, the couple admis- 
sion served to evoke his major affective con- 
cerns and to provide an enriched environ- 
ment for their working through. 

The other most frequent type of family 
admission involves, as the initial patient, 
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a borderline young postadolescent who 
decompensates after a first term away at 
college or after one or more serious failures 
in heterosexual relationships. The following 
vignette serves as an illustration. 


Case 4, This 18-year-old attractive college 
sophomore entered the hospital after several 
mutilative suicide gestures (burning and slash- 
ing) following rejection by two successive boy- 
friends who disapproved of her manipulative 
sexual teasing. Her outpatient therapist referred 
her with the complaint that the patient re- 
sponded to any penetrating interpretation of her 
behavior by threatening suicide, Immediately af- 
ter admission she appeared perfectly poised 
and undepressed, but showed grossly inappropri- 
ate affect in describing her current condition. 
She was overheard accusing her mother by long- 
distance phone of “ruining my sex life.” Yet she 
was resistant to having her parents come to 
the hospital and denied that she was any longer 
upset. In view of her real suicidal potential and 
inaccessibility to treatment, she was virtually 
forced to agree to her parents’ flying out to 
Madison. 

At the initial family conference it became ap- 
parent that the family was involved in a series of 
destructive triangles. The patient and her 
mother were, unaware to them both, competing 
for the father’s affection, In the process the 
mother conveyed great mistrust of her daughter’s 
sexuality and constantly Sought to undermine 
her self-confidence as a woman. In deference to 
bse ere the patient mutilated herself when- 

er her drives sought expression. The mother 
ah won the other hand, had Not been 

Tal years, and their relationship 
had degenerated into constant bickering from 
which the father usually walked aw 
The father and daughter were ver 
collusion against 
giving each other nonv 


daughter out of the bedroom." When 
tried to reinsinuate herself, the pare 
to leave the hospital and go back t 
lives with the aid of psychiatric foll 
a period of mourning, the patient accepted her 
new status and was able to return to school and 
begin dating boys on a more realistic basis, 

This case illustrates well the resolution of 
the oedipal situation within a family ther- 
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apy framework. With the environmental 
control afforded by the hospital, the loaded 
issues of who wants to do what to whom can 
be vigorously confronted, and then more 
realistic alliances can be formed and more 
realistic needs met. 


Discussion 


The major question raised by this report 
is: Why family therapy in the hospital? 
Could not the family members have come 
for conferences on a once- or twice-a-week 
basis as Gralnick and other hospital psy- 
chiatrists have recommended (13)? Are we 
not discussing a needlessly expensive and 
complicated procedure? This, of course, 
may turn out to be the case, and as yet we 
have no hard data to the contrary. But 
Our enthusiasm is based on several con- 
siderations. First of all, we had reached an 
impasse with a significant number of pa- 
tients whose key family members had been 
coming to the hospital once or twice a week 
but who abruptly began to make therapeutic 
strides once the family members were ad- 
mitted. 

Why should this be so? As we have men- 
tioned, the premise of family therapy is that 
the family and couple relationship system 
is primarily what is disturbed. The initial 
patient comes to medical attention because 
he is bearing the symptom or seeking help 
for the family. The reason he is selected may 
be due to a variety of factors: special sen- 
sitivities or vulnerabilities, birth order, ap- 
pearance, genetics, and so forth. In actual- 
ity, the problem lies with all of the famiy 
and progress in family therapy is predicate 
upon getting the various family members 
to accept this assessment. Thus both the 
suffering and the responsibility for d 
are diffused to a larger number of peop'e 
Who in aggregate are stronger than any one 
of them alone. be jas 

Our old method of involving farili 
à patient’s therapy goes contrary to t ji 
Conception. It is clear that the casewor" 
method of seeing families mainly for ie 
Mational purposes reinforces the split " 
tween who is sick and who is well, who i 
responsible and who is not. Sometim i 
the caseworker casts the parents in the ' 
of villains, degrading the patient tO v. 
Status of helpless victim rather than acl! 
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contributor. No family therapy ever comes 
| out of such an approach. The practice of 
faving a hospitalized patient and his out- 
patient family members meeting together 
‘for real conjoint therapy also undermines 
he family therapy premise, although much 
more subtly. If the trouble lies equally 
among them all and they are all equally 
responsible, how can one of them be treated 
$ specially without reaffirming the notion 
that he is really the sick one? 

Having the family members enter the hos- 
pital, on the contrary, is a powerful act, 
realistically and symbolically. The spouse 
‘ot parents thereby vigorously declare their 
Satus as fellow patients and co-responsibles. 

We are impressed with how often the initial 
Dens symptoms improve in the few 
hours after family admission. In about half 
Mour patients showing major symptomatic 
Improvement, significant change occurred 
Within 24 hours of the family’s admission. 
E as important, the family group, 
NR e hospital, finds a degree of thera- 
li iion and control unavailable on 

» patient basis. Of the cases cited 
‘tly m d be little argument over the diffi- 
M E the initial patients on an 
Bier: ee In such cases the family 
MN relating are so ingrained and 
Be im that an hour or two of confer- 
iy ; im only piecework. Chipping 
reat lile piece at a time is no way to 

3 malignancy, 

Be ating our inpatient family therapy 
»hreasin we have been impressed with our 
metime reliance on follow-up care. 
been En feel that our patients have 
their Pad with the tools to work on 
he Ward eae only to check back with 
limes we ss from time to time. At other 
Patient (as them using traditional out- 
ÎN the past M Shorter periods of time than 
Patients - ight it not be that if we gave 
i experi WY intensive short-term learn- 
ove awa gw in the hospital, we could 
We often doo om making them chronic, as 

ave foy, UAI to our expectations, 
prising} nd that family members show 
hospital jj ie resistance to entering the 
i kara the staff gets over its own 

P the family members are 
a willing, even at great 

Mice, to do something they can 
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perceive as contributing to a definitive 
collaborative effort. 
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1969 
DISCUSSION 


WILLARD J. HENDRICKSON, M.D. (Ann Arbor, 
Mich.)—This is an enjoyable, stimulating paper. 
The authors fly in the face of several current 
fashionable trends in psychiatry—and in my own 
view the most highly popularized psychiatric 
fashions generally become oversold to the point 
of being inadvertently advertised as panaceas. 

They present a case for a constructive new use 
for psychiatric hospitalization. I have long been 
interested in hospital treatment, its particular 
value in the training of psychiatric residents, and 
its essential role in the treatment of our very 
sickest patients, who have traditionally suffered 
from relative neglect by American psychiatry. 
Thus, while there can be no question as to the 
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merits of the current “community psychiatry” 
emphasis on delivering mental health services as 
close as possible to patients’ natural settings, 
this paper is still most timely and pertinent. 

The thesis of the paper, which the authors 
state with refreshing clarity, is that the psychiat- 
tic hospital can provide a favorable and 
efficient setting for the treatment of families, 
particularly those in which mutually supporting 
pathologic family patterns are particularly 
malignant and therefore resistant to other treat- 
ment methods. They aim their efforts at insisting 
that the admitted family member care for him- 
self, with particular emphasis on his correcting 
his relationship problems that have contributed 
to the mutual family difficulties. 

The authors' methods of treatment are flexi- 
ble, varied, and, above all, vigorous. They 
are so varied, in fact, as to raise questions as to 
whether or not the approach could not get out 
of hand into a kind of psychiatric smorgasbord, 
a shotgun affair that by its overwhelming ubiq- 
uitousness might virtually frighten some pa- 
tients and relatives back to health. 

Abroms, Fellner, and Whitaker's approach 
can indeed be described as an aggressive one, and 
I use this term not at all critically. Actually, 
as Winnicott has emphasized(1), the hostile 
feelings that we therapists invariably experi- 
ence toward our patients, and the acceptance and 
sublimation of these feelings, must play an im- 
portant role in all successful treatment. It 
appears that these authors have achieved such 
a successful sublimation. 

, They are prepared to let or to make their pa- 
tients suffer as need be in the interest of achieving 
necessary changes, They not only expect hard 
work and major efforts from their patients, 
they demand them, They are apparently pre- 
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pared to freely use their physician's authority 
to enforce these demands as need be. They thus 
seem to recognize and accept, as many psychia- 
trists do not, the role that the therapists authori- 
ty—in one way or another, knowingly or un- 
knowingly—inevitably plays in all treatment. 

As for their results, the authors correctly 
disclaim the establishment of any as yet statis- ! 
tically significant conclusions. Yet at the same 
time, they seem sufficiently carried away by 
their own enthusiasm to indulge themselves in 
the common sin of paying but passing lip 
service to the possible disadvantages and diffi- 
culties in their approach. For example, they 
comment on their tentative statistics as follows: 
"Since these figures represent little more than 
ordered subjective impressions, they do not 
merit further statistical elaboration at this 
time.” This is true, yet they might well at least 
have noted that for what it is worth, their 
figures curiously indicate improvement rates 
that are virtually identical for their "index" 
and “nonfamily index" patients. 

However, I must say that reading this paper, 
particularly the vivid human details success- 
fully communicated by the authors' well-chosen 
clinical vignettes, tended to make a “believer” 
out of me, too. While I have many questions, I 
found myself identifying with their enthusiasm, 
at least to the point of congratulating them on 
what they have done and heartily encouraging 
them in their plans to further investigate the use- 
fulness of this innovative and promising use of 
the psychiatric hospital. 
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Day Versus Inpatient Hospitalization: 
A Controlled Study 


BY MARVIN I. HERZ, M.D., JEAN ENDICOTT, PH.D., 
ROBERT L. SPITZER, M.D., AND ALVIN MESNIKOFF, M.D. 


The authors report the results of their con- 
trolled study to compare the efficacy of day 
versus inpatient hospitalization for those 
| patients for whom both treatments are 
equally feasible clinically. Newly admitted 
ee ents from the catchment area were 
randomly assigned to either day or inpatient 
care. Outcome evaluations, including mea- 
sures of psychopathology and role function, 
Were conducted at various follow-up inter- 
vals. The authors found clear evidence of the 
Superiority of day treatment on virtually 


every measure used to evaluate outcome. 
| 


! LTHOUGH DAY hospitalization has been 
utilized as an alternative to inpatient 
treatment for acutely disturbed psychiatric 
| Patients, the scarcity of controlled studies 
15 well as the limitations of those that exist 
E Not permit conclusions regarding the 
vantages of one treatment over the other. 
OA purpose of this study is to answer 
ticae owing question: What is the relative 
lve d of day hospitalization as an alterna- 
Bien Inpatient hospitalization for those 
jud b for whom both treatments are 
ged clinically feasible? In addition, we 
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wish to delineate some of the characteristics 
of the group of patients for whom day care 
is clinically feasible as an alternative to in- 
patient treatment. 

In 1964 Zwerling and Wilder (1) reported 
a study showing that day hospitalization 
was a feasible alternative to inpatient care 
for seriously disturbed psychiatric patients. 
They found that two-thirds of a group of 
newly admitted inpatients who were ran- 
domly assigned to a day hospital were actual- 
ly accepted for treatment at the day hospi- 
tal. The remaining third were rejected and 
were treated on a 24-hour-a-day inpatient 
basis. Of the patients accepted for treatment 
at the day hospital, three-fifths never re- 
quired boarding on the inpatient service. 

The Zwerling and Wilder study demon- 
strated that day hospitalization could be an 
alternative to inpatient care for large num- 
bers of acutely disturbed psychiatric pa- 
tients, but it did not answer the question of 
whether day hospitalization should be used 
in place of inpatient care for acutely dis- 
turbed patients. In a subsequent article on 
day hospitalization, Zwerling (2) stated 
that there are no reliable data demonstrat- 
ing either the advantage or disadvantage of 
psychiatric day hospitals in comparison 
with traditional 24-hour ward units. He cited 
only one study, that by Craft (3), which re- 
ported equal effectiveness in a shorter period 
of time for day treatment, compared with 
inpatient treatment, for depressed patients. 
However, this study was entirely retrospec- 
tive and the groups were only matched in 
the broadest dimensions. 

A Joint Information Service report (4) 
also notes that controlled studies in this 
area are scarce. It mentions two studies. 
Kris (5) studied a small group of chronic 
patients who had experienced a severe psy- 
chotic relapse. The 17 patients who were 
treated in the day hospital were released 
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TABLE 1 
Reasons for Exclusion from the Study 
PERCENTAGE 
OF ALL 
ADMISSIONS 
CATEGORY NUMBER (N= 424) 

Rejected as “too ill” 134 31.6 
Suicidal 46 10.8 
Possibility of violence 29 68 
Too disorganized 52 12.3 
Other psychopathology Ju 17 

Rejected as “too healthy” 85 20.1 
Discharged immediately 61 14.4 
Placed on day care immediately 14 33 
Placed on night care immediately 10 24 

Rejected because of “family factors” 55 13.0 
No family 39 92 
Family uncooperative 3) ue 

Family unable to assist in 

treatment plan 13 31 

Rejected because of physical illness — 31 73 

Rejected for miscellaneous reasons* 29 6.7 


* Examples: eloped before evaluation; left to see private therapist. 


within six weeks and were still in the com- 
munity three years later, whereas eight of 
the ten control patients who went to a state 
hospital remained hospitalized for the full 
three years. This study dealt only with 
chronic patients, and continued hospital- 
ization was the only outcome measure re- 
ported. Smith and Cross(6) found no sig- 
nificant differences on various outcome 
measures when they matched 38 neurotic 
day patients with an equal number of inpa- 
tients. Since the samples were limited to pa- 
tients diagnosed as neurotic, the results can- 
not be generalized to most inpatient groups. 


Method 
Subjects 


The study was conducted on the Washing- 
ton Heights Community Service (WHCS) 
of the New York State Psychiatric Institute 
an integral unit of the Columbia Presbyte- 
rian Medical Center operated jointly by the 
New York State Department of Mental 
Hygiene and the department of psychiatry 
of Columbia University. The WHCS ac- 
cepts anyone over 13 from its local catch- 
ment area (population: 50,000) who is in 
need of psychiatric hospitalization. The 
service offers comprehensive care including 
inpatient, day, and night hospitalization 
Aftercare consists of outpatient therapy, 
home visits by family aides, and a halfway 
house. 
Each weekday morning during the period 
of the study (April 15, 1967 June 15, 
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1969) the senior author (M.I.H.) saw all new | 


admissions to the inpatient service alone and 
with their families and screened them for 
inclusion in the study. A total of 424 pa- 
tients were evaluated. 

Table 1 shows the results of this screening 
procedure. Patients were excluded from the 
study for a number of different reasons. The 


most common reason for exclusion was that | 


the patients were judged “too psychiatrical- 
ly ill" for day care, i.e., suicidal, potentially 
violent, or extremely disorganized. The next 
largest group was rejected because they were 
judged “too psychiatrically healthy" to 
warrant further inpatient care. Only 13 per- 


cent were rejected for day hospitalization | 


because of “family factors," e.g., the patient 
lived alone and nighttime supervision was 
judged necessary. A small group was ex- 
cluded because of “physical illness” that re- 
quired hospital care, e.g., congestive heart 
failure. Such miscellaneous reasons as 
elopement or signing out against medical 
advice accounted for the rest. roe 
The remaining 90 patients, comprising 
22 percent of the admissions, were judged 
Suitable for inclusion in the study and, 


through the use of a table of random num- | 
bers, were immediately assigned to either | 


day or inpatient hospitalization. By coinci- 
dence, 45 were assigned to each group. 

It should be noted that by the time the 
patients entered the study, they had all had 
at least an overnight stay in the hospital. 
The average length of inpatient stay prior 
to evaluation and randomization was ap- 
proximately three days for both groups be- 
cause of occasional difficulty in arranging t0 
see family members, admission during 4 
weekend, and occasional deferring of the 
final clinical categorization. 


Description of Treatment 


Both day patients and inpatients wer? 
treated on the same 55-bed inpatient wal® 
which has an open-door policy except p 
a closed ten-bed intensive care unit. Patients 
in both groups were treated by the same 
staff and participated together in the sm? 
activities during the day. The ward program 
is group oriented, with a strong emphasis 
on activation of patients. 

A full range of psychiatric treatm ho- 
was utilized, including individual psyche 
therapy; group, family, milieu, and som? 


il 1971 
Amer. J. Psychiat. 127:10, April I? 


ents 


HERZ, ENDICOTT, SPITZER, AND MESNIKOFF 


1373 


TABLE 2 
l Demographic Characteristics of Patients Excluded from and Included in the Study (in Percentages) 


EXCLUDED FOR PSYCHIATRIC 
REASONS stupy Group 
“TOO ILL" “TOO HEALTHY” TOTAL DAY PATIENTS INPATIENTS 
CATEGORY (N = 134) (N = 85) (N = 90) (N = 45) (N = 45) 
Age 
15-24 36 32 37 33 41 
25-34 25 28 25 24 25 
35-44 15 22 13 11 16 
45-54 " 12 20 5 
55-64 4 9 9 9 
65 or over 8 1 2 o 
Sex 
Male 47 31 41 38 43 
Female 53 69 59 62 57 
Race 
White 92 86 89 91 86 
Negro 8 14 1 9 14 
Marital status 
Single 47 32 47 44 50 
Married 28 43 36 40 32 
Widowed 5 5 7 2 
Divorced 5 2 o 5 
Separated 15 19 10 9 11 
Religion 
Catholic 60 n 69 73 64 
Protestant 18 15 19 18 20 
Jewish 18 9 9 9 
Other 4 3 (o 7 
Social Class (Hollingshead) 
lorii 8 6 7 5 
"n 25 15 23 22 23 
v 29 53 32 22 41 
V 34 16 35 42 27 
Uncoded 4 1 6 7 5 
Country of birth 
Continental United States 50 54 57 51 64 
Puerto Rico 21 19 18 18 18 
Cuba, Mexico, South America 14 12 11 15 7 
Europe 13 15 12 13 ui 
Other or uncoded 2 1 2 p 
Previous hospital admissions 
None 39 48 63 64 61 
One 21 20 16 20 11 
Two or more 39 29 21 15 27 
Official diagnosis 
Organic brain syndrome 9 7 2 2 be 
Schizophrenia 57 33 49 40 57 
Paranoid 26 2 21 18 23 
Acute episode 7 1 2 2 2 
Schizo-affective 3 2 2 4 o 
Chronic-undifferentiated 18 26 23 15 29 
Other schizophrenia 3 1 1 9 2 
Involutional psychoses 1 2 8 7 9 
leuroses. 12 28 16 22 9 
Personality disorders 2 $ s n E 
Alcoholism 3 7 10 11 2 
Drug dependence 1 0 2 2 z 
djustment reaction, adolescence 1 2 2 A 2 
Other and uncoded 13 14 o o 9 
therapy; and vocational rehabilitation. If Later, participation could be reduced if 


Es deemed appropriate, patients were 
in Owed, after discharge from either day or 
Patient hospitalization, as outpatients. 

© inpatients generally spent 24 hours 
Y In the hospital. Except for weekend or 
po passes, all inpatients slept at the 
p A patient randomized to inpatient 
peri Could not be placed on day care for a 

tod of two months. 
spend, Patients started their treatment by 
vM the full eight hours during the day 
ospital from Monday to Friday. 


ada 
Over, 
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deemed appropriate. In actual practice, the 
day patients attended the hospital program 
less regularly than the inpatients since 
they had more freedom to self-regulate their 
participation. 


Evaluations 


An initial and three follow-up cross-sec- 
tional evaluations of psychopathology and 
role functioning were made. The first two 
follow-up evaluations were made at two and 
four weeks after admission to the study to 


[109] 


374 DAY VERSUS INPATIENT HOSPITALIZATION 
l 
FIGURE 1 
Average PEF Summary Scale Scores on Admission 
4 
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E = 
r1 Study patients (N = 90) E Toohealthy(N = 85) 
Moderate 
Mild 


Minimal 


ANNNNNNNNN 
SS ii 

AANAAAAAAAN 
TTTTTTTTTTTTTTTE TETTE LUI] 


None 


Disorganization 


Subjective 
Distress 


Antisocial 


Withdrawal 


SANANANANARAARARARRARAR 
151118 
CMAARANARARAAAAARARRARARAR 


(21011212 
NO 


NO 


IBIBINMIBMININII 
CONNNNNNOANNNNNUN 
IBI II 
OUOANNNNS 


Grandiosity- 
Externalization 


Role Impairment Overall Severity 


PSYCHIATRIC EVALUATION FORM SUMMARY SCALES 


determine the differential effects of the two 
treatment modalities on the resolution of 
acute symptomatology. The final follow- 
up evaluation was begun five months after 
the last patient entered the study to deter- 
mine if there were any long-term differences 
between the two treatment groups. The fol- 
low-up period varied from 21 weeks to 143 
weeks; the average for patients in both 
groups was a little less than two years. 
Psychopathology and role functioning 
were evaluated with two instruments: the 
Psychiatric Status Schedule and the Psychi- 
atric Evaluation Form. The Psychiatric 
Status Schedule (PSS), developed by Spitzer, 
Endicott, and Cohen (7), is a standardized 
research procedure that utilizes a structured 
interview and an inventory of 321 items 
describing Psychopathology and impaired 
role functioning, The Procedure yields 17 
factor-based scales of Psychopathology and 
six scales of role functioning, These 23 mea- 
Sures can be further summarized into four 
factor-analytically-derived Symptom scales 
and one scale of role functioning. An eval- 
uation was conducted on admission to the 
study and four weeks later by research inter- 
viewers who had no clinical contact with 
the patients, 
The Psychiatric Evaluation Form (PEF), 
developed by Spitzer, Endicott, Mesnikoff, 
and Cohen (8), consists of 19 Six-point 
rating scales of basic dimensions of psycho- 
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pathology, five scales of role functioning, 
and one scale of overall severity of illness. 
These scales are further combined into five 
factor-analytically-derived summary scales 
of psychopathology and one summary scale 
of impaired role functioning. The PEF was 
completed by the treating psychiatric resi- 
dent or psychology intern on admission to 
the study and at two and four weeks. In ad- 
dition, research interviewers used the PEF 
in the long-term follow-up evaluation. 


Results 
Description of Study Patients à 
How did the study groups compare with 
patients excluded for psychiatric reasons: 
In table 2, the demographic d 
of the two study groups are contrasted wit 
those of patients excluded because they Were 
"too psychiatrically ill” or “too psychiat- 
tically healthy," the two major reasons for 
exclusion. À 
There were a number of notable differ- 
ences among the three groups. The P 
ill" group had the largest proportion O 
patients who were over 65, male, and un- 
married. In contrast, the “too healthy 
group had the largest proportion of women 
and married persons. In terms of ciara 
the “too ill” group had the highest pioi 
tion of schizophrenics (mainly parano 
while the “too healthy” group had the s 
est schizophrenics (mainly chronic und! 
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ferentiated) and the largest proportion of 

patients diagnosed as neurotic (mainly de- 
pressive). 

Were the two study groups comparable 
on variables that might affect prognosis? 
Despite the use of a randomization proce- 
dure for assigning patients to the two study 
groups, there were several differences worth 
noting. The inpatient group was somewhat 
younger, of a higher social class, more likely 
to have been born in the continental United 
States, and more likely to be diagnosed 
schizophrenic; the inpatient group also had 
alarger proportion of patients who had had 
two or more previous psychiatric hospital- 
izations. These differences were taken into 
account in the analysis of the data. 

How did the psychopathology of the 
Study group compare with that of patients 
admitted to the service? Figure 1 shows the 
average scores on the summary scales of the 
PEF evaluations made on admission for all 
Patients hospitalized on the service, for 
Patients who entered the study, and for 
those rejected from the study because they 
Were either too ill or too healthy. It is evi- 
dent that in terms of broad dimensions of 
Psychopathology, the study group was com- 
Parable to the entire group of patients ad- 
Mitted to the service. The differences be- 
tween the study group and the two groups 
excluded from the study were often statisti- 
cally significant (p < .05 by two-tailed test) 
N the magnitude of the differences was 
E. Um. In no instance was the propor- 
E. o variance of scores attributable to 
E rembership larger than three per- 
n. Ompared with the "too ill" group, 

Md group had lower scores on Dis- 
E PER Grandiosity-Externalization, 
“400 "then Severigy Compared with the 
higher ealthy group, the study group had 
i E on Withdrawal, Grandiosity- 

Verstrezation, Role Impairment, and 
i Full Severity, 
pd evidence that the study group is 
almost i an inpatient population is that 
! » = of their average scores on the PSS 
Binda the mean for the instrument 
; Bia ization sample, which consisted of 

inpatia, © CUP of unselected newly admitted 
-ents (7). An examination of the pro- 
Ttion of A I 
Specific i study patients who exhibited 
nthe Pse of psychopathology, as noted 

» Justifies characterizing the study 
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group as seriously ill (see table 3). 
Hospital Course 

What was the hospital course for study 
groups during the first four weeks after ran- 
domization? Since the day patients would 
ordinarily have been treated with inpatient 
care, it was anticipated that for a variety of 
reasons it might be clinically necessary to 
"board" some patients on the ward over- 
night for one or more nights. During the 
first four weeks of the study, ten of the day 
patients (22 percent) were boarded. This 
figure was comparable to that reported by 
Salzman and others (9). The most common 
reasons for boarding were suicidal and vio- 
lent behavior. The length of boarding 
ranged from one to 27 days, with a mean 
of 13.7 days. Our impression was that there 
was a tendency for patients to remain as 
boarders longer than was clinically neces- 
sary and that with more intense supervision 
the average length of boarding could have 
been reduced. 

The use of the intensive care unit on the 
ward was an index of regressive, suicidal, 
or disruptive behavior. During the first 
month of the initial hospitalization, 12 in- 
patients required placement in the intensive 


TABLE 3 
Proportion of Study Patients Exhibiting Specific Signs 
of Psychopathology During the Week Prior to Admission 


PERCENTAGE 


PSS ITEM (N - 90) 


Fear prevents him from doing some routine activity 29 
Will not leave home without a companion 12 


Continually anxious 52 
Continually depressed 48 
Feels like crying 73 
Avoids contact with people 36 
Has no friends or has little contact with friends 36 
Hit someone 21 
Suicidal thoughts 47 
Suicidal behavior Al 


Trouble sleeping 

Stays in bed more than ten out of 24 hours 31 
(for no good reason) 

Takes unprescribed amphetamines 

Uses heroin 

Admits alcohol problem 24 


Goes on alcoholic binges 12 
Intoxicated most of the time 8 
Derealization 20 
Olfactory hallucinations 11 
Auditory hallucinations 25 
Visual hallucinations 17 
Convinced of a delusion 29 
Ideas of reference 24 
Occasionally incoherent during interview 9 
Did not perform a role as a wage earner, house- P 


keeper. or student because of psychopathology 
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FIGURE 2 AREN 
Cumulative Percentage of Patients Discharged from Initial Hospitalization 
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care unit, compared with only five day pa- 
tients. 


Time Spent in the Hospital and in the 
Community 


Did the length of. hospital stay differ for 
the two groups? The average number of days 
from randomization until the patient was 
discharged from inpatient or day care and 
lived in the community full-time for at least 
one week was 48.5 days for the day patients 

and 138.8 days for the inpatients.! Figure 
2 shows the cumulative percentage of pa- 
tients in both groups who were discharged 
back to the community at various points in 
time after randomization, At each time pe- 
riod, a larger proportion of the day patients 
than of the inpatients returned to the com- 
munity. At 30 days, while only 33 percent 
of the inpatients had returned to the com- 


'The average was 119 for the 
tient who stayed 1,009 days is not included. He went 
back and forth from inpatient to day care many times 
before he was eventually discharged. 
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inpatients if one pa- 


munity, 58 percent of the day patients m 
left the hospital. At 60 days, the figur 
were 42 and 78 percent, respectively. 


FIGURE 3 
Cumulative Percentage * of Patients Who wee 
Rehospitalized Within Given Periods of Time 
Discharge from Initial Hospitalization 
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FIGURE 4 


Percentage of Patients in the 
Community at Various Points in Time* 
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" Only patients who had been in the community 24 hours a day 
, forthe entire preceding week were included. 
The average length of time was 93.3 for day patients and 103.3 
for inpatients, 


Was the earlier return to the community by 
the day patients associated with a higher 
readmission rate to the hospital? Figure 3 
shows the cumulative percentage of patients 
Who were rehospitalized within different 
lime periods following discharge from 
Initial hospitalization. At every point in 
E. it was the inpatients who had a higher 
4 Mission rate, e.g., within three and nine 

Onths it was almost double that of the day 
enn. Thus, the shorter initial hospital 
D» associated with day hospital treatment 
$ not followed by a higher readmission 

€, as might have been anticipated. 
Dh. bal Percentage of patients was living in 

‘ommunity at different points in time? 
E ont was only considered to be “in the 
ids nity” if on the day of evaluation he 
the un the entire previous week out of 
„~ Ospital. At every cross-section evalua- 
Er of the day patients than of the 

At d were in the community (see figure 
tients we weeks, 87 percent of the day pa- 
With on! te in the community, compared 

nly 49 percent of the inpatients. 


M 
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^ 
e groups of patients improved on 
at euch. all measures of psychopathology 


follow-up evaluation. Analysis of 
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covariance? was used to evaluate whether 
the groups differed in the amount of im- 
provement. Differences between the two 
groups were noted if they were significant 
at the .10 level (by two-tailed test) or be- 
yond.? 

At each follow-up period, the number of 
patients actually evaluated was fewer than 
the 45 who were in each group. There were 
a number of reasons for the lack of a follow- 
up evaluation on all patients. The two- and 
four-week cross-section evaluations were 
not done on the first 13 patients because 
this procedure was not initiated until the 
14th patient had been in the study for two 
weeks. Some of the patients could not be 
interviewed because they were out of town 
or could not be located, or, on rare occa- 
sions, because they refused to be inter- 
viewed. A PEF could not be completed by 
the resident if the patient was no longer in 
therapy with him. The number of patients 
actually evaluated at two and four weeks 
varied from 75 percent to 82 percent, with 
the percentages for the two groups com- 
parable at each follow-up evaluation. A 
comparison of the initial levels of psycho- 
pathology of those who were not followed 
with that of those who were indicated that 
the “missed” patients were less sick initially. 
There is no reason to expect that this biased 
the follow-up results since patients who 
were not followed in the two groups did not 
differ significantly from each other on ini- 
tial levels of psychopathology. 

At the two-week evaluation, only two of 
the 19 PEF scales showed significant dif- 
ferences (expected by chance using a .10 
significance level). The day patients made 
more improvement in Speech Disorganiza- 
tion (p < .07) and the inpatients more in 
Anxiety (p < .09). 

In contrast to the two-week follow-up, at 
four weeks the day patients had made more 
improvement than the inpatients on five of 
the 19 PEF scales: Agitation-Excitement 
(p < .04) Inappropriate Affect, Appear- 


2This technique has the advantage of taking into ac- 
count correlations between initial and final scores and 
differing initial levels. It is a more sensitive measure of 
differences in improvement than a simple comparison of 
difference scores. 

This level rather than the more conventional .05 
level was used because the relatively small samples would 
otherwise have resulted in a poor a priori probability of 
detecting even moderately large true differences. 
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FIGURE 5 
Mean PEF Scores for Study Groups at Admission and at Four-Week Follow-Up 
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* The difference between the day patients and the inpatients was significant at the .10 level. 


ance, or Behavior (p < .07); Suicide-Self- the finding of inconsistencies in outcome 
Mutilation (p < .02); Grandiosity (p < .02); measures is a common one when different 
and Suspicion-Persecution (p < .05). The sources of information and different mea- 
inpatient group showed more improvement surement techniques are used (10). It should 
on only one scale: Retardation-Lack of be remembered that the PSS interviewer 
Emotion (p < .09). Figure 5 contrasts the had no source of information other than his 
initial scale values for the entire study brief contact with the patient during the 
group with four-week follow-up scores for structured interview. On the other hand, the 
the two study groups (adjusted by covari- psychiatric resident who completed the 
ance for initial differences). PEF not only had his own personal con- 
Some of the variables „on which the two tacts with the patient but also had access 
ETRUDE differed prognostically favored the to information about the patient from nurs- 
ay patients while others favored the in- ing staff, social workers, and family mem- 
munis The Outcome differences noted  bers. 
ale eine by means of an in- One might question whether the findings 
eee an Disk analysis only on the PEF at four weeks could be explained 
cM s lavoring the day patients. on the basis of bias of the treating resident. 
MAE hospitale dion kn number of pre- However, this is unlikely because the resi- 
ME i and a diagnosis of dents clearly preferred inpatient treatment 
M m s case were the above to day care. If this type of bias were present, 
patients substantivel provement for the day it would have been in the direction of show- 
Only one Rede D anei ____ ing greater improvement for the inpatients. 
dnguinet Tees hs es of the PSS dis- Another possible source of bias 1S that 
uU LIUM e ee at the residents may have had more access to 1- 
M A e uation by the in- formation about the pathological behavior 
Sene esearch interviewer. The day of inpatients than of day patients because 
pue d ! ore Improvement than the nursing staff had more opportunity to 
Ms Ru n Dapproprate Affect, Ap- observe inpatients. However, the notion 
S c (p « .03). that the greater improvement shown bY 
ason for the discrepancy between the day patients was an artifact is not On 
the PSS and PEF findings at the four-week sistent with the greater use of the intensive 
follow-up evaluation is not clear. However, care unit and the longer hospitalization ° 
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| the inpatient group. 

No attempt was made to compare levels 
of improvement on the specific role scales 
of either the PEF or the PSS because there 
were too few patients fulfilling comparable 
roles for meaningful comparison. However, 
a key item in the PSS records whether or 
not the subject has performed the duties of 
any occupational role (i.e., wage earner, 
housekeeper, or student) at any time during 
the past month. Only 45 percent of the in- 
patients, compared with 63 percent of the 
day patients, had performed in an occupa- 
tional role during the first four weeks of the 
study. This finding is primarily accounted 
for by the large number of inpatients who 
were still in the hospital and therefore un- 
able to perform in an occupational role. 

Seventy-six percent of the day patients 
and 84 percent of the inpatients were in- 
terviewed in the long-term follow-up. Most 
of the patients who were not interviewed 
had moved from New York City or could 
not be located. One inpatient, a drug addict, 
had drowned under unclear circumstances 

and another inpatient, also a drug addict, 
Was in jail. 

At the long-term evaluation, the only 
Notable differences were that day patients 
showed more improvement on the scales 
evaluating Daily Routine-Leisure Time Im- 
jurment (p « .02) and Housekeeper-Role 
mpairment(p < .007). 
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Discussion 


Es Study attempted to answer the ques- 
B tat is the relative efficacy of day 
eae lization compared with inpatient 
En alization for patients for whom both 
es are judged clinically feasible? 

fud enis could only be answered by 
those j- à group of patients that excluded 
Du or whom one or the other treatment 
m ix unsuitable. The screening proce- 
E escribed above were introduced on 

E especially for this study. It is 
a E to note that a large number of 

ediate] could be sent home almost im- 

Patient ©. (20 percent) because further in- 

"SERRE was clearly not indicated. This 

| Proporti in part for the relatively small 
for e of the admissions (22 percent) 

Patient yi day care as an alternative to in- 

reatment could be considered. The 
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fact that only ten percent of these patients 
were readmitted within three months of 
their discharge suggests that the decision to 
discharge them immediately was appropri- 
ate. 

The results showed that, on virtually every 
measure used to evaluate outcome, there 
was clear evidence of the superiority of day 
treatment. Not only did day patients return 
to full-time life in the community and re- 
sume their occupational roles sooner, but 
they were more apt to remain in the com- 
munity without subsequent readmission to 
the hospital. In addition, the measures of 
psychopathology showed that at four weeks 
the day patients had made more improve- 
ment in several dimensions of manifest psy- 
chopathology. It is not surprising that the 
long-term results were not as clear-cut as 
those in earlier evaluations; however, they 
suggested that the differential treatment 
received did have some long-term effects 
that were consistent with those noted earlier. 
More day patients were in the community 
on a full-time basis and the more striking 
differences in improvement in functioning 
were in favor of the day patients. 

We can only speculate as to why day care 
proved superior to inpatient care. Day care 
apparently avoids the regressive features 
associated with "total institutionalization.” 
In addition, day patients have a greater op- 
portunity to maintain healthy areas of func- 
tioning, including the preservation of social 
and instrumental roles. Another major fac- 
tor is that the powerful therapeutic effects 
of psychotropic drugs probably make it un- 
necessary to subject the patient to the stress 
of complete separation from familiar ties 
in order to effect a remission of the illness. 

In contrast to previous studies comparing 
the efficacy of day care with other modali- 
ties (3, 5, 6, 11-13), this study was unique 
in that both treatment groups were treated 
in the same physical location and by the 
same staff. There was no special day pro- 
gram; day patients participated in all ward 
activities along with the inpatients. There- 
fore the differences in outcome for the two 
groups cannot be attributed to differences 
in staff-patient ratios, administrative poli- 
cies regarding criteria for discharge, treat- 
ment approaches, or levels of clinical com- 
petence. Rather, the outcome differences 
must largely be due to the main variable 
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that differentiated the two treatments: the 
day patients were only on the ward from 
8:30 a.m. to 4:30 p.m. on weekdays and 
spent the rest of the time with their families 
in the community. One can only speculate 
whether a separate day program geared to 
the special needs of day patients (e.g., dis- 
cussion of current interaction with family 
members) might have enhanced the efficacy 
of the day care treatment. 

The superiority of day hospitalization 
cannot be attributed to staff enthusiasm 
for this modality of treatment. As a matter 
of fact, staff members initially voiced con- 
siderable apprehension about and antago- 
nism to the plan of placing acutely ill pa- 
tients on day care. During the course of the 
study, as the clinical staff gained experience 
in treating day patients, the antagonism and 
apprehension lessened but the staff con- 
tinued to prefer inpatient care. 

There were several limitations to this 
study. First of all, family members were not 
questioned regarding the effect on them of 
the early return of the day patients. Neither 
were the families of the inpatients ques- 
tioned regarding the effects of having the 
patient remain in the hospital. Many critics 
of community psychiatry have suggested 
that the new wave of enthusiasm for early 
return of patients to the community is mere- 
ly shifting the burden of the patient's diffi- 
culties from the hospital to the family. 
Moreover, they raise the question of whether 
the imposition of living with a seriously dis- 
turbed patient could be harmful to other 
family members, especially children. On the 
other hand, advocates of day or brief hospi- 
talization have noted the potentially de- 
structive effects of having a key member of 
the family, e.g., the mother, absent for long 
periods of time. The social Service depart- 
ment, which was in close contact with the 
families, was aware of undue stress on only 
a few of the families of the day patients. 

Another limitation of the Study was the 
absence of any data regarding drug therapy 
We do know that virtually all patients were 
treated with some form of tranquilizer and/ 
or antidepressant. Although levels of drug 
usage were not monitored, it is our impres- 
sion that both groups received comparable 

dosage levels. 

We had hoped to have large enough sam- 
ple sizes so that we could try to identify 
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subgroups of patients who responded dif- 
ferentially to the two treatments. For ex- 
ample, there may be a particular type of 
patient who needs the external controls 
that only inpatient care can provide. How- 
ever, the small sample sizes precluded this 
kind of data analysis. 

What are the implications of the findings 
of this study for the planning of services for 
the seriously disturbed psychiatric patient 
who would ordinarily be treated in an in- 
patient setting? Optimal treatment requires 
a well integrated inpatient, day, and outpa- 
tient program. Close monitoring of the 
status of an acutely disturbed patient should 
be routine and should allow for early trans- 
fer to day hospital status or discharge to 
full-time community life, with aftercare 
when appropriate. Too often, patients are 
left to languish in a hospital until a lengthy 
evaluation period is completed. After a pa- 
tient has been admitted to an inpatient ser- 
vice, if there are no contraindications to 
day hospitalization, day care is preferable 
to continued inpatient care. 

Experience in our own facility suggests 
that mere knowledge of the efficacy, or 
even superiority, of day care over inpatient 
care is not sufficient to motivate many 
therapists to use this treatment modality. 
Administrative pressure must be maintained 
to counteract the preference of most thera- 
pists for inpatient care. 
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. DISCUSSION 
| Jack F. Witper, M.D. (Bronx, N. Y.)—The 
Study design reported by Dr. Herz and his col- 
leagues is of special interest for at least three rea- 
Sons. First, the sample of patients was refined. 
A Subgroup that might be truly vulnerable to the 
experimental condition was identified by exclud- 
ng those patients who apparently required fur- 
ther inpatient hospitalization and those patients 
Who no longer needed any hospitalization. Sec- 
i experimental variable was refined. The 
fic lospital and inpatient groups were treated in 
js rame facility, with the same staff and day- 
‘a eam One group was expected to spend 
n s ts and weekends in the hospital, the other 
En Third, standardized instruments were 
E o evaluate psychopathology and role func- 
ning at several points of each patient's illness 

- and recovery, 

| ueri comment on the results reported in the 
| GM duration of hospitalization, resolution of 
| Mear ology, readmission patterns, family 
Lu D day hospitalization, and staff attitudes 
lis ds Ospitalization. I will contrast the find- 
E es a. relevant, with those reported in two 
Peroup as which the subjects were an unselected 
b. acute psychiatric admissions to the 
i X Municipal Hospital Center (BMHC) who 


Wer H 
a © assigned at random to the two treatment 
: nditions (1, 2). 


tie RS briefer hospital stay for day hospital pa- 
Was f mean of 48.5 days vs. a mean of 119 days, 
the gs. expected finding. In the BMHC study, 
s lon lan day hospital project hospitalization 

20 da en à median of 57 days vs. a median of 
admins; It is my impression that, given equal 

EGIT rative pressures, day hospital stays are 

Y longer than inpatient stays. The opti- 
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mal discharge point for day hospital patients is 
often vague since early in treatment patients 
“look well," travel by themselves, and assume in- 
creasing responsibilities at home. On the other 
hand, the intensive contact with family members 
leads to a major staff commitment to each pa- 
tient. I suspect that administrative considera- 
tions, rather than clinical considerations, deter- 
mined the contrasting discharge patterns in the 
two institutions. At the Washington Heights 
Community Service (WHCS) there was pressure 
to keep the inpatients in order to meet training 
obligations, whereas at BMHC, a busy municipal 
hospital, there was pressure to discharge inpa- 
tients as rapidly as possible. 

The PEF and PSS findings suggest some short- 
term superiority for the day hospital group. The 
inconsistencies in outcome measures imply that 
the clinical differences, if any, are subtle and 
larger samples or more sensitive instruments are 
required to identify them. The staff in the BMHC 
studies, like their counterparts at WHCS, also 
had the subjective impression that, as a group, 
the day patients were "better put together." 
There appears to be some validity to the position 
that for some patients 24-hour hospitalization 
has some unintended antitherapeutic effects. 
There is less evidence for the long-term superior- 
ity for day treatment; the critical variable in two- 
year follow-up studies is probably the intervening 
aftercare. 

The higher inpatient readmission rate was a 
striking finding. This trend was noted in the 
BMHC study, but it was not statistically signifi- 
cant, I suspect, because the study was conducted 
with an unselected group of patients in contrast 
to the more selective sampling of the WHCS 
study; when readmission did occur in the BMHC 
study, however, the interval between discharge 
and first readmission was significantly longer for 
the day hospital patients. Day patients in the 
WHCS study were discharged sooner and stayed 
out longer; day patients in the BMHC study were 
discharged later and stayed out longer. The pro- 
ject hospitalization for day patients in both in- 
stitutions was about the same duration. The com- 
bined findings of the two studies suggest that 
the differential therapeutic effects of the two 
treatment conditions are more critically related 
to rehospitalization than the relative durations 
of inpatient and day hospitalization. 

The subjective impression of the WHCS social 
service department that families were generally 
receptive to day treatment for their relatives is 
in keeping with the findings in the BMHC study 
and the experience of most day hospital staffs. 
This should not be too surprising since most pa- 
tients were ill at home for some time prior to ob- 
taining help and since day hospital staffs general- 
ly take a greater interest in patients' families 
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than do inpatient staffs. 

The preference of the residents for inpatient 
treatment rather than day care is a common bias. 
There is a general underutilization of day treat- 
ment programs for acute psychiatric patients— 
it is more demanding work for the staff, especial- 
ly for the therapist. 

We are indebted to Dr. Herz and his colleagues 
for demonstrating the value of a day treatment 
program in a continuum of comprehensive ser- 
vices. Services should be offered in the best inter- 
ests of the patients, not the staff. A patient should 
be able to enter the treatment continuum at any 
point, move to any point, and exit at any point. 
The aim of any mental health intervention is to 
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preserve and enhance the patient’s personal au- 
tonomy. All other things being equal, it is better 
for a patient to receive care in a hospital where 
he spends the night at home than in a hospital 
where he spends the night in the hospital. 
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Cost Efficiency of Treatments for 
the Schizophrenic Patient 


BY PHILIP R.A, MAY, M.D. 


The findings of a controlled experimental 
study in which five treatment methods were 
compared by both clinical and cost criteria 
indicate that, for most schizophrenic pa- 
tients, milieu care alone is both expensive and 
relatively ineffective. In terms of cost per pa- 
tient released and cost per case treated, it 
is far less expensive to provide the most ef- 
fective available treatment than to merely 
provide a good level of milieu care without 
special additional treatment. 


Te COST OF hospital care is customarily 

L expressed per diem, i.e., as the average 
daily budget of the hospital divided by the 
average daily census. On this basis the cost 
of psychiatric care varies greatly, ranging 
(in the United States at the present time) 
from a low of perhaps five dollars a day (or 
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even less) to a high of ten to 20 times that 
figure. These crude per diem figures may be 
useful for limited budgetary comparisons, 
but they are not a measure of therapeutic 
efficiency. 

Consider two hospitals with the same per 
diem cost. In hospital A the average patient 
"recovers" after 30 days; in hospital B the 
same degree of recovery takes 300 days. It 
is obvious that the zotal cost per case for 
hospital B will be ten times more than for 
hospital A. In other words, per diem cost 
comparisons may fall into the same error 
as the person buying on credit who inquires 
only about the size of the monthly payment, 
without bothering to ask how long he will 
have to keep on paying. 

Unfortunately, as White (1) observes, the 
health services have in general been slow to 
adopt the ideas and methods of cost-benefit 
analysis, and the study of cost efficiency has 
advanced but little from per diem estimates. 
In a recent review of the literature on cost 
efficiency of mental health care delivery 
systems (2) it was pointed out that systematic 
research on fiscal outcome is surprisingly 
meager in amount and relatively unsophis- 
ticated in methodology. Statistics abound: 
but not statistical thinking. With two excep- 
tions (3, 4) the reports are, in effect, retro: 
Spective surveys based on per diem costs im 
on official hospital statistics whose reliability 
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and validity are open to serious question. 
Controlled experiments are nonexistent and 
significance tests, even ranges and standard 
deviations, are rarely given. No distinction 
is made among different treatment meth- 
ods, and only rarely is a distinction made 
among different types of patient; all are 
submerged in a common average. It is of 
particular relevance to the treatment of 
psychosis that no attempt is made to dis- 
tinguish those who receive antipsychotic 
drugs from those who do not. 

Whatever the difficulties, the relative cost 
of different treatment methods would seem 
to be a critical matter that deserves serious 
scientific investigation. 


An Experimental Study 


In a controlled experimental study, 228 
first-admission schizophrenic patients who 
had an "average" prognosis and had not had 
Significant prior hospital treatment were 
tandomly assigned to five commonly used 
treatment methods: 1) individual psycho- 
therapy alone, 2) ataractic drug alone (tri- 
luoperazine [Stelazine]), 3) individual psy- 
chotherapy plus ataractic drug, 4) electro- 
shock, and 5) milieu, a control group that 
received none of the other treatments. Treat- 
M was given under good realistic con- 
bo^ with supervision by an experienced 
: member, either until the patient was 
üccessfu]ly released or until treatment had 
E given for six to 12 months and both 
me therapist and the supervisor agreed that 
"twas a failure, 

E 1o on to evaluating the patient's 
collect ae Defor and after treatment, we 
B. i detailed information on ward staff- 
ET on the various types of treatment 

: it was thus possible to compute for 


ta i 
ch patient the ‘oral cost of all treatment 


ery : COSI z : 
ices provided during his entire stay in 


ion The following items were con- 
ataracti as separate components of cost: 1) 
j ine drugs by mouth, 2) ataractic drugs 
Eo ch 3) oral sedatives and hypnotics, 
Care, 6) nes by injection, 5) general nursing 
ticular Specific nursing care related to par- 
jio eat ments (e.g., medication, ECT, 
8) hydrothe 7) electroconvulsive therapy, 
by, 10) i crapy, 9) individual psychothera- 
Cian Individual contacts with the physi- 
other than formal psychotherapy, 11) 
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meals, and 12) seclusion.! 

Figures for the individual items were com- 
puted separately and then summed in differ- 
ent ways to provide a number of indices of 
the cost of hospital care for each individual 
patient from admission to release or termi- 
nation of treatment. A percentage was 
added as "overhead" to make allowance for 
furnishings, equipment, maintenance and 
business services, special medical services, 
and allied medical services. 

Our limited financial resources could not 
provide professional cost analysis according 
to the standardized procedures developed 
by the American Hospital Association (5, 
6) and the California Hospital Association 
(7). Nor were the hospital accounts kept in 
this manner. Accordingly, I trust that the 
reader will accept the methods and proce- 
dures for what they are—the humble best 
that a clinician could do under the circum- 
stances. 

No allowance was made for other expen- 
ditures that might perhaps be properly 
included in attempting to gauge the full fi- 
nancial toll on the community, such as allot- 
ments to families by welfare agencies, Vet- 
erans Administration expenditures for pen- 
sions and disability compensation, and such 
indirect charges on the economy as the value 
of productive services that are not performed 
or taxes and income lost. 

The figures were derived for Camarillo 
State Hospital, Camarillo, California, at 
the time of the study and should be taken 
as an indication of relative rather than ab- 
solute costs, since the cost of the compo- 
nents may vary considerably from one 
hospital system to another. Moreover, the 
figures were computed in terms of price and 
salary levels for 1963-1964, so that suit- 
able adjustments must be made for subse- 
quent rising costs.? 


Findings 
Cost of Treatment per Patient Successfully 
Released s 


First, we will consider cost from admis- 


! [tis sometimes asserted that seclusion is never used 
at certain hospitals. For the purposes of cost compari- 
son it may be assumed that a (perhaps) more polite, but 
at least equally costly, procedure has been substituted. 

?Further details of the research design, patient 
sample methodology, and procedures are reported else- 
where (8). 
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TABLE 1 
Cost from Admission to Release for Five Methods of Treatment * 
PSYCHOTHERAPY 
ECT PLUS DRUG MILIEU PSYCHOTHERAPY 

ITEM Miror iN 237) (N - 42) (N 25) (N - 30) 
Mean cost 

Covaried $2,700 $2,820 $3,260 $3,380 $4,480 

Unadjusted 2,680 2,810 3,290 3,390 4,470 
Standard deviation 1,740 1,170 1.820 2.520 2,250 
Maximum. 7,190 5,130 7,980 10,980 9,770 
Minimum 510 840 690 970 1,240 


* Given in figures rounded to the nearest $10 for the cost of treating all patients up to a maximum of one year with a single treatment 
method, Figures are given both unadjusted and adjusted by covariance for sex and initial level of health or sickness 


sion to release. This index may be inter- 
preted as a response to the question: Assum- 
ing that it is possible for each treatment to 
select out ahead of time, and with 100 per- 
cent efficiency for each treatment, only those 
patients who were going to respond success- 
fully within one year, how much would their 
treatment cost? Treatment failures are not 
considered. 

Table 1 shows the group means for the five 
treatments in rank order. When adjusted by 
covariance for sex and initial level of health 
or sickness,? drug alone and ECT cost 
the least per patient released ($2,700 and 
$2,820 respectively). Next were psychother- 
apy plus drug ($3,260) and milieu ($3,380). 
Psychotherapy alone ($4,480) was the most 
expensive per patient released; it was signifi- 
cantly different (D < .05) from psycho- 
therapy plus drug and milieu and highly 
significantly different (D < .01) from drug 
alone and ECT. 

Setting aside the ECT group from consid- 
eration, a three-way analysis of variance of 
adjusted scores shows that ataractic drug 
highly significantly (p — .008) reduced the 
Cost per patient released, while psycho- 
therapy significantly increased it (p = .014), 
There was no evidence of significant inter- 
action between these two forms of treat- 
ment. 

It should be noted that drug not only 
reduces the cost per patient released, but 

also increases the release rate. Drug alone 
and psychotherapy plus drug had the high- 
est release rates (95.1 percent and 96.3 per- 
cent compared with ECT— 78.9 percent, 


? AII cost figures given in this 
covariance analysis for sex and in 
the Menninger-Health-Sickness S 
cifically stated otherwise. 

+D indicates a “protection level" derived from a 
Duncan new multiple range test (10, 11). 
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paper are adjusted by 
itial level of illness on 
cale (9) unless it is spe- 


psychotherapy alone—64.4 percent, and 
milieu—58.8 percent). 

Cost per Case Treated for All Patients, 
Failures Included 

In contrast to the preceding section, the 
index cost for limited responders? assumes 
that there is no effective way to predict which 
patients will respond to a particular type 
of treatment. All patients are included, 
whether success or failure, responding to the 
question: How much does it cost to treat 
comparable average groups of schizophrenic 
patients with each of the five treatments un- 
til they are well enough to be released or 
else have been given treatment for a year? 
Administrators should interpret this index 
as assuming that patients who are not suc- 
cessfully released are dropped from the 
budget at the end of about one year of treat- 
ment—either by discharge from the treat- 
ment unit or by transfer to another treatment 
(or custodial) unit. 

Table 2 shows the means of the five treat- 
ment groups in rank order. Drug alone (with 
a mean of $3,030) and psychotherapy plus 
drug ($3,560) are the least expensive forms 
of treatment by this index, not confidently 
distinguishable from each other (D < .05) 
but highly significantly less expensive (D 
< .01) than milieu ($6,170) and psycho- 
therapy alone ($7,150). ECT ($4,430) is in 
the middle. 

If we omit the ECT group, a three-way 
analysis of variance of adjusted scores in- 
dicates that drug had an extremely signifi- 
cant effect (p < .000) in reducing the cost 
for limited responders, while psychotherapy 
had a cost-increasing effect that approache 


LTD ODE T è 

* For this assessment the limited responders (Le« the 
failures) were assigned a stay of 432 days— one fully 
longer than the longest stay for any patient success 
released. 
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TABLE 2 
Cost for Limited Responders for Five Methods of Treatment* 
nup M PSYCHOTHERAPY 
LUS DRUG 
ITEM IN - 48) (N=44) wee 2n iN 243) Pee Nae) ce 
Mean cost 
Covaried $3,030 $3,560 $4.430 $6,170 $7,150 
Unadjusted 2,960 3,640 4.440 6,230 7.080 
Standard deviation 2,190 2.470 3,380 3.990 41 40 
Maximum 9,720 11.540 11,910 13.420 14.760 
Minimum 510 690 840 970 1,240 


* Given in figures rounded to the nearest $10 for the cost of treating all patients uj 
i ip to a maximum of one year with a single treatment method. 
Figures are given both unadjusted and adjusted by covariance for sex and initial level of health or sickness. F 


Significance (p = .232). There was no signifi- 
, cant interaction between the effects of drug 
and those of psychotherapy. 

It should be noted that drugs lowered the 
cost per case treated without any reduction 
in quality of clinical results. In fact, accord- 
ing to psychoanalysts’ clinical ratings on 
the Menninger Health-Sickness Rating 
Scale (9), the post-treatment means for the 
drug alone (32.9) and psychotherapy plus 
drug (33.8) groups were higher (i.e., better) 
than those for the milieu (26.7), psychother- 
apy alone (27.8), or ECT (30.0) groups. 


Discussion 


The findings demonstrate beyond reason- 
able doubt that for most first-admission 
schizophrenic patients, milieu therapy alone 
8 an expensive form of treatment. Since 
these clinical data indicate that it is also rel- 
atively ineffective, it is evident that it is 
Bou fiscally unsound to rely on milieu 

| EIS alone without adequate provision for 
Eo methods of treatment and for drug 
€rapy in particular. 
a his point needs to be driven home by a 
 °ncrete illustration. For the fiscal year 
| - there were 3,253 schizophrenic pa- 
| Ea etween the ages of 16 and 44 ad- 
: Bicis for the first time to psychiatric hos- 
Bor Operated by the California Department 
" ES Hygiene. Assuming that it is 
Rm le to apply our covariance-adjusted 
bu directly to this group, the cost of 
Es. m these patients up to release (or until 
m Of the first year, whichever is earlier) 
Bera: good level of milieu care alone (at an 
0 ae Per patient cost of $6,170) would be 
:071,010. 
Eo tast, the cost of treating these same 
E. Qe the addition of ataractic drug 
ele f; e cheapest and most effective sin- 
? 9rm of additional treatment, is only 
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$9,856,590. In other words, it would cost 
$10,214,420 less—and produce better results 
—to treat these first-admission patients ade- 
quately with ataractic drug plus a good level 
of milieu care than it would cost to treat 
them with milieu care alone. 

Even if we go to the limit of our available 
treatment resources to obtain the possible 
additional clinical benefit from adding in- 
dividual psychotherapy as well as ataractic 
drug, the cost is still only $11,580,680— 
$8,490,330 less, with better results, than with 


milieu care alone. 

In other words, in the end it costs far less 
to provide the clinically most effective treat- 
ment for first-admission schizophrenics than 
to merely provide a good level of milieu 
care without special additional treatment. 
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CRISIS HOSPITALIZATION 


Crisis Hospitalization Within a 
Psychiatric Emergency Service 


BY MARK W. RHINE, M.D., AND PETER MAYERSON, M.D. 


The authors describe the expansion of an 
emergency psychiatric service to include the 
use of short-term hospitalization as an in- 
tegral part of crisis therapy. Experience dur- 
ing the first year of operation, when 200 
patients were treated, is summarized. The 
authors believe that a small hospital unit, in- 
tegrated within an emergency Psychiatric 
service, can greatly enhance the Scope and 
efficacy of crisis intervention, 


E MERGENCY PSYCHIATRY has only re- 
cently become an area of major con- 
cern. Acute psychiatric problems in the 
emergency room, traditionally handled by a 
stand-by resident who regarded his assign- 
ment as tedious and unrewarding, are now 
likely to be managed by a team of psychiat- 
ric professionals, including experienced 
staff members as well as trainees (1). Em- 
phasis has shifted from mere disposition to 
case finding, brief treatment, and teaching. 
Crisis | intervention theory provides a 
framework within which such emergency 
Services can function, 

Although emergency room observation 
beds have been used as an adjunct to evalu- 


Read at the Ninth Western Divisional 
American Psychiatric Association, 
August 25-27, 1969, 
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are with the University of Colorado School of Medi 
4200 E. Ninth Ave., Denver, Colo. 80220, where Dr. 
Rhine is Assistant Professor of Psychiatry and is also 
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Meeting of the 
Seattle, Wash., 


————RÉER E 


the Connecticut Mental Health Center has 
recently established a crisis-oriented ward. 
To our knowledge, no emergency psychiat- 
ric service has extended its operations to in- 
clude crisis-oriented inpatient care. We are 
reporting our experience with a psychiatric 
ward that functions as an integral part of a 
general hospital emergency psychiatric ser- 
vice and is designed specifically for coordi- 
nated in- and outpatient crisis therapy. 


Setting 


Since 1966 the department of psychiatry 
at the University of Colorado Medical Cen- 
ter has operated an emergency psychiatric 
Service (EPS) in the emergency room O 
Colorado General Hospital. The EPS pro- | 
vides 24-hour walk-in service, offers consul- | 
tation to the general emergency room, and 
Screens and evaluates all admissions to 
the Colorado Psychiatric Hospital (CPH). 
Besides evaluation and disposition, a major 
focus in the EPS has been the teaching 0 
crisis therapy to third-year residents. Resi- 
dents are usually the primary therapists: 
they are assisted by social workers anc 
nurses, They use a variety of techniques 
ranging from the traditional one-to-one 
model to conjoint and family therapy, See 
ing patients both in the EPS follow-up clinic 
and in their homes, 

Over the years we have been impressed by 
the fact that many patients who might bene- 
fit by crisis therapy were being admitted i 
the psychiatric hospital because of the lac 
of facilities for acute inpatient treatment o 
the EPS. These patients often presented wit 
identical psychiatric diagnoses and similar 
degrees of emotional upset as persons being 
seen in outpatient crisis therapy. The crite- 
rion for hospitalization usually seemed to be 
the absence of, or lack of cooperation by. 
the patient's family or significant others. 
There were many other cases in which sepa- i 
ration from the family for a few days seeme 
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necessary. Follow-up, however, indicated 
that these patients were often hospitalized 
for weeks instead of days, with the psychi- 
atric hospital unable to modify its tradi- 
tional structure to meet the needs of a 
potential short-term treatment candidate. 
Consequently, in July 1968 a “crisis ward” 
was established as part of the EPS; since 
funds were not available at the time to lo- 
cate the unit in the general hospital, an 11- 
bed ward in CPH was converted for this 
purpose. 


Organization and Philosophy 


The EPS consists of three staff psychia- 
trists—a general director and two associates, 
one of- whom supervises the emergency 
room operations and the other the ward. 
Three nursing supervisors are organized 
similarly, In addition, eight nurses, three 
technicians, an occupational therapist, three 
Social workers, and a part-time psychologist 
make up the permanent team, which is 
Supplemented by four third-year psychiatric 
residents on a four-month EPS rotation. 

Our approach has been to consider hospi- 
talization as the beginning of crisis therapy 
or patients who the evaluating team feels 
panot be treated initially on an outpatient 
pus Admission is usually planned for three 
9 seven days, though there is no strict time 
imit. The same team that does the initial 
‘valuation follows the patient through hos- 
ja zation and subsequent outpatient 
m moe In addition to EPS patients, 
p. 2 is available for patients in a crisis 
i bike o are already in outpatient therapy 
bei er divisions of the psychiatry depart- 
s DA with the original therapist continuing 
io re for the patient during hospitaliza- 

n and utilizing the EPS team as indicated. 
ee Philosophy is adapted from our 
Ati to the crisis treatment of out- 

‘i 's (5-7, 9). The basic principles are: 
muted goals, with emphasis on “here 
pee ; 2) immediate formulation and 
the RE 3) focus on termination 3 from 
other ginning; 4) involvement of significant 

5; 5) flexibility; and 6) team approach. 
aE is on the immediate stress: long- 

NES problems are explicitly avoided. 
E ae and clarification of goals is begun 
| With th ore admission and is reviewed daily 

e patient and staff. Hospitalization 
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TABLE 1 
Demographic Data, 200 Patients 
PERCENT OF 

TEM, ADMISSIONS 
Sex 

Male 31 

Female 69 
Age 

12-17 17 

18-30 40 

31-40 21 

41-50 16 

51+ 6 
Marital status 

Single 41 

Married 33 

Separated 12 

Divorced 13 

Widowed 1 
Social class (12) 

I 3 

li 14 

ML 23 

IV 35 

v 25 
Source of admission 

EPS 53 

Other 47 


is presented not as a “cure” but as a first 
step in treatment: we follow Morley’s rec- 
ommendation for outpatient crisis therapy 
to “on entry, plan discharge” (8). Significant 
resources are identified and involved im- 
mediately, a family meeting is held, at home 
if possible, on the first day, and as soon as 
possible the patient is spending at least part 
of his day outside the hospital. To allow 
maximum flexibility in designing a program 
fitted to the needs of the individual patient, 
the ward has only one scheduled activity, the 
“planning meeting" of patients and staff 
that begins the day. Crisis therapy is de- 
manding work, involving many resources 
and requiring decisions on minimal infor- 
mation without the leisurely approach of a 
traditional hospitalization. It is more than 
an individual therapist can handle. Working 
as a team allows sharing not only the 
workload but even more importantly the 
anxieties that such work entails. 


Results 


Two hundred patients were admitted to 
the crisis ward during its first 11 months of 
operation—106 from the emergency room 
and 94 from other sources (clinic, private 
therapists). Demographic data on these pa- 
tients are included in table 1. Twenty percent 
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TABLE 2 
Duration of Crisis Hospitalization by Diagnosis 


DIAGNOSIS 1-7 DAYS 8-14 DAYS 15-21 DAYS OVER21DAYS TRANSFERRED 
Schizophrenia 23 10 4 o i 
Psychotic depressive reaction 1 1 0 0 

Neurosis 15 16 4 1 5 
Alcoholism 8 1 0 o 1 
Other character disorders 14 10 2 o 1 
Chronic brain syndrome 0 2 0 o 1 
Transient situational disturbance 25 2 0 o [t] 
Adolescent (all diagnoses) 13 3 5 1 10 
Total 99 45 15 2 39 


of admissions were transferred for longer 
hospitalization. Of the 80 percent whose in- 
patient care was limited to the crisis ward, 
the mean length of hospitalization was 7.5 
days (median seven), of which roughly half 
was partial (day or night) hospitalization, 
compared to a CPH mean stay of 32 days. 

As table 2 shows, psychotic depression 
was the only diagnostic category that con- 
sistently did poorly in crisis hospitalization. 
In each case the diagnosis had been missed 
at the time of admission. The two patients 
whose treatment was successful lived near 
the hospital and continued outpatient care 
after a brief initial course of ECT. Although 
schizophrenics were more apt to require 
transfer than other patients, nevertheless al- 
most half were discharged within a week. 
Adolescents frequently presented disposition 
problems, and we no longer accept an ado- 
lescent for crisis hospitalization without a 
firm understanding that the family or care- 
taker will be actively involved in treatment 
and will accept the patient back at discharge. 

We had expected that patients with previ- 
ous traditional psychiatric hospitalizations 
would do poorly on a crisis-oriented ward, so 
we were surprised to discover that previous 
hospitalization need not adversely affect the 
outcome of crisis hospitalization (see table 
3). We attribute this result to the re-educa- 


tion of the patient and his family (and, if 
necessary, his therapist), to the specific goals 
of this crisis admission before the admission 
occurred, and to the continued involvement 
of the family and other significant persons 
throughout the treatment. 

When the patient is discharged from the 
ward, the treatment program is adapted to 
his needs and wishes; of our patient group, 
16 percent required further hospitalization, 
while 84 percent went directly to outpatient 
status. Eleven percent had no treatment after 
leaving the ward, 35 percent had outpatient 
crisis therapy only, and 38 percent had out- 
patient crisis therapy plus referral for longer- 
term treatment. 

One hundred patients have been followed 
for at least a year since discharge. Seventy 
percent of EPS patients needed neither 
transfer nor rehospitalization in the 12 
months following their crisis admission. Pa- 
tients coming from sources other than the 
EPS did less well: more than half required 
transfer or rehospitalization within a year 
(table 4). This difference in outcome prob- 
ably reflects a better selection of patients on 
the part of the crisis-oriented EPS residents 
and an ability to use the ward more appro- 
priately, whereas clinic therapists faced with 
a patient emergently in need of hospitaliza- 
tion may have been tempted to rationalize à 


eh TABLE 3 
ect of Length of Previous Hospitalization on Outcome of Crisis Hospitalization 


LENGTH OF LONGEST PREVIOUS HOSPITALIZATION 


SATISFACTORY * 


OUTCOME OF TREATMENT 
UNSATISFACTORY" * 


PERCENT 
SATISFACTORY 


None 83 im 81 
Less than one month 28 E 85 
One to three months 33 d 75 
Over three months 10 A " 
Not known 7 o a 
Total cases 161 39 80 
* Treated on crisis ward without transfer. 


** Required transfer to longer-term inpatient treatment. 
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TABLE 4 
One-Year Follow-Up of 100 Patients 


TRANSFERRED FOR 
LONGER-TERM 


SOURCE OF ADMISSION TREATMENT 


PERCENT 
DISCHARGED BUT 
REHOSPITALIZED WITHIN 


ADMISSIONS NOT TRANSFERRED 
OR REHOSPITALIZED WITHIN 


EPS 16 
Other 24 
| Total 20 


0-6 MONTHS — 6-12MONTHS 0-6MONTHS 6-12 MONTHS 
11 3 73 70 
22 8 54 46 
16 5 64 59 


crisis, especially when other hospital beds 
were not available. 

The average daily census was 4.2 patients, 
leaving the 11-bed unit underutilized. A six- 
bed general hospital unit, combining the 
functions of the crisis ward and the emer- 
gency room observation beds, is planned 
when funds are available. 


Discussion 


Mental hospitals have been subjected to 
much criticism in recent years. Langsley (10) 
has recently reviewed the case against psy- 
chiatric hospitalization and has presented a 
fascinating study of nonhospitalization. His 
Work, done at the Colorado Psychiatric Hos- 
pital, has had a marked influence on our 
| OWN crisis orientation. Yet we feel that there 
| 8 still a need for psychiatric hospitals and 
that through the use of crisis techniques, 
many of the problems of long-term hospital- 
“ation, including institutionalization, regres- 
Sion, and social isolation, can be avoided. 
he first of the following case reports shows 
a an active focus on the acute problem 
ie Nr à patient with a chronic char- 
ik i Isorder and alcoholism who would be 

ely to seek help only at a time of crisis and 


then might li i i i- 
Reni weed inger indefinitely on a tradi 


TR A 34-year-old divorced foreman was 
tare xm from the EPS complaining “I just don't 
MOI: Five weeks earlier his wife had 
marria him following ten years of a stormy 
| tito s, marked by heavy drinking on the part 
E e mers: extramarital affairs, and several 
Bs SA One week after the divorce the pa- 
Cause pns à private psychiatric hospital be- 
tr wh Tinking and was discharged three weeks 
drinkin en his funds ran out. He soon returned to 
i E wrecked his car, and came to the EPS. 
Weekend » admitted on a Friday evening. The 
phone id was the primary therapist, with 
iden nsultation from the admitting EPS res- 
ings oven ament centered on the patient's feel- 
| €r the divorce, particularly the anger that 
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he had not previously acknowledged, and subse- 
quently dealt with his immediate plans to take 
care of his car and a police charge. He was dis- 
charged after four days, declined further treat- 
ment, and was sober and working a year later. 

By using a nurse as primary therapist, with 
active direction and support from the psy- 
chiatrist, the ward is able to carry on active 
treatment seven days a week, which avoids 
the usual “weekend doldrums.” In this case, 
it prevented the patient from "settling in" 
and postponing an inevitable confrontation 
with his problems. 

Our unit has challenged several concepts 
often inherent in traditional longer-term 
hospitalization. Such hospitalization often 
inappropriately provides a very secure, struc- 
tured setting for both patient and therapist, 
and the isolation from family and commu- 
nity may become a liability rather than an 
asset. Our insistence on active involvement 
of the patient, therapist, and family is a cor- 
nerstone of crisis therapy; we believe it 
should be applied more strenuously to other 
psychiatric hospital wards. 

Case 2. A 19-year-old girl was referred to the 
EPS by the college health service because of her 
suicidal thoughts and inability to function at 
school since an abortion in Mexico three weeks 
earlier. She was admitted to the crisis ward with 
two goals: 1) to establish a sufficiently secure rela- 
tionship with a therapist so that she could con- 
tinue therapy safely as an outpatient and 2) to 
explore her difficulty in telling anyone about the 
pregnancy. 

She was startled to discover that the staff and 
patients did not consider her “bad,” and she was 
able to share feelings that she had been keeping 
to herself. Role-playing helped her overcome her 
anxiety about telling her parents. After ten days 
on the ward, she returned to college and continued 
in crisis therapy for another month; she was even- 
tually able to inform her boyfriend of the events. 
Termination of therapy was meaningful to the 
patient as she had to deal with feelings similar to 
those related to the loss of her baby and of her 
father at the time of his divorce. She later applied 
to the health service for further therapy related 
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to long-standing problems in her relationships 
with men. 

The goal of hospitalization in this case 
was to form an effective therapeutic alliance 
and thereby alleviate the therapist's and pa- 
tiens concern over suicide. As soon as 
this was accomplished, the patient was dis- 
charged, although she was still depressed, to 
return to college and to continue treatment 
as an outpatient. The ward has provided an 
ideal treatment approach for patients with 
suicidal or homicidal impulses of recent on- 
set. Thirty-three percent of our sample had 
suicidal ideas, another twenty-two percent 
had made suicide attempts, and an additional 
five percent had homicidal impulses. 

One of our achievements has been to 
change the goals of hospitalization for both 
patients and therapists. The traditional ori- 
entation of admitting a patient with little 
thought as to goals and keeping him until he 
is "cured" (and then providing little or no 
follow-up) is directly confronted. One of 
our major teaching obstacles and accom- 
plishments has been to show how crisis hos- 
pitalization can be used either as a beginning 
or as a smooth continuation of outpatient 
therapy, rather than as an isolated treatment 
process, We hope this tends to dispel the 
dichotomy that the resident in a fragmented 
program feels between inpatient and out- 
patient psychiatry. The second case illus- 
trates this point nicely and also shows how 
successful crisis therapy may motivate a pa- 
tient to later seek therapy for more chronic, 

underlying conflicts, 

We have learned that contrary to our 
expectations, diagnosis and previous hos- 
pitalizations are not the most pertinent con- 
siderations when a decision in favor of crisis 
hospitalization is made. More important, as 
evidenced by case 3, is the existence of an 
acute crisis state with an identifiable precip- 
itating stress, plus the availability and coop- 
eration of “significant others.” 


Case 3. The EPS resident decided to board a 
62-year-old man overnight until arrangements 
could be made for his return to the state hospital 
where he had spent 20 years wi 


e [ ith the diagnoses of 
Schizophrenia and epilepsy. For the d two 


years he had been living in a nursing home, Three 
days prior to admission he had begun to show in- 
creasingly bizarre behavior, culminating in an 
attempt to burn down the home. 


The following morning the ward staff began to 
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wonder “why now?” It took some time to un- 
ravel the story as the patient preferred to discuss 
his religious preoccupations, but we learned even- 
tually that he had set the fire because he was 
angry at a nurse. We learned further that the 
supervisor of the home, whom he regarded as his 
protector from this persecuting nurse, had gone 
on vacation three days previously. Following dis- _ 
cussion, we made arrangements for the patient to 
return when the supervisor did, and follow-up 
consultation was made available. The patient 
was delighted by this turn of events. 


This case typifies the patient with chronic 
psychopathology in whom the evaluator | 
neglects to look for the causes of an acute 
crisis state. By the fortuitous admission of 
this patient to the crisis ward, a lengthy hos- 
pitalization was averted and a valuable con- 
sultation service performed. 


Weisman and associates (11) have recently 
reported their experience with 72-hour crisis- 
oriented hospitalization in New Haven. We 
were unfamiliar with their work until their 
recent publication and are impressed with 
the similarity of philosophies, techniques, 
and results, which have been developed in- 
dependently. We concur with their conclu- 
sion that brief intensive hospitalization 
provides an effective alternative to longer- 
term hospitalization for a wide variety of 
psychiatric disorders. 

Our crisis ward differs in that it is an inte- 
gral part of an emergency psychiatric service. 
Emergency psychiatric services have unduly 
restricted themselves in the past by limiting 
crisis-oriented treatment to outpatients. 
unit such as ours permits an emergency psy- 
chiatric service to greatly enhance the scope 
and efficacy of its crisis intervention services. 
In addition, it has proved an attractive at 
rangement for other therapists with patients 
who encounter crisis states. The ward orien- 
tation to brief hospitalization and to work- 
ing with off-ward therapists accounts for its 
popularity with therapists who primarily 
treat outpatients. É 

The staff is now comfortable with the cri- 
sis model. We had feared that our high 
expectations and our active confronting 
techniques might be detrimental to patient 
but experience does not bear this out. y: 
used with good judgment and with cosets 
for the patient’s reality, this approach seo 
to increase the patient’s hope and ME 
esteem; he is not labelled as "crazy 
ril 1971 
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"hopeless" or "an invalid," but learns that 
his symptoms are related to specific imme- 
diate issues for which there are solutions. 
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Avoiding Mental Hospital Admission: 
A Follow-Up Study 


BY DONALD G. LANGSLEY, M.D., PAVEL MACHOTKA, PH.D., 
AND KALMAN FLOMENHAFT, M.S.W. 


| Three hundred patients requiring immediate 
hospitalization were randomly assigned to 
| Qupatient family crisis therapy (FCT) or 
Were admitted to a university psychiatric 
Tspital. Post-treatment follow-up showed 
that patients treated without admission were 
| ess likely to be hospitalized after treatment 
"d that their hospitalization was signifi- 
tantly shorter. At both six and 18 months, 
T patients were doing as well as the 
B ou patients on two measures of 
3 a adaptation and were managing crises 
Ore efficiently. 


RISIS TREATMENT, family therapy, and 
En. avoiding hospitalization were the basic 
f ciples of a Denver group that developed 
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an outpatient family crisis therapy (FCT) 
approach for patients judged in need of 
immediate hospitałization. From its begin- 
ning, the project design called for careful 
sampling, random assignment to treatment, 
and systematic follow-up. Patients selected 
were assigned to family crisis therapy or 
hospital treatment (HOSP) in a university 
psychiatric center. To be eligible, patients 
had to live in a family within an hour’s travel 
of Colorado Psychiatric Hospital (Denver). 
Baseline data were collected at the beginning 
of treatment and follow-up data at six and 
18 months after discharge from treatment. 

Details of the clinical work carried out 
from 1964 to 1969 were reported in a mono- 
graph (1), and preliminary findings have al- 
ready been published (2, 3). The present 
report supplements the six-month follow-up 
results (2) by presenting the results obtained 
at the 18-month follow-up. 

The earlier reports showed that FCT 
patients were less likely to be hospitalized 
within six months following treatment than 
HOSP patients were to be rehospitalized. 
On two measures of adaptation an equal 
improvement was observed in both groups 
over that period of time. The FCT patients 
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returned to their jobs or other primary area 
of functioning three weeks before the HOSP 
patients. Finally, the cost of FCT was esti- 
mated to be less than one-sixth that of 
hospital treatment. 

The six-month data included complete 
information on 94 percent of the 150 FCT 
patients and on 90 percent of the 150 HOSP 
patients. Data on the utilization of mental 
hospitals were available on all 300 patients. 
This information was collected by telephone 
if the patient had moved from the Denver 
metropolitan area. 

The 18-month data represent a somewhat 
greater loss. Because the project terminated 
before the 18-month follow-ups were due on 
the final 22 HOSP patients, 12-month data 
were collected on them instead. In addition, 
some patients were lost through death (one 
FCT and four HOSP) and several through 
moving out of state or through refusing to 
cooperate. At final count it was possible to 
obtain at least partial 18-month data on 
126 of the FCT patients (81 percent) and 
12- or 18-month data on 121 of the HOSP 
patients (80 percent). These relatively high 
percentages make it possible to report with 
some confidence on the stability of the effects 
of these two modes of treatment. 


Procedures 


TA follow-up consisted of a family inter- 
view in the home by a psychiatric social 
worker Not otherwise associated with the 
Project. In addition to a clinical interview 
and obtaining detailed data about the utiliza- 
tion of mental health services, the rater 
administered a schedule of crisis manage- 
ment and two scales of adaptation. Mental 
hospital utilization data were collected with 
great care and verified by the hospital. At 
six months it was found that twice as many 
HOSP patients had been rehospitalized (39) 
as FCT patients who were hospitalized for 
the first time (19). The HOSP patients, when 
rehospitalized, were inpatients for twice the 
average length of stay of the FCT group. 

The Social Adjustment Inventory (SAI) 
measures functioning through four subscales 
and a total score. The subscales form indices 
of Social and Family relations, Social Pro- 
ductivity, Self-Management, and Antisocial 
Behavior. Lower scores indicate more adap- 
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TABLE 1 


Mental Hospital Utilization After Family Crisis 
Therapy (FCT) or Hospital Treatment (HOSP) 


NUMBER 
OF PATIENTS — TOTALNUMBER OF 
POST-TREATMENT HOSPITALIZED HOSPITAL DAYS 
FOLLOW-UP FCT HOSP FCT HOSP 
First six months 19 39 608 2.253 
(N = 150 FCT patients, 
150 HOSP patients) 
Sixth through 12th months 17 22 567 1,398 
(N= 126 FCT, 
121 HOSP) 
12th through 18th months 15 17 684 1,470 
(N= 126 FCT. 
99 HOSP) 


tive functioning. 

The Personal Functioning Scale (PFS) 
was developed by the project psychologist 
(P.M.). It indexes Functioning (role per- 
formance as a breadwinner, homemaker, ot 
student), Health, and the presence of psy- 
chiatric Symptoms. The subscales form a 
total score in which lower values also repre- 
sent healthier functioning. 

The Crisis Management (CMS) was devel- 
oped by the project and has been demon- 
strated to differentiate schizophrenics and 
nonschizophrenics as well as pre- and post- 
treatment families (4). It tabulates 30 differ- 
ent hazards of usual living and scores them 
both for the severity of the hazard and for 
success in its management. Success is de 
fined as management of an event within the 
nuclear or extended family without resorting 
to psychiatric clinics or hospitals. The ratio 
of “manage” scores to “event” scores ( 
Index) offers a measure of crisis management 
in which lower scores indicate more sucess- 
ful management. 


Findings 


The utilization of the mental hospital " 
both groups is presented in table l. m 
HOSP/FCT ratio of patients hospitalize’ 
during the first six months after dischar? 
(39:19) is subsequently somewhat AR 
(22:17 and 17:15), but the difference remaing 
in FCT’s favor, especially considering , u 
decreasing HOSP sample (at 18 months. m 
are available on only 99 HOSP pu 
The dramatic ratio of hospital days E 
the first six month (2, 253:608) is also SOT 
what reduced subsequently, but the differen’ 


l 
remains significant in FCT's favor. Clear” 


m 
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hospitalization. 

When one turns to the first measure of 
functioning, the SAI, the clear improvement 
shown by both groups from baseline to 
three months is noted (table 2). The improve- 
ment persists to the 18-month rating. The 
two groups, starting from the same baseline, 
therefore recompensate to the same degree 
by the time of the first post-treatment 
measurement and remain at that level there- 
after. Although the improvement is ac- 
. Counted for by only two of the subscales 
(Social Relations and Social Productivity), 
tis nevertheless substantial. 

Findings on the second measure of 
lunctioning, the PFS, are nearly identical 
(lable 3). Here, too, the groups are not 
iistinguishable at baseline, show decided 
M coment at the time of the first post- 

atment measurement (six months), and 
Maintain that improvement to 18 months 

2 months for 22 of the HOSP patients). 
sh Tisis management group means are 

wn in table 4. The data reflect the hazards 

pare that could precipitate a crisis 

Bikes Scores) and the manner of handling 
© problems (Manage scores). At baseline, 

Á E 4 HOSP patients show similar 
Í Bee pg of Events, Event scores, and Man- 
Cores. Although both groups improve 
h 
4 
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TABLE 2 
Social Adjustment Inventory (SAI) Group Mean Scores 
SOCIAL AND SOCIAL - 
FAMILY RELATIONS PRODUCTIVITY MANAGEMENT BEHAVIOR TOTAL 

RATING FCT — HOSP FCT HOSP FCT HOSP FCT HOSP FCT HOSP 
Baseline 

(N= 142 FCT patients, 313 315 289 281 243 246 202 2.03 1039 10.47 

150 HOSP patients) 
3 months 

(N=113 FCT, 113 HOSP) 288 292 234 241 222 2.27 1.97 1.88 9.39 9.50 
6 months 

IN 2 131 FCT, 135 HOSP) 273 291 212 7-248 ' 221 227 198 1.89 9.05 9.67 
18 months 

IN 2 109 FCT, 118 HOSP) 2.81 268 228 215 2.21 1.98 1.78 1.67 907 8.50 
hospital treatment encourages further in their ability to deal with family problems, 


the FCT group reports better performance 
at six and 18 months. The M/E Index of 
crisis management is significantly better for 
FCT patients at six months (p «.01). Al- 
though the differences between the two 
groups are less marked at 18 months, the 
FCT patients continue to do better. 


Discussion 


Mental health professionals have generally 
agreed on the need for avoiding unnecessary 
hospitalization, but few studies provide ade- 
quate follow-up. Studies that use outcome 
measures to specify the precise nature of the 
outcome of treatment are even more rare. 
The data reported have generally been opin- 
ion or anecdote. Even less clear is a defini- 
tion of the term “unnecessary,” 

The results cited here were obtained only 
on patients who either were hospitalized or 
would have been except for the availability 
of FCT. At the University of Colorado 
Medical Center such patients represent a 
small proportion (approximately 25 percent) 
of those who come to the Emergency Psy- 
chiatric Service. The other 75 percent are 
treated as outpatients and hospitalization is 
not proposed. Of the 25 percent generally 
regarded as requiring hospital treatment, 
most meet the criteria of the patients selected 


TABLE 3 
Personal Functioning Scale (PFS) Group Mean Scores 


i 
EMASMI IL ER TOTAL 
RIC ILI 
E PNE es teh Da VC HOSP FCT HO! 
Baselin 
e (N= 132 FC E 
1 'T patients, 
L. i OSP patients) 245-2158 10/2321 11223: 3103/7//1/300910/55:2:80 7.69 
| nths 
18 E 141 FCT, 131 Hosp) 2.05 2.08 2.00 1.86 245 243 6.45 6.35 
r nths 
17109 Fer, 109 HOSP) 200 200 ^ 192 179 243 227 635 605 
me} t 
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TABLE 4 
Crisis Management Group Mean Scores 
EVENT MEAN MANAGE MEAN MANAGE/EVENT 
MOFEVENTS MF Score SCORE (M/E) INDEX 
RATING FCT HOSP FCT HOSP FCT HOSP FCT HOSP 
Baseline (N = 145 FCT patients, 
149 HOSP patients) 78 8.0 296 293 129 140 478 482 
6 months 
(N= 144 FCT, 143 HOSP) 61 72 233 266 70 105 271 324 
18 months 
(N= 113 FCT, 111 HOSP) 54 62 205 237 57 65 249 263 


for this project (live in a family within an 
hour's travel of the medical center). The two 
groups together constitute a sizable majority 
of those who request acute psychiatric treat- 
ment. It is this large group of patients for 
whom hospitalization has proven unneces- 
sary. 

For those patients who are judged to 
require hospitalization and who live in a 
family, three conclusions are possible: 1) 
FCT initially avoids hospitalization alto- 
gether and subsequently makes it consider- 
ably less likely; 2) FCT and HOSP have 
equal effects on restoring patients to social 
adjustment and role performance; 3) FCT 
patients become better able to manage 
hazardous events. 

We must, however, distinguish between 
long-lasting and short-term effects. Measures 
of adjustment and role performance show 
that patients in both groups have been re- 
compensated, i.e., brought back to their 
usual level of functioning. Indices of subse- 
quent hospitalization are more variable in 
that the differences between the two groups 
decrease with time. In previous reports the 
continuing availability of the FCT team for 
subsequent crises was stressed. There may be 
a parallel between the diminishing difference 
in hospitalization rates and the decreasing 
availability of the FCT team. Perhaps this 
is one of the most important arguments in 


In response to re 
is making extra co 
Section, Hospitalization: Variatio 
copies, 50 cents each; 11-20 copie: 


toa 


COPIES OF SPECIAL SECTIONS AVAILABLE 
quests from readers, the American Journal of Psychiatry 
pies of its Special Sections available. The cost of this 
Em a Theme, will be as follows: 1-10 

a . S, t 5 i ie 
each, Special sections are bound in oo. eee 


favor of crisis treatment. If its continuing 
availability is assured one might expect the 
dramatic differences in hospitalization rates 
to endure. 

The implications for those who plan and 
deliver mental health services are clear. For 
those who live in a family and have been 
deemed hospitalizable by traditional crite- 
ria, family crisis therapy is an effective al- 
ternative to hospitalization. When one adds 
such patients to those who are already being 
treated by outpatient crisis services, it be- 
comes clear that emergency services should 
have high priority in the organization of 
new treatment services. In reducing the 
likelihood of subsequent hospitalization, 
emergency services offer meaningful sec- 
ondary prevention. In returning patients 
to functioning and helping them manage 
future hazardous events, family crisis ther- 
apy is a definitive mode of treatment. 
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The Private Psychiatric Hospital: 
Profile 1971 


AJOR CHANGES during the past decade in the public’s attitude 
M about mental illness have led to a corresponding reassessment of 
the purpose of the psychiatric hospital. Fundamental to all these 
changes has been a great awareness and acknowledgment of the 
emotional problems of our society. This has led to a continuing 
pressure to raise standards of hospital care and to shift from custodial 
programs toward more therapeutic intervention, As the concept of 
community mental health has evolved and is now being implemented, 
mental health services have been brought closer to the patient and 
family, both physically and psychologically. Alternatives to full 
inpatient hospitalization have proven their worth, and experimenta- 
tion with these new approaches continues. 

Private psychiatric hospitals have participated actively in all these 
changes. Being relatively small (usually 50 to 200 beds) and having a 
high degree of autonomy, private psychiatric hospitals have been able, 
when the staff desired, to change fairly rapidly. Responsive to 
community needs, they have been leaders in developing new kinds of 
patient services of the types described in the special section of this 
Issue, 

The direct therapeutic relationship between the patient and the 
private hospital has created a continuing influence on the hospital staff. 
Put very simply, private psychiatric hospitals that have failed to meet 
the needs of their patients have closed down. This direct accountability 
to the patient rather than to the managers of a large and sometimes 
remote system has meant that the private hospital is achieving what is 
only now being advocated for the health care system in general, 
namely consumer participation in the development of hospital policy. 

Changes have occurred with such rapidity that psychiatrists are 
continually surprised when they discover what is happening in the 
private psychiatric hospital of today. Of approximately 170 private 

` facilities in the United States, with almost 17,000 beds, some 135 
(about four-fifths) are members of the National Association of Private 
Psychiatric Hospitals. The information that is most readily available 
on the hospitals of this association provides a good profile of the 


In this section the Editor samples varied opinions on topical problems. The 
opinions expressed herein are not necessarily those of the Editor, nor can they 
in any way be construed as marking the official policy of the Journal. 
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private psychiatric hospital, 1971. Just a few basic statistics: about 60 
percent of the private psychiatric hospitals have fewer than 100 beds; 
30 percent have 100 to 200; and ten percent have over 200. Geographi- 
cally, they are located throughout the United States, with the greatest 
concentrations in the Northeast, Midwest, and California. 

They are equally divided between nonprofit and proprietary. Inter- 
estingly, the type of ownership seems to have little correlation with 
clinical services offered, costs, size, or other factors. Ninety-five 
percent now are accredited by the Joint Commission on Accreditation 
of Hospitals, As a matter of fact, the present bylaws of the National 
Association of Private Psychiatric Hospitals requires accreditation for 
full membership, although they permit associate status for a three-year 
period so that new applicants may obtain assistance from the 
organization in achieving accreditation. 

Their high staff-patient ratios (generally exceeding two to one) make 
active rehabilitative programs possible. In virtually all the private 
psychiatric hospitals there is heavy emphasis on the therapeutic 
community concept, which utilizes the hospital itself as a treatment 
modality. Most of the private facilities offer a comprehensive program 
including such treatment modalities as individual, family, and group 
therapy, as well as recreational and occupational therapy. A number 
of the institutions are using behavior modification in the treatment of 
certain patients as well as some nonphysician therapists for individual, 
family, and group work. 

i Of particular significance in the past few years has been the 
increased number of adolescent patients within the private hospital; 
this has resulted in the need to develop a whole new array of special- 
ized services required by this age group such as educational programs, 
intensive family therapy, specialized approaches to drug problems, and 
pre-vocational and vocational programs. 
T ae eee priate psychiatric hospitals have reached out 
diagnostic Wien aid ENS UIN care, elt "ple 
intent Sov cat rns Ee and after-care, along with expanded 
de many EATA prec Of major importance have been 
T QU haste 1 A ucational programs for the police, courts, 
Su er beset Ju N oe departments, and numerous com- 
RRE n i - A tew private hospitals have already assumed 
TRAD od mental health center, while still more 
organized center progra T e aae Rome component 2; s 
UR ari: gram. Tom surveys conducted by the National 
rivate Psychiatric Hospitals it would appear that a 


majority of its member instituti i icipating i 
r itutions are activel articipating 1n 
community mental health. ge prag 


I i d 
t seems quite clear that the delivery system for all health services 


will undergo major reorganization in the coming years. The needs are 
P E. a magnitude that all health resources must be drawn on if we 
Ces Ph noted by Dr. Francis J. Braceland in the recent 
DU PN NN ger Memorial Lecture delivered at the closing 

on of the National Association of Private Psychiatric Hospitals 


Convention, the private psychiatric hospital can and will continue as 
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a viable component within this reorganized health care system, 
provided excellence remains the watchword of the facility. 


ROBERT W. GiBSON, M.D. 


Editor's Note: Dr. Gibson is Medical Director, Sheppard and Enoch 
Pratt Hospital, Towson, Md., and President, National Association 
of Private Psychiatric Hospitals. 


The Public Psychiatric Hospital: 
Room for Optimism 


LTHOUGH PUBLIC DEMAND for adequate patient care in mental 
A hospitals is rising much faster than our ability to satisfy it, and 
the budgetary situation in many states has slowed down the develop- 
ment of new services, we can nevertheless look back upon a decade of 
great progress in solving the problems of our large state institutions. 

Nationwide, the population in public institutions has decreased 
dramatically. Although admissions have been rising, there are indica- 
tions here and there that the use of community facilities is beginning to 
relieve the pressure for beds. Intramurally, drugs, more and better 
staff, work rehabilitation, social and recreational programs, thera- 
peutic community activities, behavioral reward systems, group 
methods including family therapy, and an ambience of hope and 
progress now pervade many of these institutions. 

'Extramurally, the hospitals have expanded their outpatient depart- 
ments; introduced day programs; extended aftercare; developed 
halfway houses, cooperative apartments, home treatment, and crisis 
intervention; and have affiliated with community workshops, rest 
homes, nursing homes, clinics, and social agencies to good advantage. 

Rather than take a back seat to the new comprehensive community 
mental health centers, many public mental hospitals have adopted 
their own catchment areas and through unitization or decentralization 
have developed comprehensive and integrated services for geographi- 
cally defined populations. 

The public mental hospital, too, continues to be a prime training 
ground for the specialty of psychiatry as well as for the training of all 
the associated professionals, from nurses to pastoral counselors. 
Affiliations with institutions of higher learning abound, and hospital- 
university collaborations in some sectors of the country have proved 
to be mutually enriching to an extraordinary degree. 1 

The former isolation of the hospital from the community has 
abated greatly; volunteer support and citizen interest are now positive 
and vigorous in most states. And although the rapidly rising demand 
by the citizens for guaranteed treatment that is consistent with human 
dignity and advanced psychiatric knowledge has created many 
problems, most of us realize that this powerful thrust is our greatest 
asset today: we support and enhance this movement while, as 
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providers of care, we run ever-faster to keep up with it. 

More than ever, students of therapeutic organizations, many of 
whom have sought out the public psychiatric hospital for their insights, 
realize that a multiplicity of factors must operate together to create 
a first-rate institution. These include—in addition to money—man- 
power, physical equipment, enlightened community support, good 
management, and high morale. Good management is skilled in the art 
of institutional change, which is the art par excellence demanded by 
the vast multiplication of facilities and programs througout this 
country. 

How the public mental hospital will fit into the future, which seems 
to demand integration of categorical facilities into systems of total 
health care, remains to be seen. Since many of these hospitals are 
highly developed not only with respect to psychiatric services but also 
as regards general medical and surgical services, some of us are 
wondering whether one health model may well center around the 
facilities, technology, and total patient care philosophy of these 
advanced institutions. At any rate, imaginative psychiatric adminis- 
trators of public mental hospitals have taken leadership in bringing 
together health care providers and consumers of every description to 
plan and try to implement total health programs for a given 
population. Their initiative, psychosocial overview, and exploration 
of a new role for themselves and their institutions have been welcomed 
by the other interested parties, 


If this works out, it suggests a bright future for the public mental 
hospital. 


MILTON GREENBLATT, M.D. 


Editor's Note: Dr. Greenblatt is Commissioner, Massachusetts De- 
partment of Mental Health. 


A Reasonably Pleasant Note 


E IS NOT OFTEN that an editor gets a chance to write something pleas- 
[SER d uu a hurrying to write this note before the situation 
Reader wi we ur back in the same old misanthropic groove. 
APA PARC that some months ago, in collaboration with the 
within the limits of ten ta toe ees, that manuscripts be kept 
fare to dows €n to 12 pages whenever possible. It was necessary 
eles A on ecause of an unseemly backlog of accepted papers 
iting publication. In general the request was well received. Some 
authors even mentioned that their productions were improved when 
Increased attention was given to eliminating unnecessary words. Mind 
M we were anything but happy at having to make this fenuest-and 
€ were sympathetic with those of our colleagues who feared we 
might discourage some researchers by this enforced stringency. We 
tried to meet that situation by offering to append a note to manu- 


; 1 
Amer. J. Psychiat. 127:10, April 197 


" 


| 


j 


EDITOR'S NOTEBOOK 


scripts, should the author request it, saying that a longer version of 
the paper could be obtained by writing the author. 

Well, the reason for this present note is to say that our plan was 
successful—we now have a four-month backlog, and this is eminently 
respectable for any scientific journal. But before there is dancing in 
the streets and all and sundry take up their pens, we must warn that 
there will be 266 numbered papers emanating from the 1971 APA 
annual meeting, and all of these must be carefully evaluated. Fortu- 
nately, a number of these have already been sent out to our reviewers 
and are ready for editorial judgment. Most authors will be notified 
by the time of the meeting whether their papers are accepted or re- 
leased for publication elsewhere. 

At its last meeting the Editorial Board decided that in order to be 
of further help to authors who are particularly desirous of early pub- 
lication (whether to establish priority of an idea or for other pressing 
reasons) the Journal would consider publishing very short (two- to 
four-page) manuscripts in the first available issue. Of course, these 
manuscripts will still have to undergo expert scrutiny before being ac- 
cepted, and two months must be allowed for the printing process, 
but we think we can considerably shorten the time required for the 
publication of these very short articles, which will be included in the 
Brief Communications section. 

Incidentally, this note also gives the editorial staff another oppor- 
tunity to thank our reviewers, who give generously of their time to be 
of help to our authors as well as to ourselves. The opinions rendered 
by some of these colleagues are excellent and for us often amount to 
a liberal education. 


F.J.B. 


The dogmas of the quiet past are inadequate to the stormy present. We must think 
anew. We must act anew. We must disenthrall ourselves. 
—ABRAHAM LINCOLN 
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Lithium Carbonate and Isocarboxazid—An Effective 
Drug Approach in Severe Depressions 


BY HARRY ZALL, M.D. 


The author presents three case reports that 
emphasize the difficulties in finding an effec- 
tive antidepressant drug program for regularly 
recurring depressions. All three patients re- 
sponded well to the combination of lithium 
carbonate and isocarboxazid. The author con- 
cludes that lithium and at least one monoa- 
mine oxidase inhibitor may act synergistically 
in relieving certain severe depressions in 
manic-depressive illness. 


HERE HAS BEEN some controversy in the 
T literature regarding the effectiveness of 
lithium carbonate in treating depressions. 
Most authors have agreed that this drug is 
not very beneficial in acute depressive states 
(1-5). Schou and Baastrup studied a group 
of manic-depressive patients for one to six 
years and announced a significant prophylac- 
tic antidepressant role for lithium (6). Fieve 
and associates, in a controlled evaluation of 
depression-prone patients who received 
either imipramine or lithium for five months 
to one year, found lithium to be only mini- 
mally beneficial in preventing depressive re- 
lapses (7). 


Zall, Therman, and Myers reported from 


their study that lithium did not demonstrate 


At the time this paper was written, Dr. Zall was a 
senior resident in Psychiatry, Institute of the Pennsyl- 
vania Hospital, Philadelphia. He is currently a lieu- 
tenant commander in the U.S. Navy, serving as Staff 
Psychiatrist, Philadelphia Naval 


Hospital, 17th and 
Pattison Ave., Philadelphia, Pa. 19145, i ie 


This section includes articles which are usuall 


arti ly, although not always, less lengthy than the pr ), case 
articles. Included are clinical notes (for whose validity the JOURNAL assumes no responsibility this 
ports, hist vel). 


istorical notes, ai 


nd other material selected 
section should be no longer than eight double-spaced t 


a significant antidepressant effect (5. How- 
ever, they found that lithium in combination 
with tricyclic or monoamine oxidase (Mag 
inhibiting antidepressants frequently M 

and prevented intractable depressions, Scl ou 
felt that Zall and associates’ serum lithium 
levels were too low, falling outside a B 
peutic antidepressant range (8). Recent y 
however, Fieve and associates, employing 
dosages and serum lithium concen 
equivalent to Schou’s, concluded that lithium 
had only a weak antidepressant effect (2). 


This paper will report the case history of 3 
patient who, by the standards establishe 


fe ; aa 
the second edition of the Diagnostic 
Statistical Manual of Mental Disorders (9) 


clearly suffers from a cyclical manic-depres- 


a Le s s : E. 
sive illness. His recurrent depre a 
curred with almost clock-like regu Ye 
five years and had been resistant to all a 


able antidepressant medications. On a drug 


‘thi i socarboxa- 
program including lithium and isocarbox 


illness - 
zid his well-entrenched pattern of illness” 


changed. Success with this combination ol 
psychopharmacological agents in intrac “oll 
depression was reported by Zall and ass! P 
ates (5). I will briefly mention two additio $ 

cases in which a combination of Jithin 
isocarboxazid successfully modified previ 

ly well-established depressive patterns. 


Case Reports 


Case 1. A.B., a 54-year-old man, | it was 
his first depressive-like episode at age 15: 


receding 


by the Editor. In general, articles submitted. 
typed pages. 
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manifested by a slowing down of motor activity 
and a loss of interest in schoolwork and friends. 
A similar problem developed at age 16. Because 
of the mental stress associated with these illnesses 
he withdrew from school and went to work in a 
factory. Thereafter he remained reasonably well 
despite periodic muscular pains, a propensity to 
excitability, and hyperactive speech and behavior. 
When A.B. was 19, his mother (age 46) devel- 
oped a severe depression and withdrew to bed 
until her death two years later from congestive 
heart failure. Two uncles also had histories of 
depression, and a younger brother had been di- 
agnosed as schizophrenic during early adoles- 
cence and was institutionalized intermittently 
over a 30-year period. At age 28, A.B. married 
a masochistic, hostile, dependent woman four 
years his junior. One year later the patient be- 
came acutely depressed and attempted suicide 
by jumping off a bridge. A harbor patrol rescued 
him, and after six weeks he recovered from his 
depression following a series of electroconvulsive 
(ECT) treatments, During a subsequent 18-year 
period he remained free of acute illness despite 
r marked compulsive and hypomanic personal- 
ity. 

While on vacation in 1962, A.B. (age 47) ex- 
perienced a prodromal tension accompanied by 
a throbbing discomfort in his ears and pains in 
his arms, legs, and chest. A severe retarded de- 
pression evolved, causing him to discontinue 
Work and to withdraw to bed for one month. 
For five years thereafter he experienced relapses 
of similar depressions lasting three to six weeks 
and occurring on an average of every two to three 
months. Intermittently, he consulted competent 
Psychiatrists but without significant benefit to 

I5 pattern of recurring illnesses. 

The following is a summary of his clinical 
pore from September 1967 to June 1969. When 
a Initially A.B. was in a hypomanic, mildly 
nae oric state and was talking rapidly in a loud 
D. On September 21, 1967, he was started on 
hates: of lithium carbonate a day, and this 
On uin quickly controlled his overactivity. 
x bomber | he suddenly became depressed, 
this m to bed, and discontinued working. At 
added ty 150 mg. of imipramine per day was 
melad. nis drug treatment. On October 24 his 
ascendi oly cleared very suddenly, and he began 
Lithiu ng to his usual postdepression hypomania. 
On Dee 1,200 mg. a day, normalized his mood. 
pe 4 an acute depression recurred ac- 
sation uw Withdrawal to bed, a burning sen- 
exacerba his tongue and penis, dry skin, and an 

ine don of a cutaneous fungous infection. 

ithium, ine was increased to 175 mg. a day, and 
Sto fasten kept at 900 mg. a day. This depres- 
cae *d until December 29 and was followed 
mild hypomania: the latter was brought un- 
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der control by increasing his lithium intake to 
1,200 mg. a day. Imipramine was later reduced 
to a maintenance dose of 100 mg. a day. 

On January 26, 1968, another depression oc- 
curred. Imipramine was discontinued and pro- 
triptyline was started on a regimen of 40 mg. a 
day. After one month this depression remitted, 
but one month later he experienced another de- 
pressive relapse whereupon desipramine was sub- 
stituted for protriptyline. However, his despon- 
dent mood accelerated so rapidly that he was 
hospitalized for a series of unilateral ECT treat- 
ments that resulted in only moderate improve- 
ment. He recovered fully while at home following 
his hospital discharge. Subsequently, despite 
receiving lithium in combination with desipra- 
mine, nortriptyline, and tranylcypromine, his 
almost predictable cycling of depressions con- 
tinued without modification. Thereafter lithium 
alone was prescribed, but another severe depres- 
sion appeared while he was receiving 1,200 mg. 
of lithium a day and maintaining serum lithium 
levels of 0.8-1.0 mg./liter. In October 1968, 
20 to 30 mg. of isocarboxazid a day was started 
in combination with lithium, and the patient re- 
mained free of depression for 11 weeks. When 
another depression occurred, it remitted after 
only 12 days when the dose of isocarboxazid was 
increased to 40 mg. a day. Thereafter while re- 
ceiving a maintenance lithium dose of 900 to 
1,200 mg. a day and 20 to 30 mg. of isocarboxa- 
zid a day, he remained clinically stable for 12 
and one-half weeks. A recurrent depression that 
followed cleared after only eight days. During a 
subsequent ten-and-one-half-week period lasting 
until the end of this clinical study, no additional 
depressive illnesses ensued. 


During his seven months on lithium and 
isocarboxazid, A.B. was absent from work 
for only two weeks in contrast with a 14- 
week absence during the previous seven- 
month period. 

Serum lithium levels both before and 
during the lithium and isocarboxazid regime 
averaged 0.60 mEq./liter with a range of 
0.35-1.0 mEq./liter. At times it was dif- 
ficult to distinguish between side effects of 
the medication and somatic complaints 
associated with depression. For example, 
while on lithium and isocarboxazid, A.B. 
reported an inability to ejaculate, which is 
a recognized side effect of isocarboxazid. He 
had experienced this difficulty in the past 
before isocarboxazid treatment was initi- 
ated. 

Periodic laboratory studies in response 
to numerous complaints of pain revealed a 
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normal, unchanged electrocardiogram, a 
normal cervical spine on X-ray examina- 
tion, and normal complete blood counts, 
urinalyses, and blood urea nitrogen (BUN) 
values. Figure 1 shows that during a 20- 
month clinical study of A.B., the shortest 
period of depression prior to the combina- 
tion of lithium and isocarboxazid was 12 
days and the longest depression-free interval 
was six weeks. However, the brief depres- 
sive illness occurred in the midst of a very 
unstable period when remissions and re- 
lapses of short duration followed in rapid 
order. After administration of lithium and 
isocarboxazid, remissions of 1l and one- 
half weeks and 12 and one-half weeks al- 
ternated with depressions of 12 and eight 
days, respectively, and a trend toward in- 
creasingly shorter depressed periods and 
longer depression-free intervals was noted. 
The most current interval phase had lasted 
ten and one-half weeks with no sign of in- 
terruption. A.B. recalled that his longest 
depression-free period during the six years 
prior to lithium and isocarboxazid was nine 
and one-half weeks, and this had occurred 
only once, 


In addition to experiencing a regular 


FIGURE 1 
Calendar of Mood Change 
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* Treatment with lithium and isocarboxazid began here. 
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periodicity of depression, A.B. was able 
to pinpoint the hour of day or evening when 
his mood changed. Typically, when a de- 
pression appeared, the patient, normally a 
diligent worker, retired to bed and stayed 
home from work until his illness abated. 
However, during his last depression, which 
lasted only eight days, he was able to “take 
a chance" and go to work. Therefore, lithi- 
um and isocarboxazid apparently reduced 
the severity as well as the longevity of his 
acute depression. 


Case 2. S.N., a 49-year-old woman, had ex- 
perienced her first psychotic depression at age 
18. Multiple recurrences with accompanying 
somatic complaints appeared during subsequent 
years. She was hospitalized twice with a diag- 
nosis of manic-depressive psychosis, depressed 
type. In 1959 and again in 1960, S.N. was given 
iproniazid and later nialamide for prolonged de- 
pression; neither was beneficial. In 1962 a com- 
bination of tranylcypromine and trifluoperazine 
did not attenuate a depressive episode lasting 
for more than six months. In March 1963, S.N. 
became depressed and did not improve on tranyl- 
cypromine and trifluoperazine after a five-month 
trial, at which time these medications were dis- 
continued and isocarboxazid alone was started. 
Three months later she appeared completely well. 
In 1966 a recurrent depression cleared in two and 
one-half months on the same medication. Follow- 
ing this remission isocarboxazid was gradually 
withdrawn. One year later another relapse 
prompted a trial of lithium and isocarboxazid. 
Within two weeks she improved dramatically. 
In September 1967, a recurrent depression re- 
sponded within three weeks to the lithium-isocar- 
boxazid combination. 

Case 3. S.G., a 59-year-old compulsive man, 
had suffered from six severe depressions over 4 
15-year period, preceded each time by a hypo- 
manic episode. On two occasions he had received 
ECT as an inpatient. In 1966, following three 
months of unremitting depression that inter- 
rupted his work schedule, he was hospitalized 
and was started on lithium and isocarboxazid. 
In two weeks he responded, and in four weeks 
he was discharged. Since that time S.G. has suf- 
fered two relapses of depression. The combina- 
tion of lithium and isocarboxazid aborted these 
attacks within three weeks. His usual length of 
illness prior to the use of lithium and isocarboxa- 
zid varied from three to five months. 


Discussion 


Cases of recurrent endogenous depression 
refractory to all known treatment ap- 
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proaches are common in psychiatric prac- 
tice. Schou and Baastrup found that lithium 
given during symptom-free intervals pre- 
vented or attenuated depressive relapses (6). 
Schou discouraged the concurrent use of 
tricyclic antidepressants and lithium because 
of an impression that the former might 
impair lithium’s efficacy (10), Although this 
may be true for certain patients, the case re- 
ports presented here suggest that there are 
instances in which lithium’s antidepressant 
effects are enhanced when isocarboxazid is 
added, 

These clinical studies, particularly that of 
case 1, might have been more meaningful if 


` each of the two drugs had been discontinued 


alternately to permit observation of the ef- 
fects of each used alone in addition to their 
combined effects. 

In a previous paper it was hypothesized 
that lithium and antidepressant drugs might 
Work synergistically in some depressions 
(5). Both alter catecholamine metabolism, 
and there are indications that they modify 
electrolyte and central nervous system elec- 
trical activity (11, 12). Most clinical research 
with antidepressants has employed the 
tricyclic compounds. MAO inhibitors have 
e into relative disrepute in clinical prac- 

e. 

In light of the clinical findings reported 
ere, I propose that a specific therapeutic 
Synergy may exist between lithium and iso- 
carboxazid—at least in certain types of de- 
Pression. In addition to its practical clinical 
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usefulness, this proposal, if validated, may 
assist in the task of classifying meaningful 
subcategories within the broad range of 
psychopathology known as depression. 
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New Approaches to Teaching Basic Interview 
Skills to Medical Students 


BY HILLIARD JASON, M.D., ED.D., NORMAN KAGAN, PH.D., 


ARNOLD WERNER, M.D., ARTHUR S. ELSTEIN, PH.D. 


The authors describe a teaching program for 
first-year medical students that uses video- 
tape and simulated patients. The program 
helps students acquire the skills necessary for 
good professional relationships with pa- 
tients, overcome anxieties in confronting 
patients, adopt a comfortable professional 
self-image, and begin involvement in clin- 
ical medicine in order to facilitate inter- 
relationships between preclinical and clinical 
sciences. 


HIS PAPER describes a new instructional 

program designed to provide systematic 
training in interviewing for medical students. 
The program has been in operation at Mich- 
igan State University for four years. Begin- 
ning medical students require considerable 
help to become accomplished professionals 
capable of establishing effective helping rela- 
tionships with patients and of systematically 
and efficiently gathering data from them. 
This program teaches distinct component 
skills that have been identified as leading to 
effective interviewing (1, 2). 


Mechanics of the Program 


The approach utilizes trained actors and 
actresses who simulate the histories and 
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personality characteristics of selected ill- 
nesses and medically relevant conditions. 
These "simulated patients" are interviewed 
by our medical students during the early part 
of their first year in an especially designed 
setting. The setting includes an interview 
room that has a one-way mirror and two spe- 
cial ports through which television cameras 
can record close-up views of the student and 
the patient. These views are brought together 
in a single side-by-side image that is both 
recorded on videotape and transmitted live 
to monitors in an adjacent classroom where 
one or two instructors and several students 
Observe the interview. 


Because the objective of this program 1s 
development of certain, interpersonal com- 
petencies and not acquisition of the ability 
to perform a complete medical interview, 
these interviews are arbitrarily limited to 
15 minutes. When the interview is com- 
pleted, the student-interviewer joins his 
classmates and instructors in the classroom 
45 minutes are allotted to playback and dis- 
cussion of the interview. Instructors have 
Stop-start control over playback, permitting 
instant stopping for full review of any rele- 
vant issue. Following the guidelines noted 
below, the interchange at this point is gen- 
erally so full and rich that 45 minutes i 
often barely sufficient for completion © 
the full playback of the interview. EN 
one hour is devoted to each instruction? 
session for each student. All students in the 
first-year class are provided a minimum 
of five such experiences. Extra sessions art 
provided for those few students who T°- 
quire additional assistance. 


The use of television is hardly new T 
teaching interviewing or in psychiatric edu 
cation in general. Two recent bibliographie 
attest to the breadth of the work being don 
(3, 4). As repeatedly emphasized in the Ie 
ports summarized in these bibliographie? 
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videotape can serve as an extraordinarily 
potent feedback device. The opportunity to 
be confronted with one’s own behavior when 
relating to patients and of being helped to 
perceive the meaning of many of the events 
can provide an instructional impact that is 
second to none (5). 


Rationale for Use of Simulation 


Although new to medical education, sim- 
ulation has been actively used in instruction 
in industry and in the military for many 
years. The first known effective use of sim- 
ulated patients was Barrows’ imaginative 
application of the technique to the evaluation 
of students in neurology (6). He has subse- 
quently described several other uses for sim- 
ulated patients (7). Live simulations have 
also been tried with medical students and 
Social workers assuming the patient role (8). 
Various mechanical simulators have also 
been developed; the most sophisticated one 
to date is SIM ONE, a life-like computer- 
Controlled mannequin used in training 
residents in anesthesiology (9). 

To varying degrees, all instructional pro- 
grams that employ simulation share the 
rationale described below. The principles 
cited will all be interpreted in terms of our 
Specific program. 

d s à truism of learning that the more 
bul the demands of the instructional 
Mrs approximate the demands of the 
E Ud setting in which the products of 
Mi ing will be applied, the more effective 
lin iue broadly applicable the learning 
is M A primary advantage of simulation 
matin supotunity it provides for approxi- 
RS E real-world setting. It is not always 

Bin and indeed not appropriate, for 
Hn E medical students to practice their 

ih P clinical skills on real patients. 

Mito patients, they are still con- 
i TM the genuinely challenging task 
tiving ne a relationship with and de- 
eing p Ormation from another human 
and So a more than 100 medical students 
Our a as who have now interviewed 
rately A ated patients, the experience has 
than UU reported as being anything less 
and Wear, engaging, honestly demanding, 
Sin artificial distractions. 
iVeness Pee nE paradoz and singular attrac- 

effectively devised simulations are 


| 
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that they can simultaneously have most of 
the engaging qualities of reality while being 
explicitly controlled and "safe." The most 
important of the instructionally desirable 
controlled aspects of simulation are: 1) that 
the problems and characteristics of the sim- 
ulated patients can be custom-designed to the 
students’ levels of readiness; 2) that the pa- 
tients can be used repeatedly, so that after a 
student completes an interview with a pa- 
tient, he can have the rich experience of ob- 
serving how different the same patient can 
appear when approached with other stu- 
dents’ styles and techniques; 3) that the pa- 
tients can participate in the replay-discussion 
session and provide invaluable information 
regarding their feelings and reactions to the 
interview; 4) that the student can concentrate 
on practicing and mastering explicit compo- 
nent skills without the distracting influence 
of excessive anxiety; and 5) that the instructor 
is in a position to evaluate precisely the stu- 
dents’ effectiveness with the patient since he 
knows exactly what the limits and character- 
istics of the patient’s problems really are. 


Preparation of the Simulated Patients 


The individuals hired to serve as our pa- 
tients were primarily drama students from 
our campus. We have, in addition, used sev- 
eral interested housewives, some of whom 
had no previous acting experience. All our 
patients were paid for their training and 
work. The training of a patient requires from 
one to four hours. 

The preparation of our patients begins 
with the development of a series of one- 
paragraph descriptions of the general types 
of problems that the students are to be con- 
fronted with. An actor is assigned a problem 
that he feels he can effectively portray. He is 
then given further details regarding the type 
of information he needs in the interview and 
the manner he is to assume when relating to 
the interviewer. He next privately develops 
his conceptualization of the role. The faculty 
member in charge then interviews the actor- 
patient to determine areas that require spe- 
cial attention and further refinement. Each 
patient is encouraged to be himself within 
the role he plays and to react according to 
the impact the interviewer has on him. We 
want the patients to behave as naturally as 
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possible, expressing irritation, anger, or 
pleasure when appropriate. 


Preparation of Instructors 


A distinguishing feature of this program 
is that considerable effort has been made to 
recruit a wide variety of instructors and to 
provide them with the necessary guidance 
and training to optimize the effectiveness of 
their contributions. Full-time faculty mem- 
bers and practicing community clinicians 
from all medical disciplines are employed. 
Although the Office of Medical Education 
Research and Development and the Depart- 
ment of Psychiatry have provided leadership, 
the guiding premise for students and faculty 
has been that the skills being developed are 
central to the functioning of all clinicians, 
irrespective of discipline. 

Each year, prior to the beginning of the 
instructional program for students, work- 
shops are provided for the instructors. The 
goals and procedures of the program are 
reviewed in detail, reading material is pro- 
vided, and the instructors interview some of 
the simulated patients. They also supervise 
each other’s interviews in order to elevate 
their supervisory skills as well as to enhance 
their understanding of the particular prob- 
lems the students might encounter. 

Specific guidelines shared with the instruc- 
tors enable them to maximize the teaching 
potential of videotape. The instructor needs 
to learn that simulation techniques and 
videotape afford the student unusual op- 
portunities to learn by discovery and self- 
criticism. Therefore, the instructor is tutored 
in how to make appropriate Supervisory in- 
terventions when using videotape. Among 
the skills he learns is choosing the points at 
which to stop the videotape playback, The 

following situations have been found useful 
as guidelines: 1) abrupt shifts in theme, par- 
ticularly from a personal to a nonpersonal 
reference, or vice versa; 2) instances in which 
one party ignores or misses a remark; 3) mis- 
interpretations of what the other said; 4) ev- 
idence that latent themes are Operating, such 
as, “Can I talk frankly with this physician? 
Can he be trusted?”; 5) success or failure in 
picking up expressions, gestures, or other 
cues that convey significant patient reactions; 
6) major shifts in body posture or activity, 
such as leaning forward or back, looking 
[142] ; 
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toward or away from the other person, or 
appearance or disappearance of clenched 
fists; 7) vying for dominance of the relation- 
ship in terms of facilitating or blocking com- 
munication; and 8) inappropriate emotions, 
such as a laugh following a serious comment 
or a tone of voice inappropriate for the 
words being used. ' 


Conclusion 


We have described a new instructional pro- 
gram in medical interviewing that is distin- 
guished by careful definition of the skills to 
be acquired by the students, use of simulated 
patients, employment of television record- - 
ings and immediate playback, and careful 
preparation of instructors. The combination 
of these features, all of which derive from the 
application of sound educational principles, 
has provided a program that appears to have 
unusually high effectiveness (10). As we had 
hoped, our students consistently move from 
this program to work with real patients with 
comfort and eagerness. Our faculty members 
report that their own interviewing techniques 
have improved as a result of their participa- 
tion in the program. [ 
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Persistence of Neurological Symptoms 
Due to Neuroleptic Drugs 


BY GEORGE E. 


The author examines the problem of extra- 
pyramidal symptoms attributable to neuro- 
leptic drugs. Thirty-nine patients with tardive 
dyskinesia and/or pseudoparkinsonism did 
"ot receive neuroleptics for six to 24 months. 
At the end of this time, 36 patients mani- 
fested symptoms consistent with tardive 
dyskinesia. In five of 12 patients who had 
pseudoparkinsonism, alone or with tardive 
dyskinesia, parkinsonian symptoms per- 
sisted for six months or longer. 


l Coar have been concerned about 
; the long-range effects of neuroleptic 
ae ever since extrapyramidal symptoms 
Plots rst reported in patients receiving psy- 
E. bie drugs. It was feared that bradyki- 
fen Temor, and other symptoms referred 
Berni pseudoparkinsonism could become 
ae nent symptoms after prolonged drug 
an Py of chronic patients. This apprehen- 
rola mored to be justified; long-lasting neu- 
QUEE ee have been reported with in- 
Niche during the last ten years. 
5288 eless, it has not been pseudopar- 
rather NS failed to reverse itself but 
dfe ifferent type of symptomatology 
us ee in case reports published 
Wskinesig This syndrome, known as tardive 
Ag ia, shows some resemblance to cer- 
*urological diseases such as chorea, 
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athetosis, and ballismus. In the majority of 
cases, however, the symptomatology appears 
to be unique or of a type seldom encountered 
in known nervous diseases. The oral dyski- 
nesia, for instance, fits into this category. 

The great variety of involuntary motor 
abnormalities that are observed in chronic 
state hospital populations can be divided 
into six classes: 1) buccolingual-masticatory 
dyskinesia; 2) complex dyskinesia of the 
lower extremities, postural imbalance, pos- 
ture in extension; 3) dyskinesia of the distal 
part of the upper extremities; 4) other pos- 
tural disorders; 5) chorea, athetorsis, dysto- 
nia, etc.; and 6) bradykinesia, tremor, and 
rigidity. The first five syndromes are usually 
referred to as tardive dyskinesia and the 
sixth as pseudoparkinsonism. Akathisia is 
not listed here because it is characterized 
mainly by a subjective feeling of restlessness. 
Furthermore, its motor component is not 
involuntary (1). 

The main characteristics of tardive dyski- 
nesia are: late appearance; unresponsiveness 
to antiparkinsonian drugs; little change over 
time; an intensity increased by movements 
in distant areas; an intensity decreased by 
movements in affected areas, by postural 
changes, and by reduced alertness; and an 
inverse relation to pseudoparkinsonism. 

Most clinicians have now accepted the 
fact that these symptoms result from pro- 
longed use of neuroleptics, but doubts have 
been expressed regarding their irreversibil- 
ity. Five separate publications (2-6) have 
reported cases exhibiting dyskinesia for two 
years or longer, despite withdrawal of all 
neuroleptic drugs. A recent study (7) indi- 
cated that dyskinesia subsided in only 19 
percent of afflicted patients after several 
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months without drugs. According to the 
same report, only patients under 50 years 
of age recovered from dyskinetic manifes- 
tations. On the other hand, some clinicians 
, feel that the literature provides little evi- 
dence to suggest the irreversibility of drug- 
induced abnormalities. According to one 
author(8, 9), the number of patients de- 
scribed in the literature (up to 1968) as hav- 
ing long-lasting dyskinesias was small, the 
periods of observation rarely exceeded six 
months, and most of the patients included 
in the case reports had brain damage due 
to old age or some neurological disease. 

My paper is an attempt to answer the 
question of whether or not motor disorders 
attributable to drugs persist for six months 
or longer after the administration of such 
agents is discontinued. 


Method 


The data presented here are the by-prod- 
uct of three investigations (1, 10, 11). There- 
fore, it suffices to mention that the patients 
were from four hospitals participating in 
two collaborative efforts sponsored by the 
Psychopharmacology Research Branch of 
the National Institute of Mental Health. 
The first study was based on patient samples 
receiving chlorpromazine at two dosage 
levels, placebo, and routine drug therapy. 
The second study was similar in design but 
utilized trifluoperazine instead of chlorpro- 
mazine, Finally, a third study was carried 
out, one or two years after the main investi- 
gations were completed, to compare neuro- 
logical side effects in patients who were on 
and patients who were off medication. 

The parent population from the four 
hospitals consisted of 500 patients. Of these 
101 patients exhibited some neurological 
disorder attributable to drugs. The 39 pa- 
tients who did not receive neuroleptic drugs 
for a minimum of six months will be the 
focal point of this communication. 

Twenty-three randomly selected patients 
Were taken off drugs for inclusion in the 
third investigation refe 


[144] 


NN 


BRIEF COMMUNICATIONS 


All patients had been on neuroleptic drugs 
at some time during hospitalization. In view 
of the experimental manipulation of drug 
regimens, the treatment received by the 
patients may not be representative of drug 
therapy in state hospital populations. This 
consideration, however, js irrelevant, since 
the objective of this study is to show that ` 
drug-induced motor disorders may persist 
in patients who have not been on neurolep- 
tic drugs for a reasonable period of time. : 
Two-thirds of the sample were men; their 
ages ranged from 35 to 57 years, with a me- 
dian age of 53 years; the duration of con- 
tinuous hospitalization varied from three 
to 34 years, with a median of 22 years. Di- 
agnosis was schizophrenia in all cases. Dur- 
ing the period 1966 to 1969, 22 patients had 


TABLE 1 


Dyskinesia and Pseudoparkinsonism 
at Beginning and End of Drug-Free Period 


BEGINNING MONTH AFTER SIX TO 24 MONTHS | 
PATIENTS  D* DP pss D D+P | 
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39. x x 
Total 27 10 2. 
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* D = tardive dyskinesia. 
** P = pseudoparkinsonism. 
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TABLE2 
Dyskinetic Syndromes and Their Changes During Drug-Free Periods 


BEGINNING MONTH 


AFTER SIX TO 24 MONTHS. 


STATUS AT END OF DRUG-FREE PERIOD 
SHIFTING OF 


o LE Uere? o LE UE UNCHANGED WORSE IMPROVED SYMPTOMS 
x x x x x x u 
X x U 
x x x w 
x x S 
x x S 
x x w 
x x x x X w 
X x s 
x x | 
x x x x u 
x x x x S 
x x x x u 
X x u 
X x u à 
x x x x w 
x x u 
x x u 
x x x x u 
x x x x w 
x x x w 
x x x x u 
x f 
x x x x x x u 
x x x x u 
Chorea Chorea u 
x x u 
x x X x x x u 
x x x w 
x x x x w 
x x x x x w 
x x x x x x uU 
X x U 
X x x x x | 
x x x S 
x x U 
x x u 
x x X | 
x x X w 
27 1 19 27 18 20 19 10. $ B 


dyskinesia, oral 
pe skinesia, lower extremities. 
lyskinesia, upper extremities. 


Bou neuroleptics for six months, 
Or one year, three for one and one-half 
S, and three for two years. 
SSessments for motor abnormalities 
4 pu at six-month intervals or as 
Bhs potted by the three main investi- 
i b. nly the evaluations done at the 
B. s at the end of the drug-free 
E e reported. Thus, the intervals 
ments ranged from six to 
a I performed all evaluations 
E d knowledge of the results of 
scribed Ke menh E of the treatment 
Pied or the patients. Symptoms were 
i P the following major cate- 
Es lyskinesia, dyskinesia of the 
E. mities (and postural disorder). 
nesia of the upper extremities, and 
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pseudoparkinsonism. There was only one 
patient with clear-cut choreiform move- 


ments. The severity of symptoms was graded 
from zero to four. 


Results 


The results are summarized in table 1. At 
the beginning of the drug-free period, there 
were 27 patients who exhibited tardive dyski- 
en who exhibited dyskinesia plus 
pseudoparkinsonism, and two who exhibited 
pseudoparkinsonism alone. At the end of 
this period, the number of patients in the 
three categories was 32, four, and one, 
respectively. Only two of 39 patients (#9 
and #23) became symptom-free. 

Table 2 presents more detail on the evolu- 
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tion of tardive dyskinesia, Nineteen patients 
were unchanged, ten became worse due to 
the spreading of symptoms to new motor 
areas, and four improved or became symp- 
tom-free. In the remaining five patients, 
symptoms became more pronounced in cer- 
tain areas but decreased or disappeared in 
other parts of the body. Despite this shift 
of symptomatology, the global rating re- 
mained the same. One patient (#14) exhib- 
ited pseudoparkinsonism only at the begin- 
ning and at the end of the study period. 

An effort was also made to relate age, 
sex, hospitalization, duration of the drug- 
free periods, and the reasons for drug re- 
moval to changes in motor abnormalities. 
No significant differences were found be- 
tween the 29 patients who were unchanged 
or became worse and the nine patients who 
improved or had shifting of symptoms with 
regard to the five variables (see table 2). It 
should be noted that the proportion of im- 
proved ‘patients among those who had been 
off drugs for more than a year was not 
greater than that among patients with 
shorter drug-free periods. This seems to 
indicate that dyskinesia does not tend to 
decrease with the passage of time, at least 
in the sample reported here. 


Conclusion 


The syndrome known as tardive dyski- 
nesia tends to persist in the majority of pa- 
tients despite the withdrawal of drugs. In 
about half of a sample of 39 patients, the 
symptomatology remained unchanged, and 
in one-fourth it increased by spreading to 
new areas of the body. The fact that symp- 
toms may become more conspicuous after 
the removal of the offending agent is poorly 
understood and is too complex to be dis- 
cussed here. This phenomenon has been 
observed by several investigators; in fact, 
at one time it was thought that tardive dys- 
kinesia became clinically evident only after 
the withdrawal or a reduction of medica- 
tion (12). 

Pseudoparkinsonism disappeared in more 
than half of the patients of this Series, but 
bradykinesia and, particularly, tremor could 
be detected in five patients who had been 
off drugs for at least six months. Since the 
parent population consisted of 500 patients. 
the percentage of Patients exhibiting mani- 
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festations resembling those of Parkinson's 
disease was similar to that of the general 
population of comparable age. Nevertheless, 
some subjects may develop long-lasting 
pseudoparkinsonism as well. Careful obser- 
vation of individual patients who receive 
long-term drug therapy will be necessary 
before this possibility can be ruled out. 
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Urinary Monoamine Metabolites in Children with 
Minimal Brain Dysfunction 


BY PAUL H. WENDER, M.D., RICHARD S. EPSTEIN, M.D., 
IRWIN J. KOPIN, M.D., AND EDNA K. GORDON 


The authors hypothesized that children with 
minimal brain dysfunction not secondary to 
neurological injury might suffer from a bio- 
chemical abnormality characterized by 


diminished total production of monoamines. 


1 


A 
EN 


To fest this hypothesis, 24-hour urinary ex- 
cretion of the principal metabolites of 
these substances was measured in nine chil- 
dren with minimal brain dysfunction and in 
six normal controls. No differences were 
found between the groups: the hypothesis 
was not supported. i 


Mn. BRAIN dysfunction (MBD) in 
is E uen is a syndrome that is being 
did rs with increasing frequency. Var- 
the : esignated as minimal brain damage, 
Ec or hyperkinetic behavior 
(an me, minimal cerebral dysfunction 
both ae but a few of its synonyms), it is of 
MA coretical and practical interest. It 
of du approximately five to ten percent 
E ren of primary school age (1-3) 
atid ounts for perhaps 50 percent of child 
ue referrals in this age range. 

ee ome is often, but not always, 
Sea by motor hyperactivity and 
iow i inattentiveness and distractabil- 
emotion etai tolerance, impulsivity, 
sistance 1 volatility, stubbornness, and re- 
problem o discipline. Frequently associated 
avior E include enuresis, antisocial be- 

(stealing, lying, firesetting), and cog- 
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nitive-perceptual difficulties that are 
manifested as learning and reading prob- 
lems. Objective measures disclose that ap- 
proximately 50 percent of these children 
have “soft” neurological signs (4), a small 
but significant increase in EEG abnormali- 
ties (5), and varying difficulties on psycho- 
logical measures of perception and cognition 
(6). These last include difficulties in spatial 
orientation (as manifested on the Bender- 
Gestalt test) and difficulties in figure-ground 
discrimination, to name only two. The most 
salient of the varying features of the syn- 
drome seen by the psychiatrist will depend 
on his source of referral: parents will refer 
discipline problems, schools will refer dis- 
ruptive and underachieving children, courts 
will refer children in whom delinquent be- 
havior predominates. 


The syndrome is generally believed to 
have a benign prognosis, becoming less 
severe with age and disappearing at about 
the time of adolescence. An increasing num- 
ber of studies indicate that this may not be 
so. A number of prospective studies (7-9) 
suggest that more severe instances of the 
syndrome may eventuate in a number of psy- 
chiatric illnesses of later life, including 
schizophrenia and sociopathy. Likewise, 
retrospective studies (10, 11) have indicated 
that among young adult patients in a num- 
ber of diagnostic categories, including 
schizophrenia and impulsive, infantile, and 
hysteric characters, there was an increased 
prevalence of soft neurological signs and 
MBD characteristics in childhood. A study 
of a much less disturbed but very common 
group, that of adolescent underachievers 
(12), revealed that approximately one-half 
had shown clear-cut signs of the MBD syn- 
drome in childhood. 


The syndrome is generally believed to be 
the product of minimal brain damage. It 
was first described as a behavioral sequela 
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to von Economo’s encephalitis (13), and 
later reports have associated it with other 
forms of neurological insult including head 
injury (14), pertussis (15), lead poisoning 
(16), and birth injury (17). 

There are reasons to believe that ana- 
tomic lesions producing the MBD syndrome 
may mediate their action biochemically. In 
addition, there are reasons to believe that a 
behaviorally identical pattern may be 
produced by biochemical abnormalities even 
when there is no indication of anatomic in- 
jury. The evidence suggesting that the 
syndrome may be mediated or caused by a 
biochemical lesion comes from the response 
these children show to drugs. D-ampheta- 
mine and d,l-amphetamine, first intro- 
duced by Bradley in 1937(18), have been 
used as the chief treatments for children 
with minimal brain dysfunction and have 
been found to produce amelioration—often 
dramatic amelioration—in approximately 
70 percent of children with this syndrome. 
Recently it has been shown that the tricyclic 
antidepressants imipramine (19) and ami- 


triptyline (20) are also effective therapeutic 
agents. 


Animal experimentation (21) suggests that 
the mechanism of action of amphetamine 
and the tricyclic antidepressants is in in- 
creasing the functional amounts of certain 
neurotransmitters in the brain, namely 
the monoamines dopamine, norepinephrine, 
and serotonin, The therapeutic response 
produced in MBD children by amphetamines 
and the antidepressants therefore suggests 
that MBD children may have a functional 
deficiency of serotonin, and/or dopamine, 
and/or norepinephrine. 
Other evidence Suggesting a biochemical 
abnormality in some forms of the Syndrome 
is its familial clustering. Multiple occur- 
Tences among sibs are common, as are 
parents' reports of similar problems in child- 
hood. Such clustering is compatible with 
Social (psychological) or genetic transmis- 
sion of the syndrome, Evidence Suggesting 
that some multiple familial Occurrences are 
due to genetic factors is Provided by a study 
in which Safer (22) investigated the foster- 
home-reared full- and half-sibs of “hyper- 
active” children and found a markedly in- 
creased prevalence of MBD problems 
among the full siblings (approximately 50 
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percent) and significantly more MBD prob- 
lems in these children than in their half- 
siblings. Since the children were raised in 
different social and psychological settings 
these data suggest a genetic mode of trans- 
mission; the differing rates between the sibs 
and half-sibs reinforce this interpretation. 

If the syndrome does occur on a genetic 
basis, it is logical to hypothesize that its 
transmission is mediated by a biochemical 
abnormality; the types of drugs to which 
the syndrome responds would suggest that 
this abnormality involves monoamine me- 
tabolism. j 

For this reason we decided to investigate 
monoamine metabolism in a group of MBD 
children. We hypothesized that alterations 
in amine metabolism in MBD children oc- 
curring as a result of their lesions or as 
a consequence of amphetamine adminis- 
tration might be detected by measuring 
urinary excretion of the amines and their 
metabolites. Although the amount of 
metabolites of brain amines excreted in 
urine is combined with these same prod- 
ucts formed in other tissues, we conjectured 
that such an alteration of metabolism In 
MBD children might occur throughout the 
body. ; | 

We examined the excretion of urinary 
metabolites of serotonin, dopamine, a 
epinephrine, and epinephrine in a group 9 
MBD children both before and. E 
chronic treatment with amphetamines. io 
comparison group of normal children who} 
received no medication was also studied. 


L 


Methods and Results 


The experimental group consisted of Tet 
children, diagnosed as minimally brain | Hn 
functioned, who had been selected d 
their histories were negative for BUT 
insult or neurological signs. All manifest 
typical behavioral difficulties at home Wi 
learning difficulties at school. As is d 
for samples of these children, there Wa 
predominance of males: There were im 
boys and one girl. Their ages ranged fr 
seven to 13 with a mean of 9.3 years. f six 

The comparison group consisted S hose 
children (five boys and one girl) W. ean 
ages ranged from seven to 13 with a Wee 
of 9.8 years. All were reported by Les 
and schools to have neither behaviora 
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TABLE 1 
Urinary Monoamine Metabolites in Children with Minimal Brain Dysfunction and in a Control Group 
5-HIAA" HVA* NE* E NM* B D 3 
(uG./MG (4G/MG. ^ (Mu4G/MG.  (MuG/MG.  (MuG./MG. (Mua /NG. (46./MG. (o MG 
GROUP CREATININE) CREATININE) CREATININE) CREATININE) CREATININE) CREATININE) CREATININE) CREATININE) 
Minimal brain 
dysfunction 
Range 12.12-3.10 7.69-0.75 47.0-32.9 144-453 372-141 207-56 3.11-0.85 2.52-0.35 
Mean 6.23 3.43 38.3 8.57 248 161 2.14 1.43 
Standard 
deviation 2.77 2.06 5.24 3.15 89 48 0.74 0.66 
Controls 
Range 8.94-4.51 3.31-2.24 51.8-29.0 14.5-3.2 343-176 214-111 3.04-1.88 1.92-1.01 
Mean 6.50 2.92 38.9 9.48 232 158 2.28 1.62 
Standard 
deviation 1 85 0.38 7.96 482 64 42 0.54 0.33 
5-HIAA 5-hydroxyindole acetic acid; HVA homovanillic acid; NE norepinephrine; E epinephrine; NM nor- 


* Abbreviations: 


metanephrine; M metanephrine; VMA — vanillyimandelic acid; MHPG 3-methoxy, 4-hydroxy mandelic acid. 


academic problems. One, who will be 
mentioned later, was subsequently found 
to have extremely poor coordination. 

All the children were placed on a cate- 
cholamine- and serotonin-poor diet for 
three days; their urine was then collected 
for a 24-hour period. During the first col- 
lection period the experimental group re- 
ceived | placebo, which was administered 
t a single-blind procedure. The urine col- 

ection on the experimental group was re- 
| iin after they had received a clinically 
E dose of d-amphetamine (dose 
4 i ten to 20 mg./day) for a period of 
pe one week. The following amines 
b. Hüetabolites. were assayed: 5-hydroxy- 
E acetic acid (5-HIAA), homovanillic 
a WEVA), metanephrine (M), normeta- 

NM (NM), vanillylmandelic acid 
Ah ), 3-methoxy, 4-hydroxy mandelic 
E MHPG), epinephrine, and norep- 
oe rine. The methods employed have 

Previously described: 5-HIAA by 


Weissbach (23); HVA by Anden and asso- 
ciates (24); NE and E by Anton and Sayre 
(25; M, NM, and VMA by Schildkraut 
and associates (26); and MHPG by Wilk 
and associates(27). The ranges, means, 
and standard deviations of the excretion 
of these substances are shown in table 1. 
As this table shows, the difference between 
the group means are not significant for any 
of the compounds measured. 

The effects of d-amphetamine on the ex- 
cretion of these metabolites in the MBD 
children was evaluated next. The results are 
shown in table 2. D-amphetamine produced 
a significant increase in excretion of E and 
M, and a possibly significant increase in 


NM. 
Discussion 


The metabolites measured account for 
over 90 percent of the parent amines pro- 
duced. The major urinary metabolite of 


TABLE 2 
Effects of D-Amphetamine Treatment on Children with Minimal Brain Dysfunction 
5-HIAA* HVA* NE* E NM* M’ VMA” MPHG* 
TRI id » 5 (MuG./MG. (MuG./MG. (uG./MG. (uG./MG. 
PATMENT CREATININE CREATININE) E ERINE CREATININE) CREATININE) CREATININE) CREATININE) 
Placebo 
Range 
z E A 207-56 3.11-0.85 2.52-0.35 
Mean 122-310 7.69-0.75 47.0-32.9 144-453 372-141 
| Standarg 6.23 3.43 38.3 8.57 248 161 2.02 1.43 
o eton 2.77 2.06 52 315 89 48 0.69 0.66 
moPhetamine 3 
a 3.87-1.11 2.36-0.76 
Mean 14.54-1.73 4.31-1.05 630-177 220-76 624-152 268-87 i 5 i j 
Standard 6.12 2.68 41.5 13.6 296 182 2.02 1.30 
| E ci 3.69 1.66 13.6 4.87 166 55 0.89 0.58 
Ci oe = 
B: = 2> ns. ns. ae p<.005 05<p<.10 p«025 ns. ns: 
+, Abbreviations. 
y Beides table 1. 
Amey 
" +J. Psychiat. 127:10, April 1971 [149] 


1414 


serotonin is 5-HIAA; of dopamine, HVA; 
and of the catecholamines, VMA. While 
VMA reflects total body catecholamine 
production, it has been suggested that 
MHPG might reflect brain norepinephrine 
production more precisely than VMA. 
Epinephrine is produced mainly in the adre- 
nal medulla while norepinephrine is released 
from sympathetic nerve endings throughout 
the body as well as from central adrenergic 
neurons. As indicated above, since most 
epinephrine produced in the body is derived 
from the adrenal medulla, the increased ex- 
cretion of epinephrine and metanephrine 
found after treatment with amphetamine 
Suggests that this drug enhances, directly or 
indirectly, adrenal medullary discharge. 
Since this catecholamine accounts for less 
than ten percent of the total catecholamines 
produced in the body (28), it would not be 
expected that increased epinephrine secre- 
tion alone would be accompanied by a sig- 
nificant increase in the excretion of VMA or 
MHPG (and indeed such an increase was 
not noted). 

It is difficult to evaluate the mechanism 
by which amphetamine may selectively in- 
fluence epinephrine secretion. In adults 
there is a striking diurnal variation in epi- 
nephrine excretion, the highest rate oc- 
curring in the late afternoon and the lowest 
during sleep. Increased motivation to work 
(piecework versus salaried work) and other 
stressors may elevate catecholamine excre- 
tion, usually affecting epinephrine to a 
greater extent than norepinephrine, Since 
amphetamine tended to produce some 
insomnia in the treated children, it may 
have affected epinephrine secretion by in- 
creasing the duration of their awake and 
active periods. However, no attempt was 
made to evaluate changes in sleep pattern, 
tn eather 
be examined in relata i Pan Pu 

Jon to the epinephrine 


and metanephrine excretion pattern in thi 
vie pattern in this 


The results obtained 
tabolites are not c 
pothesis that there 
body production of 
norepinephrine bet: 
mal brain dysfuncti 

The only findin 
prior to ampheta 
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Onsistent with the hy- 
is a difference in total 
serotonin, dopamine, or 
ween children with mini- 
on and normal children. 

8 of possible note is that 
mine treatment three of the 
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experimental subjects, versus one of the con- 


trols (who was subsequently discovered to 
have soft neurological signs), had NM values 
that were 50 percent higher than the group 
means. If this one control were excluded the 
difference between the two groups would be 
significant (p <.05 by Fisher exact proba- 
bility test). Since activity level was not con- 
trolled for and since NM excretion may be 
increased by activity (29), this possible find- 
ing might document nothing more than dif- 
ferences in bodily activity between the two 
groups. However, this result is significant 
only with the post hoc elimination of one 
deviant control; this observation needs to be 
replicated. 

This study suffers from a problem com- 
mon to studies attempting to discover 
changes in cerebral metabolism through 
studies of urinary metabolites. The problem 
is that the compounds measured are pro- 
duced not only by the brain but also, and 
in a larger amount, in other body tissues: 
serotonin is produced by the gut and dopa- 
mine, epinephrine, and NE by the sym- 
patho-adrenal system. If peripheral tissues 
account for the majority of the urinary 
metabolites measured, a substantial de- 
crease in cerebral production, which ac- 
counted for only a small fraction of the 
total, might be undetectable. Thus the 
findings, while ruling out a total decrease In 
bodily production of monoamines, cannot 
invalidate the hypothesis that brain produc- 
tion of these compounds is altered. , 

Resolution of the question of monoamine 
metabolism in MBD children requires more 
exact techniques of measuring cerebral me- 
tabolism of these compounds. Some help 
may come from the use of other model 
Pletscher (30) has postulated that the bloo 
platelet may serve as a model of the cen- 
tral neuron in regard to the storage, bind- 
ing, and release of serotonin. In a recent 
study, Wender (31) found depressed sero- 
tonin values in some MBD children. The 
meaning of this finding remains to be & 
plored. 

Another possible source of insight m 
come from the study of animal mne 
MBD children tend to be insensitive to t 
allures of reward and the terrors of poA 
ment and respond to amphetamine Dos 
ment with increased sensitivity in both ai 
Amphetamine potentiates the sensitivity 
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rats to positive reinforcement (electric 
stimulation of the brain) as well as facilitat- 
ing avoidance conditioning in animals that 
have been brain injured or subjected to 
procedures that deplete brain monoamines. 
Bignami (32) succeeded in inbreeding rats 
that respond to avoidance conditioning 
/ with difficulty but that do condition normal- 
ly following treatment with amphetamine. 
If rats that avoidance condition with diffi- 
culty can serve as a partial model for MBD 
children, a study of these animals might 
reveal biochemical mechanisms associated 
with the MBD syndrome in children. A 
study of these animals is now in progress. 
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Iatrogenic Psychotic Depressive Reaction in 


Hypertensive Patients 


BY WADE H. LEWIS, M.D. 


The author describes the progress of psychot- 
ic depression in hypertensive patients whose 
medication has produced hyponatremia and 
low sodium levels. He cautions psychiatrists 
against prescribing drugs like imipramine, 
since these may make the patient increase his 
fluid intake, decreasing his electrolyte and 
sodium levels and producing severe physical 
and mental reactions. 


INCE ASSUMING the full-time chairman- 
Sie of the department of psychiatry in 
an 830-bed general hospital in June 1967, I 
have been somewhat surprised to observe 
the number of iatrogenically induced psy- 
chotic depressive reactions in hypertensive 
patients admitted to our 130-bed psychiatric 
unit. Forty-two cases have been diagnosed to 
date. There are approximately 1,700 admis- 
sions to this psychiatric service annually. 


The Patient 


The typical patient is a 50- to 70-year-old 
individual, treated for years by a competent 
internist who has faithfully observed and 
recorded the blood pressure, periodically 
varying the names, derivatives, and doses of 
reserpine and diuretics prescribed to fit the 
occasion. Many of these patients have been 
on separate or combination products for 
periods of months or years and according to 
the treating physician are “under good con- 
trol.” Finally the patient, his family, and his 
doctor determine Separately or together that 
a depression of considerable magnitude has 
appeared and is gradually becoming worse. 
This depression is characterized by weak- 
ness, apathy, agitation, and insomnia. 


Dr. Lewis is 
r. Lewis is Chairman, Department i 
Santa Rosa Medical C "nd. Medical pit 


Psychiatric and Rehabi 
5115 Medical Dr., San A 
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Progress of the Depression 


The depressed person is then referred to a 
psychiatrist, who frequently and properly 
recognizes that one of the earliest signs of 
chronic hyponatremia is depression. With 
varying degrees of enthusiasm he then in- 
forms the patient's internist to indict the 
offending drug. The referring physician, with 
proportionate defensiveness, disagrees with 
the diagnosis but usually agrees to discon- 
tinue the reserpine-diuretic therapy. The 
psychiatrist, eager to prove his point, hopes 
to catalyze an improvement by prescribing 
one of the better antidepressants such as 
imipramine hydrochloride (Tofranil). Ts 
patient leaves the psychiatrist’s office much 
relieved to learn he is not “losing his mind 
and promptly begins to take the medication. 
As is well known to anyone prescribing E | 
taking this preparation, dryness of bs 
mouth immediately results and the patien 
consumes tremendous quantities of water i 
alleviate this effect. The increased flui 
intake dilutes and decreases the pateni 
already low level of electrolytes, and : 
depression becomes overwhelmingly PI? 
found. 


Treatment 


The patient is then brought to the pee 
atric facility, frequently via the emere 
room. His family describes a sudden P Ire | 
confusion, disorientation, and unusua sly 
havior. On observation the patient is eed 
psychotic, showing, in addition to ort 
pression, the bizarre, nihilistic hallucina A 
and delusions so characteristic of the P 
chotic depressive reaction. nel) 

Tests for levels of electrolytes are rou is 
Tun on these patients and the imbalene i 
quickly detected. Sodium is always 10 Jé 
these individuals. Our 42 patients all p 96 
less than 127 mEgq./liter and as low : " 
mEq./liter. Potassium is also decrease 
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ranges from 3.5 to 1.8 mEgq./liter. The con- 
current depletion of both produces the worst 
possible symptoms. Two of our patients 
| required intensive care treatment because 
they became comatose before attempts to 
restore electrolyte balance were begun. 
| A common treatment error is to prescribe 
normal saline administered intravenously 
with 40 mEq./liter of potassium chloride 
added in an attempt to bring about a prompt 
response. This is rarely successful, particular- 
ly in older people, because the kidney usual- 
ly has very little salt-conserving ability. If 
the intravenous route is chosen, hypertonic 
solutions must be used to correct the defi- 
ciency. We prefer oral administration, 
Utilizing potassium and salty broth via a 
gastric tube if necessary. Response is usually 
dramatic and within a week or two there is 
little clinical evidence of depression. The 
period of depression may be much longer 
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if large doses of reserpine are involved, even 
when the electrolytes are brought into 
proper balance. This is probably due to the 
long excretion time required to remove the 
drug completely from the tissue depots. 


Conclusion 


The psychiatrist should be aware that a 
low-sodium syndrome may result when a 
diuretic alone is used for a long period of 
time to control hypertension. This is first 
manifested symptomatically by depression. 
If reserpine has also been involved in the 
anti-hypertensive regimen, this depression is 
further aggravated. When the condition is 
recognized, caution should be used in pre- 
scribing any drug that might produce an 
increase in fluid intake; otherwise treatment 
may precipitate a physical as well as a 
psychotic crisis. 


Minieu 


Some think a sensitive soul should hate war 
But war is the way of the world. 

Some think it useful to protest 

But protest is the domain of talkers. 

Some think it better to opt out 

But escape is the forte of the ineffectual. 
Some always ask “What can we do?" 

But doers replenish the Earth.' 


‘Reprinted from Perspectives in Biolog 
3 right 1969, University of Chicago Press. 


Am 
er. J. Psychiat. 127:10, April 1971 


—A. L. LIEBER 


gy and Medicine, volume 12, Winter 1969. Copy- 
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LETTERS TO 


The Superego: A Key to Troubled Students 


Sir: Dr. Armand Nicholi's article, “Campus 
Disorders; A Problem of Adult Leadership" 
(October 1970 issue of the Journal) impressed 
me as a thoughtful analysis of some of the emo- 
tional factors involved in campus disorders with 
correspondingly appropriate recommendations 
for administrative response. There is a group of 
students, who, I anticipate, may prove to be 
particularly uninfluenced by the more “visible” 
and “responsive” administrator. They make up 
part of the group Dr. Nicholi refers to as having 
“poor impulse control” and being “sensitive to 
unresponsive authority.” For a further under- 
Standing of this group I wish to draw attention 
to a recent article by Drs. Henry and Yela Low- 
enfeld (1). 

I have seen a number of these students in in- 
dividual psychotherapy and have had the oppor- 
tunity to meet conjointly with their families. The 
history I obtained from the parents and my 
observations of the family interaction under- 
scored my impression that: 1) they exper- 
ienced permissive child-rearing, particularly with 
regard to the expression of sexual drives and, 
to a lesser degree, of aggressive drives, and 2) 
the parents were eager to identify with and vi- 


cariously experience the patients’ childhood and 
adolescence. 


The Lowenfelds state: 


There has always been a wide d 
Superego between the infantile 
ents and the later one in whi 
istics of the real parents 
changes in our civilization have considerably 
enlarged this discrepancy. . .and this contrast 
includes others who become part of the super- 
€g0, teachers and other authority figures, 
In describing the resulting ego weaknesses and 
compromised controlling function of the super- 
ego they state: “The sexual and aggressive in- 
Stinctual drives are much less under the 
guidance of rules. But the Severe superego of early 
childhood still lives in the individual. The result 
is restlessness, discontent, depressive moods. 
Craving for substitute Satisfaction” (1 ) f 


In my experience these students have not been 


iscrepancy in the 
image of the par- 
ch the character- 
predominate. The 


the leaders of radical movements, but rather the 
followers or the first to join any mass protest. 
In the transference in their psychotherapy, as in 
their perception of and reaction to university 
authorities, they externalize aspects of their prim- 
itive, tyrannical superego and engage in strenuous 
battle with it. In a simplistic manner they see ar- 
bitrariness and injustice everywhere. I anticipate 
they would eagerly occupy much of the time of a 
more visible and responsive administrator and 


would be interested in long debate with and test- 
ing of him. The administrator will have the 
difficult task of educating this group about the 
individual and social adaptive value of rules and 
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will have to be prepared to withstand much 
righteous indignation from an astonished student 
when limits are set or punishment is admin- 
istered. 

If this new style of administrator is successful 
in following Dr. Nicholi’s advice for “patience 
and “compassion” and is articulate in explaining 
and defending his and the university’s values, he 
may partly fill a much needed and long emply 
gap in the mental life of these troubled students. 


The reference is: 


l. Lowenfeld H, Lowenfeld Y: Our pernisiv ud 
and the superego. i 


608, 1970 


Psychoanal Quart 


Norman I. Moss, M.D. 
Cambridge, Mass. 


Sex and Swinging: What are They Doing 
Society? 


Sir: I want to voice a protest about the 
article entitled, “Swinging: Sexual kr to- 
Neurotic Escapism?” by L. James Grold ( ale 
ber 1970 issue of the Journal). The title MU 
that the article has a legitimate purpose: to nts, 
amine a behavioral pattern for neurotic eleme to 
to present a sociological study or appraisal 229 
consider psychodynamics—or something © ticle; 
nature. Nothing of the sort occurs in the ar btle 
it is simply, by virtue of its presence, a SUD'T 


Letters to the Editor are welcomed and will be 


submit two copies (typewritten, double Spaced) 
will be subject to the usual 


ters 
. the length, if possible, not to exceed 500 words. Let 
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des NERO “life-style.” | 
incitement to accept “swinging” as a AE ee 
Furthermore, who are the authorities re 
- F lease 
published, if found suitable, as space permits. P 3 
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to in the reference list at the end? R.W. Lewis, 
from an article in Playboy, and Albert Ellis, the 
psychological swinger. I am saying that the 
meta message conveyed is even more important 
than any message (or lack of one) in the article. 

There is great danger for our society in the 
directions that preoccupation with sex (not 
the same as sexual freedom) and with por- 
nography are taking us. It heralds the end of 
family life of almost any structure. I believe we 
need to give careful consideration to some mat- 
ters that we have accepted all too casually and 
carelessly. 


NATALIE SHAINESS, M.D. 
New York, N. Y. 


A Rating-Scale Approach to Human 
Phenomena? 


3 Sir: The article by Dr. L. James Grold, 
"Swinging: Sexual Freedom or Neurotic Escap- 
ism?" (October 1970 issue of the Journal) ap- 
pears to me to be a useful account of this current 
pattern of behavior. The author has apparently 
attempted to limit his psychiatric comments to 
the psychodynamic and — psychopathological 
aspects of the participants in this form of sexual 
activity. In weighing the possible psychological 
Consequences of participation in "swinging," the 
author has limited his follow-up observations to 
the period of swinging or that immediately there- 
alter. Obviously, a comprehensive view of the 
frvchological consequences of swinging should 
the ude some relatively long-term follow-up on 
€ individuals concerned. Even more important, 
nom may be the impact of the couple's be- 
fa lor on their children, other members of the 
mily, or significant individuals in their lives. 
ho the article is commendable for its 
hist ud factual reporting, it must be pointed out 
in t author applies a value judgment clothed 
qM essional trappings to swinging. His dis- 
fuor. of the consequences of this form of be- 
khan T ds limited to psychopathological 
of m with the implication that these are some 
kria scal, OF perhaps the most critical, cri- 
ine hr assessing the meaning and meaningful- 
react t Swinging. As psychiatrists, do we tend to 
EN cultural phenomena by applying a be- 
O the d-after rating scale of psychopathology 
dom individuals participating in the phenome- 


MAR in his final sentence Dr. Grold men- 
Sexual ie itis likely that the ** . . . forms of group 
Spread Sa will become increasingly wide- 
connected acceptable as the anxiety and guilt 
Seems with them continue to diminish. 

individu n me that he is again assuming that 
actors al psychodynamic or motivational 

are critical in the spread of a form of 
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behavior. As psychiatrists are we once again 
to place ourselves in the roles of the gleeful 
voyeurs of human behavior, deeply concerned 
with hidden, unconscious meanings and some- 
what less concerned with individuals’ adapta- 
tion in psychopathological terms but unre- 
sponsive to issues involving the quality and 
meaning of life itself? Psychiatrists have long ad- 
vocated (to the rest of medicine) the attitude that 
the patient is best viewed as a total man. Where 
is our total view? Have we parceled out mental 
phenomena into a set of functions that we esteem 
and a set of functions that we consider in- 
ferior? 

I submit that in the sweep of history, the pres- 
ence of psychopathological consequences of a 
given cultural phenomenon has seldom been 
critical in the progression or recession of the 
phenomenon. Furthermore, there are obviously 
powerful forces at work in the form of moral, 
legal, and spiritual currents that can influence the 
course of cultural change and readily override 
individual intrapsychic forces. In an age desper- 
ately in need of integrative and rationalistic 
approaches, psychiatry needs to place its values 
in the broader context of change and human 
needs and to avoid the lulling security of the 


rating-scale-technician approach to human 
phenomena. 
L.D. HAaNKOFF, M.D. 
Bronx, N. Y. 
Dr. Grold Replies 
Sır: Dr. Hankoff poses stimulating and 


somewhat perplexing questions in his letter. An 
entire volume could easily be devoted to ade- 
quately responding to his critique. I agree whole- 
heartedly that a cross-sectional view of the im- 
mediate effects on the swinging partners would 
be too shortsighted a perspective from which 
to draw any valid conclusions. To obtain longi- 
tudinal observations, not only of the partici- 
pants themselves but also of their children, other 
family members, and significant individuals in 
their lives, is certainly desirable. However, Dr. 
Hankoff states that he is not happy with a psy- 
chopathological rating scale. I am not sure by 
what criteria I am to judge the data he suggests 
that I collect. (Although not stated in my article, 
my conclusions were based on both the immedi- 
ate effects of the swinging and longer-term fol- 
low-ups of the swingers and their families over 
several years.) 

I assume he means that we should look more 
to “the quality and meaning of life itself,” “the 
total man,” and “human needs,” and not judge 
the utility of such behavior by whether it does or 
does not harm the individuals and their families. 
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Then what criteria are we to use? I am certainly 
in favor of psychiatrists’ assisting individuals to 
be free of neurotic inhibitions in order that they 
can find personal fulfillment. But aren’t we being 
somewhat presumptuous if we believe we are 
knowledgeable enough to provide our “total 
man” with any universal answers about the 
meaning of life? 

I am accused of applying a “value judgment 
. in professional trappings.” I would appreci- 
ate knowing what that is supposed to be. I do 
not presume to answer the title question of my 
article because swinging as a life style cannot be 
prescribed for anyone. It can only be discovered 
by an individual willing to experiment with dar- 
ing and divergent life styles. I am certainly not 
convinced that such a way of life will become the 
norm as a result of greater or lesser guilt, anxiety, 
psychopathology, or any unconscious motives. 
However, our present system, where in some 
states two out of three marriages end in divorce, 
does leave something to be desired. Perhaps 
swinging is an answer for only a small minority. 
Perhaps group marriages and communal ways 
of life are answers for another small group. I 
would not denigrate any paths an individual 
takes to find a more personally satisfying way of 
life. 

We are in the midst of an age of experimenta- 
tion. Powerful repressed forces are being acti- 
vated as our social conscience, with its supportive 
Shibboleths, begins to crumble. David Rappo- 
port correctly pointed out that an individual's 
Superego requires external reinforcement in 
order to maintain its direction. Society's tra- 
ditions are being questioned and undermined, 
leaving many individuals confused but also al- 
lowing some the freedom to test out different 
Ways of living. Swinging is one such path, ob- 
wor o our tetur dud pom 

and rating scales 


and any other observations that we cai 
contribute. d ceri 


L. JAMES GROLD, M.D. 
Los Angeles, Calif. 


Authors and Editors; M utual Responsibility 


Sir: “Patterns of Dru e: 
5,482 Subjects” by Se 
Owens, and Ronald Wolff (October 1970 issue 
of the Journal) left me with Some unhap; 
feelings. The 5,482 subjects were obviously i 
volunteers; they filled out the Questionnaire be- 
cause they were told to. Such Coercion may be 
part of life in the Army but it is not part of 
scientific Tesearch. Reputable journals are re- 
Jecting reports on animal studies if the animals 
were cruelly treated. I think the APA should 
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A Study of 
Black, Kenneth 


LETTERS TO THE EDITOR 


not publish human research results unless it is 
clear that the patients or subjects were studied 
after their informed consent had been received, 

Besides, coercion defeats the authors’ pur- 
pose. They point out that a study might be 
spoiled by an unrepresentative sample, but 
forcing people to answer does not ensure accu- 
racy. What if they lie? The guarantee of ano- 
nymity is only a mild reassurance to the contrary. 

Finally, the chi-square tests reported make no. 
sense. Of the subjects 765 had used marijuana. 
more than ten times and 478 had used it less - 
than ten times. This distribution is supposed to. 
be significant at the .001 level. Whether it is | 
significant at all depends on how you would ex- 
pect the subjects to be distributed “by chance.” 
The authors apparently expected half their sub- 
jects to have smoked marijuana more than ten 
times and half to have smoked it less—an | 
assumption the basis of which is not made clear. 

They go on to conclude that “the probability 
is greater than chance (p <.001) that the young 
man who ‘tries marijuana’ will continue to use 
the drug ten or more times" and that “the in- 
evitable implication is that marijuana and am- 
phetamines may tend to habituation. . . ." These 
conclusions are as misleading as the statistic on 
which they are based. 

Authors have to take responsibility for what 
they write, but I also think that the Journal } 
should be responsible for what it publishes. Com- 
petent reviewing is not unavailable. It would save 
embarrassment for authors and make the 
Journal the first-rate publication that it ought 
to be. 


RICHARD C. PILLARD, M.D. 
Los Angeles, Calif. 


Editor's Note: The manuscript in question had 
been reviewed by one of the most competent 
and objective men in the field. Here is his com 
ment on Dr. Pillard's letter: 


A Reviewer Replies 


Siz: The paper by Black and associ | 
should be considered an exploratory paper E 
the epidemiology of drug use. It is based E. 
Survey questionnaire, and all such surveys E 
problems. If one depends upon volunteers, t A 
sample is certain to be biased; if one E. 1 
mandatory questionnaire it is “coercion. Eo 
types of surveys are always subject to the TE 
tion of the subject's honesty. I know of no M 
dence that supports the idea that volunteers 
more honest than subjects who are tol 
respond anonymously. , í 

The real question, it seems to me, İS whether 
the paper offered useful information. 4 


Amer. J. Psychiat. 127:10, Apri 


LETTERS TO THE EDITOR 


number of subjects were used. They were in- 
formed about the questionnaire and its purposes. 
They filled out the questionnaire and were pro- 
tected by anonymity. I would certainly have pre- 
ferred written informed consent and would even 
consider suggesting to the editors that it be made 
clear in the future that the Journal will not 
publish papers that do not explicitly state that 
written informed consent was obtained. But the 
experiment was done, anonymity was ensured, 
and it has yielded useful data regarding drug 
usage by a large number of young inductees. 

Regarding the statistics, you will note that 27 
percent of the subjects used drugs; this is a lot 
lower than reports of similar age groups. Thirty- 
tight percent of the users used marijuana less 
than ten times, 31 percent up to 100 times, and 
30 percent more than 100 times. This to me 
strongly suggests a gaussian curve and also sug- 
gests that the marijuana user does tend to habit- 
uate. If this were not the case, then the group 
who used marijuana ten times or less should have 
been very much larger than those who used it 
100 times or more. They were not (38 percent 
Versus 30 percent). I think the conclusion of the 
authors “that marijuana and amphetamines 
ak (emphasis mine) lead to habituation” is 

id. 

I had raised a question in my original com- 
ments on the article that was not answered in the 
sped version. Subjects seemed to have been 
a Army for only a few months. Where and 
b id they begin to use the drugs? This would 

useful information for all of us. 

M à vague feeling that Dr. Pillard has a 
EE axe to grind. A recent article of his (1) 
that E. Current marijuana literature and implies 
finitive TE marijuana legislation is excessively 
ing to À would agree, but this feeling has noth- 
AS o with Black's paper. Finally, I would 
Medien! that Pillard himself surveyed first-year 
cen Students in 1969 and obtained a 100 
and su Tesponse. Total Success is very surprising 
oo that “coercion” may have occurred. 
oo nedea students are, after all, also 
ess coe: ol a system even though it is manifestly 
tained ave than the Army. I wonder if he ob- 
Baton, e informed consent and would 
Should us 9 him that to be absolutely safe one 
teers e informed consent even with volun- 


The Teference is: 


l. Pillara 
303, 197 


RG: Marihuana. New Eng J Med 283:294- 
A REVIEWER 


Editor’ 
Or's Note: ; 
8 manuscri *: When we ask a person to review 


IPt for us, we guarantee his anonymity. 
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3, 4-DMPEA and Schizophrenia 


Sir: After investigating urinary excretion of 
3, 4-DMPEA in three normal volunteers, Dr. 
Stabenau and his colleagues (“The ‘Pink Spot,’ 
3, 4-Dimethoxyphenylethylamine, Common Tea, 
and Schizophrenia,” November 1970 issue of 
the Journal) assert that “urinary 3, 4-DMPEA 
has an exogenous plant source and does not 
appear to be primarily related to the presence 
or absence of schizophrenia or history of 
schizophrenia.” One wonders how the authors 
arrived at this conclusion without studying any 
schizophrenic patients. It would be equally non- 
sensical to state that urinary glucose was unre- 
lated to diabetes mellitus because normal per- 
sons exhibit glucosuria after ingesting sufficient 
sugar. 


RICHARD ABRAMS, M.D. 
New York, N. Y. 


Dr. Stabenau Replies 


Sır: The tea experiment demonstrated an 
exogenous plant source for urinary 3, 4-DMPEA 
or "pink spot" in three nonschizophrenic nor- 
mals. In the discussion of the paper we stated, 
“Although these data are from nonschizophrenic 
subjects, they are similar to the results of Von 
Studnitz and Nyman's study of four schizophre- 
nic patients and two control subjects whose urine 
was cleared of DMPEA-positive material within 
48 hours of beginning a plant-free diet." The in- 
vestigation of urine from schizophrenics under 
similar experimental conditions should be 
carried out for completeness and is, I understand, 
curren!!y being investigated by others. 4 

The analogy between glucose and diabetes 
is interesting. A relationship between abnormal 
glucose metabolism and diabetes has been 
established. There are no data indicating that the 
metabolism of 3, 4-DMPEA and schizophrenia 
are causally linked. The appearance of 3, 4- 
DMPEA in the urine of schizophrenics has led 
to speculation of such a causal relationship. The 
demonstration that 3, 4-DMPEA has an arti- 
factual source, such as common tea, requires a 
reexamination of that speculation. 


JAMES R. STABENAU, M.D. 
Hartford, Conn. 


A Method for Recalling Dreams 


Sır: During my own analysis I was faced 
with considerable difficulty in remembering my 
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dreams. I spent some time examining my moti- 
vation for not recalling them, but there was still 
a paucity of recalled dream material. During 
analytic sessions, I could recall vague dreams, 
visual images, or some feeling of the preceding 
night, but very rarely could I recover more than a 
fragment or an occasional proper name. More 
by accident than by design, while on a short 
vacation I used an old-fashioned alarm clock 
with a bell instead of the electric radio-alarm I 
had previously employed and found, to my 
pleasure, that my dream recall had significantly 
improved. When I returned to New York City I 
discovered if I used any quick-acting sleep in- 
terruption like a bell or buzzer, while at the same 
time I discouraged anyone from talking to me 
for, about 15 minutes, I had even better recall. 
After adding a few other refinements I found I 
could consistently recall dreams from almost any 
night. 

I have since used this method with my ana- 
lytic patients who cannot easily recall their 
dreams. In each of the seven such cases in my 
series there has been consistent recall. I shared 
my method with another psychoanalyst, who 
told me of a patient of his who could not recall 
dreams. I was gratified to learn that his patient 
also began to recall dreams. 

With my method the therapist should give the 
following directions: 1) sudden awakening, using 
à bell-type alarm; 2) lying in bed in silence and 
undisturbed in one position for 15 minutes or 
until the dream is recalled; and 3) writing down 
the dream as soon as it is recalled. It is possible 
that each patient might have evolved his own 
method for recalling dreams; it is also probable 
that (this happened in at least one of my cases) 
a patient will precipitously leave therapy in a 
panic when a very disturbing transference dream 
is recalled perhaps too early in this treatment. 
On the whole, however, I feel the method can 
be satisfactorily used in most patients’ treatment 
if they cannot recall dreams in the first three 
months of therapy. 

There are many theoretical considerations 
concerning the use of this method—unconscious 
resistance and motivation to name only two— 
but theoretical assessment and practical evalua- 
tion may wait until I and, one hopes, other 
therapists can test further the validity and reli- 
ability of this method. Toward this end, I would 
appreciate hearing about any results from others 
who care to use this or any similar method, 


Harry G. WALLENSTEIN, M.D. 
New York, N. Y. 


Editor's. Note: This letter was originally accepted 
for publication in 1964 as a Clinical Note. 
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Implanted Electrodes: Experimentation on 
Humans? 


Sir: The review by Dr. Harold K. Hughes of 
Biocybernetics of the Central Nervous System 
(August 1970 issue of the Journal) is wholly il- 
literate, but this is certainly up to the author. 
However, what he has written about my particu- 
lar paper not only roughly perverts its sense, but 
also essentially charges me with experimenta- 
tion on human beings (** .. .one doubts that such 
experimentation would be permitted in most 
countries"). 

The method of implanted electrodes is known 
(by educated specialists but apparently not by 
the reviewer) to have been employed for diagnos- 
tic and therapeutic purposes in many countries 
since 1949, including your own country since the 
beginning of the '50s. It is also widely known 
that the negative emotional responses, as well as 
the positive ones, are observed during the diag- 
nostic procedures and have been described in 
numerous papers including American ones. 
These emotional responses are transitory, they 
do not affect further mental states of the patient, 
and they are mentioned in the papers only in 
terms of securing the safety of the therapy. — 

I consider it my duty to call your attention to 
the inadmissibility of such tendentiousness in $0 
serious a scientific journal as the one that you are 
editor of. 


N. P. BECHTEREVA 
Leningrad, U.S.S.R. 


Dr. Hughes Replies 


Sir: To review 18 separately authored chap- 
ters of a 462-page book in 500 words is a severe 
limitation, and I am pleased to have this oppo! 
tunity to comment further on Dr. Bechtereva $ 
paper. ; 

What concerned me is described well in the 
following quotation from Thompson, Linds- 
ley, and Eason (1): 

There is unanimous agreement on two €% 
treme types of waveform to be avoided: o 
simple d-c voltage and (2) radio frequen 
(RF) above 300 kc. Both cause considerab 
tissue damage, d-c voltage by electrolysis S 

RF by heat. In fact, these are tradition? 
methods for producing lesions in the depths 
the brain. 

It is my understanding that pathological us 
ation in brain tissue by d-c electrolysis may v 
cur when the electrodes are a few millimete 
apart but is less likely when they are mu! 
closer together. The amount of electrode sep? en 
tion used in Dr. Bechtereva's work is not AE 
in her paper. The extent of alteration also 
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pends upon the region of the brain, the size of 
electrode, and the total energy released. 

Dr. Bechtereva is known for her many distin- 
guished contributions to neurophysiology and 
is, I am sure, sensitive to the health and comfort 
of her patients. It is accepted that her procedures 
were diagnostic and therapeutic in purpose. 


The reference is: 


. Thompson RF, Lindsley DB, Eason RG: Physio- 
logical psychology, in Experimental Methods and 
Instrumentation in Psychology. Edited by Sidow- 
ski JB. New York, McGraw-Hill Book Co, 1966, 
pp 117-182 


HaROLD K. Huaues, M.D. 
Potsdam, N. Y. 


Manic Patients’ Improvement with 
Methysergide 


Sir: With reference to the article, “Methy- 
sergide as a Treatment for Mania" by Drs. 
McCabe, Reich, and Winoker (September 1970 
Issue of the Journal), two years ago I published 
4 paper on the same subject that explains, at 
least to some extent, why their experiment with 
pag in the case of mania was bound to 
tion irst of all, the length of their experimenta- 

n was rather short considering that a thera- 
m response might be delayed for four to 
eff ays, or even a week, although an immediate 

ect can be observed after each drug intake. 
f » 2 easily be ascertained by speaking with 
t ae ients or by observing their behavior, even 
an it cannot be revealed by tests and rating 
ie according to our experience the dose 
Very s I administered was not sufficient. A 

i dy number of patients react to a daily 
E tier to 8 mg. of methysergide. Sometimes 
We do Rd to 18 mg. have to be given. So far 
A firm rule. now of any norm that could serve as 
ip c enormous tolerance of the manic patient 
ion we Ysergide is surprising. With one excep- 
Closely d no side effects in any case while 
Was tiken serving our patients (blood pressure 
own as every two hours with the patients lying 
graphs well as standing, finger plethysmo- 
EES N made [we expected to find a 
Carried S effect], routine blood tests were 

s » etc.). 

terea Considering the physiopathogenic in- 
well as Eur that can be given to our results as 
Crease in Wi experience, we can say that an in- 
the primu e activity of the type A amines is not 
Nother eee of manic states but probably 
all mania in the physiopathogenic chain. Not 

5 respond to methysergide. Patients 
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with certain anxious traits seem to be more re- 
sistant or have at least a less favorable response 
than other types. In patients with these manic 
anxiety states paranoid and delirious states ap- 
pear quite often when methysergide is used; we 
noted one case with a catatonic aspect. (The fact 
that this case was not schizophrenia can be 
demonstrated through many psychopathologi- 
cal considerations as well as the posterior evolu- 
tion, during which depressive and manic phases 
appeared, as well as by favorable results ob- 
tained with lithium salts.) 

Also, methysergide does not act uniformly 
upon all symptoms involved in the manic pic- 
ture. The first symptom to improve with the 
most consistency is psychomotor elation. The 
second symptom to improve, in continuation of 
the first but with less intensity, is euphoric 
mood. The treatment of flight of ideas and other 
mind disorders is much more difficult. Therefore, 
it can generally be proved that the patients of 
ours who even needed physical support when en- 
tering the clinic improved to such an extent after 
the first administrations of methysergide that 
they can now remain in their rooms, seated 
comfortably, reading a book, or watching TV. 
If they are interrupted in these moments, their 
mood becomes euphoric little by little. How- 
ever, there is no sign of psychomotor elation. 
The state of these patients, although very close 
to normal during the first hours of treatment, 
contrasts tremendously with the state of manics 
treated with tranquilizers. Methysergide also 
produces favorable effects much more quickly 
than lithium does. 

I would like to mention finally that during our 
tests we use methysergide orally or intramuscu- 
larly or ina combination of both. 


Dr. J.J. LoPEZ-IBOR ALINO 
Madrid, Spain 


Dr. McCabe Replies 


Sir: The findings suggested by Dr. López- 
Ibor Alifio concerning dosage and duration 
of treatment cannot be contested in regard to 
our own work. The design of our study was based 
on reports of Dewhurst (1) and Haskovec and 
Soucek (2), which suggested that small doses of 
methysergide resulted in clinical improvement 
in manic patients in 48 hours. Concerning Dr. 
Lépez-Ibor Alifio's suggestion that clinical 
improvement could be observed after each dose, 
we did not find such to be the case in our series. 

It would appear that a double-blind cross-over 
study with high doses of methysergide will be 
necessary to establish methysergide as having 
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therapeutic efficacy in the treatment of mania. 
The references are: 


1. Dewhurst WB: Methysergide in mania. Nature 219: 
506-507, 1968 Ne 

2. Haskovec L, Soucek K: Trial of methysergide in 
mania. Nature 219:507-508, 1969 


MIcHAEL S. McCasE, M.D. 
St. Louis, Mo. 


Stutter: Functional (Habitual) and 
Organic Differential Diagnosis 


Sır: With increasing knowledge and technical 
achievements in medicine, we are prone to ne- 
glect our clinical acumen. At times doctors or- 
der various tests to differentiate between func- 
tional, habitual stutter (laloneurosis) and organic 
stutter due to central nervous system disease. 

There is-an old axiom used to differentiate be- 
tween organic and functional stutter. The patient 
with habitual stuttering stutters only when he 
talks but not when he sings. The organic stutterer 
stutters or stammers whenever he tries to form 
words while talking or singing. The various 
methods of treatment for functional stuttering 
are based on the fact that the functional stutterer 
stutters only when he talks but nor when he sings. 

Functional, habitual stuttering is predominantly 
a disease of men. In childhood there is sexual 
predisposition—a ratio of four boys to one girl. 

In adulthood functional Stuttering is practically 

restricted to men. For some unknown reason, 

the habitually stuttering girl stops Stuttering when 
she reaches puberty, There is no marked sexual 
predisposition in speech impediment due to or- 
ganic factors, 

If one is aware of these facts, it will be easy 
to make a differential diagnosis between function- 
al and organic Stuttering without elaborate tests, 


JOHN LANZKRON, M.D. 
Beacon, N.Y. 


Empathy Eaters 


Sir: Recently I had occasion to be plac 
75 mg. of diethylpropion hydrochloride o 
ate Dospan) daily in order to reduce my appetite. 
An unexpected side effect occurred that I think is 
important to bring to psychiatrists’ attention. 
There was a definite decrease in my ability to 
empathize, so much so that I became uncertain of 
what the affects of my psychotherapy patients 
were, This phenomenon is certainly of clinical 
importance and, I speculate, may well be of re- 
search interest. I would appreciate hearing if 
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other appetite suppressants. 


Doris C. GILPIN, M.D, 
St. Louis, Mo. 


| 
others have observed the same effect from this or | 


An Additional Observation on | 
Methylphenidate in Hyperactive l 
Children | 

Sir: In the last two years as our work with | 
methylphenidate has increased we have made 
the following observation that may be of interest | 
to other colleagues. It concerns children aged five 
to eight years who are regularly given, as à begin- 
ning dosage, ten mg. of methylphenidate, with 
adverse reactions (either lethargy or hyperactivity 
occurs or sometimes occurs—sometimes with 
headaches, abdominal pain, vomiting, and nau- 
sea). : 

This complicaton can be avoided—e.g., a SIX 
year-old girl was given (by her pediatrician) ten 
mg. of methylphenidate, with the ill-effects men- 
tioned above. When the dosage was switched to 
five mg., the mother noticed “fantastic results. 
The girl was able to maintain herself in school 
and only needed a second dose of five mg. after 
she came home from school. j 

At my recommendation the mother tried after i 
a week of a dose of five mg. to move to ten MBs 
this again did not work out. Lowering the dosage 
to five mg. produced the desired results for the 
second time. 

Another note about methylphenidate deals 
with its occasional lack of effectiveness after the 
drug is discontinued for a few months. A number 
of children who responded well to methylphent 
date and stopped taking it for the summer did not 
benefit to the same extent as previously whet! | 
medication was resumed; we had to preset! 
higher dosages and even then some did not re 
spond to it as effectively as before. i 
Leon Tec, M.D: 

Norwalk, Cont. 


A Correction 


Page 827 of the December 1970 issue of m 
Journal contains an error in the article, 
tion-Reduction in Brief Group Therapy; a 
William B. Donovan and Robert C. Petra 
Reference 14 should read, “Hanna E: ATE 
and problem drinking in the college Mn 
Boston, Mass, Massachusetts Division Re pe 
holism, 1965 (unpublished)." Requests 100 | 
prints should be sent to Dr. Hanna at M d 
setts General Hospital, Boston, Mass. 02114. 

The error appeared in the original manui 
of the paper. 
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Tue Patnotocy or Leapersuip: A History OF THE 
Errects or Disease ON 20TH-CentuRY LEADERS. 
By Hugh L'Etang. New York: Hawthorn 
Books, 1970, 215 pp., $6.95. 


How much should a doctor tell, or more 
pointedly, should a doctor ever tell? This prob- 
lem, which has concerned physicians, laymen, 
medical societies, and the law, is dealt with in 
capable and interesting fashion by Dr. Hugh 
U'Etang, a British physician, who for years has 
studied the effect of illness upon leaders in many 
Nations, The question goes hand in hand with 
another vexing problem: How much is the elec- 
torate entitled to know about the health of candi- 
dates for high office and the men who lead the 
nation's armed forces? What are the physician's 
obligations? 

m E fascinating work, which is principally con- 
the eee illnesses of men in high places, 
Wels popen together from already published 
n e details of the illnesses of men who held 
lio. ure of nations and of segments of world 
Ne in their hands. He asks the important 
die. i Quis custodiet ipsos custodes? He 
ice a it is difficult enough to decide upon 
asc ERE of a laborer or recommend with 
did x the retirement of a bank examiner 
tive uve, let alone men who are in sensi- 
teachin pra: spots and who are faced with far- 
in EH ecisions that sometimes are influential 
affairs. 


“ m Prong asks such pertinent questions as: 
crippled M doctor care to decide whether the 
an his i oodrow Wilson was any less effective 
ory is D vice-president, whose place in his- 
Country End by his statement: ‘What this 
Would an vd is a good five cent cigar?” Or 
crippled aa ysician care to decide whether the 
the younge aes more or less effective than 
illnesses that ut ailing Eden? All three men had 
retirement o would in lesser persons have justified 

Thien or change of occupation. 
Sible Ves to many physicians to be respon- 
Parable sity ealth of leaders of nations, but com- 
9 occasio; latons of a much smaller magnitude 
oung on, nally fall to the lot of physicians, even 
health Sn who must express opinions on the 
Military The of officers senior to them in the 
Ae an asino only the ticklish situation 
ing the degree of incapacity, but also 
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the even harder one of informing the patient 
in question of the fact that he is incapacitated. 

Starting with a consideration of the beginning 
of World War I and the individuals who played 
a part in the early stages of that holocaust, the 
author devotes 15 chapters to a consideration of 
leaders of the British Empire and the American 
government. He also considers some of the ad- 
mirals and generals prominent between 1914 and 
1918; in addition, Woodrow Wilson, Warren 
Harding, and Franklin Roosevelt are discussed 
in medical detail, as are the “invalids who worked 
with Roosevelt.” Some older contemporary 
clinicians are well acquainted with the details of 
the illnesses of this latter group. 

One interesting chapter is concerned with the 
“Jll Health of Senior Officers, 1939-45: An 
Unexplored Influence on Command Decisions.” 
Here L’Etang becomes quite authoritative be- 
cause, as a British observer, he was well 
acquainted with the prewar Labour ministers who 
wilted under the strain. 

Some reluctant prime ministers, the author 
states, were goaded by their physicians’ advice 
to activity that was alarming and unedifying. 


Lloyd George had consulted Lord Dawson in 
June 1921 and was deeply disappointed that 
his breakdown was considered only temporary. 
By the same token Dawson “propped up" 
Baldwin who, groaning and protesting, lasted 
until the coronation of May 1937 which some- 
what arbitrarily had been selected as the date 
of his retirement. 


The publication of the book undoubtedly was 
hastened by Lord Moran’s publication of the de- 
tails of Churchill’s illnesses and the furor that it 
caused in medical circles (1). 

One dilemma for the doctor who treats men in 
the public eye also occurs in the treatment of any 
patient, and the more prominent he is, the more 
the danger. Here the doctor has additional ethi- 
cal responsibilities, for confidentiality cannot be 
maintained blindly if public safety is involved, as 
for instance with a railway engineer or an airline 
pilot. 

Again, under tradition and usually ignorant 
of politics, the average doctor concentrates on 
his personal responsibility for the welfare of his 
patient. Yet he cannot escape the political con- 
sequences of his actions if he condones incapac- 
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ity that may contribute to situations that have 
serious implications. $ 
This is a timely and most interesting work. 


The reference is: 


1, Moran CMW: Winston Churchill: The Struggle 
for Survival, 1940-1965. London, Constable & 
Co, 1966 


F.J.B. 


Psycuiatric Cumics: A Typotocy oF SERVICE 
Parrerns. By Bernard Neugeboren. Metu- 
chen, N.J.: Scarecrow Press, 1970, 180 pp., 
$5. 


For those concerned with the planning and 
administration of mental health services, this 
book is essential. For those who are more gen- 
erally concerned with the mental health delivery 
system, the first chapter on "Issues in the Men- 
tal Health Field” and the final chapter on “Con- 
clusions and Implications” may alone suffice. In 
either case, the author identifies crucial current 
issues, pointing out there has been no clear-cut 
social policy in this country dealing with priori- 
ties for the delivery of mental health services and 
that the mental health system is facing a “basic 
dilemma of reconciling excessive need for ser- 
vices to large numbers of persons with the re- 
quirement of providing an adequate amount of 
services to each individual in a situation of lim- 
ited resources.” 

The author reports on an investigation (using 
1963 data) of the service patterns of 245 psychi- 
atric clinics in New York State. With a de- 
scription of the clinics’ service patterns, exten- 
sive ‘Service patterns are contrasted with intensive 
Service patterns depending upon the numbers of 
patients served, the amount of service given 
each patient, and types of patients served. On the 
assumption that the organizational auspices of 
the clinics were primary determinants of their 
Service patterns, clinics were classified as to 
EN they MR basically public or voluntary. 

al or nonhospi iali i 
pre ospital specialized or non- 

The primary finding of the investigation was 
that the public or Nonpublic mandate of the 
clinic is the single most important factor deter- 
mining its service role. In general, those clinics 
under public auspices provided extensive ser- 
vices, whereas those under voluntary auspices 
provided intensive patterns of services. Trainin 
functions tended to be linked Primarily to fhe 
intensive pattern of services, 

Although this study is essentially eight years 
old, its findings are quite pertinent today. With 
the limitation of funds for comprehensive com- 
munity mental health center operations and for 

the operation of university training Programs for 
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mental health professionals, an examination of 
social policy in regard to priorities for funding 
programs is crucial. 

With fewer federal funds available, university 
training settings and publicly operated mental 
health programs are in a position to plan and set 
priorities with concomitant social policy for the 
mental health delivery system. With training 
settings providing intensive services and with 
public mental health programs primarily com- 
mitted to extensive services, a dilemma persists. 
On the other hand, the possibility of allocating 
more training funds for services under public 
auspices and the assumption of a more active 
role by the public university training centers in 
training mental health personnel are possible 
fruitful directions, i 

A critique of this study would have to point 
out that its data were limited to New York State, 
its data are now eight years old, and that there 
are no adequate measures of effectiveness of 
either intensive or extensive clinic services. Per- 
haps more to the point, the study was limited to 
examination of outpatient services and, in par- 
ticular, direct services in those settings. The 
author, who himself examined these limitations, 
also points out that it would be most valuable 
to examine the orientation of various mental 
health professionals providing services. 

This study report has taken a systems ap- 
proach to the problem but has suffered from the 
lack of a systems approach by the providers 0 
mental health services. To establish clear-cut 
priorities and clear-cut social policy would 
require the definition of the mental health 
System as not being separate systems of out- 
patient clinics, community mental health centers 
private and public mental hospitals, and private 
practice, but one composite system with different 
goals for the subsystems. With such a Dice 
of clearly stated goals to which could be rela 
services and training, then it would be possible 
to allocate funds on a priority basis. Whether 
or not such a Utopian-like process should occur, 
this particular small book, Psychiatric Clinics, 
merits careful examination. 


James W. Ossers, M.D. 
Raleigh, N.C. 


By H.V. 


Firrv Years or tHe Tavistock CLINIC. pail 


Dicks. London: Routledge & Kegan 
1970, 402 pp.,4 £/4s. 


When I clerked in neurology at Queen’ 
Square (the British national hospital), T? ré 
stock Clinic was close by. When trenches se 
being dug for shelter in the squares in Ba 
bury, it was my privilege to visit the Mau i 
Hospital also. For one wno studied in Engl? in 
and who has preserved lifelong acquaintances 
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Great Britain, the jubilee volume of the Tavistock 
Clinic is a delight indeed. It’s a warm, friendly 
book setting forth the story of the Clinic: its 
ideas, organizational changes, and the marks it 
has made upon the history of psychiatry in Great 
Britain. 

The concluding reflections in chapter 12 pro- 
vide some of the flavor of this rich volume: 

I would hold that since its inception in 1920 
the Tavistock has steadfastly represented and 
emphasized the psychodynamic aspects of psy- 
chiatry....Inspired by successful applications 
of Freud's “new psychology" to mass neuro- 
sis in military settings, the Tavistock was in 
fact favourably placed to become a mediating 
body between medicine and psychoanalysis in 
the broadest sense... . 

. the Tavistock group has been patient- 
Or task-centered rather than theory-centered, 
hence much more flexible and “eclectic” (a 
term of mild abuse in some circles) than any 
orthodox "school" could be in its choice of 
theoretical and heuristic approaches to con- 
crete problems of diagnosis and therapy. It 
remained faithful, however, to the basic phil- 
Osophy which required us to understand the 
Whole person in his social and intrapsychic 
as well as his organismic aspects—a philoso- 
phy most clearly shown, even in 1920, by the 
Tavistock's  multi-professional handling of 
Psychiatric problems .... 

The Tavistock Clinic specialized in the study of 
fychological and social aspects of psychiatry, in 
ne treatment of patients and families whose 
disturbances can be understood in these terms, 
and in the prevention of such disturbances. 
The Tavistock’s aim to treat people, whenever 
Possible, without hospitalization and loss of 
eir social connections is gaining ground. 
ioe Tavistock made many significant contri- 
VERE to psychiatry in England. Anyone in the 
aie States „with an association with the 
de Ock Clinic will thoroughly enjoy this 
E. Ty of the organization and its very personal 
Ount of a unique group of talented persons. 


WALTER E. BARTON, M.D. 
Washington, D.C. 


Ti 
E Jerrerson: A  Wrui-TrwPERED MIND- 
a Carl Binger. New York: W.W. Norton & 
9.1970, 203 pp., $6.95. 


Ment several historian-authored books on 
the p, n have appeared, including Jefferson 
om Men First Term, 1801-1805 (1) and 
ography Jefferson and the New Nation: A Bi- 
by a z0). This volume, however, is authored 

Istinguished physician, psychiatrist, and 
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teacher. His goal and method were not to un- 
cover new facts about Jefferson's life but to in- 
terpret how Jefferson's mind worked by selecting, 
from the store of information uncovered by his- 
torians, salient psychological material. As psy- 
chiatrists well know, given a sufficient number of 
anecdotes (and Jefferson left plenty in his pro- 
fuse letter writing), we may reconstruct patterns 
of behavior that reveal the nature of internal 
mental processes. This is the essence of good psy- 
chobiography, which Dr. Binger also did so well 
in his previous book on Benjamin Rush (3). 

Dr. Binger uses material available from Jeffer- 
son's birth in 1743 until he was elected President 
in 1800. Jefferson's early life showed clear evi- 
dence of early responsibility; he became the 
father of his family at 14 years of age when his 
father died. Then began the anlage of a moral- 
istic, compulsive character. Moral sense was, he 
said, *As much a part of man as his arm or leg." 
Despite temptations he maintained strict control 
over himself except for one incident when he felt 
tempted to have (or actually did have) an affair 
with a young lady in Paris, after which he pun- 
ished himself in an "accident," fracturing his 
right wrist. 

Dr. Binger stresses Jefferson's feminine ten- 
dencies but states that these were well reconciled 
with his masculine elements, resulting in a "well- 
tempered mind." This certainly is true if Jeffer- 
son's scientific, architectural, and political activi- 
ties are considered. But a well-tempered mind 
must have been horribly costly to the man, with 
his constant reiteration of morals, responsibili- 
ties, and duties in his letters to his daughters. And 
what distress indeed was expressed in his de- 
pressed character, in his ambivalences toward 
significant others, and in his self-accusations! 

Jefferson was a great man—certainly among 
the giants of the new republic. His external be- 
havior, judicious pronouncements, and creativity 
gave, as Binger states, the appearance of a well- 
tempered person; but beneath the surface, one 
can infer, were horrendous sadness and conflict. 
Perhaps that is the definition of greatness when 
associated with high intelligence, namely, the 
ability to organize internal conflicts into creative 


behavior. 
The references are: 


1. Malone D: Jefferson and His Time, vol 4: Jefferson 
the President, First Term, 1801-1805. Boston, 
Little, Brown and Co, 1970 

2. Peterson MD: Thomas Jefferson and the New Na- 
tion: A Biography. New York, Oxford University 
Press, 1970 

3. Binger C: Revolutionary Doctor: Benjamin Rush, 
1746-1813. New York, WW Norton & Co, 1966 


Roy R. GRINKER, SR., M.D. 
Chicago, Ill. 
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NicuTmares AND. Human Conruict. By John E. 
Mack, M.D. Boston: Little, Brown and Co., 
1970, 243 pp., $10.95. 


The recent revival of interest in the dream, 
which has resulted from the discovery of new 
physiological parameters, has not neglected that 
terrifying experience, the nightmare. In Night- 
mares and Human Conflict John Mack surveys 
current knowledge and speculation about this 
phenomenon, He deals with it primarily from a 
psychoanalytic point of view but does not neglect 
historical, literary, physiological, and biological 
material. His book is copiously illustrated with 
clinical vignettes. 

The author defines nightmares and night 
terrors (differentiated from the former by greater 
sense of terror, less mental content, and predom- 
inant origination in non-rapid-eye-movement 
[REM] periods) as differing only quantitatively 
from severe anxiety dreams; he sees them as 
occupying a middle position between ordinary 
dreams and psychosis. They represent a state 
of ego helplessness and regression precipitated 
by current traumata but harking back to infan- 
tile roots. 

The dangers the nightmare victim confronts 
not only are those of his real external environ- 
ment, but—and this is the author’s main thesis— 
they also very frequently represent the dangers 
posed by the dreamer’s own aggressive impulses. 

In general the older psychoanalytic theory, as 
enunciated by Ernest Jones, that the nightmare 
is the product of incestuous oedipal fantasies is 
downgraded in favor of the dominating role of 
pre-oedipal aggression. 

Although there is no doubt that the terror of 
the nightmare victim is a response to symbolized 
hostility directed against himself, and although 
the author convincingly demonstrates that the 
dreamer’s Own aggression is the principal threat- 
ening force in the cases he describes, it is at least 
questionable that this source of fear is universally 
more important than the myriad other dangers 
that may be influencing the helpless sleeper, 

Also, in dealing with the nightmares of persons 
with traumatic neuroses, the author adheres to 
the traditional Psychoanalytic view that these 
nightmares cannot Occur without involvement 
of deeper layers of the personality, that is, re- 
gressive movement to infantile psychosexual 
fixation points. However, he neglects a good 
deal of evidence (including the study of concen- 
tration camp survivors) that trauma of severe 
enough intensity can produce a full-blown trau- 
pee ae including nightmares without the 
Ron involving such predisposing Personality 
; Dr. Mack makes a valiant effort to integrate 
his clinical and psychoanalytic formulations with 
the “new biology of dreaming," but I am afraid 
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that his efforts are not entirely successful. This is 
not because of a lack of ingenuity or imagination 
on his part. Rather, it is because his discussions 
of the function of the physiological activity of the 
REM state appear to concern themselves with a 
different universe of discourse than those in- 
volved in explicating the meaning of dreams. 
The attempted bridge between the two on the 
basis that they both serve adaptive purposes is 
too fragile to offer much support. 

Possibly the most intriguing psychophysiolog- 
ical correlation mentioned in the book is that 
between the motor paralysis of the REM state 
and the terror-inducing feeling of helplessness 
of the dreamer confronted with overwhelming 
danger. Here the variant of James-Lange theory 
suggested by Gastaut and Broughton, that the 
dream content of the nightmare is a rationaliza- 
tion of the dreamer’s response to the physiologi- 
cal changes he is experiencing, seems especially 
applicable. y 

Dr. Mack’s book is informative and well writ- 
ten. It can be particularly recommended to psy- 
chiatrists and psychoanalysts who, while not 
specialists in dream research, must maintain an 
interest in the mysterious subject with which it 
deals. 


PauL CHoporr, M.D. 
Washington, D.C. 


Tur Nursinc Home AND THE AGED PsYCHIATRIC 
Patient. By Bernard A. Stotsky, M.D., Ph.D. 
New York: Appleton-Century-Crofts (Mere- 
dith Publishing Co.), 1970, 342 pp., $11. 


The recent front-page account (1) of a feder- 
al investigation of four Baltimore-area nursing 
homes, following the death of 25 patients cause 
by a salmonella epidemic, focuses once again ah 
the plight of old age in a culture glorifying yout 1 
and rugged vigor. Practices were uncovered tha 
apparently not only defrauded Medicare an 
Medicaid but condemned the elderly patient to 
inadequate medical treatment, neglect, depriva- 
tion, isolation, and even death. Probes of nurs- 
ing homes repeat themselves, almost is 
nauseam in their futility, but little or no construc 
tive action follows in their wake. ; " 

The appearance of this volume, which SU 
marizes and correlates many of the individus. 
findings previously published, is a most yn 
come event. Stotsky's research was undertak 
between 1964 and 1967. While he investigate 
issues essentially related to the therapeutic Ts 
agement of emotionally disturbed patients ©! 
charged from Boston State Hospital to RUE 
homes, his research is so simple in design ae 
So universal in its application that his RT 
may well be able to interrupt the cycle of cr! 
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and ineffective reform and lead to significant 
improvement in geriatric care generally. 

Among the fascinating questions his con- 
trolled studies sought to illuminate were: Is 
placement of aged mental patients in nursing 
homes actually a dumping operation? Are 


| they better off there? Is the nursing home be- 
coming the mental hospital’s back ward in the 


community? What is the role and attitude of the 
physician, the administrator, and the nurse? 
What effect does the presence of psychiatric pa- 
tients have on the other patients? What are the 
factors in the successful adjustment of mental pa- 
tients to nursing homes? What therapeutic in- 
terventions take place in nursing homes, and how 
are the patients affected? Finally, special studies 
covered the use of psychoactive drugs and the 
effect of Medicare on the long-term patient. 

The final chapter of summary and recom- 
mendations based on the answers to these 
and other questions will repay careful study by 
all who are concerned with the delivery of medi- 
cal and rehabilitative care and the value of a 
multidisciplinary program for psychiatric pa- 
tients within the operation of a nursing home. 
While the decrease in the Boston State Hospital 
Population by $00 over the four-year period of 
the research was due in large part to nursing 
home placements, it is clear that the key factor 
in outcome of placement was the psychiatric 
Status of the patient. It is disappointing that no 
Mention is made anywhere in the volume of what 
I. ,rccome increasingly apparent in other in- 
aie that alcoholism in geriatric pa- 
En in mental hospitals is as neglected a prob- 

as it is in the community-at-large, even by 
able researchers. 


The reference is: 
l. Baltimore Sun, December 14, 1970 


MAXwWELL N. WEISMAN, M.D. 
Baltimore, Md. 


D 
Ere Dara ano Desate. Edited by Paul 
tala. M.D. Springfield, Tl.: Charles C 
mas, 1970, 313 pp., $12.50. 
Bip book consists of 17 papers presented at a 
iig ool session held at Portland State 
the pa peo (Portland, Ore.) in August 1969. AII 
Cal, que geared to introduce the sociologi- 
and Be pharmacological, psychological, 
Professi acets of drug abuse to a diverse semi- 
Stonal audience, 
Richard pal interest are three papers: one by 
Caria llipson, M.D., and two by Robert 
The qum : M.S.W., and Sidney I. Lezak, M.D. 
legal ș traces the development of the English 
V Ystem and the latter two trace the Ameri- 
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can legal system. The English have always had 
compulsive drug takers, the numbers of which 
have risen and fallen through the years. How- 
ever, the system they developed was the epitome 
of simplicity: They ignored drug takers and al- 
lowed doctors the decision of treating them or 
not. More recently, because of a few doctors 
who overprescribed narcotic drugs and a rising 
number of young drug takers, the English, with 
the advice of a high-level commission, modified 
their laissez-faire system by establishing a few 
underfunded drug clinics and restricting the 
general use of narcotic prescriptions. 

Compare this simple, inexpensive approach 
to that of the Americans, who since 1914 have 
developed complicated, unwieldy, and badly 
abused systems of laws at federal, state, and even 
local levels, all of which are based on the premise 
that harsh, long-term sentences will control drug 
abuse. It is clear that this complex of laws has 
not succeeded in controlling drug abuse but in- 
stead has instituted another complicated and ex- 
pensive governmental bureaucracy that is as 
firmly established as drug taking is in this coun- 
try. 

Dr. Jerome H. Jaffe describes a multimodality 
treatment program that he and his workers de- 
veloped recently in Chicago. He clearly favors 
methadone maintenance as the most pragmatic 
treatment method for drug abusers. However, he 
has established a number of halfway houses, 
drop-in centers, and other self-help-run groups 
throughout the city. Most significantly, each 
treatment modality is subject to continual evalu- 
ation, which is based, one hopes, on its patient 
population and a realistic appraisal of its goals. 

The editor has done his job well, for each 
article is concise, well written, and readable, 
George Saslow has made a brave attempt to sum 
up and render into philosophical coherence the 
many facts and concepts presented to the sum- 
mer students. 


Davıp J. Myerson, M.D. 
Worcester, Mass. 


EpıpemioLocy oF Moncouism. By Abraham M. 
Lilienfeld. Baltimore: Johns Hopkins Press, 


1969, 142 pp., $7. 


This book represents an attempt to enlighten 
the reader about the etiology of mongolism from 
the viewpoint of epidemiology. It does not rep- 
resent original research; instead it reviews the 
available literature from a so-called objective 
viewpoint, i.e., that of a man who has no per- 
sonal experience in the field but is thought to be 
especially competent to review the studies of 
others from the vantage point of a noninvolved 


spectator. 
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The first chapter, "Background," gives a brief 
summary of what is called trisomy. The second 
chapter, “Incidence,” reviews publications on the 
incidence of mongolism; a fairly uniform dis- 
tribution of 1.5 to 1.8 cases per thousand is 
found. These statistical reviews, as I have em- 
phasized in several publications, are of limited 
value. Most obstetricians and pediatricians are 
not able or willing to make the diagnosis of 
mongolism at the infant’s birth, and a child 
who dies of congenital heart disease or respira- 
tory disease in the neonatal period is usually 
diagnosed according to the cause of death and 
not as mongoloid. Moreover, the clinical diag- 
nosis of mongolism is, with the progress of 
science, even less common; most doctors hesi- 
tate now to make such a diagnosis without a 
chromosome test, and this is done only in ex- 
ceptional cases. 

Of great importance is the material on the in- 
cidence of trisomy 21! in terms of conceptions. 
“One can estimate that about 80 percent of con- 
ceptions with trisomy 21 terminate in abortions 
and about 20 percent go on to be live-born. 
This implies that in epidemiological studies of 
mongol births we are merely studying the 'top 
of the iceberg’ " (p. 21). 

Lilienfeld does not add anything really sig- 
nificant in the ensuing chapters. Some of his re- 
ported incidence characteristics, such as that of 
congenital heart disease, which he quotes as 
35 percent, are inaccurate because they are 
based on inaccurate observations. My own ma- 
terial from more than 100 autopsies has demon- 
strated that at least 70 percent of these patients 
have at least an open foramen ovale and more 
than 50 percent have more severe vascular 
anomalies. 

As to the etiology of mongolism, some recent 
studies have emphasized the importance of virus 
diseases, especially hepatitis, and nutritional de- 
ficiencies, One would expect from an epidemi- 
ologist to learn something about the significance 
of the Observations of the Australian and Ameri- 
can investigators who emphasize the importance 
of hepatitis. The Significance of X-ray exposure 
has also often been mentioned in the literature. 


Unfortunately, Lilienfeld does not discuss these 
factors. 


‘Trisomy 21-22" refers to à supern 

mosome in the chromosome S MD DERI 
most scientists believed that the third chromosome bs 
longed to group 21, but doubts have since arisen as to 
whether the extra chromosome belongs to group 21 55 
22. Thus scientists now prefer to use the term tri- 
somy 21-22. Among the Scientists, Penrose believes 
that there are two types of mongolism, one due to tri- 
somy 21 and one to trisomy 22. He thinks that the clini- 
cal manifestations are slightly different, but this dis- 
tinction has not yet been definitely established, 
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What has to be done is to follow the clues 
suggested by the study of the conceptions that 
result in 21 trisomy and to concentrate on a true 
study of the pregnancies in which an abortion, 
miscarriage, or fetal death was observed, exam- 
ining the conditions under which conception oc- 
curred. What are needed are further chromo- 
somal studies on the variations in the normal : 
population. I have suggested that since many 
states still have laws requiring premarital blood 
tests, some of this blood should be used for 
chromosomal research, for determining not only 
the presence of 46 chromosomes but also the 
variability of mosaic patterns as they occur in 
the normal population. 

What is most urgently needed in mongoloid re- 
search is an answer to the question of whether 
nondisjunction is more likely to occur if the 
mother is either "over-aged" or prematurely 
aged while still in her early 30s or if an abnormal 
condition prevailed due to a temporary illness or 
exposure to X-rays or nutritional deficiencies 
when the conception occurred that resulted in 21 
trisomy. The 80 percent of such conceptions that 
terminate in abortion, as Lilienfeld points out, 
offer splendid material for the study of the eti- 
ology of chromosomal anomalies because the 
time span between conception and abortion 's 
much less than in a term delivery, and we mH 
suspect that the abnormal condition of dr 
mother is more pronounced than in those case 
where the fetus is carried to term. 


r 


CLEMENS E. BENDA, M.D. 
Arlington, Mass. 


Mentat HeaLTH AND. THE Communrry: PROBLEMS 
PnRoGRAMs, AND SrRATEGIEs. Edited by Milton 
F. Shore, Ph.D., and Fortune V. Mannino, 
Ph.D. New York: Behavioral Publication? 
1969, 205 pp., no price listed. 


This book essentially presents 11 case studies 
of programs in the relatively new area of com 
munity mental health. In contrast to so ma 
that is published of a theoretical and speculat 
nature, this book has the virtue of presenting fiy 
personal accounts of people in the mental hea 
professions and related fields as they have deYe 
oped programs in the community. The papers : 
this volume are comforting for those worse 
the community in that they clearly express the 
frustrations, anxieties, and false starts, but A 
same time they leave one more anxious an e 
flicted about the role of the mental health P 
fessional in his community. with 

The four chapters dealing with programs rob- 
a mental health service orientation cove" hook 
lems of service delivery in urban, rural. ies ol 
and low-income settings. With the except 
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HG. Whittington's Denver programs, where 
considerable direct service is provided, most of 
the programs focus heavily on indirect service. 
The rationale is repeatedly expressed that the 
“traditional approaches are time-consuming, €x- 
pensive, and not relevant in many situations. A 
commitment to the consultative approach often 
I isseen as the practical way to reach larger groups 
of people. Here, it will be interesting to have 
some follow-up, even if only of a descriptive type, 
on these endeavors. It may also prove useful to 
question the consumers of the consultation ser- 
Vice as to their perception of the usefulness and 
effectiveness of this consultation. 
Two chapters devoted to programs with a 
problem-solving orientation deal with delin- 
quency in two different settings. Here, the role of 
mental health worker as advocate, as mobilizer 
of the poor to meet their own needs, and as 
developer of community resources is discussed. 
T € three chapters devoted to programs with a 
Social-action orientation are more controversial 
in that they describe programs designed to 
change certain aspects of the social structure. It 
Seems questionable whether these programs will 
Indeed make changes in the fabric of the com- 
munities involved, whether the principles of 
meal action will enhance the mental health of 
COBRA involved, and whether any of these 
NM es can be directly applied to mental 
programs, 
E oer is devoted to the training for new 
Do. Ex service professions. A charming 
E in 3 m Lemkau describes his in- 
liis Ma e planning of a model city, Co- 
Eo is well written, and the editors' 
is Momente are useful. By and large. 
individual € reflects the interests of the particular 
Sstained oY olved. but whether these will be 
thi ained over time remains a question. Clearly 
I5 book offers a i i ; 
S us no panaceas. 


Jon E. GUDEMAN, M.D. 
Boston, Mass. 


Lo 
De Grier: PsycHoLoGICAL MANAGEMENT IN 
Ica Practice. Edited by Bernard Schoen- 
M.D., Arthur C. Carr, Ph.D., David 
New Wa i dura H. Kutscher, D.D.S. 
388 pp. $12.50, umbia University Press, 1970, 
A me 
nd ae from Ben Ames Williams in Loss 
lo know fees “It is the hard lot of the doctor 
Victories B. in the end, he is always defeated; his 
ever final best are temporary. Death he can 
and this i conquer. But death's ally is fear. 
they sive 4 Y the doctor can defeat.” Although 
away precious few secrets about how to 
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defeat fear, the papers in Loss and Grief do help 
in mapping the area where the treasure may be 
found, and that is a valuable contribution. 

The book contains groups of chapters on the 
following issues: reaction to partial loss (limbs, 
sexual loss, chronic illness, etc.), the dying patient, 
death in childhood, and developmental aspects of 
loss. Sections on humanistic and biologic con- 
cepts of death encapsulate the other parts and 
are followed by a brief annotated bibliography 
on death and grieving. The chapters contain 
many varied statements about the need for "'sup- 
port," making oneself “useful to . . . [oneself] 
and others," and "reconstitution of the individu- 
al into someone who, having dealt successfully 
with grief and its attendant practical problems, 
has much to live for and much to contribute to 
his family and society." 

All the chapters communicate an evenness of 
concern, warmth, and decency, and it is difficult 
to cite some as better than others. But several of 
the contributions do converge on issues of 
unusual and emerging importance. “Pain and 
Addiction in Terminal Illnesses” by Thomas A. 
Gonda offers a useful point of view about pain, 
suggests methods for treatment, and recognizes 
the horizon now visible, involving the use of 
drugs other than narcotics for the treatment of 
pain. 

"Responses of Medical Personnel to the 
Fatal Illness of the Child" by Jerry M. Wiener 
brings up the crucial issue for psychiatrists: 
Should the patient be told? Dr. Wiener offers his 
excellent clinical views and opinions and reports 
on a survey he made on this question for his 
chapter. A questionnaire submitted to 160 pedia- 
tricians revealed that pediatricians in practice for 
less than ten years not only showed a greater 
variability in dealing with the questions about 
diagnosis and prognosis but also were more 
likely to give direct answers to questions. The 
more experienced pediatrician, in practice more 
than ten years, tended to withhold such informa- 
tion. Shared experience of this nature will. be 
most valuable to physicians who must always 
puzzle over these issues and wonder if their views 
are in line with those of other compassionate 
doctors. 

Every chapter in its own way, whether dealing 
with patients’ anticipations and reactions, those 
of family members, or the larger historical and 
philosophic views of grief, has something useful 
to say. In these generally well-written chapters 
one reads repeated statements that deal more 
with psychological understanding and acceptance 
of loss than with psychological management, 
as suggested in the subtitle of the book. Of course, 
no other book has gone beyond this one, and we 
must be pleased that such a fine effort has re- 
sulted in a useful volume. 
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It is regrettable that some of the essays seem 
to miss the mark of being directly helpful to the 
professional grappling with his patients’ pain and 
death. A few of the chapters, although clinically 
detailed, do not achieve the poignance in- 
herent in their themes. Although others strive to 
be pragmatic, they will leave the physician look- 
ing for definitive advice unsatisfied. In a way we 
need a serious effort in the vein of the apocryphal 
Reader's Digest article, “New Hope for the 
Dead." Or perhaps the problem we wrestle with 
is still the one stated by John Donne: 

Language, thou art too narrow, and too weake 

To ease us now. 


Its very act of wrestling with the problem. of 
loss makes this book a worthwhile contribution 
to the clinician's continuing work. 


SIDNEY L. WERKMAN, M.D. 
Denver, Colo. 


Marriace anp Divorce: A Sociat anp Economic 
Srupv. By Hugh Carter and Paul C. Glick. 
Cambridge, Mass.: Harvard University Press, 
1970, 438 pp., $8.50. 


This excellent statistical study of relevant fac- 
tors in marriage and divorce is one of a series of 
studies sponsored by the American Public Health 
Association. It is hoped that the book will serve 
as an introduction to the growing body of demo- 
graphic and socioeconomic facts concerning 
marriage. There has been need for such a book; 
not much has been known about this subject. 

The authors helpfully give a history of inter- 
national trends in marriage and divorce. Of par- 
ticular interest to psychiatrists are chapters on 
"Marital Status and Health," “Group Variations 
Among Bachelors and Spinsters," and "Group 
Variations Among Widows and Widowers." For 
those who do marriage counseling Chapter 12, 
"Legal and Administrative Aspects of Marriage 
and Divorce," will be helpful. 

I have always been one 
tistics can be made to prove whatever one wishes 
them 1o prove. But in this book I find the statis- 
tics most interesting and most helpful. 

The authors point out that although most of 
those whose marriages are in trouble still turn to 
persons who lack the Necessary special training 
and skill to be of greatest assistance (such as 
ministers, physicians, and personal friends) 
growing numbers of married couples with serious 
marital problems are seeking the help of pro- 
fessional marriage counselors. They express the 
hope that as basic research on marriage and di- 
vorce improves, the results of this research will 

help marriage counselors to render increasingly 
effective service, 

Comparisons of the strengths and weaknesses 
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of white and Negro marriages are featured 
throughout most of the volume. 

This book is highly recommended for those 
dealing with married couples, especially psychi- 
atrists, marriage counselors, social workers, and 
public health workers. 


JOHN R. CAVANAGH, M.D. 
Washington, D.C. 


Scientiric Basis oF Drug Derenvence: A Syw 
posium. Edited by Hannah Steinberg. New 
York: Grune & Stratton, 1970, 412 pp, 
$13.75. 


The growth of drug traffic and the increased 
use of various drugs, such as opiates, pu 
amphetamines, cocaine, cannabis, alcohol, an 
others, have reached epidemic proportions M 
many of our communities. This espana 
drug abuse has stimulated scientists of a d 
of disciplines to piveatigals the many associa 
intriguing and urgent problems. raf 

Itis iinpoisible in this brief review to do ju 
to the excellent report of the Sympos id 
Drug Dependence sponsored by 18 SCR in 
societies in Great Britain with an ie i 
this drug problem. The conference was ice 
London at the Middlesex Hospital Mec 
School in April 1968. An imposing list of Tt 
nent investigators and their co-authors cx] 
participants; the majority were from itt 
Britain, but there were a number from al 
United States and several from Fo 
Europe. The speakers represented um a ti 
disciplines, ranging from pharmacology "| 
sociology. ig 

The oit of the symposium followed E 
nificant pattern, beginning with the Me » fot 
sion entitled “Definition and QUAS stria 
lowed by “Pharmacology and Bioc Te: e 
"Laboratory Studies on Animal and Hum? The 
havior,” and “Social and Clinical pur. ia 
contents of these various sessions are qu infor. 
to their titles. They present significan. ug 
mation that should appeal to the mEn py 
whether he be a biochemist, pharmacolog™ possi 
chologist, or psychiatrist interested a seal 
ble mechanisms responsible for P vu the 
psychological drug dependence. In T 
various theories of drug dependence !0 ally and 
ber of abused drugs are presented critic vailablé 
are discussed. Much information is as in 
for the sociologist and clinician d leng 
the social and clinical problems of this 
ing issue. tin 

i essence, this book contains much per his 
information for the scientist, regard'e jl] ut 
discipline, Consequently the reader m 
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doubtedly find new and challenging information 
that is of interest to him. 


J.S. GOTTLIEB, M.D. 
Detroit, Mich. 


Acapemic Cuitp Psychiatry. Compiled by Paul 
L. Adams, Henry H. Work, and Joseph B. 
Cramer. Gainesville, Fla.: The Society of Pro- 
fessors of Child Psychiatry, 1970, 153 pp., no 
price listed. 


In its relatively brief history the specialty of 
child psychiatry has had problems of identity. 
The problems associated with that identity are 
transferred to the academic setting when child 
psychiatrists become teachers. Those problems 
are added then to the existing ones of medical 
education in its various institutions and settings. 
In this book each of the many problems is identi- 
fied and taken up as an entity, with stress on its 
particular relevance to academic aims and 
purposes, 

A number of distinguished participants, in- 
cluding the editor-authors, present the papers 
that comprise the book. These papers were pre- 
sented at a conference of academic child psy- 
chiatrists in Gainesville, Fla., in 1969. They are 
thoughtful and lucid presentations that offer 
much food for thought for all of us in child psy- 
piyi The criticism made of multi-authored 
ooks is that there is unevenness. This book, 
Roc: has a central theme to which each 
ae adheres. The papers have been well 
ateq by their own authors, and the book has 
ad excellent additional editing by Adams, 

ork, and Cramer. 

Although Gardner’s paper on “The Present 
eee of Clinical Services and American 
hive Psychiatry” is not the first chapter, it does 
Boie extensive operational definition of child 
af as pu and all other papers may be thought 
mer's RESI from this basic definition. Cra- 
Child RE on the "Relationship of Academic 
Cente Sychiatry to Community Mental Health 
E. E is particularly revealing of the prob- 
Psychi not only child psychiatry but also general 
ems M and the intermingling of those prob- 
ifia Some of the modern concepts and 
cal ca les associated with the delivery of medi- 

P re. 
partion: by Langford, Solnit, and Krug speak 
Tainin arly to relevant areas of education and 
child si Langford reports on the issues of 
oorr, natty and pediatrics in a medical 
Concerned ical center setting. Solnit's paper is 

latry ; with. the relationship of child psy- 

9 medical education; Krug deals with 
Psychiat nine in child psychiatry and child 
Y education in general psychiatry 
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training. These three papers cover the breadth 
of training and education of physicians in the 
knowledge and services of the specialty of child 
psychiatry. Anthony adds to this with a paper 
on research as an academic function of child 
psychiatry. 

Adams' paper on work with paramedical 
professionals in academic child psychiatry 
stresses a thorny problem of child psychiatry 
uprooted from its extramural origins, which 
include a tradition of team work and close work 
with many allied professional persons. The 
problem is how to bring these valued associates 
into the academy and to fit all of them equitably 
into the structure of medical education with its 
already great problems in its own institutions 
and traditions, all of which are confronted at the 
moment with change or demands for change. 

Meyer Sonis presents a particularly instruc- 
tive delineation of administrative structure. His 
paper, “The Administrative Place of Child Psy- 
chiatry within a Department of Psychiatry of a 
School of Medicine," has been widely acclaimed, 
and rightly so. Minuchin, in a discussion of Dr. 
Gardner's paper, refers to the "politics" that 
exist within the administrative structure of many 
medical settings. It is clear that this reference 
to dynamic group issues and conflicts bespeaks 
an important part of the many problems of 
child psychiatry in its transplantation to medi- 
cal educational settings. Cramer's paper also 
reveals many of the complications that might be 
called “political” or "territorial" in his discus- 
sion of child psychiatry and community mental 
health centers. Rafferty discusses history, pur- 
poses, and mechanisms within the National In- 
stitute of Mental Health that concern child psy- 
chiatry, This chapter is surely a unique source 
of important information. 

It is obvious that this book should be of in- 
terest to all child psychiatrists, and it is clear too 
that it has relevance to and illumines problems 
of general psychiatry. Although the issues and 
problems exist in the academic setting, they occur 
outside as well. This book should serve as a 
foundation for all that may follow in the devel- 
opment of child psychiatry in its educational 
efforts and accomplishments. 


JAMES G. DELANO, M.D. 
Rochester, Minn. 


Tue Tenacity or PREJUDICE: ANTI-SEMITISM IN 
Contemporary America. By Gertrude J. Selz- 
nick and Stephen Steinberg. New York: Harper 
& Row, 1969, 232 pp., $8.95. 


This book is one segment of a larger study of 
anti-Semitism. The authors’ research method- 
ology and conclusions should prove of interest 
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to specialists in the behavioral sciences. Those 
who are inclined to look for answers by studying 
individuals in depth may take exception to the 
authors’ conviction that “While personal psy- 
chopathology may explain excesses of anti- 
Semitism in some individuals, it can throw little 
light on the ordinary sources and manifestations 
of anti-Semitism in everyday life." Surely light 
can be shed by many methods. The study of prej- 
udice in everyday life is not the domain of any 
one group, and prejudice need not necessarily 
be understood through the use of any single in- 
strument. 

Aside from the previous paragraph, I was de- 
lighted with the presentation of this study. Selz- 
nick and Steinberg set out to answer a series of 
questions about anti-Semitism. Their introduc- 
tion contains a list of these questions, describes 
the sample they used, raises the question of the 
validity of the responses they received, and at- 
tempts to justify the study of attitudes. The 
reader is then presented with measurements of 
the extent and the locus of anti-Semitism and a 
discussion of the relationship of anti-Semitism 
to both level of education and anti-Negro prej- 
udice. The appendix contains the interview 
Schedule, responses by Jewish subjects to a 
subset of questions, and the results of a factor 
analysis. 

The authors have clearly set out to survey a 
sample that, in education at least, was similar 
to the 1964 national population. Their results 
are well documented and well illustrated by 59 
tables. This great detail is justified, in part, be- 
cause they have provided us with "the first ex- 
tensive analysis of anti-Semitism based on na- 
tionally representative data.” Those who would 
seriously question their findings will have little 
difficulty in attempting to replicate the study. 
It is hoped that in years to come some group 
will study the effect of time on prejudice, 

Thus this book will certainly be useful to those 
who wish to study the subject matter, as well as 
to those who are just interested in understanding 
why a group of Americans feels negatively about 
another group of Americans, 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 


Psycuiatric EPIDEMIOLOGY. 
International Symposium Held at Abi 
ernati erd 
University, July 1969. Edited by E.H. Hare 


and J.K. Wing. New York: Oxford Universi 
Press, 1970, 365 pp., $13. Peete 


Proceedings of the 


This symposium, held under the auspi 
1m, ices of 
the World Psychiatric Association and the Royal 
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Medico-Psychological Association, had among 
its aims the development of a strong discipline 
of epidemiology within psychiatry. This would 
then provide a yardstick against which future 
scientific performance in this difficult field could 
be measured. One of the editors, E.H. Hare, who 
was also a discussant, aptly states (p. 228): * . . . 
the techniques of psychiatric epidemiology, be- 
cause of the intractable nature of its material, 
are still relatively primitive, and our chief con- 
cern at this stage of its development must be as 
much to improve techniques as to find out factors 
or disprove hypotheses." 


The 95 participants in the symposium repre- 
sent some of the keenest minds in this expanding 
subject, which is replete with chicken-and-egg 
type problems. The book begins with a well- 
balanced review of the problems and prospects 
in psychiatric epidemiology by Professor D. 
Mechanic of the University of Wisconsin. In 
the following eight chapters there are important 
contributions to the standardization of clinical 
assessment by J.K. Wing and J.E. Cooper, among 
others, and an investigation of psychiatric dis- 
orders in contrasting class and ethnic groups by 
B.P. Dohrenwend and his co-workers at the de- 
partment of psychiatry, College of Physicians 
and Surgeons, Columbia University. 


There is an evaluation of mental health ser- 
vices by Professor Elmer A. Gardner of Temple 
University. Psychiatric epidemiology and gem 
eral practice are discussed, and several con- 
tributors discuss the knotty problems of the stan- 
dardized psychiatric interview and whether there 
is a relationship between psychiatric morbidity 
and physical disorders. The thoroughness of 
the contributions is nowhere better shown than 
in Dr. Alex Richman's work on the use of psy- 
chiatric case registers. In his 53 references he i 
cludes one article published in the quaintly 
named Journal of Mental Science the year the 
Civil War began. 


Despite the generous number of charts, tables: 
and graphs, the reader will find that the editors 
have ensured that each paper is attractively an 
simply presented. Mercifully, too, all discussion 
has been reduced to its essentials. As a guide t° 
the present state of psychiatric epidemiology 
throughout the world, this book establis e 
through the high quality and richness of its ET 
tent a real landmark. It will find a wide xa 
tance among all those working in the community 
mental health program. 


p: 
FRED B. CHARATAN, M. 
Syosset 5 N. Y. 
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Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


Tue Minority Stupent on THE Campus: Expecta- 
mions AND PossiBiLITIES, Edited by Robert A. 
Altman and Patricia O. Snyder. P.O. Drawer P, 
Boulder, Colo.: Center for Research and 
Development in Higher Education, University 
of California and Western Interstate Commis- 
sion for Higher Education, 1970, 219 pp., 
$3.50 (paper). 


Tue Growrn or Worb Meaninc. By Jeremy M. 
Anglin. Cambridge, Mass.: M.LT. Press, 1971, 
104 pp., no price listed. 


Tue Epipemio.ocy OF OPIATE ADDICTION IN THE 
Unitep States. Edited by John C. Ball, Ph.D., 
and Carl D. Chambers, Ph.D. Springfield, Ill.: 
Charles C Thomas, 1971, 327 pp., $15.50. 


EXPLANATION IN THE BEHAVIOURAL Sciences. Edited 
by Robert Borger and Frank Cioffi. New York: 
Cambridge University Press, 1971, 515 pp., 
$15. 


Tur Interview as ARENA: STRATEGIES IN STAN- 
DARDIZED INTERVIEWS AND PsvcHoTHERAPY. By 
John D. Davis. Stanford, Calif.: Stanford Uni- 
versity Press, 1971, 195 pp., $6.95. 


Yourn m Turmo, By Jack D. Douglas, Ph.D. 
Public Health Service Publication no. 2058. 
Chevy Chase, Md. National Institute of 
Mental Health, Center for Studies of Crime 
and Delinquency, 1970, 240 PP., $1 (paper). 


Hyroctionprie. By Esther Fischer-Homberger. 
Bern, Switzerland; Verlag Hans Huber, 1970 
145 pp., DM 23 (paper). á 


Crisis, By David E. Fisher. Garden City, N.Y.: 
Doubleday & Co., 1971, 239 pp. $5.95.” 


THERAPY with FAMILIES oF 


Girts. By Alfred S. Friedman and associates. 


New York: Springer Publishin Cc 
209 pp., $7.50. Recent 


PsvcHoTHERAPEUTIC ATTRACTION, 
Goldstein, Ph.D. Elmsford, N 
Press, 1971, 241 pp., $9.50. 


By Arnold P. 
-Y.: Pergamon 


Fastes on Four Mopern AND Four 
A 
Sciences. By George G. Haydu. ae 
Branden Press, 1970, 46 pp., $3. ; 
Hewn ro Snape. By George G. Haydu. B z 
Branden Press, ci970, 80 pp, $4 ^ 
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Live Your Lire (1964). By Walter A. Heiby. 
Chicago: Living Books, 1971, 171 pp., 95¢ 
(paper). 


IntRopucTION TO PsycHopyNamics: A Cowrucr- 
ADAPTATIONAL APPROACH. By Frederick R. Hine, 
M.D. Durham, N.C.: Duke University Press, 
1971, 90 pp., $5. 


Meoiziniscue PsvcHoLociE, 13th ed., revised. By 
Ernst Kretschmer, edited by Wolfgang Kretsch- 
mer. New York: Intercontinental Medical 
Book Corp. (U.S. distributor), 1971, 220 pp., 
DM 39 (paper). 


PsvcuorHERAPIE, 2nd ed., revised. By Dietrich 
Langen. New York: Intercontinental Medical 
Book Corp. (U.S. distributor), 1971, 158 pp. 
DM 6,80 (paper). 


ANXIETY: Its Components, DEVELOPMENT, AND 
Treatment, By Stanley Lesse, M.D., Med. Sc. D. 
New York: Grune & Stratton, 1971, 218 pp. 
$9.75. 


Autocenic Tuerapy, voL, 5: Dynamics or AUTO 
Genic Neutrauization. By Wolfgang Luthe, 
M.D. New York: Grune & Stratton, 1970, 
330 pp., $17.50. 


Tue Psychopynamic Implications or THE PHYSk 
orocicaL Stupies oN Dreams. Edited by Leo 
Madow, M.D., and Laurence H. Snow, Ma 
Springfield, Ill.: Charles C Thomas, 1970, 16 
pp., $10.50. 


Human Sexvat Benavior: Variations IN THE | 
Erunocrapnic Spectrum. Edited by Donald i 
Marshall and Robert C. Suggs. New York: 
Basic Books, 1971, 294 pp., $10. 


Marriace ann Mentat Hanpicar. By Janet Mati 
son. Pittsburgh, Pa.: University of Pittsburg 
Press, 1971, 231 pp., $6. 


Tue Cutent Speaks: Working CLass IMPRESSIONS 
or Casework. By John E. Mayer, Ph.D., n 
Noel Timms, M.A. New York: Atherton Press, 
1970, 190 pp., $7.95. 


Human Growrtn anp Devetopment. By Rone M 
McCammon, M.D. Springfield, Ill.: Charte 
Thomas, 1970, 295 pp., $9. 


jorie 

Nor sy tHe Coror or Turm Skin. By MO 
McDonald, M.D. New York: ru 
Universities Press, 1971, 229 pp.. $7.50. 


T. 

Tue Mentatty ILL AnD THE RIGHT TO b : 
Edited by Grant H. Morris. Springfie o 
Charles C Thomas, c1970, 130 pp., $9.50. 
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Fall Committee Meetings 


Following is a summary of the proceedings of the fall committee meetin i 7 j. 
? g is 1 gs of the American Psychi- 
. atric Association, which were held in Washington, D. C., in September and October 1970. iliis 


The Council on Medical Education and 
Career Development 


BERNARD HOLLAND, M.D., CHAIRMAN 


During the past year the Council on Medical 
Education and Career Development has devoted 
Em and effort to organization of the 
SR ees and commissions, to the effectiveness 
EP omiies and to the selection of 
1 usd them. The Council would like to 
| low, ae the contribution that the Falk 
ae s have made to the committees and com- 
| S f 
Euri created the Task Force on Foreign 
if fore raduates. This task force will determine 
the = graduates should be trained for service 
E VS States or for service in their own 
Program. h the specialized content of the training 
- den ps a ould take into consideration the for- 
an ies eas epu. backgrounds and goals; 
should be. aculty for such a training program 
ue Council also created the Task Force of 
Which SLT Residents (members-in-training), 
and make ave the following functions: to review 
dents? aera QU regarding the resi- 
teview the ‘ational and training programs; and to 
l cluding th structure and function of APA, in- 
ranches Sept ea and function of its district 
S ds their relevance to residents’ needs. 
Richard Į epee on Academic Education, 
* creation ader, M.D., chairman, has as its goal 
E of optimal conditions for fostering 
emotional maturity in schools and 
- The committee has been concerned with 
B health aspects of the culturally de- 
» School dropouts, drugs, sex and 
ducation in the schools, and student 
task forces: n the process of creating the following 


in 


tur. 
Sar 
EB 
oF 
& E 
g 


LT 
E ask Force on Drug Use, Abuse, and Drug 
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Education in the Schools. Many members of APA 
and many district branches are asked by schools 
for APA policies in regard to drugs and for 
reliable information for students and teachers. 
This task force will have as its goal the develop- 
ment of policies for guiding the APA membership 
and developing a system of reliable information 
for teachers and students at various levels, 

2. Task Force on the Development of Models 
for School Curriculum Involving the Assembling 
of Materials and Films for Distribution by APA. 

3. Task Force on the Development of Models 
for College Health Services. 

4. Task Force on Family Life Education in the 
Primary and Secondary Schools. Many members 
of APA and many district branches are asked for 
APA policies regarding family life education and 
the teaching of family life education in primary 
and secondary schools. This task force will have 
as its duty the development of policies and infor- 
mation appropriate for both primary and secon- 
dary schools that can serve as a guide for APA 
members. 

The Committee on Certification in Administra- 
tive Psychiatry, Archie R. Foley, M.D., chairman, 
establishes criteria for certification of administra- 
tors of mental hospitals and comprehensive men- 
tal health programs in other settings; evaluates the 
qualifications of such administrators who request 
examination; grants and issues certificates to 
qualified administrators in the name of APA; and 
promotes the development of curricula appropri- 
ate for training in administrative psychiatry. A 
recent APA manpower study found that psychia- 
trists spend 13 percent of their time in administra- 
tion. This includes administration in state hospi- 
tals, in federal and state service, in medical 
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schools, in community mental health centers, in 
psychiatric units in general hospitals, and in 
private psychiatric hospitals. For this reason the 
membership of the committee has been broadened 
to include administrators of these types of 
organizations. The committee is exploring the 
possibility of establishing a subspecialty Board in 
Administrative Psychiatry under the American 
Board of Psychiatry and Neurology, Inc. The 
committee is also examining the type of teaching 
that is: done in residency programs and post- 
residency programs. New categories of applicants 
have been approved for certification. The com- 
mittee is sponsoring a three-day Institute on the 
Theory and Practice of Administration to be held 
in New York in April 1971. 

The Commission on Manpower, L. Douglas 
Lenkoski, M.D., chairman, is responsible for 
studying the recruitment, training, distribution, 
and utilization of psychiatric manpower. In addi- 
tion, members of the commission have functioned 
as advisors to APA's Division of Manpower Re- 
search and Development. The Division of Man- 
power Research and Development is responsible 
to the Medical Director of APA and serves as the 
research arm to the Commission on Manpower. 
The commission has explored and will continue 
to explore numerous methods of recruiting blacks, 
women, and other minority groups into medical 
school and into psychiatry. The commission has 
been occupied with examining when, where, 
and how the mental health worker can best 
augment the mental health manpower pool. 

The Commission on Recognition of Psychiatric 
Service Personnel, John Donnelly, M.D., chair- 
man, recommends that the statement on “Person- 
nel Relations in Psychiatric Facilities” be 
adopted, This report has been received by the 
APA Board of Trustees, The commission will 
continue to work on a statement on "Strikes in 
Mental Hospitals," 

The. Commission on History of Psychiat 
Robert N. Butler, M.D., ills. Has “4 its ie 
the maintenance of accurate records of the actions, 
decisions, and policy making of APA; the develop- 
ment of accurate records of the past; the encour- 
agement of study and evaluation of the existing 
body of information as it reflects the Successes 
and failures of psychiatric endeavors in the past; 
and the encouragement of awareness among 
Association members of our continuous need for 
application of historical insights in charting future 
Courses in professional and organizational activity, 
In addition to participating in the educational 
Program: at the APA annual meeting, the com- 
mission is developing a model program for teach- 
ing the history of psychiatry to psychiatric resi- 

dents, — , 
The Committee on Medical Education, Robert 
J: Stoller, M.D., chairman, is concerned with the 
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education of medical students, basic psychiatric 
residents, residents in subspecialties of psychiatry, 
and the continuing education of all psychiatrists, 
There has been growing recognition that medical 
education is a lifelong process. The committee has 
noted the increasing flexibility in medical school 
curricula. i 


The committee endorsed the repetition of a 4 


self-assessment examination and the development 
of a conference on medical education that will be 
sponsored jointly by the A merican Association of 
Medical Colleges (AAMC) and APA. The com- 
mittee recommended that the Association estab- 
lish an audiotape program for continuing 
education of all psychiatrists; that a Bio-Statistics 
Division be set up within APA in order to collate 
significant data and to advance research needs 
regarding information about APA members that 
could illuminate our understanding of present 
day psychiatry (for example, correlations between 
performance on the Boards and subsequent 
career success) However, the committee now 
suggests that rather than setting up a Bio-Statistics 
Division, APA use the people presently employed 
and equipment now available for bio-statistics 
work in the Association and that a specific 
research project be chosen that could use the 
expertise of these people, the equipment, and the 
data already collected to focus and strengthen 
such research interests. A grant request should be 
prepared to make this possible. 


The committee adopted the following state- 


ments for training of minority psychiatrists: 
1. All residencies must provide adequate treat 
ment facilities; when indicated, the number © 
minority patients should be increased. mibi 
2. While the problem of increasing recruitme k 
of physicians into psychiatric residencies 1$ be 
profound one, a specific suggestion made e 
that if major residencies search a primarily bla id 
School, such as Meharry, for potential psychiatri 


x m 
residents, these more affluent centers. might b ] 
their way” by establishing nonfee visiting prO!" | 


Sorships for the school. Nen 
3. The future of stipends for psychiatric is 
dents is uncertain, but if these are to be continue’: 
minority residents should be favored. — 

4. If there are to be loans for psychiatre 
dents, the lowest possible interest shou id be 
granted to minority residents; there shou 
lower interest rates for those with greater nee n in 

5. The Assembly should study the i an 
the district branches in regard to what effort 


ic resi- 


D y prob 
made by the latter to deal with minority P" de 


be ma 


lems. Perhaps a recommendation should roblems 


that a specific committee on minority P 
be set up within each district branch. 

6. An annotated bibliography of the 
on the treatment of minorities, including P 
by both black and white psychiatrists, shou 
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developed as an Association function, and the 

Association should determine how such a bibliog- 

raphy might best be distributed ux s ne 
Association. 7 

7. The Association must powerfully encourage 

- and support systematic research into dct issues 
E " — 


1439 


dation. — E 
. The committee proposes. “that the colloquia 
that have been held in the past nine years not be 
held this year. They suggest instead that a direct 
and concerted effort be made to arrange a meet- 
lane & which pe enan eg pana of medi- 
vit : ith the 
the pur- 
|ps with 
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Schools, in community mental health education of medical students, basic psychiatric 
psychiatric units in general i pitals, and in residents, residents in subspecialties of psychiatry, 
private psychiatric hos a son the and the continuing education of all psychiatrists, 


membership of the committee e aiden branded There has been growing recognition that medical 
to include administrators o D i “of education is a lifelong process. The committee has 
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developed as an Association function, and the 
Association should determine how such a bibliog- 
raphy might best be distributed throughout the 
Association. 
1. The Association must powerfully encourage 
and support systematic research into such issues 
“as the treatment, demography, sociology, etc., of 
minorities—the same research questions that 
“have been studied so intensively for so long in 
whites, It is recommended that the Council on 
esearch and Development determine if private 
or public funds are available for such research, 
or the problem of funding research by both 
blacks and whites is crucial for the future of the 
Association, Black psychiatrists must be sup- 
peed So that they can do necessary research. 
] Brun be done: by NIMH or by foundations 
ine B c reer research and teacher funds for 
psychiatrists. 
E uu on. Psychiatry and Medical 
a i is Swartz, M.D., chairman, 
D ^ endorses the application that the 
| AAGP) i Ssociation of General Practitioners 
Bion for a tke to the Family Health Founda- 
amily es Jn connection with the training of 
Busan, in n i in) some basic principles of 
Ea series of training programs that 
eveloped with the Menninger Foun- 
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The committee proposes that the colloqui: 
that have been held in the past nine years fabs 
held this year. They suggest instead that a direct 
and concerted effort be made to arrange a meet- 
ing in which representatives of a variety of medi- 
cal organizations will be invited to meet with the 
committee and other invited guests for the pur- 
pose of establishing working relationships with 
these representatives and their organizations for 
the purpose of working out long-range programs 
for the inclusion of psychiatric principles in com- 
prehensive health care. i 

For the past ten years the Committee on Psy- 
chiatry and Medical Practice has maintained 
an excellent relationship with the AAGP; they 
will make every effort to continue this relation- 
ship. However, the committee will also try to 
duplicate this relationship with other groups. The 
following groups will be among those contacted 
to determine the level of their interest: the Amer- 
ican College of Surgeons, the American College 
of Physicians, the Association for Hospital Medi- 
cal Education, the American Academy of General 
Practice, the Society of Teachers for Family 
Practice, the American Medical Association 
Council on Medical Education, and the Ameri- 
can College of Obstetricians and Gynecologists. 


The Council on Mental Health Services 


EDWARD ©. HARPER, M.D., CHAIRMAN 


At this Co 


lore the Ap uncil’s meeting issues presently be- 


lünction A were discussed; also, the Council's 
5 were reviewed, 


The 
in the bit, gree on Private Enterprise Models 
Smith, M D d of Psychiatric Services, Rogers 
Teeommendatic airman, was formed as a result of 

| e by the Council on Mental 

a acid Lond the Reference Committee; it 

| Harald Au the APA Council on Dec. 1, 

6 ERSA chairman of the Council 
Preparing à ined the task force’s function as 

O Private Series of models for the application 
| Brams, The litioners to community health pro- 

“the Private would vary from the relationship of 

11° spices Practice model to programs under 
tite Mode E public Subsidy to the private prac- 

pa may ipd alternative to public programs 
trends and 5 as a secondary charge, to study 
nants Care tend indicators of future delivery 
Y payers» ^ Primarily as they apply to third 


p The report í 
En, b pa ss task force was received April 

bers of E oci after careful study the 
3 Any ouncil felt that although the re- 


J. Psyep s 
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port contained many important points there were 
some that seemed quite controversial. It was felt 
that the task force had deviated somewhat from 
its original task. To provide a forum for those 
not in agreement with its report, the task force 
recommended that APA develop a workshop to 
provide thorough discussion. Meyer Sonis, 
M.D., assumed the responsibility for implement- 
ing an open workshop, which was held in connec- 


tion with the 22nd Institute on Hospital and 
in Philadelphia, Pa., 


Community Psychiatry ia, 
Sept. 24, 1970. Dr. Smith presented his ideas 
about the private enterprise models in the deliv- 
ery of psychiatric services and summarized the 
task force report at an open session. This was 
followed by a closed session for invited. partici- 
pants, among whom were Drs. Smith and Coch- 
ran of the task force, Dr. Sonis, Ewald W. Busse, 
M.D., former chairman of the Council on. Men- 
tal Health Services, Walter E. Barton, M.D., and 
others. Dr. Smith’s paper and the discussion of 
it, as well as the task force report, were all care- 


i i i dited by 

fully considered. This material was e 
APA staff and sent to the Council for further 
consideration. Although there is still some dif- 
SETTE 
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ference of opinion about certain items, it is fair 
to say that in a society as complex as ours the 
report may serve to direct attention to various 
models for the delivery of mental health services 
to many different segments of the community. 

The Task Force on Drug Abuse, Marie Nys- 
wander, M.D., chairman, was originally part of 
the Task Force on Drug Abuse and Alcoholism. 
Because of the complexity of these problems, two 
task forces were formed. One of the recommended 
functions of the task force on drug abuse was to 
review state laws to see if a model law could be 
written; the task force felt that this assignment 
was too difficult, as the task force lacked the ex- 
pertise to deal with the many intricate legal ques- 
tions and legislative procedures involved. Cer- 
tainly the amount of work necessary to review all 
the laws would have been overwhelming. Fur- 
thermore, the National Conference of Commis- 
sioners on Uniform State Laws has been working 
with the American Medical Association Council 
on Mental Health and its Committee on Alco- 
holism. and Drug Dependency with the idea of 
drawing up a model state law. 

After several years of careful investigation the 
task force feels that the private psychiatrist, given 
appropriate guidelines, can safely carry out the 
methadone maintenance program that Dole and 
Nyswander developed for the treatment of 
heroin addiction. Accordingly, the Task Force 
on Drug Abuse offered “Guidelines for Metha- 
done Maintenance Treatment by Private Psy- 
chiatrists.” This provides organizational guide- 
lines, criteria for patient selection for treatment, 
treatment procedures, reasons for terminating 
treatment, and methods of record keeping. 

_ The widespread nonmedical misuse of drugs 

is an increasing phenomenon in our Society; 

members of the task force believe that medical 
educators have not addressed themselves suffi- 
ciently to the problem. A statement was made in 
aie UM Dean eun afa 

d provide for the education of 
the student to deal with this serious public health 
problem. Local psychiatric societies are also urged 
to develop a continuing education program that 
would focus on the diagnosis, laboratory evalu- 

a and treatment of the drug addict. 

e Task Force on Sta iatri 
Facilities for Children, R 
chairman, is still pursuing its work. A tremen. 
dous amount of time and effort has gone into 
its report, and the task force has requested that 
a writer be employed and field 


rit field trials be 
Additional funds were requested and aad 


the report will be completed early in 1971. 

The Task Force on Childhood and Adoles- 
cence, James N. Sussex, M.D., chairman, rec- 
ommended in its report that a Commission on 
Childhood and Adolescence be formed and 
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charged with the responsibility for all matters 
concerning the mental health of children and 
adolescents, including but not restricted to the 
following: 
1. Matters concerning the APA position with 
respect to the report of the Joint Commission on 
Mental Health of Children. 
2. Issues of training and manpower in child 
and adolescent mental health care systems. 
3. All legislation pertaining to children and 
adolescents. 
4. Liaison with and responsibility for APA 
participation in the 1970 White House Confer- 
ence on Children and Youth. 
5. Liaison with related professional societies, 
especially the American Academy of Child Psy- 
chiatry, American Society for Adolescent Psy- 
chiatry, and the American Academy of Pedi- 
atrics. T 
6. Liaison with the District Branch Commit- 
tees on Childhood and Adolescence. . 
The Council is in general agreement with the 
findings and recommendations of this task force; 
it recommends that an administrative structure 
be developed within the Association that can 
meet the requirements outlined by the task force. 
This can be done either by establishing within 
the guidelines of the bylaws and the APA Oper- 
ations Manual a Commission on Childhood and 
Adolescence that will be accountable to the 
Reference Committee, or by establishing a Coun- 
cil on Childhood and Adolescence with sustaine 
responsibility within APA for all matters per 
taining to this area. pi 
The Task Force to Develop an APA Foul 
on Community Mental Health Centers. Israe 
Zwerling, M.D., chairman, offered a report 
spelling out the role of the mental health center 
in delivering effective and appropriate menta 
health services to all the individuals in our son 
ety. The relationship between the mental he 
center and the state hospital, the general hea 5 
programs, and the community served; and a 
financing of these centers is dealt with in à i. 
thoughtful way. The relationships between V 
psychiatrist in the comprehensive center p 
Other service personnel are discussed. Issues b 
garding medical students and residency pr 
grams are also emphasized. 


he 
While members of the Council commended P 
report wholeheartedly, they felt that ae in- 


slightly too long for a position paper. It 
advertently have given the impression 
day's mental health center offers a typ? 
different from good psychiatric practice. nt 
was not intended. Although the abandon ia 
the medical model is not recommended, "o 
port does urge that new models be develop? the 
that mental health services that best Ee the 
needs of the individual may be rendered 
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munity. The report states, 

position which the American Psychiatric 
iation urges to its members is that the 
s of the appropriate domain of psychiatry 
d the ethics of the application of its tech- 
logy are entirely an open matter, to be 
d in the crucible of experience rather than 
the detached atmosphere of conference 
..Until experience begins to provide 
ible guidelines, the role of psychiatrists in a 
am of improving mental health cannot 
igidly defined, nor can a universally appli- 
ble optimal balance between efforts be di- 
at the treatment of mental ilIness and ef- 
directed at maintaining and enhancing 
ial wellness be defined. 

| relationship of the community mental 
h center to the private segment of psychiatry, 
al education, the evaluation of results, 
question of funding are all topics re- 
further consideration. A revised report 
Submitted before March 15, 1971. 

Task Force on Mental Retardation has as 
an Leo Madow, M.D. 

sept. 4, 1970, the Executive Committee ap- 
a resolution prepared by the APA Coun- 
ental Health Services: 

Ow therefore be it resolved: That all state 
al health services for the mentally ill and 
tally retarded be within a single organiza- 
l component of the state. That this com- 
be under the direction of a qualified 
Natrist with authority over all the admin- 
live and program elements of these 


task force urgently recommends that 
sition statement on state mental health 
be reconsidered; because while the intent 
itatement is relevant, it evokes a negative 
in professional, lay and consumer 
Which is counter-constructive to the 
Of psychiatry in its interaction with them.” 
easons are as follows: 


€ agree with the content of the resolution, 
the present political and social climate 
: ly will not have the positive effect being 


the other hand it is a provocative state- 
to other groups including pediatricians, 
Ogists, educators, social workers, and 
Who will feel they must react defensive- 
May be even more of a problem with 
PS related to mental retardation than 
Olved with mental illness. It may stir 
Seek legislation to counteract the very 
Tesolution is trying to accomplish. 

I5 our feeling that the best person should 
Jobs, and that the training and exper- 
e psychiatrist makes him the most 
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suited person so that he will almost always float 
to the top. However, by stating it explicitly it 
waves a red flag, whereas if it can be accepted 
implicitly, the end result may be more easily 
attained, and, at least not provoke activity to 
defend other postures. 

4. One specific suggestion by our task force 
was that the APA consider means of encourag- 
ing all members to seek more training in admin- 
istrative psychiatry so that the positions being 
considered in the resolution can be most effec- 
tively filled. The feeling was that having an 
M.D. and psychiatric training does not in itself 
prepare one for administrative responsibilities. ' 

The task force had reviewed. two previous 
position statements of the APA on mental re- 
tardation and felt that they had expressed the 
APA's position very well. Dr. Irving Phillips 
wrote a critique of the statements and recom- 
mended that it be submitted to APA to deter- 
mine if any of the critique could be used to up- 
date the APA position statements. 

The task force was urged by the Council to 
continue its work. It would be particularly use- 
ful to determine more specifically what the 
special role of the psychiatrist is in the impor- 
tant field of mental retardation. 

The Task Force on the Status of Psychiatric 
Hospitals, John H. Houck, M.D., chairman. 
submitted a preliminary report, After careful 
study the members of the task force felt that its 
originally designated task was too broad in 
scope. It had been asked: 1) to examine the role 
of the psychiatric hospital in comprehensive sys- 
tems for the delivery of service; 2) to identify 
strengths and weaknesses in communication be- 
tween various components in the system; and 3) 
to examine the impact on psychiatric hospitals 
of federal support of community mental health 
centers, The task force asked for more specific 
direction from the Council on Mental Health 
Services. While this information was not re- 
ceived at the time of their Fall meeting, they con- 
tinued to work in an effort to bring their task 
into clear focus. 

The Task Force on Aging. Alvin Goldfarb, 
M.D.. chairman, arranged to meet following the 
Council on Mental Health Services. Dr. Goldfarb 
summarized the salient features of the task force 
report that were under consideration. He 
pointed out that the aged represent a large pro- 
portion of the population requiring help in 
many areas, and that the elderly do need help in 
achieving a full degree of health and well being. 
Unfortunately there is a certain amount of mis- 
understanding resulting from unwarranted con- 
clusions concerning the treatment of elderly 
patients. These patients have psychological and 
social health problems that require much more 


thorough investigation if they are to be given 
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appropriate care and treatment. It is apparent 
that no specific system of care will be applicable 
to all individuals of advanced years: this is a 
heterogeneous group posing problems arising 
from their varied socioeconomic backgrounds 
and their particular physical and mental in- 
firmities. The report of the task force on this 
important project will be submitted to the 
Council later. The members of the task force are 
planning for the White House Conference on 
Aging. 

The Committee on Financing of Mental 
Health Care, John Cotton, M.D.,. chairman, 
directed its attention to the problem of providing 
for the delivery of high-quality psychiatric care 
for the entire population under the provisions of 
the many national health plans presently being 
discussed in legislative circles. The committee was 
of the opinion that any health insurance program 
should follow the APA Guidelines for Psychiat- 
ric Services Covered Under Health Insurance 
Plans. They further urged that any limitation or 
restriction of psychiatric coverage should be the 
same as those applied to the coverage of any 
other illness. To limit the coverage of psychiatric 
services beyond that based on other medical 


The Council on Research and Development 


MELVIN SABSHIN, M.D., CHAIRMAN 


Melvin Sabshin, M.D., announced that the 
Task Force on Small. Groups, Irvin Yalom, 
M.D., chairman, has been concluded and that a 
ing and position. statement have been 

Daniel. X. Freedman, M.D., chai - 
ported for. the Task Force on FP Plein 
Youth. This task force has already contributed 
à statement to the American Journal of Psychia- 
try. Members of the task force in conjunction 
with the Committee for Effective Drug Abuse 
Legislation Were instrumental in havin th 
deleterious Omnibus Drug Bill reversed a sue 
House after it had been unanimously pa d 
in the Senate. Dr. Sabshin as Freee 


man for recommendations. for jo toe Pa 
that might -be organized to follow up on i 
problems stated in the task force. report. The 
ae a discharged at this time. ee 
€ Task Force on Confidentialit 
Records, Jonas Rappeport, M.D, ee 
ported that a statement developed by the task 
force has been approved by the Reference Com- 
mittee and by the Executive Committee of the 
Board of Trustees, Dr. Rappeport asked for dis- 
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services perpetuates the existing double standard | 
and discriminates against the psychiatric patient. | 
It was the firm conviction of this committee that | 
all providers of health care should have a single 1 
standard of high quality. 

The Task Force on Alcoholism, Morris E. 
Chafetz, M.D., chairman, is in the process of de- 
veloping a report on the treatment of the alco- 
holic patient in local mental health programs. 
The report will also determine diagnostic criteria 
in the early identification of drinking problems. 


Other Matters 


The Executive Committee of the APA re- 
ferred to the Council on Mental Health Services 
a request for a $500.00 contribution to the Na- 
tional Coordinating Council on Drug Abuse, Ed- 
ucation, and Information. The Council recom- 
mended that this contribution be made to the 
National Coordinating Council. 

The study of psychiatric fee schedules was re- 
ferred to the Council for consideration. This is à 
most involved, detailed, and expensive study. No 
specific recommendation was made, but the | 
question was raised as to whether or not this | 
should be carried out by the district branches. 


charge of the task force now that its duties have 
been concluded. Dr. Sabshin agreed that this 
would be done. The task force was asked t0 
establish guidelines for follow-up studies. 

Russell Monroe, M.D., recommended early 
publication of the report in the Journal and also 
recommended that the section on confidentiality 
in data processing be included. Council agreed 
Dr. Monroe also suggested that the various uo 
ports involving confidentiality being prepared y | 
different APA committees and task forces, SUC 
as the Report on Confidentiality of Clinica 
Records, which has already been issued, and the 
pending Report on Confidentiality of Third-Par- 
ty Payments, be eventually consolidated into à | 
single report for distribution. ; y 

The Task Force on Vitamin Therapy in PSY 
chiatry (Megavitamins), Morris Lipton, 
chairman, reported. It. is hoped that the g 
force’s report, which should be a 30- to 50-P4£ 
review of the situation, will be finished early În 
1971. Dr. Lipton commented on the complex 


p 


L ms 
ties of writing such a report where the pet 
of improvement for thousands of P? iod 


might overwhelm any possible negative 
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trolled reports on a double-blind basis in- 
volving fewer than 100 patients. It is hoped that 
the task force will have a final report for the 1971 
APA annual meeting. 

Irvin M. Cohen, M.D., chairman, then pre- 
sented the report of the Task Force on Lithium. 
He distributed copies of this report to members 
of Council. It was recommended that this task 
force now be discharged from its duties and that 
the report be published. 

The Task Force on Research Aspects of Com- 
munity Mental Health Centers, Gerald Klerman, 
M.D., chairman, met twice. The task force rec- 
ommended that about 2,000 copies of its report 
be printed, with about 500 being sent to com- 
munity mental health centers throughout the 
United States, and the rest of the distribution to 
be decided by the Council. This task force re- 
ported to the Director of the Division of Men- 
lal Health Service Programs, National Institute 
of Mental Health, that it was dissatisfied with 
the quality and pace of the research evaluations 
in this area. Apparently there are no peer 
group reviews at present; instead, this is handled 
i internal staff decisions that are made regional- 

Dr. Klerman felt that a new task force on the 
relationship of university training centers to 
Community mental health programs might be 
Worthwhile. This task force could examine train- 
Ing, Tesearch, the role of the university in com- 
munity mental health decisions, the interface with 
Communities served, and the interface with fed- 
eral agencies. Dr. Klerman has been asked to 
formulate a charge for a possible future task force 
È this area. Dr. Klerman’s primary task force 

às completed its task and will be discharged. 
E Second session of the Council convened 
i ctober 23, 1970. The first order of business 

is the thinking through of new task forces. Dr. 
neun reviewed with the Council and Falk 
al ie his concept of the functions of the Coun- 
that pee and Development. He stressed 
D e Council's task was not to pass on Or 
ES pagnie individual research projects but to 
pa ek forces to study controversial and/or 

: esses involving research and development. 
Bis lewed the changeover from committee 
this on io task force structure undertaken by 

the re and commented that this was one 
tothe task Mul to change over completely 

ne sd model. 3 à 
atask fates in suggested that the optimal life of 

Sidne e pgs usually one to two years. : 
Hug dalite, M.D., was charged with the 

ethadon ity of developing the Task Force on 

Ra eats and Narcotic Antagonists 
a oe ed to serve as liaison to this task 
© na eral possible members and consultants 
med. Dr. Malitz was asked to draft a 
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charge with two phases, the first phase to be 
completed this year and the second in two years. 
The first phase might deal with existing ap- 
proaches to methadone treatment throughout 
the U.S. and its handling by the states. The 
second phase might be an evaluative study in 
which the relative effectiveness of other narcotic 
antagonists could be investigated along with 
methadone. 

Dr. Walter Shervington was commissioned 
to organize a task force on behavioral therapy 
and then to act as liaison from the Council. It 
was suggested that liaison with the Council on 
Medical Education might be helpful. There were 
several recommendations for members and con- 
sultants for the task force. 

Dr. Sabshin was charged with the responsi- 
bility of organizing a task force on systems 
theory and community mental health. 

Because of the present grave crisis in research 
support, particularly of research personnel, it 
was suggested that Alfred Freedman, M.D., and 
David Hamburg, M.D., be appointed as co- 
chairmen of a special task force on current 
crisis in research support. The task force would 
be asked to write a succinct statement on this 
problem with recommendations within a few 
months. 

The Council felt that APA’s liaison with the 
American Association for the Advancement of 
Science should continue. It was recommended 
that the Council on Research and Development 
assume the responsibility of liaison with the 
AAAS for one more year and that it help orga- 
nize a program for 1971. A possible subject might 
be “Crisis in Child Mental Health" or “ Research 
Issues Involving Violence.” John Schwab, M.D., 
of the Council agreed to act as liaison for the 
next meeting of the AAAS in 1971. 

The Reference Committee has assigned the 
Committee on Nomenclature and Statistics, 
Henry Brill, M.D., chairman, to the Council on 
Research and Development. Russell Monroe, 
M.D. was appointed as liaison to this com- 
mittee. 

George McK. Phillips, M.D., Superintendent 
of Crownsville State Hospital, Maryland, re- 
quested that APA make an investigation of prej- 
udice and that perhaps a diagnostic nomencla- 
ture for prejudiced persons should be developed. 
Raymond Waggoner, M.D., a representative 
of the Board of Trustees, suggested checking 
with the Task Force on Poverty to make sure 
that there is no overlap in the event that a task 
force on this subject is set up. It was agreed that 
evaluation of research regarding racism correctly 
fell under the purview of this Council. The Coun- 
cil agreed that a task force relating to research 
and evaluation of racism be established. It was 
also agreed that Walter Shervington, M.D., 
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Council participant member, will attempt to 
organize three individuals as a pre-task-force 
group, which will then attempt to develop a 
charge to a new task force. It was also agreed 
that Dr. Sabshin will bring to the Reference 
Committee Councils recommendations in 
this area and request support from the Reference 
Committee for the formation of such a task force. 

Dr. Monroe was asked to explore further the 
development of a task force on research in ag- 
gression and violence from the biologic point 
of view. The work of Frank Irvin, M.D., a psy- 
chiatrist, and Dr. Marks, a neurosurgeon, on 
aggression in temporal lobe epilepsy was men- 
tioned as a type of research to be investigated. 
The XYY chromosome and the 14 and 6 positive 
spikes on EEG were also mentioned as areas of 
research interest. 

The Task Force on Automation and Data 
Processing, Elmer Gardner, M.D., chairman, 
discussed its completed report. The task force 
has suggested a standing committee that might 
investigate standards for automatic records sys- 
tems and for maintaining privacy and confiden- 
tiality. It also suggested that a mechanism be 
developed to feed abuses into a central system 
and take proper measures against these abuses, 
whether they be by individuals or by government 
agencies. This might lead also to a system of 
quality control. Problems of training paraprofes- 
sionals and the possibility of their ultimate dis- 
placement by computerization were discussed. 

The Council approved this penultimate report 

of Dr. Gardner’s and asked the task force to 


The Council on National Affairs and Social Issues 


ALEXANDER H. LEIGHTON, M.D., CHAIRMAN 


The Committee 
Health Services, 
chairman, 


ric illness, and €) the 
nds for training para- 


ped à résolution asking 
: e Department of Defense re- 
questing that all residents in all Specialties a x 
ferred from miltary service until completion of 
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formulate recommendations for possible future 
task forces after its report has been accepted by 
the Board of Trustees and has been published, 
It was felt that it would be more effective to ask 
for these after publication of the report than be- 
fore. 

Four additional recommendations for task 
forces were considered and rejected. They were: ' 
1) a request to organize a task force on large 
groups; 2) a recommendation to organize a task | 
force on protection of research patients’ welfare 
(It was felt that this is already being done.); 3) | 
a request to develop a task force to consider 
how private practitioners might better pose 
questions for research, While this task force 
was not formed, Dr. Schwab of the Council 
will consider how the suggestions about the | 
recommendations of private practitioners in 
research might be implemented. 4) a member 
had suggested a task force on vestibular systems 
and how individual differences in these systems 
contribute to interpersonal conflicts. It was felt 
that this would be better handled as an evening 
panel than constitute the basis for a new task 
force. " 

Falk Fellow Michael Aronoff, M.D., vill 
participate in the pre-planning on the pending 
racism task force; Donald Redmond, M.D. 
will participate in the biological concomitance | 
of aggression task force; Joseph Stevens, M.D., 
will participate in the behavior therapy task 
force; and Jeffrey Houpt, M.D., will participate 
in the applications of systems theory to menta 
health services task force with Dr. Sabshin. 


their residencies. : 

(Although there have been complai 
psychiatric residents do not fare as well as ot the 
under the Berry Plan, information before ‘ll 
committee indicates that psychiatry does as aa 
or better than other specialties with the excep 
of surgery.) of 

The Committee considered the proble 
confidentiality of medical records in the m! aid j 
Services and concluded that inasmuch a$ tes 
psychotherapy is extensively used, this sc. 
the confidentiality issue somewhat. In the VE 
one-to-one psychotherapy, military psychi are 
Should recognize that psychiatric recor hould 
available for administrative action and $ 
govern their entries accordingly. 

It was drawn to the attention of t 
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that there are bills before the House and Senate 
that would make alcoholism and drug abuse 
compensable diseases. The committee felt that it 
was right that these conditions be regarded as 
within the purview of medicine, but the commit- 
tee did not consider itself competent to judge the 
issue of compensation by the armed services 
through the V.A. Certainly, before any such legis- 
lation is enacted, a close examination should be 
made regarding the possible nature and conse- 
quences of secondary gain. The committee plans 
to discuss at its next meeting the possible input 
of the Veterans Administration to national 
health insurance, 

The Task Force on Aggression and Violence, 
Charles Pinderhughes and John Spiegel, co- 
chairmen, recommended the establishment of 
an awards program. The proposal follows: 


Purpose 


The objective of an awards program is to 
stimulate action, communication, and motiva- 
tion in the APA’s effort to involve its member- 
ship systematically in the study and understand- 
ing of violence and aggression and in the pursuit 
of alternatives to violence. An awards program 
per se only represents a vehicle in this effort. 
Concept and Format 

_A Special awards group would set up a mecha- 
nism for awards in three areas: 1) APA society 
action efforts in each region regarding pro- 
grams in self-education and community action 
in the topic area; 2) research in violence and al- 
ternatives—three awards on a national basis; 
and 3) original essays on violence and alterna- 
lives—three awards on a national basis. Awards 
Would be made at the 1972 annual meeting. This 
Would require prompt formation of a special 
awards group to establish criteria, guidelines, 
means of Soliciting papers and reports of action, 
Mechanisms of communication, and a timetable 
?r submission and review of projects and papers. 
Type of Awards 


‘i Awards could be modest: certificates or 

Ri es the reading of papers at a special session 

ticas 1972 meeting, and gift books or book cer- 

Eh €s. In some instances travel expense grants 
Eht be made to award recipients. 


Awards Group Structure 


alon ae slice structure is suggested, perhaps 
er "i € following lines: an APA Council mem- 
Task F Program Committee representative, a 
sentative — on Aggression and Violence repre- 
lative (m. a Falk Fellow, an Assembly represen- 
Orce aE nabiy one from the Assembly’s Task 
dx Violence and Alternatives to Violence), 
des Member, a General Member, and 
minate af The special awards group would ter- 
€after the 1972 annual meeting. 
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The three Fellows (two of them Falk) assigned 
to the Task Force on Aggression and Violence 
for the Fall 1970 meetings contributed signifi- 
cantly to the task force's efforts and have become 
involved to an unusual degree in the development 
and implementation of projects that are of con- 
siderable importance to the success of APA's 
focus upon violence. Drs. Shirley Langhus, 
Domenic Bruzzese, and Steven Levin have agreed 
to coordinate task force participation and input 
in developing and manning a scientific display 
booth on violence. Drs. Langhus and Bruzzese 
have no funds available to support their travel 
to the annual meeting, and there is some ques- 
tion about Dr. Levin's home hospital supporting 
such a trip. In view of this, it was requested that 
additional funds be made available so that the 
three Fellows could carry out the responsibil- 
ities they have assumed with regard to the task 
force. 

As part of the reorganization inherent in the 
creation of the Council on National Affairs and 
Social Issues, the charge of this task force has 
been reformulated as follows: to research and 
evaluate psychiatric knowledge and concepts 
about violence and subsequently to exercise edu- 
cational, communication, consultation, and 
activating functions together with planning and 
thinking ahead in regard to APA’s commitments 
to the topic of aggression and violence. 

The task force raised some question about the 
action of the Executive Committee on September 
4, 1970, in which the task force is charged with 
“coordination (with the Assembly, the Program 
Committee, the Councils and other relevant com- 
ponents) for the implementation of the De- 
cember 1969 Board of Trustees resolution on 
alternatives to violence.” The chairman of the 
Council on National Affairs and Social Issues ex- 
plained to the task force that this was not an 
additional charge but rather an administrative 
action implementing the charge already agreed 
upon between the task force and the Council. 

The task force is carrying forward its plan to 
have a series of articles appear in Psychiatric 
News; the first to be in the December issue. After 
that it is expected that an article will appear in 
every other issue for some ten to 20 issues. It is 
anticipated that several of the Falk Fellows will 
participate in writing the articles. 

The task force designated Drs. John Spiegel 
and David Daniels to work with the Program 
Committee in developing and coordinating papers 
on aggression and violence for the 1971 annual 
meeting. 

Drs. Frank Ochberg and Harry Brunt have 
been added to the Task Force. Dr. Ochberg is 
organizing a panel on mass violence for the 
1971 annual meeting. This is being done with the 
cognizance of the task force, but is not a task 
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force project per se, Through Dr. Brunt’s joining 
the task force, a liaison has been established with 
the Assembly of District Branches, It is hoped 
to involve several interested Falk Fellows in the 
liaison process. 

The task force wants to establish some method 
for identifying all members of APA and other 
relevant professionals who have an interest in ag- 
gression and violence. Dr. Pinderhughes sug- 
gested that this might be done by giving out a 
short form to be filled in at the time of registra- 
tion. The Council suggested that the task force 
discuss the matter with the Program Committee 
and the APA staff. A proposal for action could 
then be made to the Council. The task force ex- 
pressed interest in seeing a booth established at 
the 1971 annual meeting from which various kinds 
of information about aggression and violence 
could be distributed. It was suggested that Falk 
Fellows might help man the booth. The Council 
suggested that the task force, after consultation 
with the Program Committee and the APA staff, 
make a specific proposal to the Council, It was 
the feeling of the task force that it would like to 
stimulate and help in the establishment of such a 
booth but not be responsible for its actual oper- 
ation, 

The Task Force on Poverty, Hiawatha Harris, 


cha n subject of much 
Council discussion regarding its scope and activ- 


with regard to 
poverty has been in progress since 1964. During 
major shifts in 
s that none of 
product. In the 
me exceedingly 
than other task 


gress that are of a 
would seem that care- 
osis are in order, Cer- 
able challenge to the 
and the APA to find an 
Some concrete results, 


It was agreed in the Council that 

with regard to disadvantaged UU 
large for one task force and should find expres- 
ston in at least two additional groups. It is for 
this reason that the Council is establishing a Task 
Force on the Mental Health of the American In- 
dian and a Task Force on the Mental Health of 
the Spanish-Speaking Peoples of the U.S, 


e Task Force on Social Issues, Perry Otten- 
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berg. M.D., chairman, was given a charge when 
it was originally created by the Council on} 
tional and International Affairs that is ol 
somewhat different order from that of of 
task forces. After the formation of the Cou 
on National Affairs and Social Issues, the chai 
was reviewed and reaffirmed. It may be si 
marized as follows: To identify social issues 
which APA should address itself: in particu 
to identify these issues early so that consid 
tion can be given and plans made before the 
Sues have become pressing. In this sense, 
task force is being asked to help APA to an 


ticipate coming events and situations of majd 
Significance, The task force is further chañ 
with making recommendations with reg 


lo the issues it considers significant. 
the past summer and fall, the task force has b 
exceedingly active and has developed statem 
regarding a number of topics. 

The task force has urged adoption of the po 
sition statement prepared by the Task Force 
Family Life Education. Several APA dist 


when they have attempted selected programs 
family life education based in SIECUS. Furth 
more, over 3,000 opposition organizations 
SIECUS have appeared in the U.S. and are 
volved in resisting changes in school curricula al y 
in securing representation on community coun 7 
The task force has also urged the developmen 
of APA interest and programs on the issue $ 
permissiveness vs. authority. There is polariza 
tion of values in terms of permissiveness E 
authority, and this issue constitutes a theme E 
runs through many other issues of imme i 
importance. It is, for example, a focus of | 
troversy regarding family and child rearing pra 
tices, in policies regarding how to handle cà 
pus unrest, to develop educational programs; 
conduct individual and group psychotherapy 
manage law and order, etc. Both sides in menm 
these conflicts justify themselves or are ind a 
by psychiatric theory. It is highly desirable t 
position statement be made by APA. 
With regard to the election of APA 
the task force recommends that the cang i 
present their view, goals, and objectives E 
entire membership, This suggestion stems E. 
the task force's information that indicate 
widespread desire among younger E 
members for a “more active participatory fon | 
cess.” The task force appreciates the contri and ll 
that the district branches make in selection ti 
training of candidates and then participa’) 


officers, 


didaten 


avenues through which they can make 
Voices heard in the formation of nationa 
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policies. One mechanism that might be estab- 
lished is that currently in use by the League of 
Women Voters: prior to election, distribution 
is made of a small ballot with a brief statement 
of the candidates’ views on selected issues. Sever- 
al universities also employ this method. 

The task force recommends that serious at- 

- tention be paid by APA to the many institution- 
al resistances to public service needs that appear 
evident in the current model of private practice. 
The task force considers this to be an emerging 
crisis due to the fact that the public, especially the 
lower socioeconomic sectors, are every day more 
inclined to regard all health services including 
psychiatry as a right. The profession of psychia- 
try is thus seen as a utility that ought to provide 
the service. The problem is to prepare ourselves 
to respond to the broadened demand for ser- 
vices with necessary changes in the current private 
practice model. It is the task  force's 
view that the growing demand for service and 
adequate control of public expenditures repre- 
sents an enormous pressure on psychiatrists to 
modify private practice. 

. The issue of what is mental health and what 
is political action is another issue that will be- 
come evermore pressing, and the task force 
Strongly recommends that a process of discus- 

_ Sion and clarification be developed throughout 
APA, The resolutions (ballots) of May 25th and 
their impounding reflect this issue very specifical- 
ly and acutely. Independent of the polarizing 
Process that these events have stimulated, the 
task force recommends extensive discussion in 
order to determine who is to decide what’ is 
mental health and what is political action. 
sie for example, is it purely a legal matter, or 
Ould the membership of the organization be 
nvolved in determining the tax status of the 
group? 

The task force recommends that policies and 
Me be established for dealing with bomb 
d ats and disruptions that may be expected to 

Cur at future meetings. The following points 
are noted: 
fee it help, each day of our national 
tions ‘Eis bring the chairmen of the major sec- 
review Programs to a breakfast meeting to 

in ogether the possibility of the impact of 
ip ii on the audience? This would act 
alert eee for the leaders of APA to 
reaction ain program participants about possible 
Ways ey disruption of meetings, to go over the 

impress Coping with audience reaction, and to 

A ue everyone the overall philosophy of 

chairs Tategically, to have all of the separate 

for them together also offers the opportunity 
to alert each other as to the impact 


their pro 
gram ma i where to ex- 
t le; y produce and wh 
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2. Would it help for APA, especially the top 
Council members, task force members, and dis- 
trict branch officers, to become-an identifiable 
core of ombudsmen with badges who will be on 
immediate tap for any kind of communication 
and help work out any problems encountered at 
the meeting? | 

3. The task force recommends that the APA 
leadership determine specific security measures 
to be taken in case of meeting disruptions. Have 
we impressed upon the hotels and meeting halls 
where we gather our particular philosophy to 
prevent the involvement of outside police and 
security forces in internal conflict? Some dissi- 
dent group may want to provoke us, to bring 
in the police for notoriety, attention, and the 
negative feedback it will reflect on us. The very 
issue of law and order and the use of control 
measures will arouse enormous differences within 
our own leadership. The above point requires 
working through. 

4. As we increase the number of programs in 
the area of community psychiatry, social prob- 
lems, and controversial issues, have we consid- 
ered the necessity to involve more and more 
numbers of nonpsychiatric, professional, and 
even lay community participants? If we try to 
represent collective groups in our society without 
their participation, it may provoke cries of 
nonrepresentation, elitism, and paternalism. Do 
we have methods of developing broader outside 
participation, especially where programs have an 
impact upon organized community groups? 

5. Can we leave an increased number of 
rooms free throughout the meeting for ad hoc 
groups? It is much more important that we ac- 
cept divergence and dissidence and give it an 
opportunity to be heard and represented from 
the earliest levels of program planning to the 
final discussion at the meeting. 

6. Does the chairman of each section of the 
meeting realize the many flexible methods that 
he can use to deal with angry dissidents? Too 
often our programs seem to be inflexible time- 
tables that do not allow for modification. We 
need a policy from the top leaders, Board of 
Trustees, Councils, and task forces that can 
permeate the entire organization. This point of 
view is one of democracy, openness to diver- 
gence, freedom of discussion, and willingness to 
accept new ideas. We are not talking about 
"giving in," "submission," or “appeasement,” 
but rather a healthy authoritative national 
point of view. Everyone in our organization and 
those who are interested in our organization have 
a right to an audience and to an open door on the 
executive level, with the greatest speed and 
friendliness. 

By telephone talks with the chairman during 
the summer as well as through discussion at the 
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October meetings, the Council agreed to the 
formation of four new task forces. The plans for 
these were discussed with Drs. Donahue, Bar- 
ton, and Hogan. 

The Task Force on the Mental Health of the 
American Indian has the following charges: 
to review the current status of the mental health 
of the American Indian and the mental health 
services available; and to select a target area 
(e.g, mental health of Indian children in 
boarding schools) and draw up a proposal for 
action, It is expected that this proposal, when 
accepted by the Council, will constitute a re- 
vised charge to the task force. A list of names 
of potential task force members has been com- 
piled from several sources, and Dr. Morton 
Beiser has been appointed chairman. It is ex- 
pected that he will form the task force and 
carry through the accomplishment of the first 
charge within a year. It was requested by the 
Council that $1,000 be made available for this 
task force in the current fiscal year and that 
$1,000 be available in 1971-72. 

The Task Force on the Mental Health of 
Spanish-Speaking Peoples in the U.S. has a 
charge that is parallel to that of the previous 
one: to review available information and pro- 
pose a target area that is in need of assessment 
and action from a mental health point of 
view. The main groups of Spanish-speaking 
people in question consist of Spanish Americans, 
Puerto Ricans, immigrants. from Mexico, and 
Cuban refugees. These, like the American 
Indians, present particular problems of mental 
health due to poverty, minority status, cultural 
differences, and cultural change. Names of po- 
tential task force members have been col- 
lected from various sources, but thus far none 
have been appointed. Dr. Leighton has assumed 
responsibility for getting this task force estab- 
sheds d 2n $750 lor this task force was 
requested for the current fiscal yea 
for 1971-72, Aat dahil 

A Task Force on Mental Health Aspects of 
Environmental Pollution was Suggested by Dr. 
Bertram S. Brown during the summer and further 
discussed at the October meetings. The charge 
agreed upon is as follows: to explore the 
knowledge and literature available regarding 
aspects of mental health and environmental 
quality, Dr. Brown has assumed responsibility 
for the establishment of this task force. He 
pointed out that a White House Committee on 
Environmental Control already exists and that it 
is likely ‘that a. quasi-cabinet agency will soon 
be established, So far, there is no behavioral 

weet A sum of $500 for this task force 

si 000 for 19), 5 the current fiscal year and 
Task Force on Regional: Medical Planning 
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has a charge that was expressed in a recom- 
mendation of the. Reference Committee at its 
November 1969 meeting: 1) to become involved 
in local Regional Medical Programs and explore 
ways and means of involving and fostering the 
use of psychiatrists and psychiatric insights 
in the continuing education and other programs 
presently being carried out by RMP; and 2) 
lo explore the possibility of APA's using its 
influence to include mental illness among the 
current diseases covered. During the past sum- 
mer, the Council chairman endeavored to se- 
cure a chairman for the task force. This was 
not successful. At the Council meeting in Octo- 
ber there was some discussion as to whether this 
task torce should be dropped. In the end it was 
decided to continue the effort to secure its 
establishment. Dr. Balser has assumed responsi- 
bility for this work. A sum of $500 for this task 
force is requested for the current fiscal year and 
$1,000 for 1971-72. 

In addition to discussing the work of the task 
forces that has been outlined above, the Council 
took up a number of other topics that will prob- 
ably be on the agenda of future meetings. These 
include: 


l. The problem of "ageism"—that is, disre- | 


gard for the needs of older people. Dr. Prud- 
homme raised with the Council the question of 
who is going to be the advocate of some 20 
million persons over 65. 

2. The Hughes bill. The Council took note 0 
the report from the Task Force on Federal 
Health Services with regard to the issue of mak- 
ing drug and alcohol dependency compensable 
diseases for members of the Armed Forces. 
Nevertheless, the Council members. remaine 
considerably disturbed by the prospect of à 
law that would have the effect of giving ? 
major economic reward to military personne 
who took up drugs or drinking. ; 4i 

3. The question of how comprehensive med 
cal health programs will change existing hea 
care delivery systems. This is germane to, any 
really a part of, the Task Force on Social lesus 
concern with private practice and changes 
health services. h ld 

4. The possibility that the Council Du. 
concern itself with publishing a series of bs 
that would present for the membership a d 
of facts and new points regarding major E 
issues. Dr. Waggoner pointed out for the Cam 
cil the importance of this. The Council Erg 
that some of these might take the form of nid 
liminary drafts of position papers that W0 
Promote discussion. a the 

3. The existence of considerable feeling 0n for 
part of younger members of the Association 
greater participation in policy and action. eH 
Council thought this to be potentially @ 
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constructive force if given adequate means for 6. The Association’: i 

c ce dial . s need for a Director of 
expression. Organizations such as AMPAC and Public Policy. This topic was introduced by Dr 
| John Gardiner's Common Cause were discussed. Waggoner. : 


The Council on International Relations 


HOWARD P. ROME, M.D., CHAIRMAN 


The InterAmerican Council of Psychiatric 
Associations (IACPA), Howard P. Rome, M.D., 
chairman, held its meeting Oct. 2, 1970. Members 
planned their next meeting, which took place in 
Costa Rica, Jan. 8-9, 1971. 

An application to the Grant Foundation by 
Media Medica, Inc. acting as agent for the 
Council, was successful in raising $7,500 as a 
partial contribution toward recording the pro- 
ceedings of the meeting in Costa Rica. The Coun- 
cil hoped to abstract an hour’s summary and make 
this available in Spanish throughout Latin Ameri- 
ca. As the necessary additional funds were not 
available the project was terminated and the 
$7,500 returned, 

A permanent central location for an office for 
the InterA merican Council of Psychiatric Associa- 
tions was discussed; one location suggested was 
Mexico City. The office currently moves with the 
President of the Council. 

The Council plans to hold a panel discussion 
H possibly have an exhibit at the Fifth World 
Press oF Psychiatry being held by the World 

Sychiatric Association in Mexico City in 1971. 
Mics are being made by Drs. Belsasso 

. nd Cheviali, Dr. Daniel Blain is in charge of 
ores material for an exhibit on the history 

TES in the United States, and Dr. Jorge 
joe 0-Alzaga will prepare an exhibit on the 

een Psychiatry in the Western Hemisphere. 

ii i ouncil's tenth annual meeting was held in 
iym m Costa Rica. It was preceded by a 

ee on drugs and youth, chaired by Dr. 
on out 40 psychiatrists from nearly all the 
Mees countries participated. President Jose 

ae of Costa Rica addressed the participants. 

is pone Program included presentations by 
(litio ae Velasco-Alzaga, J. Robert Unwin, 
as well = Sasso, and Mario Gonzales-Velasquez, 
Matized Ene group discussions; these were sum- 

b Y Dr. Eugene Brody. 

Meeting ‘te was given at the IACPA's business 
ealth en planning a Conference on Mental 

x hildren and Youth in the Americas. 
Cm Lazure of the Canadian Psychiatric 
rela n Tee Serve as chairman of a committee 
lie en sex for this conference. 

acanference will be a follow-up to the 
ee hig, Conference on Mental Health in the 

S; it will follow the same format. If it is 


z< 


SOC; 


Meri 
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financially possible, the conference will be held in 
Mexico City; it is planned for late 1972 or early 
1973. Dr. Rome was appointed chairman of its 
executive committee. 

The Task Force to Correlate APA Activities in 
the Fifth World Congress of Psychiatry, Mexico, 
Nov. 28-Dec. 4, 1971, Perry Talkington, M.D., 
chairman, was informed that the Canadian Psy- 
chiatric Association has appointed Treasure Tour- 
ing International as the official Canadian travel 
agent; Canadian Pacific Airlines will be the official 
carrier for this meeting. The Fifth World Congress 
was advertised in the September 1970 issue of the 
Bulletin of the Canadian Psychiatric Association; 
Drs. Weil and Belsasso spoke to the Canadian 
Psychiatric Association and the InterAmerican 
Council about it; and there will be a short article 
on the meeting in the Journal of the Canadian 
Psychiatric Association, Dr. John Griffin, in 
collaboration with Dr. Velasco-Alzaga, is pre- 
paring an exhibit on the history of Canadian 
psychiatry. The InterAmerican Council is also 
preparing a historical exhibit for the Congress. 

The North American Historical Exhibit, now 
housed in the Menninger Foundation, was re- 
ported “worn out” and partly destroyed by fire. It 
was estimated that approximately $20,000 will be 
needed to reorganize and ship this exhibit. 

It was noted that Mexico City, the site of the 
meeting, can comfortably handle 5,000 people, 
which is the largest number of participants 
anticipated. 

Because of the expense the task force rejected 
the idea of a reception at the 1971 annual meeting 
as an advertising device for the Congress. It is 
recommended instead that a booth be provided in 
the registration area at the APA annual meeting 
for registration for the Congress. This booth will 
be staffed by the Mexico Tourism Council; Dr, 
Fabrega will coordinate this activity. It was 
suggested that the Mexican Ambassador to the 
United States be invited to speak at the opening 
session of the APA annual meeting to invite 
members to attend the Fifth World Congress; this 
was approved by the President of APA on Oct. 
2, 1970. Dr. Parres is to make preliminary contact 
with the ambassador; the President of APA will 
extend the invitation. 

Dr. Belsasso relayed Dr. de la Fuente’s request 
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for an APA grant of $25,000 to be used for the 
History of Psychiatry in the Americas exhibit at 
this meeting. It was noted that the Mexican 
Organizing Committee needs between $5,000 and 
$10,000 of this in order to operate now. It was 
recommended that APA seek funds for this from 
outside sources; the Mexican Organizing Commit- 
tee will provide a breakdown of anticipated costs. 
Dr. Donahue will coordinate this activity. The 
search for funds has been unsuccessful thus far. 

An official U. S. travel agent was selected; it is 
Travel Planners, Inc., San Antonio, Tex. It was 
Suggested that the U.S. travel agent place adver- 
tising in all psychiatric journals and provide funds 
for a four-page supplement advertising the Con- 
gress in Psychiatric News. It was also suggested 
that the Canadian and U. S. travel agents coordi- 
nate their activities with Mr. Moses Schuster of 
the International Congress and Convention Asso- 
ciation, which controls the assignment of hotel 
rooms in Mexico City for the Congress, Dr. Weil 
will arrange this. 

It was suggested that APA’s Program Commit- 
tee be requested to place a flyer in the official 
program of the APA annual meeting in Washing- 
ton advertising the Congress. Dr. Fabrega will 
coordinate this activity, 

The Task Force on Psychiatry and Foreign 
Affairs, William D. Davidson, M.D., chairman, 
Sponsored a seminar for psychiatrists on the 
process and issues of foreign policy at the 
Brookings Institution, Washington, D. C., Sept. 
29-Oct. 1, 1970. Twenty-three psychiatrists at- 
tended as participants; members of the Brookings 
staff were under the direction of James M. Mitchel 
and Peter Malof. Mrs. R. S. Cline, Director of 
Intelligence and Research, Department of State, 
discussed "Perceptions of the International Envi- 
ronment”; Marshall Wright, Director of the 
Planning Staff of the National Security Council, 
and Seth Tillman, Consultant to the U.S. Senate 
Committee on Foreign Relations, discussed “Dy- 
namics of Foreign Policy Making." Gardiner L: 
Tucker, Assistant Secretary of Defense, spoke on 
“Perspective on National Security. and Defense 
Requirements.” Harold H. Saunders of the Na- 
tional Security Council discussed “American 
Policy Interests and Dilemmas in the Middle 
East.” Doak Barnett, senior fellow in Foreign 
Policy Studies at the Brookings Institution, spoke 
on “American Policy in the Future of Asia." 
Philip J. Farley, Deputy Director, U. S. Arms 
Control and Disarmament Agency, discussed 
"Basic Issues and Arms Control in the United 
States-Soviet Relations." David E. Mark, Deputy 
DAT Bureau of Intelligence and Research. 
Department of State, spoke on **, i ics 
inthe Future of Boe v ie 
_ After a discussion of the relev; 
ric theory and practice to thes 
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was a summary by a panel consisting of Raymond 
Platig, Bureau of Intelligence and Research, De- 
partment of State; Robert Asher, senior fellowin 
Foreign Policy Studies, the Brookings Institution; 
Jerome H. Kahan, Director, Study Group on 
Strategic Armaments, the Brookings Institution, 


and Ernest W. Lefever, senior fellow, the Brook- | 


ings Institution. r 

The task force plans a second seminar on 
foreign policy entitled “United States Policy and 
the Third World,” to be held Feb. 22-24, 1971, at 
the Brookings Institution. 

A special session was planned for the 1971 
annual meeting on “The Emotional Climate in 
the Middle East.” : 

The Task Force in Liaison with the Canadian 
Psychiatric Association, Herbert Modlin, M.D., 
chairman, was informed by its Canadian members 
that the Canadian Psychiatric Association is being 
affected by the separatist movements occurring 
throughout Canada. APA's assurance that it has 
no intention of interfering in. strictly Canadian 
affairs was reemphasized. Although it was tenta- 


tively determined to appoint a task force com- | 


posed of outstanding Canadian members of APA 
Who represent both sides of this issue; prin. 
response from these members indicated in 
participation in this activity is premature at thi 
time; meanwhile the Council awaits clarification 
of the issues by our colleagues in the CPA. APA 

The question of Canadian membership in Sed 
was discussed at length. The Council MS 3 
that paragraph 10, chapter 1 of the APA " 
Laws could be interpreted to allow foras 
district branches outside the geographical im 
of the United States, with the understanding e 
this does not preclude the election of E 
sponding fellows and members and member 
large in the areas involved. h 

The Task Force on Transcultural Hym 
Ramon Parris, M.D., chairman, discussed) 
contents of a planned special session for E 
Annual Meeting tentatively titled "Cooper ea 
Versus Violence," with the explanatory SU w 0 
"An Etiological and Transcultural Revie 
Aggression, Violence, and Boers ee ram 
following papers were suggested to the Prog 
Committee: ion in 

l. A paper on the etiology of aggressi. 
animals and men. The proposed spëakers i 
of preference were Sir Julian Huxley, Koni 
Tinbergen, Dr. Washburn, and Dr. 
Lorenz. " 

2. A paper concerning the: social co d 
violence and cooperation. The proposed SP cad: 
are Dr. Dana Farnsworth or Dr. Margaret text 9 

3. A paper on the transcultural con 
aggression, violence, and cooperation In is Dr: 
technological world. The suggested speaker 
Rene Dubos. 


kers 
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The discussion for this session is to be led by 
Dr. Howard Rome, who is chairman of the ses- 
sion. His co-chairmen are Drs. Garber and Witt- 
kower; secretaries for the session are Drs. Bel- 
sasso and Parres. 

An evening workshop on the same subjects was 
proposed with the object of providing an open 
forum for discussion for those interested in this 
topic. 

A special session for the 1972 annual meeting 
was suggested with the title, “Dissenting Youth.” 
It was planned to develop a historical review of 
dissension and the revolution of the individual 
within the present sociocultural revolution. Possi- 
ble participants are Robert Lipton, Marc Gerson, 
Kenneth Keniston, J. Wolmac, Northrup Frye, 
J. Nesbit, Kingman Brewster, and Walter Mennin- 
ger. 

Reports were made by Drs. Slater, Dean, Yama- 
moto, Younge, Gossner, and Belsasso. 

^ Task Force on Crisis Intervention is in the 
process of being formed. 

The Council reviewed the history of the need for 
this task force incidental to a request made to 
APA at the time of the Peruvian earthquake: the 
Need to have a list of people available to respond 
to such crises became clear. The potential organi- 
zation pattern to be followed in crisis intervention 
Was discussed and it was suggested that Psychiat- 
tic News print a notice of this activity, requesting 
those APA members who are interested in par- 
ticipating in crisis intervention to volunteer for 
this activity. Psychological materials prepared by 
lhose interested in disasters would be suitable 
background material for the research necessary 
for crisis intervention. It was anticipated that liai- 
Son with the National Research Council's Team 
of Crisis Intervention would be necessary. It was 
fecommended that liaison with people at the scene 
9f the crises be established by this Council and 
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appropriate members of its task force be selected, 
preferably through the World Psychiatric Associ- 
ation, the World Federation of Mental Health, 
and the World Health Organization in order to 
build on the existing international network of con- 
cerned groups. Dr. Jack Griffin offered to act as 
liaison to the Canadian Psychiatric Association 
and solicit the help of those of its members who 
are interested in crisis intervention. 


It was also suggested that the participation of 
the district branches in these activities be solicited, 
as well as the cooperation of the Task Force on 
Social Issues. Their participation would make this 
task force an international network manager, 
facilitating the organization necessary to respond 
on an international level to all crises that have 
potentially significant psychiatric accompani- 
ments. Moreover, as APA has computerized in- 
formation available on its membership, it would 
be relatively easy to compile a file of members 
who could be available when needed. 


A Task Force on Post Meetings will be formed 
whenever such a meeting is authorized by the 
Board of Trustees. The Council decided to assume 
responsibility for structuring cooperative relations 
with and facilitating the organization of APA 
activities as they involve psychiatric associations 
abroad. This is to be done in liaison with the 
Program Committee. Obviously, the APA staff 
and officers, the Arrangements Committee, and 
the Task Force on Transcultural Psychiatry must 
know about official participation in these events. 

Forthcoming meetings of the Association are 
scheduled as follows: 1972: Dallas, Tex.; 1973: 
Montreal, Canada (at which a joint meeting with 
the Canadian Psychiatric Association is tentatively 
planned); 1974: Detroit, Mich.; 1975; Anaheim, 
Calif; 1976; Atlantic City, N. J.: 1977: Chicago, 
IIL; and 1978, Miami, Fla. 


The Council on Professions and Associations 


NORMAN Q. BRILL, M.D., CHAIRMAN 


Rese the American Psychological Associa- 
a if attempting to obtain inclusion of pay- 
a independent private psychological 
Dunn Or treatment under Medicare and 
culties ne that regularly encountered life diffi- 
Ere oin as those experienced by the aged 
asked ih medical disorders, the Council was , 
“Should. Prepare a response to the question 

mental health workers receive Medi- 


ca 5 v 

that Van pensation when. they. provide help 
in : 

Program)” ependent of any medical treatment 


The Council approved the following 


4 
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position statement on defining the identity of 
the physician and psychiatrist in health care 
systems: i 
The American Psychological Association 
takes the position that psychological treat- 
ment is a health care resource. At times psy- 
chological treatment is an integral part of 
medical treatment. When psychological 
treatment or counseling is conducted as an 
independent activity, it is "psychological" and 
not medical. This would apply to industrial 
psychology, social psychology, physiologic 
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psychology, educational psychology, or clini- 
cal psychology. 

There is no disagreement with the position 
taken by the American Psychological Associa- 
tion that a person should be free to select the 
practitioner of his choice from among qualified 
professionals. This is a fundamental. right of 
people—whether they select a physician, an 
osteopath, a chiropractor, a psychologist, a 
minister, a social worker, or a philosopher. 

If there is a demand for psychological ser- 
vices or social work services, insurance com- 
panies might well be urged to offer psychology. 
and social work insurance. as they now do 
medical insurance. If the federal government 
wishes to provide a public program of psy- 
chological and social work services, appro- 
priate legislation should be passed. 

To regard independent professional psy- 
chological service (or any other professional 
services) as medical belittles the professional 
person involved and tends to mislead the pub- 
lic. The capabilities of the psychologist should 
be given every recognition, and psychologists 
are entitled to be independent when they wish 
to be (and not part of a medical team). 

Both psychologists and psychiatrists are op- 
posed to interdisciplinary and interprofes- 
sional rivalries. When the ambiguity of “medi- 
cal-psychological" is resolved and true inde- 
pendence is achieved, whatever rivalry that 
does exist should diminish and there may be 
mutual professional enrichment. Competition 
between professions will not be important. The 


public will make its own decision about what 
kind of help it wants. 


The fact that the brief (or prolonged) psy- 
chotherapeutic intervention of the psychol- 
ogist (or other) may reduce the utilization of 
medical facilities does not mean that the psy- 
chologist is providing medical care. Medical 
care is that which is provided by a physician 
Or a recognized assistant or associate whom 
he authorizes to treat a patient in accordance 
with his direction, while Continuing to assume 
overall responsibility. 

There are (as the Ame 
Association most properly maintains) many 
nonphysicians fully trained and accredited (in 
their own Professions) who can provide des- 
Perately needed services and care to people 
within their areas of competence. They should 

encouraged, supported, and compensated, 
but their Services should not be mislabled 
"medical." 
, There is ample precedent for this position 
in the many health-related Programs in which 
the Primary Tesponsibility is not medical, 


Le., family service agencies, school coun- 
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seling programs, industrial counseling pro- 
grams, Golden Age clubs, lay programs for 
alcoholics and drug addicts, etc. 

However, when medical treatment is in- 


volved, in order that there be a maximum | 


coordination and continuity of the quality of 
care, the overall responsibility for patient man- 


agement should be the responsibility of the ` 


physician. 

The Committee on Psychiatry and the Law, 
Herbert E. Thomas, M.D., chairman, prepared 
the following position statement on Involuntary 
Hospitalization of the Noncriminal Mentally 
Ill, which was approved by the Council: 

Modern concepts of psychiatric treatment 
emphasize the use of community-based out- 
-patient facilities for the care of the mentally 
ill. However, there are some patients for 
whom hospitalization is the most appropriate 
form of treatment. E 

We believe that the majority of patients i 
need of hospitalization can and should e 
hospitalized informally or voluntarily. Honi 
ever, we recognize that a number of patien 
are unwilling or unable to make a free ane 
formed decision to hospitalize themselves, 
cannot ignore their need to receive the SM 
priate treatment for their illness, for Ed 
patients have “a right to treatment bt 
they are involuntarily hospitalized as we ii 
afterward. We conclude that some form 2 
involuntary hospitalization is medically al 
legally justified. s 

Full "dus process rights must be B 
for any patient who is involuntarily hosp! by 
ized. These rights include: determini i 
the court of the need for treatment based i 
the examination of one or more psycho 
legal counsel for the patient and other T di 
to the proceedings, and examination D M 
independent psychiatrist regardless SAO. 
patient's ability to pay for these sec jm 
the patient is hospitalized for treats le 
quent and periodic reports of the pa t i 
condition, treatment, and progress shou 8 
made to the committing court or its n 
the patient's attorney, and the eximi 
Psychiatrists. The responsibility for Mo 
and following up these reports should be aie 
gated to an agency attached to the eo eal 
court, e.g.. the New York State Mental FIT 
Information Service or the office orte Sete 
mental health/mental retardation uu So 
tor in the area where the patient resides: 

a similar agency. cod 

Any patient ho is involuntarily hospita 
should have the right to a judicial es jiza- 
tion of the need for his continued hospi often 
tion whenever he desires, but not more titled 
than every six months. The patient is €^ 
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to a lawyer and an examination by an indepen- 
dent psychiatrist, again, regardless of his 
ability to pay for these services. At these hear- 
ings, the burden of proof to show the need 
for continued hospitalization should be on the 
responsible treatment facility or agency. 

To guarantee the rights of due process and 
of treatment for the mentally ill, we would 
emphasize that it is a public responsibility to 
provide meaningful judicial review and appro- 
priate and adequate procedures, facilities, 
and personnel when the mentally ill are invol- 
untarily hospitalized. 

The committee intends to obtain information 
on local practices regarding the treatment of the 
mentally ill in the criminal justice process. It 
is planned to have Mr. Gomberg, who represents 
the Criminal Law Section of the American Bar 
Association, send letters to the state bar associa- 
tions and Dr. Thomas will send letters to the 
State psychiatric societies. Dr. Paul Miller re- 
ported on his use of audiovisual aids to teach 
medical students about the various. psychiatric 
disorders. Mr. Gomberg and Professor Foster, 
who are consultants on the committee, were very 
interested in the possibility of providing judges, 
law Students, practicing attorneys, and correc- 
tional personnel with a similar course and will 
Investigate the possibility of securing funds from 
the Law Enforcement Assistance Administra- 
tion or private sources. 

S amies on Rehabilitation, Nyla J. 
Na M.D., chairman, surveyed $ 70 existing 
ar SS degree training programs in rehabilita- 
d erate in the U.S. and was impressed 
Er lack of engagement and/or training 
d : pente between university departments 
ae iatry and rehabilitation counseling 
an & programs. Only four psychiatric de- 

ments have definitive programs, and roughly 
ttle is ah of the programs surveyed offered 
SEC € way of psychiatric orientation. The 

QUSE plans to forward the survey to the 
ates pen of Professors of Psychiatry in an 
dans o Benerate interest in more active par- 

e ou in rehabilitation counseling programs. 
publish ee also would like to see the survey 

ed in Hospital & Community Psychiatry. 


rie ay committee also noted the lack of psychiat- 
E lon to rehabilitation as evidenced by 
Selleasgene® Of questions on this subject in the 
h "essment examination for psychiatrists. 
lease a ids Security Administration will re- 
Mental) 5 I ication entitled Financing Care of the 
in th Y Ill under Medicare and Medicaid with- 


e z . 
Plore ue few months. The committee will ex- 


district b 


YS of disseminating this material to the 
ranches, 


" Robert L, Robinson told the committee 


Am ; 
er. J. Psychiat. 127:10, April 1971 


1453 


he would welcome suggestions for newsworthy 
Stories for Psychiatric News, and expressed 
considerable interest in interviewing Mr. 
Richard Humphrey regarding the underutili- 
zation of available federal funds by states for 
the psychiatric care of certain categories of 
mental patients. 

Dr. Thomas Tourlentes, a member of the 
committee, planned to explore pharmaceutical 


' company interest in funding and distributing 


copies of the report of the President's Task 
Force on the Mentally Handicapped entitled 
Action Against Mental Disability. The cost of 
the publication is 35 cents, and the committee 
felt that copies should be made available to APA 
members. 

The major focus of the committee for the 
forthcoming year will be on developing a pam- 
phlet identifying professional organizations and 
associations that are concerned with rehabilita- 
tion of mental disorders. 

The Committee on Psychiatry and Psychology, 
Marc H. Hollender, M.D., chairman, considered 
the position statement of the California State 
Psychological Association regarding hospital 
privileges for psychologists and unanimously 
took the following position: 


Because of professional and legal considera- 
tions, the ultimate medical responsibility for 
patients admitted to hospitals should remain 
with licensed physicians. Psychologists, like 
other nonmedical professionals, should be 
eligible for some type of hospital appointment. 


The committee stated that in regard to the 
question of insurance coverage, the committee 
reaffirmed its previous statement that psycho- 
therapy performed (independently) by a psy- 
chologist is not medical treatment. 

The Committee in Liaison with the American 
College of Physicians, Edward G. Billings, M.D., 
chairman, reported that the ACP is planning a 
panel discussion on the Anatomy of Melancholia 
at its next annual meeting in Denver, March 28- 
April 2, 1971, and requested that the committee 
designate one of its members to moderate the 
panel and to suggest the names of six APA mem- 
bers from among whom ACP may choose three 
as panelists. Dr. Neumann was named to mod- 
erate this panel, and six suggestions for panelists 
were offered: Drs. John Reichard, Robert Cohn, 
William Bunney, John Davis, Milton Greenspan, 
and Francis Braceland. The ACP, via Mr. Louis 
W. Crist, director of educational activities, was 
notified of this action. 

At the August 15, 1970, meeting, the ACP 
contingent suggested the feasibility of designating 
a member of the APA committee as “consultant” 
to the ACP Program Committee (at no expense 
to APA) and that a reciprocal arrangement be 
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made whereby a member of the ACP Liaison 
Task Force would be invited to act as consultant 
to the APA Program Committee. The ACP re- 
quested the appointment of Dr. Edward G. Bill- 
ings as consultant to the ACP Program Com- 
mittee, This was approved by the Board of Trust- 
ees at its meeting on December 4, 1970. 

In addition, the ACP was to be invited to as- 
sign one of the members of its Task Force in 
Liaison with APA as consultant to the APA 
Program Committee. It is estimated that this 
reciprocal arrangement will require the ACP 


consultant to join with the APA Program Com- , 


mittee only once or twice-a year (at APA ex- 
pense). i 


The committee was gratified to learn from the - 
Program Committee that the request for two. 


session times for APA/ACP Liaison Committee 
presentations at the 1971 APA annual meeting 
had been granted, The two sessions will be as 
follows; Tuesday evening, May. 4: Psychiatric 
Education of the Primary Physician; and 
Wednesday afternoon, May $5: Brain Cell 
Chemophysiology—New Concepts of Learning 
and Memory. è 

The Committee on Psychiatric Nursing, 
Harvey L. P. Resnick, M.D., chairman, dis- 
cussed the ANA’s interest in the gradual elimina- 
tion of diploma programs and the development 
of two-year (A.A.) and four-year (B.S.) pro- 
grams for R.Ns., but made no specific recom- 
mendation at the time. The AMA's Committee 
on Nursing's position statement entitled “Medi- 
cine and Nursing in the 1970's,” which was ap- 
proved by the AMA Board of Trustees, was 
questioned. It was felt that it did not apply to 
psychiatry as much as it did to office practice in 
other specialties and to hospital practice. It did 
not take into account current mental health 
needs and the directions of community mental 
health centers, It was recommended, that the 
president of APA express these comments to 
the chairman of the AMA Board of Trustees 
Rc - i Mental Health Council, ' 

e Committee in Liaison wit ič 
Hospital Association; Frank " Ung 
chairman, reviewed current AHA activities 
regarding general hospital treatment of alcohol- 
ics. It is also concerned with financing of 
mental health care, distribution of psychiatric 
manpower, administrative training, psychosocial 
content of graduate education programs for phy- 
sicians, an inservice training manual for psychiat- 
ric aides, inservice training of paramedical per- 
sonnel, and mental health services in general 
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hospitals. Regarding staff privileges for psychol- 
ogists in. general hospitals, the joint committee 
voted to recommend to the parent organiza- 
tions: 1) That. physician responsibility for each 
inpatient must be maintained in such matters 
as admission, treatment orders, and discharge. 
Appropriate services of the psychologist may be 
rendered on the authorization of the responsible 
physician; and 2) General hospitals should re- 
view their bylaws with the view to providing 
for the qualified nonphysician professional so 
that the inclusion of his skill and expertise where 
needed will not be denied. 

The committee was also concerned about 
ominous trends in planning health care, includ- 
ing the shift from professionals to lay groups; 
cuts in funding of training; the movement away 
from peer review of grant applications for com- 
munity mental health centers; drug control by 
law enforcement agencies; and direct appro-, 
priations to programs for alcoholics that do not 
include health professionals. 

The Committee on Religion and Psychiatry, 
Abraham N. Franzblau, M.D., chairman, àr- 
ranged an evening panel on the Anatomy of 
Rebellion at the San Francisco meeting that was 
attended by approximately 200 people. It con- 
tacted district branch committees on religion 
and psychiatry regarding their activities and 
provided assistance on request. An evening i 
panel for the 1971 annual meeting is being 
planned, It will determine, through the regular 
APA mailing, the extent of member involvement 
in training, treatment, screening, or other Ser- 
vices to religious institutions. 

The Task Force on Interprofessional Relations, 
William W. Zeller, M.D., chairman, worked ac- 
tively on drafting a position statement and hopes 
to have a final report by the end ofthisyear. — , 

In response to an Assembly of District 
Branches" resolution for a study of the technical 
problems of handling third-party payments with 
specific regard to methods for protecting the 
privacy of the patient, Dr. Maurice Grossman 
was appointed chairman of a Task Force 0" 


. Confidentiality as it Relates to Third Parties. 
- It will concern itself initially with the problem 0 


confidentiality in relation to insurance compa- 
nies. 

A Task Force on the Right to Treatment 
appointed with Jay Katz, M.D., as chairman. , 

A historical review of APA’s relations with 
psychology was completed by Robert H. Thrash- 
er, M.D. It was approved by the Executive Com- 
mittee and distributed to all district branches. 


was 
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= Council on Internal Organization met 
s task forces, committees, observer-con- 
and the chairmen of the Program Com- 
the Conventions Committee, the Public 
ation Committee, the Arrangements 
orce, the Members Insurance and Retire- 
committee, and the Task Force to Plan a 
eeting in Europe in 1971. Correspondence 
ng the Isaac Ray Award and the Hofhei- 
ard was reviewed during the meeting. 

Bales, M.D., was invited to give views on 


nature appear to have been resolved by 


of the 1970 annual. meeting were com- 
ited to the Committee on Conventions. 
Program Committee for the annual meet- 
hn A. Ewing, M.D., chairman, met in 
on, D.C., Oct. 15-17, 1970. Their pri- 
Sk is to develop a program for the annual 
in Washington, D.C., May 3-7, 1971. 
ing reported that there would be eight 
S with seven simultaneous seminars 
proximately 280 papers delivered during 
k. A new feature, “Meet More Authors,” 
uled. There will be morning and evening 
large-screen closed circuit television, and. 
ng education seminars. The usual special 
Will be held. The program is the result 
Y planning and work sessions and should 
itding to the members who attend. 
Committee on Conventions, Richard M. 
ber, M.D., chairman, concerned itself 
aspects of the annual meeting other than 
entific program. Pre-registration will be 
ed and early registration at the meetings 
ed. A critique of the 1970 meeting was 
d; planning for the 1971 meeting took 
ique into account. The committee works 
Y With the Task Force on Arrangements, 
chairman and liaison member is Norman 
M.D. Dr. Taub was present for meetings 
* Council and the Committee on Conven- 
IS task force also plans a later meeting. 
Ure of this task force, the Committee on 
lons, and the Program Committee re- 
fat they continue active participation 
ut the Washington meeting. All plans 
Bements portend an excellent meeting. 
EM onmittee on Public Information, Zig- 

; Lebensohn, M.D., chairman, met Oct. 
70, with Mr. William Hines, science 
Or the Chicago Sun Times, attending. 
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The Council on Internal Organization 


JACK A. WOLFORD, M.D., CHAIRMAN 


Items discussed included a review of press 
relations in the past and plans for the future; 
with particular reference to the 1971 annual 
meeting. Policies and procedures were outlined 
and recommended to the Council on Internal 
Organization and the Reference Committee, It 
was also recommended that the committee be 
renamed the "Committee on Public Affairs," 
„that it-be enlarged from seven to nine members 
to provide more expertise, and that its chairman 
be invited ‘to. meet with the Board of Trustees 
and the Executive Committee. The Council con- 
curred with these recommendations. 

The committee considered selections for the 
winners of the Robert T. Morse Writers Award 
for 1971; they have determined the winner, They 
recommended that APA produce a major effort 
in the field of drug abuse, possibly a joint com- 
mission on the use and abuse of drugs. 

The Committee on Member Insurance, Stuart 
M. Gould, M.D., chairman, continues to struggle 
with its major concern at this time: malpractice 
insurance, Mr. Murray Latimer, the insurance 
consultant, attended the meeting, as did Marvin 
W. Evans, M.D., last year's chairman, The com- 
mittee continues to scrutinize APA's malprac- 
tice insurance; it is making attempts to deter- 
mine the best program for the membership. 

The best, possible contracts. with Mutual of 
‘Omaha concetning the APA plans now in effect 
are being sought by the committee. The disability 
program, major hospital and nursing expense 
program, and life insurance: program were 
presented and discussed. From the figures offered 
it was concluded that these programs are satis- 
factory both to Mutual of Omaha and to the 
APA Committee on Member Insurance. 

Unsigned ballots are a problem. The com- 
‘mittee recommends that ballots be printed so 
that a signature is required and that if this is 
not done, unsigned ballots should not be 
counted. 

The critique of the 22nd Institute on Hospital 
and Community Psychiatry, held in Philadelphia, 
Pa., Sept. 21-24, 1970, was reviewed. Donald 
w. Hammersley, M.D., and the committees are 
to be congratulated for the success of this meet- 
ing, including its general meeting and the ladies 
meeting. There were 1,136 registrants, making 
it the largest meeting to date. Alan Kraft, M.D., 
is the chairman for the 23rd meeting in Seattle, 
Wash.; planning for this meeting is under way. 
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BY REGINALD S. 


| Psychiatry; must become more concerned 
with the first three years of life if the roots 
of later pathology are to be identified so that 
preventive measures can be undertaken. In 
| this overview the author interweaves newer 

information with what is already known 
about early development. He includes the 
concept of "organizers" in the infant's ex- 
perience, which form the beginnings of in- 
tegration of functions; these include vision, 
pain, separation anxiety, body image devel- 
opment, learning of body control, and ex- 
V ploration of property rights. 


M: TASK in this report is to bring more 
3 [clearly into focus what is slowly but 
| redictably becoming the new frontier of 
M E first three years of life. It 
P. been summarized as the task of helping 
Er helpless, mindless being become 
Een ' a member of society, an in- 
p. il in his own right, and to develop 
his called civilized patterns of control over 
impulses( 1). f 
ES recently completed studies by the 
Child Commission on Mental Health of 
e (2) indicate that if we are to ever 
Es ie era of prevention in the field of 
Doy d ealth, we must become increasingly 
T d with the relatively neglected first 
DN uch involvement is necessary not 
y in our understanding, treatment, and 


, Based ona 

for Cone a paper read at the Third Annual Seminar 
Ga., Feb Done Education for Psychiatrists, Atlanta, 

Je 1. 12-15. 1970. 
q Children’s Hy is Director, Department of Psychiatry, 
DC San Hlospital, 2125 13th St, N-W.. Washington, 
Center, and } Medical Director, Hillcrest Children's - 
ashingt, Professor of Pediatrics (Psychiatry), George 
ton University, Washington, D.C. 
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prevention. of disordered behavior, i.e., in 
dealing with mental: illness and the promo- 
tion of mental health, It is also necessary if 
we are to respond to the major problems 
facing our communities and nation such as 
violence and crime; racism; the nonlearners 
who become the unemployed; andthe per- 
sonality characteristics. of : hopelessness, 
helplessness, passivity, dependency, apathy, 
alienation, suspiciousness, and “depression 
in our Inner Cities. nd 

We have known for a long time that the 
roots of many of these major problems are 
in childhood, but more recently we have 
been forced to look at how early—when 
even Head Start programs have been found 
to be too late for many of our young. This 
survey will attempt to interweave the newer 
information with what we already know 
about what goes on developmentally. It 
interweaves “hard” and “soft” facts, but at 
this stage of our information if we disregard 
the “soft” facts we close doors that can lead 


to more knowledge. 


Prenatal Stage 


If we are to start at the beginning of life 
for our understanding. of normal and ab- 
normal development, we must start mea- 
suring age, as do the ancient Chinese, from 
the date of conception. In other words, a 
baby is usually nine months old at birth. 
Embryology has gone out of fashion in 
many of our medical schools, but a new 
type of behavioral embryology is evolving ' 
and must eventually be included as a basic 
science for psychiatry. At this point in our 
information, we have only hints about the 
earliest stages the brain-body interactions 
go through. We can recall that Freud pointed 
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out (3) (to the discomfort of some current 
psychoanalytic theoreticians) that by the 
time of birth it is already established what 
the predominant defensive patterns of the 
individual will be—for example, whether 
they will be predominantly hysterical or 
compulsive. 


We do not go as far as Gilbert and Sul- 
livan did when they wrote that every man 
now alive was born a liberal or conservative. 
But the finger increasingly points to the 
prenatal period to help us understand the 
psychosomatic problems of later life. We 
must ask ourselves when it is that an organ 
or an organ system develops a pattern of 
reaction to stress. Is it when there is acute 
or chronic stress during its formation that a 
pattern of response is established, such as 
when the oxygen supply is suddenly threat- 
ened? Does this imprint the kind of response 
that organ or system will make when later 
stress is encountered? 


We are learning that pathological or 
potentially destructive defensive responses, 
such as those that would result in hyper- 
tension, can be modified or retrained later; 
this has been demonstrated by some of the 
behavior modification techniques being 
developed at Rockefeller University. I hope 
the day will come when we can understand 
the combinations of genetic, metabolic, and 
environmental influences (Can we talk of 
the social life of a fetus?) that determine such 
patterns of functioning. What determines 
= de first que months of life the nature 

osage of aggressi i i 
aie BBressive energy in any in- 

Thus far there have been postul; - 
called "umbilical Stage" "i 5), ig the 


into the uterus that will permit monitorin 

and eventually corrective approaches Pu 
the fetus. At this point in time it is postulated 
that the major single determinant of what 
kind of fetus we are dealing with is the 
nutritional state of the mother at the point 
of conception (6). Are we on the edge of a 
change in the dating patterns of our youth 
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in which every date must include a 
meal? 


The Newborn 


good 


Once born, the individual enters a period 
in which the brain will grow more rapidly 
in the next 18 months than it ever will again. 
The inputs during this period of brain 
growth begin to build on the foundations 
begun in prenatal life. This is the time when 
the brain is most plastic and when appro- 
priate interventions to correct pathology 
can be most effectively made. The experi- 
ence of our British colleagues working in the 
field of cerebral palsy illustrates this 
point (7). They have found that with appro- 
priate diagnosis and active treatment in the 
first 18 months of life, when the brain is 
most plastic, they can prevent most of the 
Spasticities and the skeletal deformities 
such as the kyphoses and can even eliminate 
the athetoses. 

Information is becoming available from 
work not only with animals but also with 
human infants that indicates, as Negera (8) 
has pointed out: 

1. The genetic potential, in terms of the devel- 
opment of the anatomical structures of the brain, 
is not reached at birth. Many such structures are 
in fact far from complete at such a time. 

2. The blueprint of that genetic potential (de- 
termined by the chromosomes and genes) is such 
that in order to be unfolded to its fullest, organic, 
anatomical-maturational processes of the brain 
structures must continue after birth. But such 
continuation is not only dependent on internal, 
embryological maturational forces, but—and 
this is what I want to highlight—in the interac- 
tion of such forces with different forms of exter- 
nal stimulation without which interaction the 
embryological maturational blueprint will Rh 
unfold to its full potential. Reception of suc 
stimuli, as contained in the ministrations of the 
mother to her baby, in the mother-child relation- 
ship, seems absolutely necessary. Furthermore, 
this kind of external stimulation seems to influ- 
ence the internal, anatomical-maturational pro- 
cesses at least by three different mechanisms: _ 

a. It may favor progressive complex arpo 

tion of dendrites during the first few mont 

of life. The significance of this in terms of later 
function is clear, ony 

b. It increases the degree of vascularization o 

certain anatomical structures of the brain. 1 

C. It increases and furthers the process of mE 

linization. Myelinization and function ? 

closely related, as we know. 
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Studies in kittens blindfolded from birth 
most dramatically demonstrate the con- 
trast in vascularization and myelinization 
in.the visual cortex and the tracts involved. 
It seems to follow that modifications that 
result from inappropriate or inadequate 
environmental stimulation lead to modifica- 
tions of the developing brain structure that 
may lead in turn to important qualitative 
differences in the ability to perform all the 
ego functions associated with such structures. 

We also know from embryological studies 
in animals and humans that there are critical 
periods for the development of specific 
organ functions; that is, developmental time 
limits exist, and if the right type of stimula- 
tion is not forthcoming during that critical 
time, the result may be a structure not nec- 
essarily damaged but one that has not devel- 
oped to its full potential. This type of infor- 
mation begins to explain the problems of 
hospitalism as defined by Spitz, who de- 
scribed it as “the appalling damage to early 
ego development that results from growing 
up under conditions of deprivation or inap- 
propriate types of human contact" (1, 9). 
Resulting developmental lags can be undone, 
Which indicates to some of our investiga- 
tors that we cannot talk of critical periods 
of development for the human but rather 
optimal periods (10). However, the evidence 
Strongly suggests that the individual can 
Never completely recapture his original po- 
tential once the optimal period for develop- 
ment of a part or a function has passed. 

The major developmental stages from 
ma to maturity are well documented (11, 

) Our information in this area, which 
Comes from child development research, 
Psychoanalytic theory, and clinical studies, 
th More complete. But we should realize 
eh the psychoanalytic formulation of oral, 
a and the beginning of phallic stages 
ane in the first three years de- 
Di T only headlines. If we look at the fine 
es » we see dozens of stages—at least one 
MM new part of the body as it comes 
fis o ntary control and for every new 
cine On as it develops. Each new part 1s 
the Timented with in terms of “How can 
ct found part of me be used in. the 
d : of the instincts?" i.e., for survival, 
i easurable use, for aggressive expres- 
is sm. This holds true for each of the ego 

ctions. We understand some of these. 
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FIGURE 1 
Infant-Mother Relationship in the Early Months of Life 


Tangential relationship 


A of newborn to mother 


B Complete dependence 
of infant on mother 


Beginning of independence 
of infant from mother 


such as cognitive development (to which 
Piaget [13] and many others have made 
important contributions) better than others. 
Even as we have established at least some 
understanding of the stages through which 
the young organism goes in the development 
of personality, we are only beginning to look 
at them in terms of their influence on in- 
dividual differences in constitutional make- 
up. For example (taking the most important 
first step in personality development), as 
perception and awareness develop the baby 
moves from a relatively unrelated stage at 
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birth to a picture of himself as a completely 
dependent part of another person; this nor- 
mally occurs by three to five months (see 
figure 1). If something intervenes that 
makes this step difficult to achieve, a range 
of distortions in the individual’s concept of 
dependency, closeness, and trust can result. 
At one extreme of this range is the child who 
says it can be too difficult or uncomfortable 
to make this step and he elects to remain 
unrelated, i.e., he becomes autistic and later 
develops a childhood psychosis, if the con- 
dition remains unmodified. 


Developmental Distortions 


Particularly within the last 20 years, we 
have come to recognize that there are a num- 
ber of constitutionally based developmental 
distortions early in life that lead to the in- 
dividual differences that can place an infant 
at risk in making this first step in emotional 
and personality development(14). If we 
match up constitutional vulnerabilities with 
assets, we will have a much better picture of 
how a baby needs to be handled to help 
him achieve optimal development, begin- 
ning with object relationships. 

To illustrate, let us look at the problems 
faced by babies born with Special hyper- 
Sensitivities, hypersensitivity—ex- 
periencing being touched as painful—pro- 
vides a hazard to being comfortable with 


say that pain is 
a pleasure, d 

On the other hand, if this individual dis. 
tortion in makeup is recognized early and 
properly handled, it will not interfere with 
normal early development; usually it is com- 
pensated for so that before the end of the 
first year it is no longer clinically evident 
For example, one mother, when her baby’s 
hypersensitivity was pointed out as the basis 
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FIRST THREE YEARS OF LIFE - 


for his irritability and his turning away from 
her, said “Let me put him on a pillow and 
hold the pillow when I feed him, if it is im- 
portant for him to have closeness. That 
doesn’t make him uncomfortable.” In con- 
trast to this is a ten-year-old girl in our treat- 
ment school who never can let anyone touch 
her and is mistrustful of any dependency 
situation; she started life as this kind of 
baby. 


Taking Stock of the Infant 


It is now possible to take an inventory of 
constitutional factors early in life so as to 
devise methods of handling that can help 
prevent poor answers to the problems of 
early personality development. We can take 
note of imbalances, deviant arousal patterns, 
low energy and "sending power," labilities, 
disturbances in integrative capacities, the 
threshold for stimuli, special sensitivities, 
and structural difficulties. Essential in any 
Such inventory is taking stock not only of 
the handicaps or functional distortions but 
also of the baby's assets. Thus we rate ade- 
quate sending power, curiosity, and flexi- 
bility as measured by the ability to provide 
Substitutes, fend off pressures, turn away, 
alter the environment to organize, protect 
the self, and get needed help or support. 
We want to know about persistence, deter- 
mination, usable antennae, and stable 
Somatic integration. I have found Lois Mur- 
phy’s Vulnerability Check List (15) the most 
useful means of assessing the potential areas 
of difficulty in young babies, as well as the 
positive components. 

It used to be said that children with gross 
defects received the most attention, while 
those with milder or minimal distortions 
often had to wait until school age before 
their handicaps were recognized. More re 
cently, it has been recognized that the blind, 
the deaf, and the cerebral palsied and other- 
Wise brain-damaged child not infrequently 
Present multiple handicaps that also iu 
be overlooked because emphasis is pe 
on the major presenting problem. Freibesn 
Work with blind babies illustrates T 
well (16). The athetotic cerebral palsied d 
Who is trying to gain control of arm T RS 
ment can be frustrated by a tendency j 
perseveration. The deaf child with hyper- 
activity may not be able to sit still or to CO 
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centrate long enough to find other commu- 
nication patterns. 

It may take only one major handicap to 
influence ego development, but we more 
often find a combination of minor ones that 
can frustrate the compensatory efforts of 
the organism to be as “normal” as possible. 
A passive child with a perceptual hyper- 
sensitivity to light, sound, touch, tempera- 
ture, or pain cannot cope with stimuli that 
other babies could avoid. The hyperactive 
baby may on closer scrutiny be presenting 
an imbalance: his motor drives may be 
stronger than his coping devices or his ca- 
pacity for love to bind them. This in turn 
can lead eventually to impulsiveness, de- 
structiveness, and aggressiveness. One of the 
most difficult vulnerabilities to identify in 
early life is the tendency for thinking and 
coordination to become disorganized under 
Stress. This becomes evident in the form of 
disorganization of motor activity. The stress 
situation in turn may also be related to other 
vulnerabilities in constitutional makeup, 
Such as a low threshold for displeasure, 
hostility, or anxiety. The end result can be 
a feeling of helplessness, which is the worst 
feeling in the world. In contrast is the baby 
Who becomes better organized under stress, 
like the clutch hitter in baseball. It is felt 
that this tendency is built into the organism 
at birth. 

The purpose of identifying these individ- 
ual differences in constitutional makeup 
(often described as components of the au- 
lonomous ego) is to insure the healthiest 
Possible development of the rest of the 
go functions. The child should be helped 
to develop an optimistic attitude and a 
Positive approach to problem solving; the 
EM of cataloguing this information is 
the elp parents to be aware, to recognize 
in problem, to step in and assist in correct- 
i the anxiety-producing situation. Like- 
Eus in the case of the infant who is too 
ge and cannot shift away from a 
E the availability of someone who 

rn ange the scene or mood helps him 
qom a wider range of affect, more ca- 
Ss Y for fun, joy, interest in new experi- 

es, play, and ultimately creativity. 

3 ith a passive, low-energy infant outside 
to i: and stimulation are needed if he is 
Raps enabled to overcome his initially poor 

Pacity to exert effort, to struggle against 
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obstacles, and to keep on trying after a fail- 
ure. Picture what happens if this baby has 
unaware or unavailable parents— parents 
who are so passive themselves that they can- 
not reach out to the child when he is unable 
to indicate his needs or demands. 

The development of the sense of reality 
requires experience with and selective use 
of the environment. The child with percep- 
tual-cognitive maldevelopment, for example 
(as in the much-abused concept of minimal 
brain damage), has difficulty in acquiring 
correct concepts of objects, space, time, etc., 
under certain conditions. These will occur, 
for example, if anger and frustration over- 
whelm him—if he has no outlets for dis- 
charge or mastery over his anxiety and no 
recognition of what he is struggling with, 
and if his caretakers have no recognition of 
the nature of his struggles. 

The concept of self and body image can 
also be distorted under such conditions. The 
hyperactive child whose caretakers do not 
realize that he cannot stop himself and that 
he needs their help in putting the brakes on 
is particularly subject to distortions in these 
areas. He must avoid the feeling of helpless- 
ness at all costs. When a poorly controlled 
pat becomes a slap, he says “I wanted to 
hurt? When he inadvertently knocks a 
glass off the table, he says “I wanted to 
break it." Yet underneath these defenses 
he has a very poor opinion of himself. If 
this continues, he has a good chance of being 
a depressed, self-defeating school-age child 
and adolescent. 

It is apparent that almost endless com- 
binations of weaknesses, handicaps, 
strengths, and resources are possible. If we 
look closely we can find in each child his 
own unique combination. That many infants 
solve the problems posed by potential 
handicaps in the process of maturation and 
regulation is evident from the ones who 
seem to “grow out of it,” i.e., whose devel- 
opmental delays are overcome. In the Na- 
tional Institute of Neurological Diseases 
and Blindness collaborative study of preg- 
nancies, births, and early childhood, 25 to 
30 percent of babies in some cities were 
found to have evidences of neurological dam- 
age. But with proper handling, at the end 
of the first year only ten percent still showed 
such evidence. This ten percent is the 
group most vulnerable to poor solutions in 
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earliest personality development. That 
many infants can carry these poor solutions 
into later childhood and even adult life is 
also evident. 


The Concept of “Organizers” 


It has been pointed out that at the begin- 

ning of life there is no connection among the 
senses. They need to become coordinated 
and integrated to optimally negotiate the 
development of the ego functions, of mem- 
ory, reality testing, the ability to think ab- 
stractly and to fantasy, to develop curiosity. 
In other words, there are "organizers" in 
the infant's experience. These form the be- 
ginnings of integration of functions and the 
development of the structural foundations 
that establish them for the rest of an individ- 
ual’s life. A major one is vision (1). Another 
organizer that we are finding out about is 
pain. However, to answer those who think 
only mechanistically about such develop- 
mental processes, there is evidence that 
affect must accompany the provision of 
stimuli in order to have effective ego devel- 
opment. It is the affect that makes it a fun- 
damental educational experience and one 
that is permanent, Inputs without affect 
result in learning that is impermanent unless 
it is repeatedly reinforced, 

i Thus far I have concentrated on the newer 
dimensions that are important in the first 
steps in personality development, particular- 
ly as they throw light on the areas we should 
keep in our awareness in the interest of a 
healthy evolution of trust and dependency in 
object relations, There is no need to review 
a e up EO available about the later 

ity development in the 
first three years except to highlight the newer 
information that can be added to our under- 


Standing of the importance of 
ad Of selected 


mother and to identify 
places; thi 


depressions (17), as well as to the persistence 
of fear of strangers and anxiety in the pres. 
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ence of anything new or different. More re- 
cently this stage has been implicated in the 
onset of leukemias(5), lymphomas, and 
lupus erythematosis (18). One type of poor 
handling in this stage has also been pointed 
to as responsible for a developmental defect 
that can be utilized later as a motivation for 
suicide. Thus when a baby, to demonstrate 
that it is not helpless when left by its mother, 
turns away from her and finds that his leav- 
ing or “getting rid” of her is a way of hurt- 
ing her, it has learned an important lesson. 
There is an element of this kind of thinking 
in most suicides, i.e., thinking how the 
people left behind will feel (19). 

The second and third years of life are very 
busy ones in terms of personality develop- 
ment; character formation proceeds active- 
ly and much of it simultaneously. To apply 
the concept of organizers to a few high- 
lights in these years: 


* The stage of negativism is an organizer 
ofthe will. 

* Body image development is an orga- 
nizer of self-respect. An important current 
problem in this area is the development of 
racism. When we ask at which ages a child 
begins to look at itself and ask “Is black 
or white or red or yellow good or bad, “i 
it clean or dirty, is it beautiful or ugly?” we 
find it is in the third year of life that the 
first and often most important answers 
are established. 

* Toilet training is one example of the 
processes of learning body control that a 
organizers of the individual’s controla 
tem. This type of control is most acr 
developed in the second year of life and be 
comes integrated with the process of contro 
over impulses. Inappropriate models pro- 
vided for the child in the handling ie 
gressive impulses, particularly those m- 
are overstimulating or distorted, can enm 
plicate this multidetermined process o 
“civilizing the drives.” Violence as a Way 
life can have its beginnings here. ther 

* As part of moving through x 
Stages in the development of indepen i 
another organizing process centers ae 
exploration of property rights, "what's rate 
and what’s yours.” This becomes integ eci 
with respect for rules, moral values, p i 
for Privacy, territoriality, etc. The arte 
work is laid here and in the control sy 
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for later delinquency. Later the lessons 
learned are carried into the exploration of 
“who is mine and who is yours." 


Conclusion 


These few examples indicate how those 
concerned with the problems of human be- 
havior must be concerned with the first three 
years of life if the roots of later pathology 
are to be identified in the interest of preven- 
tion and early modification. Poor answers 
in the early stages can complicate later 
stages and lock in place poor problem- 
solving techniques, patterns of reaction, 
and fears. They can lead to a closure of lines 
of development; a preoccupation with 
avoidance of discomfort, with emphasis 
on immediate pleasure; a poor self-concept; 
and many other possible distortions. We 
can recognize these as elements of person- 
al malfunctioning later in childhood and 
indeed, in too many individuals, for the rest 
of their lives. 

The purpose of this overview is to indicate 
that psychiatry and particularly child psy- 
chiatry have neglected the time in the life 
cycle when they can most profitably open a 
new frontier. Our training programs have 
Not been concerned with the problems that 
are available for solution in the first years 
of life. Nor have we developed the necessary 
Partnerships with those who have been con- 
cerned with this time of life. Let us move to 
fill this gap. 
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A Psychiatric Follow-Up Study of Normal" Adults 


BY MORTON BEISER, M.D. 


The author describes a study designed to as- 
sess stability and change in mental health 
over a five-year period, using 123 subjects 
chosen from the larger Stirling County sur- 
vey sample. The results showed: 1) a ten- 
dency toward stabilization of mental health 
Status, and 2) when there was change, it 
was usually in the direction of recovery. The 
subjects were grouped into four main types 
of mental health status; the differences 
among the groups in demographic character- 
istics and psychological attributes are de- 


scribed. 

HE DEVELOPMENT of social psychiatry 
T in the last 25 years has stimulated the 
adoption of a broader perspective on the 
etiology of psychiatric disorders. Epidemi- 
ological surveys(1-3) and longitudinal 
studies of nonclinical Populations (4, 5) 
have yielded findings that are Provocative, 
even though many are still subject to un- 
certain interpretation, 

The present report deals with a longi- 
tudinal study of a small number of adults 
living in rural Communities in maritime 
Canada that is, in turn, based on an epi- 
demiological inquiry. The 123 Subjects of 
the study were originally selected by survey 
techniques from a larger population sample 
because they represented two groups of 
interest: 1) people who were Psychiatrically 
ill but who, in most Cases, had never been 
exposed to formal treatment, and 2) psy- 
chiatrically healthy people, 

After an intensive five-year Study of this 


group, we have further subdivided it as fol- 
lows: 


~ Read at the 123rd 

ead at the 123rd annual meeting of the Ameri 
Psychiatric Association, S. > \merican 
11-15, 1970, on, San Francisco, Calif, May 


Dr. Beiser is Associat Profe i 
Han € Frofessor of Social p; 


his work. » conducted as 


rant MH-12892 fi 
stitute of Mental Health, rom the National In- 


[40] 


1. People who were ill and have remained 
ill throughout, and thereby qualify for the 
label “chronically ill.” He 

2. A group who were ill at the beginning 
of the study but who have experienced re- 
mission—the “recovered.” 

3. A surprisingly large group who were 
well originally and have remained so—in 
Some instances in spite of considerable 
environmental stress. To these exotic crea- 
tures (to psychiatrists, as clinicians at least) 
we have attached the rather prosaic label 
the “consistently well." 

4. Finally, people who do not show many 
evidences of frank psychiatric disorder and 
yet exhibit particularly vulnerable person- 
alities; we call these the “marginal” group. 
For reasons that will be discussed M 
there are very few cases of people who fe 
ill during the course of the study. 

In this report, the four groin mi 
chronically ill, the marginal, the reco 
and the consistently well—are characterize 
according to distinguishing demographic 
characteristics, personality assets, and psy- 
chiatric symptom patterns. L 

Study of these four groups bears on sev 
eral vital issues in social psychiatry: 1) go 
Some people recover from psychiatric T 
order without the benefit of formal "s 
ment 2) how symptoms stabilize and il 
come "chronic"; and 3) what constitutes à 
Predisposition to develop disorder. In sm 
instances our data provide partial m 
often they indicate critical areas for fur 
inquiry. 


Background of the Current Research 


The Stirling County study (1, 6, 7) ip 
the immediate background of the De 
report. This is a long-range series of scone 
connected studies of considerable eis 
that has dealt with the relationship n 
Psychiatric disorder and the sociocultUr? 
environment. During the year July sum 
July 1963, a survey of 12 small rural co 
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nities in Stirling County, ranging in size 
from 100 to 400 inhabitants, was conducted. 
A representative sample of 404 adults (peo- 
ple above the age of 18) was interviewed 
with a structured questionnaire designed to 
elicit information about psychiatric symp- 
toms as well as relevant social facts. By 
means of a standardized procedure reported 
in more detail elsewhere (8), each respon- 
dent was described according to the range 
of symptom patterns he displayed. Then a 
global mental health rating was also assigned, 
reflecting the evaluating psychiatrists' cer- 
tainty about whether or not a particular 
respondent was a psychiatric case. The fol- 
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TABLE 1 
Composition of the Panel 


1963-64 (N=123) 1967-68 (N- 113)" 


CATEGORY NUMBER PERCENT NUMBER PERCENT 


Mental health ratings 


Psychiatric cases: A 56 46 31 red. 

Probable cases: B 13 11 20 18 

Asymptomatic: C 20 17 17 15 

D 34 27 45 40 

Community type 

Integrated 65 53 60 53 

Disintegrated 58 47 53 47 
Sex 

Male 61 50 54 48 

Female 62 50 59 52 
Age group 

Young 38 31 35 31 

Middle 42 34 43 38 


Old 43 35 35 31 


lowing rating scale was used: A—almost 
certainly a psychiatric case; B—probably a 
case; C— doubtful (but probably not a case); 
and D—almost certainly not a psychiatric 
case. 

Various studies of reliability and validity 
have suggested that this is a useful method 
within certain limits (1, 8). "Caseness," as 
it is used subsequently in the report, refers 
to this ordinal scale of certainty. In partic- 
ular, "cases" are those people who have 
received a rating of A. 


Description of the Panel 


As subjects for this longitudinal study, 
123 persons (referred to as the panel) were 
selected from the survey sample to approxi- 
mate the following controls: 

1. Equal representation of the sexes. 

2. Equal representation of three age cate- 
gories, i.e., one-third young respondents 
(18-35 years), one-third middle-aged 
(36-54), and one-third old (over 55). 

.3. Equal numbers of people from commu- 
nities designated as socioculturally inte- 
grated and disintegrated (see 1, 7). 

4. Equal representation of ill and well per- 
Sons, i.e., those judged to be suffering from 
Significant psychiatric disturbance (and rated 
A) and those who were mainly asympto- 
Matic, 

The original intent was to include equal 
numbers of those rated A and those rated 

. For various reasons too detailed to report 
here, however, Cs and a few Bs were in- 
cluded in the final sample.’ 

A richer description of this region and its 


os etails of the selection procedure may be obtained 
Tequest from the author. 


Amer. J. Psychiat. 127:11, May 1971 


* During the five years of the project, the panel suffered an attrition 
of ten cases: six people died, two refused further cooperation, and 
two moved beyond our reach. 


people is available(7) and need not be re- 
peated here. Suffice it to say that the panel 
included people belonging to the major 
ethno-religious groups (English Protestant, 
Acadian Catholic, and a small number of 
Negroes), the median educational level was 
seven years, and most people classified 
themselves as unskilled or semiskilled labor- 
ers. There was also a handful of proprietors 
and professionals. 

Following an initial screening interview 
by questionnaire, the panel members were 
interviewed by a team of psychiatrists and 
final symptom pattern and caseness ratings 
based on survey and clinical data were as- 
signed. In addition to the questionnaire and - 
clinical interviewing, ancillary medical, 
psychological, and social information was 
collected from key informants. 

Interviews were then conducted on an 
annual basis for a total of five years. These 
interviews, carried out in respondents’ 
homes for the most part, were unstructured 
but were aimed at securing information 
about symptoms, personal history, recent 
life changes, and personality assets. During 
the summers of 1967 and 1968, in order to 
make data collection more consistent, we 
introduced a semistructured interview pro- 


tocol.’ 


SS eS 
7[n all our work, completeness and consistency of. 


data gathering had to be weighed against maintaining 
rapport with our res] ondents and the communities 
in which they lived. Thus, although it might have been 
preferable in terms of research design to administer a 


questionnaire for each of the five years, We felt that the 
majority of the panel would not have tolerated this 


much encroachment on their time. 


(41) 


1466 FOLLOW-UP OF “NORMAL” ADULTS 
TABLE 2 
Caseness Turnover from 1963-64 to 1967-68" 
1963-64 CASENESS 
CASENESS NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT TOTAL 
o = 31 
27 52 1 9 3 17 
E 11 21 5 41 4 22 o - 2 
c 9 17 3 25 3 17 2 6 7 
D 5 10 3 25 8 44 29 94 19 
Total 52 12 18 31 1 


iati i lationship of cause and effect between variables is 

be -b = . Tau-b is a measure of association for use with ordinal data where no rel € 
tie insist aia thus said to be "symmetric.") Given two units drawn from the same sample, it is the probability that they MA 
S sate way on both variables minus the probability that they are ordered in opposite ways. The value of the tau-b statistic will attain 


unity only if all observations lie along the diagonal of the table (9). 


To assess stability and change in mental 
health we had two main indices—caseness 
ratings and symptom pattern ratings. Glob- 
al (A-D) ratings were assigned annually 
and complete symptom pattern ratings were 
assigned at the beginning and again at the 
end of the five-year study. Demographic, 
social, and situational change data were 
collected with questionnaires. 


The Panel in 1968 


In table 1, the composition of the panel 
in 1964 and in 1968 is compared according 
to the selection criteria: age, Sex, community 
type, and mental health ratings. 

The most striking thing in the table is the 
change in proportion of caseness ratings. A 
marked drop in the number of A ratings 
occurred, along with a corresponding rise 
inthe D category, in particular. 

Table 2 indicates that ratings of individ- 
uals remained relatively consistent over the 
five-year period; the comparison of ratings 
between any two years reveals the same 
pattern.’ Change from A to C or D is 


much the commonest pattern among the 
unstable ratings,+ 


How is this to be interpreted? 

Caseness ratings are a reflection of the 
psychiatrist’s certainty that he is dealing 
with someone who may be considered a 
case; it is not a scale of Severity of illness, 
However, if during the course of observa- 
tion a person was rated A at one time and 
then seemed to improve during the follow- 


- "Tau-b values ranged from 611 to .661 between an 


, ind arked tendency on thi 
part of the psychiatrists to tank people in the pus 
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ing year, he could no longer be considered 
a psychiatric case. He might then be rated 
D, or possibly C. A person originally rated 
D could subsequently develop a neurosis 
and then be assigned an A rating. 

Shifts in ratings could also occur if new 
information was unearthed that cast doubt 
on previous ratings. This is unlikely to ac- 
count for the findings here. If anything, 
psychiatrists tend to see more evidence of 
psychiatric disorder when they have more 
information about a respondent (1, 8). This 
fact makes the trend from A to D rather 
than D to A all the more striking. 

Using the pattern of case ratings over the 
five-year period, we constructed the typology 
referred to earlier and further described 
in table 3. 

Two things are evident in this table. There 
is a tendency toward stabilization of mental 
health status, at least as this is reflected in 
the A-D ratings, Secondly, when change 
does take place in this group, it is more likely 
to be in the direction of recovery than of 
worsening.* 


"This is not due to selective attrition. Of the e 
attrited cases, five were originally rated A, three D, 
and two C, 


TABLE3 
Stability-Change Typology: 1963-64 to 1967-68 
CATEGORY 


NUMBER PERCENT 


Consistently ill: Consistent A ratings or 

one episode of B 30 2 
Consistently well: Consistent C or D 

ratings, or such combinations as CCDDD 40 35 
Recovered: Early A ratings followed by 

two consecutive lower ratings, such 


as AABC, AACC, or AADD 23 29 
Miscellaneous: The transitional or 

marginal group 17 D- 
Developed illness * 3 à 
Total 113 190 


= = XT m 
As mentioned earlier, these people have been eliminated fro 
further consideration in this report. 
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TABLE 4 
Significance of Respondents’ Reports of Personal Capacities 


DEGREE OF SIGNIFICANCE 


ITEM CHISQUARE FREEDOM LEVEL" 
Sure of self 
Difference between ill group and others 7.52 1 «.01 
Differences within well, recovered, and marginal groups 3:91 2 3 ns 
Overall 8.43 3 p«.05 
Talk over problems or keep to self 
Difference between recovered and others 6.63 d p«.01 
Differences within ill, well, and marginal groups 31 2 ns 
Overall 6.94 3 p<.10 
With whom talk over troubles: spouse versus others 
Difference between ill group and others 7.73 1 p<.01 
Differences within well. recovered, and marginal groups 7 2 n.s. 
Overall 8.20 3 p<.05 


* See Maxwell (15) for a discussion of partitioning chi square. 


This poses a dilemma. If there is a greater 
tendency to recover than to fall ill, why are 
period prevalence rates for psychiatric dis- 
order in the general population consistently 
high in this region (1)? 

The answer may lie in the way this partic- 
ular group was selected. The two extreme 
groups—the definitely ill and the healthiest 
people who could be found—were over- 
represented. While some ill people improved, 
so that their ratings were changed from A 
to D, very few of the super-healthy group 
showed a comparable tendency to fall ill. 

This suggests that the cases who make up 
the high prevalence figures derive in large 
part from two pools. One is a group of peo- 
ple who are chronically ill: their maladap- 
tive responses and lack of self-restorative 
mechanisms do not permit the sort of remis- 
sion without treatment that has been de- 
scribed in the literature (10-13). The sec- 
ond major pool is a group of marginally 
adjusted or latent cases, who are particular- 
ly vulnerable to psychiatric disorder. These 
people are likely to receive ratings of B or 
Possibly C. Since Bs and questionable Cs 
Were excluded from the panel, we found far 
fewer new cases of psychiatric disorder de- 
veloping during the five years than we might 
have found in a more representative sample. 

In the following sections of the report, 
the four groups—the chronically ill, the con- 
Sistently well, the recovered, and the mar- 
ginal cases—are examined with regard to 
differences along demographic and psy- 
chological dimensions. 


Demographic Characteristics 


There were no significant differences 
among the four groups according to age 
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type of community (socioculturally inte- 
grated or disintegrated), marital status, 
degree of private religious involvement, and 
amount of participation in formal commu- 
nity groups. 

Only two variables did differentiate the 
groups: 

1. Sex—women were significantly over- 
represented in the recovered group. In all 
other groups, men and women were equally 
represented. 

2. Socioeconomic status—when the four 
groups are examined using a scale of occu- 
pational status (adapted from Leighton and 
others [1]), a linear relationship between 
occupation and degree of health becomes 
apparent. The consistently well group, the 
healthiest group, contains the greatest num- 
ber of people at the highest status levels. It 
is followed in descending order by the re- 
covered, the marginal group, and finally the 
chronically ill group. 


Psychological Attributes 


An analysis of psychological character- 
istics of the groups yielded some interesting 
insights. 

Personal Capacities 

In a previous report, I described various 
patterns of personal functioning identified 
among this group of respondents that were 
felt to be related to optimal adjustment (14). 
In this study, I shall focus on two of these 
patterns for which indirect measures were 
available from the beginning of the study 
period. The variables are: 

1. Self-esteem, as measured by the re- 
sponses to a question that appeared in the 
1963 protocols—“Do you feel sure of your- 

[43] 
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TABLE 5 
Emotional Distress 


SYMPTOM FACTOR LOADING 


Subjective body sensations 677 
Respiratory distress 671 
Gastrointestinal distress -627 
Anxiety 625 
Sick headaches 567 
Depression -506 
Cardiovascular 469 
Fatigue 407 
Phobia 402 
Psychoneurosis, other -388 
Genitourinary -370 


self” —and answered by yes or no. 

2. Ability to obtain emotional support 
from appropriate others, measured by 
responses to two other items in the 1963 
questionnaires: “If you were upset about 
something, would you talk it over with 
someone or keep it to yourself?,” and “To 


whom would you talk first about your prob- 
lems?” 


The results indicated that, as a group, the 
chronically ill displayed less self-esteem 
than the others. More people said they did 
not feel sure of themselves in this group 
than in any other (see table 4). 


Both questions on ability to secure appro- 
priate emotional support revealed differ- 
ences among the groups. The recovered 
group was significantly different from all 
the others (see table 4) in saying that they 
would be more likely to talk to others than 
keep problems to themselves, indicating 
that this may be an important factor in pre- 
dicting recovery from an emotional illness, 
This is, however, complicated by the fact 
that women voice more positive responses 
to this question than men. When sex differ- 
ences are controlled, the differences between 
the recovered and the other groups fail to 
reach statistically significant levels, although 
the trend is still apparent. 

When asked to identi 


fy people to wh 
they would turn to di s Ge 


actual differences in t 


tal status among the groups. The chronical- 
ly ill were less apt to identify i 
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Symptom Patterns 


For the purposes of this part of the pre- 
sentation, two groups—the chronically ill 
and the recovered, both of whom were ini- 
tially rated A—are of primary interest. 

We have already seen that these two 
groups differ in some ways. The recovered 
Broup contains more women, has more peo- 
ple with high occupational status, and dis- 
plays a higher level of self-esteem even when 
they are symptomatic. 

In this section, the symptom patterns each 
group exhibited in 1964 will be examined 
to see whether there are any patternings that, 
in retrospect, seem to have been predictive 
of recovery or of stabilization. 

Most people displayed more than one 
symptom pattern and were described accord- 
ingly. A factor analysis was then performed 
in order to help summarize some of the 
findings (16). 

Results of this analysis indicated that by 
far the largest amount of variance in the 
panel as a whole can be explained by a fac- 
tor that might be labelled “emotional dis- 
tress” and that includes affective and psy- 
chophysiologic components. The structure 
of this factor is indicated in table 5. 

While mean scores on this factor differ- 
entiated the “ills” from the “wells” in 1964, 
they did not distinguish between those 
who were ill and whose ratings remained 
stable over the next five years (the chroni- 
cally ill) and those who went on to recover 
(the recovered). By 1968, however, the 
mean score of the chronically ill group was 
higher than those of both the recovered and 


TABLE 6 


Comparison of Consistently IIl 
and Recovered Groups in 1964 


ISTENTLY RECOVERED 

PATTERN LL (PERCENT) (PERCENT) 
Neurotic 

Hypochondriasis 20 0 
Personality disorder 

Inadequate 7 0 

Paranoid 3 v 

Compulsive 17 B 

Passive-aggressive 7 13 
Sociopathic 

Drug or alcohol abuse 10 5 

Sexual acting-out 3 2 
Special symptom reaction 

Stuttering 13 Se 
Mental deficiency 10 g 
Brain syndrome 3 b 
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the consistently well groups. 

This is perhaps not surprising. Most of 
these items may be considered vegetative- 
level responses and may be temporary reac- 
tions to acute distress as well as enduring 
concomitants of chronic disorder. 

The dimensions that did distinguish the 
chronically ill from those who went on to 
recover, and hence were of some prognos- 
tic value, are summarized in table 6. 

Note that the patterns shown are of two 
main types. First, there is a group that in- 
cludes personality disorders, hypochon- 
driasis, and antisocial behavior. These, in 
contrast to the vegetative responses found 
in the emotional distress factor, are mal- 
adaptive patterns that are learned and that 
become relatively enduring parts of the total 
personality structure. 

Mental deficiency and brain syndrome are 
phenomena of a different order. While 
maladaptive and emotional distress re- 
sponses often occur in conjunction with 
them, it seems best to conceptualize them 
separately as “deficiency states.” As already 
pointed out, the emotional distress factor 
had no prognostic value—it did not dis- 
criminate between the group that went on 
to recover and the group that stayed ill. 
However, maladaptive patterns and/or 
deficiency states were much more likely to 
be associated with chronicity. 

By 1968, the people who had lost the 
symptoms of emotional distress were la- 
belled recovered. The group called chroni- 
cally ill showed evidence not only of having 
retained their symptoms, but of worsening 
emotional distress; this is shown in figure J; 

In other words, maladaptive patterns and 
deficiency states are of concern because they 
create special conditions of risk. Not only do 
they seem to precipitate inner distress, but 
they tend to perpetuate subjective discomfort 
and to militate against recovery from un- 
Pleasant experiences. In a more explicit man- 
ner, this is probably what is meant by self- 
defeating behavior—it has few short-term 
benefits and in the long run it threatens per- 
sonal comfort and integrity. 

In general, the marginal group displayed 
ried of the same maladaptive and deficiency 
aes, although not in such high propor 
lons, 

The consistently well group, as might be 
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expected, displayed relatively few symptoms 
of any kind. 


Summary and Conclusions 


Four groups that may be found in most 
untreated populations have been examined. 
In the consistently well group, personal 
assets, including a sense of self-esteem and 
an ability to form intimate relationships 
(the latter as measured by statements about 
their spouses), seem to be important factors 
in maintaining a state of optimal integra- 
tion. This group was the best-off of the four 
in socioeconomic terms. Whether this is 
causative or whether it again reflects person- 
al assets, in that healthier people may find 
and keep better jobs, remains a question for 
further investigation. 

The chronically ill, the group originally 
rated A that went on to recover, displayed 
many of the same symptoms as the group 
that remained ill. In general, the symptoms 
of the chronically ill were more differenti- 
ated and more structured. In other impor- 
tant ways, however, the group with good 
prognosis was more like the consistently 
well group. 

The remission rate among the group iden- 
tified as ill in 1964 was about one-third; 
this is comparable with the results of other 
studies of so-called spontaneous remission. 
While some authors have reported improve- 
ment in as many as two-thirds of the cases, 


FIGURE 1 
Emotional Distress Pattern” 
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the patients in those instances were suffer- 
ing neurotic disorders (11, 12). Our group of 
identified cases was more heterogeneous 
and, as pointed out, included people with 
behavioral patterns that profoundly affect 
the natural history of psychiatric distur- 
bance. Saslow and Peters’ group of cases 
(13) was most like our own and their series 
showed a similar remission rate. 

The finding that more women than men 
recover without treatment poses a dilemma. 
In large-scale prevalence studies in this 
region, women have consistently exhibited 
more disorder than men (1). In this sample 
at least, however, their episodes of illness 
appeared to be of shorter duration. Prev- 
alance (the number of cases at a given mo- 
ment in time) is the product of incidence 
(the number of new cases during an interval 
of time) and the duration of illness from 
onset to termination (17), 

Since, in this group, duration seemed 
shorter among the women, we were led to 
conjecture that incidence rates must be 
higher as well. In brief, women may be more 
symptomatically labile than men. They may 
suffer many episodes, so that many women 
may be found who evidence psychiatric 
disorder in a given period of time, but there 
are remissions and exacerbations over 
time. It is of some interest that Hagnell (4) 
found a higher incidence rate for women, 
using similar methods, within a different 
Population. Our own clinical data from our 
panel supports the impression of symptoma- 
tic lability among women. 

The marginal group was somewhat like 
chronically ill group, except that they 


pressures. 


Some Implications 


A Tecurring theme in the 
ties : recent mental 
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orders very prevalent but, once they appear, 
they also show a distressing tendency to 
stabilize and become chronic conditions, 

The importance of studying the character- 
istics of psychologically healthy people, 
as well as those who effect recovery without 
treatment, is self-evident. If, through such 
studies, we become better able to concep- 
tualize and measure Positive adaptive pat- 
terns, we may ultimately be able to design 
programs for promoting their development. 

These considerations concern primary 
prevention. Study of the marginal group 
Suggests another aspect of prevention. Here 
we have people at high risk who effect a 
reasonable adjustment in spite of their vul- 
nerabilities. How does this come about? In 
Part, we suspect it is because organized 
Society provides certain protected niches 
for some of these individuals, a process 
that will be discussed in a future paper. It 
is important to note, however, the interact- 
ing nature of the process. These people 
Possess certain adaptive capacities that make 
it possible for them to utilize opportunities 
presented to them. 

Clinical psychiatry has been too preoc- 
cupied with the exclusively pathological in 
the past. Studies of “normal” populations 
bring into sharp focus the need to consider 
the interplay and balance between personal 
deficiencies and assets, as well as the social 
arena in which weaknesses and strengths 
are played out. 
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DISCUSSION 


t DanieL Orrer, M.D. (Chicago, Ill.)—I want 
9 thank Dr. Beiser for sharing with us the results 
9f this interesting and very worthwhile project. 
in LON-up studies such as his are most important 
b ping us understand the basic foundation of 
a àvior and psychodynamics. I believe he has 

ded to our knowledge and understanding of 
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the natural course of symptoms in an untreated 
population. The fluctuation of the symptom pat- 
tern over the course of four to five years is inter- 
esting to the practicing psychiatrist, who is con- 
tinuously attempting to relieve his patients of 
debilitating symptoms. The fact that symptoms 
change over time and for the better might raise 
the question for mental health practitioners: 
Could my patients do without me? Based on the 
findings in this paper, we would be able to con- 
clude that without treatment some people get 
better with time, few people get worse over time, 
and the “hard-core symptomatic group” stays 
symptomatic. Dr. Beiser has presented us with 
challenging data. I do, however, have a number 
of questions. 

In my experience, the word “normal” should 
be carefully defined in order to enhance com- 
munication and avoid contrasting unequivalent 
populations. In Normality(1), Sabshin and I 
stated that it is important for investigators to 
identify the perspective of normality they have 
subscribed to. We defined the four perspectives 
of normality thus: 1) normality as health, in 
which normality is defined as a lack of signs and 
symptoms; 2) normality as average—the statis- 
tical approach in which behavior that occurs 
most frequently in a population is considered 
normal; 3) normality as utopia, that harmonious 
and optimal blending of the diverse elements of 
the mental apparatus that culminates in optimal 
functioning or “self-actualization”; and 4). 
normality as process—normal behavior is seen 
as the end result of interacting systems that 
change over time. It seems to me that in this study 
Dr. Beiser has prescribed to the “normality as 
health" perspective—the traditional medical 
concept, which is interested in symptoms and 
overt psychopathology. 

As the author himself states, it is important 
to understand his findings from the vantage point 
of ego psychology: What are the coping mech- 
anisms that enable some people to ward off 
symptoms or, more importantly, to function 
adequately despite many disabling symptoms? 
And why do other individuals break down with 
the appearance of relatively little psychopa- 
thology? If Dr. Beiser had administered a scale 
like the Baron Ego Strength Scale in addition 
to his other ones, he might have added an im- 
portant new perspective to the data. Recent con- 
ferences like the ones on normal behavior (2) and 
on coping (3) attest to the increasing interest in 
these concepts and to an attempt to relate the 
theory of ego psychology directly to psychiatric 
disorders. 

Dr. Beiser has q 
ship that develope t 
have helped, at least in 
“therapeutic potential" in 


uestioned whether the relation- 
d with the researchers might 
part, in developing a 
the subjects. In our 
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studies of normal or modal adolescents at Mich- 
ael Reese Hospital, we have theorized that a 
“research alliance’? develops between the psy- 
chiatric researcher and his subject in which “min- 
iature psychotherapy" often takes place. We 
defined the research alliance as an "optimal 
form of . . . transaction or relationship between 
the psychiatric researcher and his subject, where 
the aim is to obtain valid psychological data in 
a limited number of interviews" (4). We rated 
the subjects on the basis of the strength of the 
research alliance (e.g, were they prompt in 
coming, open in relating and communicating) 
and found that those who received high ratings 
on the research alliance were the ones who were 
rated high on global mental health. It is possible 
that those of Dr. Beiser's subjects who improved 
Symptomatically were those who were able to 
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relate better to the researcher, Thus, the relation- 
ship between the subject and the psychiatrist 
might act as another significant parameter for 
measuring interpersonal relationships. 
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ves noticed, and noticed favorably, by our kind. No 
e devised, were such a thing physically possible, than 
n society and remain absolutely unnoticed by all the 
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Episodic Dyscontrol: A Study of 130 Violent Patients 


BY GEORGE BACH-Y-RITA, M.D., JOHN R. LION, M.D., 
CARLOS E. CLIMENT, M.D., AND FRANK R. ERVIN, M.D. 


The authors report a two-year study of 130 
patients with a chief complaint of explosive 
violent behavior. When pertinent and pos- 
sible, neurological and psychological tests, 
EEGs, pneumoencephalograms, and other 
tests were made. The authors noted that the 
patients’ lives mirrored their backgrounds: 
family histories revealed a high incidence 
of violence and alcoholism. The patients 
reported that they had frequently sought 
help in the past for control of violent im- 
pulses, but usually in vain. The authors be- 
lieve that severe psychopathology should 
not exclude neurological examination and 
management, nor should positive neurolog- 
ical findings exclude psychiatric manage- 
ment. A plea is made to view these patients 
as having a multidetermined problem. 


"pag REPORT is intended to describe 
and discuss our experiences in the 
study of the violent patient. We attempt to 
outline our observations and approaches 
and to provide some impressions of the 
difficulties encountered in establishing the 
Project and working with this type of pa- 
tient. In the course of two years we saw 130 
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patients with a wide range of complaints 
pertaining to assaultive and/or destructive 
acts. Of these, 106 were from the Massa- 
chusetts General Hospital and 24 from the 
Boston City Hospital. Despite socioeco- 
nomic and ethnic differences the two groups 
were essentially similar (1). 


Our interest was aroused when, while 
working in the psychiatric emergency room 
seeing more conventional disorders such as 
depression and psychosis, we took note of 
patients who entered with fears of going out 
of control and injuring someone, homicidal 
ideation, repetitive aggressive behavior un- 
der the influence of alcohol, impulsivity, 
rage outbursts, dangerous misuse of the 
automobile, or repeated arrests for violent 
acts. 


In defining the group, we excluded those 
who displayed violence as a part of a mass 
action, ie. a riot or other violence that 
occurred in context. We attempted to limit 
our group to those who, during their epi- 
sodes of violence, presented a picture of 
loss of control characterized by physical 
attack on another individual with intent to 
harm or destroy property. (This syndrome 
has been described by Karl Menninger in 
The Vital Balance [2] as the third order of 
dyscontrol.) We studied only voluntary pa- 
tients and eliminated obviously disorganized 
schizophrenics,and people so violent that 
they required immediate hospitalization. 
We started with regular psychiatric histories 
that were as complete as was possible in the 
course of one interview. Other examinations 
including neurological and sleep EEG and 
genetic studies were done when indicated 
and when possible. 

As the study progressed, significant items 
appeared in the histories that we later in- 
quired about in a systematic manner. For 
example, we did not start questioning for 
automobile misuse Or specific psychoso- 
matic disorders until well into the study, 
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so that our figures for these phenomena 
are probably smaller than the actual inci- 
dence. We feel that these figures, although 
incomplete and lower than the probable 
incidence in the total group, are still impor- 
tant, so we have reported them. 


We quickly discovered that our patients 
often described past histories of birth in- 
jury, mental retardation, coma-producing 
illnesses such as meningitis, febrile convul- 
sions in infancy, or head injury with pro- 
longed unconsciousness. These findings, 
although often difficult to document in de- 
tail, seemed possible precursors of brain 
damage. They alerted us to the potential 
impact of this kind of information. The 
findings were of particular interest in view 
of our work with a number of temporal lobe 
epileptics whose seizure manifestations in- 
cluded assaultive or destructive outbursts 
and rage attacks, 


In addition to administering the EEG and 
tests of psychological function, we called 
upon our colleagues in other specialties to 
help us examine these patients. In several 
cases, convinced that the patient had a brain 
abnormality that Played a role in his violent 
behavior, we found ourselves as psychiatrists 
in the unique position of urging more rigor- 
ous neurological examinations, In fact, only 
a small number turned out to have evidence 
of disease that could be detected by conven- 
tional neurological examination. In many 
respects, the situation we were confronted 
with seemed similar to that of minimal brain 
dysfunction described 
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Case Reports 
Example 1: Psychogenic 


A 43-year-old married father of two, an elec- 
tronics engineer, appeared in the clinic with a 
chief complaint of increasing irritability, temper 
outbursts in which he struck his children, and 
blackouts when drinking. A history was unre- 
markable for evidence of disease. The sleep EEG 
was normal. The patient had completed engineer- 
ing school but did not have a graduate degree, 
although he worked in a company where many 
of his colleagues did have such degrees, His wife 
had recently returned to graduate school to com- 
plete her own graduate work. The patient’s black- 
out spells occurred during cocktail parties at- 
tended by his wife’s friends. It became apparent 
that competitive strivings and underlying jeal- 
ousies were responsible for the patient's feelings 
of hostility that he displaced on the children and 
that these feelings played a role in his excessive 
drinking, which occurred when he felt isolated 
from his wife and her friends. In weekly therapy, 
the patient came to terms with these feelings, 
and violent behavior decreased considerably. 


Example 2: Mixed 


A 37-year-old married father of three, a de- 
livery man, was seen in the clinic with a complaint 
of having “fits” when drunk, temper outbursts, 
and impulsive behavior. The history revealed 
extensive emotional deprivation with placement 
in many foster homes, school disturbances, 
Stuttering, and cruelty to animals, The patient 
had been abusive to both his children and wife, 
threatening, On occasion, to kill the latter. His 
Wife corroborated his accounts of how pressure 
would build up inside him until he found it neces- 
Sary to break furniture or even scratch himself 
with glass. These actions brought him relief. 

A sleep EEG revealed 14 and 6 per second 
spiking. The skull series and lumbar puncture 
were normal. A mental status examination re- 
vealed the patient as a paranoid individual who 
Was impulsive and quick to act against anyone 
Who threatened his low sense of self-esteem. He 
avoided medication, attended group therapy for 
a short time, and subsequently refused to con- 
tinue this treatment, 


Example 3: Predominantly Brain Dysfunction 


A 27-year-old married constuction worker 
appeared in the emergency room with a history 
of blackouts during which he would become as- 
Saultive and belligerent. This appeared to date 
back one year to a time when he had injured his 
head at work and was unconscious for several 
minutes. Upon further questioning, it was appar- 
ent that the patient had an extensive history of 
head injuries as he had been a champion boxer 
in the military. He had been involved in several 
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car accidents, had been arrested-for- drunkenness, 
and admitted to reckless driving practices. Psy- 
chiatric anamnesis revealed no significant psy- 
chopathological features other than what could 
be labelled as “sociopathic.” A neurological 
evaluation revealed an old linear fracture of the 
temporal bone and an elevated spinal fluid pres- 
sure on lumbar puncture. Brain scan and sleep 
EEG were normal, as was an arteriogram. A 
pneumoencephalogram revealed asymmetrical 
ventricular dilation with evidence of temporal 
horn degeneration. A tentative diagnosis of 
temporal lobe dysfunction, probably of an epi- 
leptic nature, was made and the patient was 
placed on anticonvulsant medication. A four- 
month follow-up revealed no recurrence of his 
blackout episodes. 

Toward the latter part of our study a psy- 
chiatric social worker interviewed the avail- 
able family members who played roles in 
the patients’ lives and who possibly contri- 
buted to their difficulties in such ways as 
assuming the role of “victim” (5). The im- 
plicit demand for immediate gratification 
and for relief of a chronic problem, with 
Magical expectations of what could be ac- 
complished in one visit, was a frustrating 
barrier for our patients. Many did not re- 
turn for scheduled appointments when they 
were not cured after the first visit. Others 
Tequired hospitalization elsewhere and 
hence were lost from the study. We often 
Wished that evaluation could be accom- 
plished at the time the patient made the 
initial contact with us. This was frustrated 
by the demonstrable impossibility of man- 
aging the patient in a general hospital 
ae in the face of staff anxiety and hos- 

ity, 


Results 


mr patients can be categorized by chief 
í mplaint. In group 1 (seven patients) were 
Ose who came with a ready-made diag- 
vee of temporal lobe epilepsy. Most of 
: ese were referred by other physicians to 
ur emergency ward or directly to us. In 
FUA 2 were 30 patients with seizure-like 
Wn e In this group, loss of contact 
uri the environment was usually evident 
lior the outbursts; at times there were 
Mg edema or prodromal symptoms 1n- 
0 ing aurae and frequently what appeared 
© postictal states characterized by stereo- 
Yped symptoms such as depression, fatigue, 
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sleep, or (more rarely) relaxation or elation. 
Amnesia, dizziness, or altered states of con- 
sciousness were also described at times. By 
far the largest group, group 3, was made up 
of 57 patients with diffuse violence—that is, 
violent outbursts at varied targets: walls, 
furniture, people, self, etc. Anxiety was very 
high in this group and no altered state of 
consciousness was reported. The patients 
occasionally had prodromal symptoms. 

Group 4, consisting of 25 patients, mer- 
its the diagnosis of pathological intoxica- 
tion (6). This diagnosis (7) is an old one, 
still discussed in many texts (8) and recently 
revised in the standard nomenclature. It 
describes those who, with very few drinks, 
“go wild.” They usually have amnesia for 
the incident, and while they are out of con- 
trol they appear to be psychotic. The loss 
of control occurs early in the course of the 
intoxication. The last group, group 5, con- 
sisted of 11 patients with repetitive violence 
directed at a specific individual person (or 
occasionally an animal). The outbursts 
were not associated with an altered state of 
consciousness. 

The average age for the total group was 
28 and the average educational level was 
ten years of schooling. The age varied from 
16 to 60. Only 13 of the total were women. 
Sixty were single, 52 married, and 18 sep- 
arated or divorced. 

The psychosocial histories of most of the 
patients portrayed childhood deprivation 
and social maladjustment demonstrated 
by work and family instability. Most of the 
patients were in lower middle class jobs. 
Twenty-seven of the 130 worked in semi- 
skilled or unskilled construction jobs or as 
truck drivers; 41 were without an occupa- 
tion. The home situations were usually very 
tenuous and emotionally impoverished. As 
stress would build up, alcoho! would fre- 
quently play a greater role in the patients’ 
general daily routine: 72 reported that they 
had used or abused alcohol prior to their 
episodes. Chronic amphetamine use played 
a role in 12 of the 130 patients. 

The histories showed that a chronic lack 
of control resulted in innumerable difficul- 
ties such as job loss, family disruption, and 
unfavorable contact with the law. Sixty-six 
had been arrested on criminal charges ex- 
cluding traffic violations. Many had multiple 
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arrests (up to 50). Eight had killed people 
and six had committed armed robbery. 

Most had sought help, usually to no avail. 
Sixty-five had had prior psychiatric hospi- 
talizations, and 77 had had prior voluntary 
contact with a psychiatrist on an outpatient 
basis. Fifty-three of the total group had 
made a suicidal gesture; these attempts were 
usually associated with an episode of loss of 
control. On occasion the self-destructive act 
occurred when the patient could not find a 
victim. 

The social problem is not so much in the 
realm of weapons (54 owned guns or were 
trained in a lethal skill) but rather of auto- 
mobiles (9). Forty-seven of approximately 
65 questioned admitted to having used a 
car as an outlet for angry aggressive feelings 
or as a tool of self-destruction. Patients 
frequently described using the car as a means 
of trying to calm down or to impulsively 
try to avenge an offense. Four refused to 
Own or operate vehicles, recognizing the 
danger. 

The family backgrounds were difficult 
to assemble, but in 40 instances violence 
was a very prominent part of the family 
Structure, Forty-two patients had either 
an alcoholic parent, a parent with a psy- 
chiatric illness, or one parent absent from 
the family. Fourteen had a family history 
of epilepsy. 

The medical histories are much more re- 
vealing. Although we did not question for 
this until late in the study, we noted that 29 
of approximately 50 questioned had a his- 
tory of hyperactivity as children—a symp- 
tom frequently seen in children who have 
suffered a brain insult or epilepsy (10), Sev- 
enty-two reported having been unconscious 
due either to injury or illness; the correlation 
between head injury and violence has been 
made by Gibbens (11), Significantly, 25 of 

130 patients revealed they had suffered either 
childhood febrile convulsions or adult sei- 
zures (excluding delirium tremens or ec- 
lampsia), and 23 revealed a history of a 
Psychosomatic illness such as asthma, ulcers, 
Or colitis, ; 

A total of 41 
difficulties such 
nence, or sev 
had had adult 
were sterile b 
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had Klinefelter syndrome, two were trans- 
vestites, and one a case of incest. 


Thirty-five of the total group had suffered 
enuresis after the age of five; some still had 
difficulties as adults in time of stress. Pyro- 
mania was less common, occurring in only 
21 and cruelty in only 29 instances—22 
directed at animals and the rest at children, 
This triad has been previously described (12), 


Violent outbursts were usually of short 
duration, lasting anywhere from 15 minutes 
to two hours. If the patient was left alone 
these usually ended in exhaustion and/or 
sleep. The aura or anxiety state was fre- 
quently perceived by the family and recog- 
nized as a danger signal. The patients often 
described and displayed severe anxiety and 
very often a fear of losing control that fre- 
quently verged on a panic state. Small varia- 
tions in the environment provoked massive 
repercussions. Often expressed was a feeling 
of impotence to deal with the environment; 
this was most often dealt with by the use of 
projection. In this anxious state a chance 
Occurrence could be misconstrued as an 
aggressive insult, or a friendly remark per- 
ceived as a homosexual advance. 


In the course of the work with the total 
group of 130 patients, 79 received EEG ex- 
aminations and 37 of these showed abnor- 
malities. Twenty of the 37 abnormals showed 
Spikes in the temporal region and the rest 
asymmetries or other rhythm changes, an: 
cluding the seven temporal lobe epileptics. 
Thus, 13 of 123 patients were found to have 
undiagnosed temporal lobe epilepsy, an 1n- 
cidence well above that found in the general 
population (13), Of the 30 patients with 
episodes described as seizure-like, 15 re- 
ceived EEG examinations, and nine of these 
revealed abnormalities. Of the nine, six (or 
40 percent) had  electroencephalograms 
compatible with a diagnosis of temporal 
lobe epilepsy. Intracerebral EEGs were 
performed on several of the patients with 
intractable epilepsy who came to surgery. 
Simultaneous depth and surface EEG 
recordings were performed, and we fre- 
quently observed that if a seizure occurred 
in the depth of the temporal lobe, the ab- 
normal activity was usually not visible at 
Surface recording sites. This would imply 
that some temporal lobe epileptics are read 
as normals on the clinical EEG report. 
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In addition to the EEG studies already 
mentioned, arteriograms were performed 
when indicated (16 cases), with little yield. 
Only two had positive findings. Pneumoen- 
cephalograms were also performed when 
indicated. These were done on 22 patients 
with electroencephalograms suggestive of 
temporal lobe epilepsy; they revealed 
changes in eight cases. This was usually 
dilatation of the temporal horn or lateral 
ventricles. Skull films were useless. 

Of 43 patients who had psychological 
testing (Bender Gestalt, Wechsler Memory 
and Intelligence Scale, Ravens Matrices) 
12 had subnormal IQs and nine more 
showed signs of organic impairment. 


Discussion 


Dynamically, several issues are at play. 
The patients are generally very dependent 
men. They are usually dependent on a fe- 
male figure who is placed in a mothering 
role. The sense of masculine identity is also 
very poor. The trend of the group is to large 
physical size, and the patients are generally 
outwardly hypermasculine and intent on 
physically defending their masculinity 
against other men. They repeatedly com- 
plained that their wives did not care for 
them except as a source of income, and 
they felt exploited and angered by this. The 
wives, judging from those who would come 
in for interviews with their husbands, appear 
to be avery masochistic group. 

This sense of being useless and impotent 
and unable to change the environment was 
often greatly accentuated prior to the phys- 
ical violence. The individual episodes were 
marked by a total breakdown of ego func- 
tion and disorganization of thought process, 
with an outpouring of primary process 
thought. 

Those with complaints of diffuse violence 
Were the most likely to hurt themselves. Dis- 
Placement, denial, and projection are inter- 
Mittently employed as defense mechanisms 
and tend to be inadequate. Of the group 
veplaying specific violence, only one Te- 
ye a suicide gesture; this occurred in 
3 emale patient. The latter group tended 

Use projection more effectively as an ¢0 

efense, 

t The ownership of weapons was impor- 
ant only in light of the related fantasies. 
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The patients associated the weapons with 
their fantasies of annihilating a victim be- 
fore they themselves might be destroyed. 

We queried: **Why had half of our patients 
sought help in the past but had not received 
it?" Despite rejection on the part of profes- 
sionals and institutions, they returned. We 
feel that this points out how alien to the 
patient most of the outbursts were and how 
useful treatment could be if it were made 
available promptly. 

When violence occurred it often appeared 
to be an all-or-none phenomenon, with the 
patient exercising no control over the degree 
of damage or injury he inflicted. As an ap- 
parent defense against impending total loss 
of control, prolonged periods of deperson- 
alization and/or confusion occasionally oc- 
curred, but these were not always followed 
by violent outbursts. 

Hypothetically, the patients can be seen 
as having inadequate ego defenses that are 
insufficient to deal with stresses; this in it- 
self leads them to loss of control and to dis- 
organized behavior and thinking. The key 
difference between these patients and other 
persons is that they make themselves notice- 
able because they react with violent or anti- 
social behavior rather than with withdrawal, 
alcohol, etc. Psychiatric management is 
essential to provide insight when possible 
and, at other times, support. Group ther- 
apy has been helpful (14). 

In addition to the high frequency of ab- 
normal psychiatric histories, which in them- 
selves could explain much of the psycho- 
pathology, the high incidence of abnormal 
EEG and other tests as well as the episodes 
of unconsciousness and seizure-like histories, 
etc., is important. The difficulties of many 
of these patients are probably the result of 
what in children is termed minimal brain 
damage. This concept is supported by the 
findings of Hertzig (15), who noted that in 
adolescent males, minimal brain damage 
leads to antisocial behavior and assaults. 
It is to be expected that the individual with 
inadequate brain function in early life will 
develop an array of defenses peculiar to 
the level of function and environment at 
the stage of development. i 

The single most useful tool in the manage 
ment of this group has been simply the at- 
tention of a physician. Common to the 
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TABLE 1 
Follow-Up, 130 Patients 

CATEGORY NUMBER 
In treatment 46 
Hospitalized elsewhere 18 
Imprisoned 5 
Referred elsewhere for treatment 44 
Lost to follow-up 27 
Total 140° 


* There was some overlap between patients in treatment and those 
hospitalized elsewhere. 


group was a desire for assistance even if 
this involved only one session. With encour- 
agement, 63 of the total group of 130 would 
use the emergency service in time of stress. 
This proved immensely useful in averting 
incidents. A phone call was often sufficient 
to keep a patient calm. 

With patients whose EEG was abnormal, 
and for those with histories of seizure-like 
outbursts, we always instituted a trial of 
diphenylhydantoin (Dilantin), hypothesiz- 
ing that the EEG was not technically ca- 
pable of detecting many brain abnormalities. 

By reducing the level of chronic and 
acute anxiety, we could reduce the frequency 
of violent outbursts. This observation holds 
true not only for the patient with diffuse 
violence but for all the types of patients in 
our study. The converse also holds true. 
After very limited uncontrolled trials we 
found phenothiazines to be useful; thiorida- 
zine, for example, for the control of chronic 
anxiety and chlorpromazine for the control 
of acute episodes. As a result, many patients 
were maintained on a regimen of phenothia- 
zines and diphenylhydantoin for long peri- 
ods. Psychotherapy, group or individual, 
was useful for the control of. anxiety and for 
learning how to express anger verbally. The 
follow-up distribution is seen in table 1. 

Although we found signs of structural 
impairment, abnormal EEGs, or histories 
of seizure-like states in many patients, we 
feel that these patients should not be dis- 
missed as brain damaged, epileptics, or 
suffering from “organic brain syndrome" 
and managed solely on drugs. We have re- 
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peatedly observed the interaction between 
environment and patient leading to affective 
changes and then to a seizure-like state of 
loss of control. This occurs typically when 
demands are placed on the ego with which 
the patient is incapable of coping. Likewise, 
a normal or negative laboratory finding 
should not rule out epilepsy or brain dam- 
age. This exclusion should be made only on 
the basis of a thorough history, examination, 
and drug trial. 
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Psychiatric Education in the Americas 


BY EUGENE B. BRODY, M.D. 


Changing values regarding the delivery of 
reparative and preventive health services re- 
quire increased social sensitivity as well as 
public health competence on the part of psy- 
chiatrists. These goals and more adequate be- 
havioral science education for clinicians may 
be achieved by a program leading to an M.D. 
degree with a major in human behavior. Our 
lack of basic knowledge, however, makes it 
essential that additional qualified students be 
trained as psychiatric investigators via post- 
M.D. research oriented programs. This raises 
questions about diverse patterns of training 
and the development of different categories of 
psychiatric practitioners or specialists. The 
formulation of internationally recognized ac- 
crediting standards would facilitate the de- 
velopment of rational training sequences, 
reduce the brain drain from less to more in- 
dustrialized nations, and produce competent 
psychiatrists whose credentials would be ac- 
ceptable throughout the hemisphere. 


pareo SOCIOCULTURES determine 
the needs and demands of specific pop- 
ulations, and require certain sensitivities and 
skills from professional helpers. Interna- 
tional similarities in the goals of medical 
education may, however, be more impor- 
tant than differences. We are approaching a 
World culture, especially in science; effective 
leadership in the health sciences and prac- 
tices requires a world view. Professional edu- 
cation must therefore be sufficiently broad to 
c Psychiatrists possessing both advanced 
n nical knowledge and common-sense 
ability They should be capable of a 
le iety of needed subspecializations regard- 

88 of sociocultural setting and simultane- 
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ously of adapting their aims and practices to 
local values, needs, and reference points. 

The achievement of this goal is influenced 
by changing values regarding health and ed- 
ucation. These are conspicuous in the United 
States and—although to a less dramatic 
degree—visible throughout the hemisphere. 
In the very recent past both health and 
education were regarded as privileges. Now, 
for increasing proportions of our popula- 
tions, they are regarded as rights. The 
“right to health” as a widely held value is a 
significant determinant of the idea that 
there is a critical shortage of physicians. 
The proportion of active physicians to the 
population of the United States has not in 
fact decreased in recent years. The change 
is in ideals: the expectations and demands 
of the public, and the social sensitivity of 
government administrators and health 
professionals. It has resulted both in à 
mounting pressure to increase the number 
of medical graduates and in a recognition 
that the new demands cannot be met by 
simply increasing the numbers of phy- 
sicians. We are being forced, therefore, to 
examine the health delivery system às a 
whole and to inject a deliberate preventive 
and public health component into it with all 
of the organizational and all of the person- 
nei implications—including new types of 
workers—which that implies. 

More than that, the new view of health 
as a right forces a redefinition of illness to 
include many disabilities formerly taken 
for granted. In terms of the education of 
health professionals, this means new em- 
phasis upon optimal function and the 
realization of latent capacities. As stated in 
the report of the Inter-American Conference 
of December 1968 (1), it implies that a 
healthy, capable population is ‘the primary 
national resource. It also implies that psy- 
chiatric education cannot afford to move our 
new generation of colleagues further away 
from the fields of general health and medi- 
cine. Although the new educational pat- 
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terns will include much that is now in the 
province of the social and behavioral 
sciences, they must do so in a manner con- 
gruent with the physician’s historic role. 
Otherwise we risk loss of the preventive and 
therapeutic resources, as well as the social 
leadership potential, that come from our 
identification with medicine. 

Perhaps an equally important influence in 
coming years upon the nature of medical 
student bodies and therefore upon the 
nature of medical and psychiatric practice 
will be the idea of a “right to education." At 
the graduate professional level in the United 
States this is already reflected in the active 
recruitment by major medical schools, in- 
cluding our own, of students from the 
ranks of the black and disadvantaged. 

This last development will have profound 
consequences for psychiatric education. The 
present source of medical students from 
families in the top five to ten percent of our 
economic structure will change. But even the 
present generation of medical students, re- 
gardless of family background, is already 
activist, politically and socially conscious, 
and concerned with educational “rele- 
vance” in a manner rarely encountered in 
the past. It is looking for a psychiatry 
readily translated into Programs of social 
action and applicable to multiproblem 
families in which it is often impossible to 
differentiate psychiatric from social and 
economic unfitness. The new generation of 
Students already seeks Procedures that can 
be economically applied to large numbers of 
people with a reasonably satisfactory out- 
come for most. 

These changing health and educational 
values require that a significant part of the 
educational locus for Psychiatry, as for much 
of the rest of medicine, be shifted away from 
the hospital. The new loci are the ambulatory 


Systems (2). Beyond this he Can be seen as a 


vulnerable human being before he becomes 
transformed into a i 
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Outside of the clinic, the student of 
medicine or psychiatry must have a role in 
which he can work while he learns. Psy- 
chiatric roles in the social control System 
and the socialization process are already 
well established. Involvement with families, 
as well as with secondary agencies of social- 
ization such as the schools and control 
agencies such as the courts, is already the 
rule. In these settings with adequate super- 
vision and consultation as well as on emer- 
gency services and walk-in clinics the stu- 
dent of psychiatry now gains the invaluable 
experience of working as a colleague with a 
broad range of people, not only at the 
paramedical level but in the new categories 
of mental health aides. He learns to under- 
stand, empathize, and communicate with 
the human casualties who emerge at stress 
points in the social system. In this way he 
also learns about the social system itself, 
including where it hurts, and can extend his 
view from the individual to the sickness- 
producing community (3). 


Role in Primary Prevention 


A more difficult question concerns his ! 
role, his exposure, and possibly his active 
involvement in Society-wide action that may 
have primary preventive value. Should the 
Tesident or medical student, together with 
Supervisors (who might be nonphysician 
teachers on the training faculty), become 
actively involved, for example, in helping 
tenants’ groups deal with retaliatory evic- 
tion by landlords? In opening channels of 
Communication from poor people to 
government administrators? Or reducing 
racial discrimination by employers? $ 

Some believe, and this is true in differing 
detail for all of the countries of the Amer- 
icas, that it is only by this kind of activity 
that the student can truly learn how to com: 
Municate and empathize with people in 
currently deprived and culturally excluded 
Population groups. Does education in the 
problems of social systems require personal 
involvement in the same manner that train- 
ing in psychotherapy involves an experience 
in the role of patient? Is such a role con- 
Bruent with the physician's functioning: as 
àn individual healer? Would it be better to 
avoid such involvement and to teach him 
to move the social system, if at all, through 
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more sensitive employment of customary 


- clinical and consultant techniques? 


My own feeling is that these opportunities 
should be available to, but not imposed 
upon, all. Emotionally meaningful involve- 
ment in nontechnical helping roles can pro- 
mote the development of a compassionate as 
well as a scientific physician. Beyond this, 


| many may be sensitized through personal 


involvement to the public health and pre- 
ventive psychiatric potentials of social 
change. The problem for educators is how 
to avoid the threat to our traditional medi- 
cal identity and the danger of dilution of 
training posed by an uncontrolled expansion 
of psychiatric tasks. The alternative, how- 
ever, to recognizing these changing pres- 
sures and opportunities in psychiatric edu- 
cation may be no less than the alienation of 
newly formed members of our profession. 
Aside from these social considerations 
some of the specific requirements for a 
psychiatry of large numbers confront us 
Sharply with our limitations. Without the 
continuing production of new knowledge 
the psychiatrist’s effectiveness, especially 
with large populations, will remain at its 
Present low level. For some at least, psy- 
chiatric education must be of such a nature 
as to encourage significant investigative in- 
terests if not a research career. From the 
long-range point of view research is the 
imaginative form of compassion. Without 
it much of what we do in our field will re- 
main at the level of the nonspecific and sup- 
Portive. To the degree to which psychiatric 
education remains at the level of a clinical 
apprenticeship we risk becoming extinct 
as a profession. We will continue to pass 
on to our students and to their patients our 
ineffectiveness as well as our capabilities. 
Should all educational programs include 
Specific supervised experience in carrying 
On research? All existing centers do not 
include research people, laboratories, OT 
Statistical facilities, or even time to utilize 
those that are available. 
Rnd alternative is to have certain training 
nters concentrate on people who might 
VE career investigators, at the level 
id l programs we can expect only a mini- 
ang in the way of scientific. knowledge 
mum tudes. But what should this mini- 
um be? Is there a definable minimum 1n 
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the integration of clinical skills and informa- 
tion with their scientific bases? Can a hos- 
pital apprenticeship offering little more 
than the opportunity to see patients even 
with clinical supervision be regarded as 
education rather than technical training 
in the narrow sense of the word? 

The answer to this last question is prob- 
ably, no. A treatment specialist, at the level, 
for example, of the feldsher or primary 
physician with abbreviated training in the 
Soviet Union may possess all of the skills 
necessary for medical practice, including the 
skill of psychotherapy. However, the phy- 
sician with full doctoral and academic 
training who would be the investigator, 
consultant, and teacher—of paramedical 
as well as medical personnel—should have 
different qualifications. A major difference 
between the doctoral level physician-special- 
ist and the other (who may be a skillful 
therapist) is that the former has a command 
of the scientific disciplines from which the 
necessary clinical skills are derived, He 
understands the roots of his field; he has 
achieved an integration of the clinical 
and scientific in his working identity. Thus, 
our ideas about the education of doctoral 
level specialists must be determined by our 
understands the roots of his field; he has 
iential roots of clinical psychiatry and its 
applications in the broader areas of public 


health. 
Roots of Clinical Psychiatry 


What are these roots? They may be viewed 
in three parts. One part consists of the 
social and behavioral sciences, These in- 
clude not only the traditional disciplines but 
potentially all of those contributing to an 
understanding of man in relation to his 
environment—that is, as part of a behavioral 
ecosystem. i d 

A second part includes the medical, bio- 
logical, and physical Sciences as well as 
what is learned in the clinical practice of 
medicine. These include areas of specific 
interest to psychiatry such as pharma- 
cology and neurobiology. 

The third part is made up of psychoana- 
lytic theory and data, what is learned in the 

ractice of intensive psychotherapy, and 
ome to be included under the 


what has C ded 
heading of **psychodynamics. Personal 
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therapy, which may or may not be psycho- 
analysis, is also considered essential by 
many in calibrating oneself to be a sensitive 
observer of certain kinds of phenomena; fur- 
ther, a therapeutically useful understanding 
of the role of early life experience in adult 
behavior is enormously facilitated by the ex- 
perience of personal discovery and over- 
coming one’s own resistances to recall (4, 
5). Whether or not the desired self-scrutiny 
and personal calibration can be achieved 
through individual psychotherapeutic 
Supervision, through the briefer, more con- 
vulsive sensitivity group experiences, or 
through other consciousness-altering pro- 
cedures or new types of group encounters 
remains to be seen (3). 

With these considerations in mind, as well 
as the powerful pressures toward community 
and preventive experience and training, 
how do all of the necessary experiences 
and information get fitted into a finite pro- 
gram? 

At the very beginning criteria of selection 
for training should be re-examined. Medical 
school admission committees favor appli- 
cants with achievement in the physical and 
biological sciences over those with psycho- 
logical and social science interests. The 
premedical requirements also discourage 
many potential psychiatrists who choose 
other fields closer to their interest and never 
reach the point of the admissions commit- 
tee. 

Within medical Schools, in Spite of ex- 
tensive curricular Changes the student of 
psychiatry is still at a disadvantage. On the 
one hand he does not acquire the knowledge 
base of the behavioral, social, or neurobio- 


logical scientist. On the other he does not 
learn enough of the c 


knowledge available t 
psychiatric social work 
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new career. This wasteful and discouraging 
circumstance can be altered only by educa- 
tional changes beginning in the under- 
graduate medical curriculum that can then 
become integrated with the residency years. 

I would propose that those medical 
Schools with available funds and faculties 
develop a program leading to the degree of 
M.D. with a major in human behavior. The 
multitrack system now evolving in many 
institutions, including the University of 
Maryland, already leads to something 
functionally akin to this. While it incurs 
the risk of stimulating premature speciali- 
zation, this M.D. with a human behavior 
major would formally recognize an educa- 
tional sequence leading to an identifiable 
degree and would provide a basis for later 
comparisons and development. The se- 
quence would include elements from. the 
study of general medicine, of the behavioral 
Sciences, and of the clinical therapeutic 
fields. While I envisage it as a beginning for 
future psychiatrists, its design should not 
preclude a change of heart in the student 
so that he would still be able later on, if he 
So chose, to enter pediatrics, internal medi- 
cine, or surgery. 3 

Following this basic grounding the in- 1 
ternship appears more essential than ever. It 
is a characterologically tempering experi- 
ence and one that strengthens the psy- 
chiatrist’s identification with the profession 
of medicine (6). The internship for the 
future psychiatrist should, however, be a 
mixed psychiatric-medical one, with special 
emphasis on the applied biological aspects 
of psychiatry. It should also emphasize 
the emotional and psychotherapeutic prob- 
lems of medical and surgical practice and 
the capacity to communicate with other 
physicians. Ideally it should be in a setting 
that allows his continued contact with the 
behavioral and biological science roots of 
his field. Finally, I would recommend that 
the mixed psychiatric-medical internship 
be sponsored by the center offering the resi- 
dency so that the two assignments are, prac 
tically, different phases of a single program. 


Two New Kinds of Training 


Advancing to the graduate level, I moult 
Propose two kinds of programs. One wou | 
aim at the production of competent clinica 
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specialists. The other, requiring a disserta- 
tion and course work in addition to clinical 
training, would give the applicant after 
another year a Ph.D., D.Sc., or similar 
degree. Something like this is offered by a 
few centers now, but usually after more ex- 
tensive additional work. My aim would be to 
stimulate a much wider institutionalization 
of this kind of program, which should 
require less purely didactic work than in 
the past if appropriate changes are made 
on the pre-M.D. level. This should make 
more readily accessible the combined clin- 
ical-graduate education necessary for con- 
tinued renewal and expansion of our 
knowledge base. Students with appropriate 
premedical training might be able to move 
more quickly to the internship-residency- 
graduate work sequence. In the longer pro- 
grams carried on at single institutions 
students would be urged to spend at least 
one year away from the parent center ina 
field-work or laboratory assignment, per- 
haps in another country or culture. Other- 
wise they might be encouraged to divide 
their training between two centers, one 
offering the M.D. and the other encom- 
passing both internship and residency, per- 
mitting an integration of the two. 

Finally, given the goals of flexibility anda 
variety of subspecializations, what happens 
to standards? How, if at all, should centers 
and programs be judged as to their ac- 
ceptability, and how should their products 
be assessed? 

The American Board of Psychiatry and 
Neurology has developed certain guidelines 
for residency programs in the United States. 
These are subject to broad interpretation 
and permit considerable individual varia- 
tion. The enforcing power of the Board is 
expressed in its failure to approve certain 
Programs at all or for more than one to two 
years of credit. 

At the level of the individual its enforcing 
Power is exerted through regular examina- 
tions. These are not designed to test €x- 
cellence but rather a safe level of minimal 
Competence—a level not easy to define. 

The status and power of the Board is de- 
Pendent upon its continued recognition and 
Tespect by psychiatric teachers and ad- 
Ministrators. Its continued usefulness de- 
pends upon adequate representation of 
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professional leaders among its members and 
upon a continued dialogue with training pro- 
gram directors. A failure of such dialogue is 
reflected in the controversy about the recent 
Board ruling that the internship is no longer 
a prerequisite for taking its examinations, 


A New Accrediting Mechanism 


I would like to propose, in keeping with 
my opening statements about an interna- 
tional psychiatry, that we consider the de- 
velopment of a reviewing and information- 
exchange mechanism in psychiatry for the 
Americas. This might begin with the devel- 
opment of a catalogue of detailed descrip- 
tions of educational programs. Later could 
come the formulation of standards and 
guidelines. Finally, as an eventual ideal, we 
might look to the development of an inter- 
American accrediting and certifying board 
or commission with multinational repre- 
sentation and financing and a generally 
agreed upon system of meetings, examina- 
tions, and site visits. Whether or not a 
particular national society wished to belong 
to such a system or a particular governmen- 
tal health agency wished to recognize it 
would, of course, be a matter of individual 
option. In the long run the status and use- 
fulness of any such inter-American board 
would depend upon the wholehearted par- 
ticipation in its activities of member so- 
cieties and the friendly support of govern- 
mental and major private agencies. 

The formulation of internationally recog- 
nized standards would provide a power- 
ful impetus in the direction of producing 
competent psychiatrically trained phy- 
sicians whose credentials would be accept- 
able throughout the hemisphere. It would 
facilitate the development of rational 
training sequences and reduce the migra- 
tion of young physicians away from the 
countries where they received their basic 
medical training. After consultation with 
departments of psychiatry, national socie- 
ties, governmental health agencies, and 
accrediting bodies throughout the hemi- 
sphere, specific institutions in a number 
of countries might be designated as those 
in which noncitizen physicians could re- 
ceive psychiatric training credit. VS 

It is probable that national sensitivities 
will come into play should such an inter- 
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American review and  standard-setting 
system be initiated. However, problems 
about loss of national control or the poor 
competitive position of less developed coun- 
tries vis-à-vis international standards 
can be resolved. The key issue is how to 
produce more and better educated psy- 
chiatrists, whose knowledge and skills can 
promote mental health throughout the 
hemisphere. This is a primary need and a 
task to which this Inter-American Council 
of Psychiatric Associations should address 
itself. 
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QUESTIONS OF THE MONTH 


; For each of the incomplete statements below, ONE or MORE of the completions 
given is correct. Choose A if only /, 2, and 3 are Correct, 


B if only / and 3 are Correct, 
C if only 2 and 4 are correct, 


D if only 4 is correct, 
E if all are correct. 


Question 1 


The “reticular activating system” i 
midbrain neurons whose functions are 


s conceived as a network of primarily 


(1) related to the general level of Consciousness 


(2) involved with influencing sensory input 
(3) involved with influencing motor output 
(4) primarily related to sexual Teactions 


Question 2 


Transference 


(1) is unconscious 
(2) serves the patient as a defens 


x € against iety i 
(3) is experienced by the patient Sd cia ery 


(4) is part of the patient’s perce] 


(The Questions of the 
APA. The answers are s 
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as reality in the present 
ption of the therapist as an ally 
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Screening for T-Groups: The Myth of 
Healthy Candidates 


BY WALTER N. STONE, M.D., AND MURRAY E. TIEGER, PH.D. 


The authors screened 105 applicants for 
attendance at a week-long T-group con- 
ducted by nonprofessionals. The psycho- 
logical evaluation and screening procedures 
included a written application, psychological 
tests, and a small group experience. Fifteen 
applicants were not permitted to attend the 
T-group; six additional applicants chose not 
to attend. The authors describe the diag- 
nostic groupings of those who were rejected 
and present vignettes of several applicants. 
They also discuss the need for screening 
procedures for any group experience and 
the current lack of established guidelines 
for such screening. 


A WIDESPREAD AND urgent searching for 
£X psychological freedom and an equally 
insistent interest in increasing self-aware- 
ness have been channeled into activities 
that have been called the social phenomenon 
of the past two decades, a phenomenon that 
is central to what is known as the human 
potential movement. These activities range 
from nude marathons to seminars on group 
Process and are grouped together under 
the label “sensitivity training.” 

Industries, school systems, departments 
of professional training, and church organi- 
zations are among those that have utilized 
such training methods to help individuals 
within their systems to increase their com- 
petence in interpersonal situations, to de- 
velop leadership skills, and to broaden 
self-awareness. Concomitantly, there are 
Quite intense pressures to attend some type 
of training in order to be "in," considered 
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s md at the 123rd annual meeting of the American 
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for promotion, or given additional respon- 
sibilities. 

As T-groups are praised as avenues for 
attaining these lofty goals, an antithetical 
response is also being expressed. Birn- 
baum (1) warned against the revelation of 
intimate personal information that is so 
highly charged that “it makes continuing 
work relationships very difficult if not im- 
possible." More specific fears were expressed 
in a Wall Street Journal article (2) subtitled 
“Sessions can produce breakdowns”; an 
even more critical report warned against 
"useless, dangerous, corrupt and even fatal 
groups" (3). Despite these and other warn- 
ings(4-7) the incidence and conse- 
quences of serious mental disturbances in 
T-groups is difficult to ascertain. One arti- 
cle (8) estimated that less than one percent 
of participants become psychologically 
disturbed and that in almost all these cases 
there “was a history of prior disturbance.” 
A comparable incidence was reported by 
Ross and others (9) following a survey of 
all psychiatrists in a metropolitan area in 


which numerous organizations sponsored 
sensitivity training. 

At the other extreme, Gottschalk (10) re- 
ported his direct observations of 32 partici- 
pants during a laboratory at Bethel, Maine. 
Gottschalk stated that 11 of this group 
evidenced “obviously acute pathological 
emotional reactions.” In a more controlled 
study of a group of college students who 
attended a T-group, group psychotherapy, 
or a psychology class, Reddy (11) utilized 
self-rating scales and reported that as a 
group those students participating in the T- 
group had a significant increase 1n scores 
that indicated exacerbation of pathological 


signs, whereas the others had a nonsignifi- 


cant decrease in their scores. 


Differing criteria for diagnosing adverse 


reactions make direct comparison of data 


from one study to another invalid. In addi- 
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tion, the wide variation in leadership skills, 
intensity and duration of the laboratory 
experience, and the psychological vulner- 
ability and motivation of the applicants 
Suggest that each organization needs to 
evaluate its own program as to the probable 
source of any psychological decompensation, 
and then to institute appropriate corrective 
measures, 

In response to several instances of psy- 
chological decompensation associated with 
T-group experiences, we were engaged as 
consultants to an organization of churches 
that was in the process of developing an ex- 
tensive leadership program and was spon- 
soring a variety of structured and unstruc- 
tured group experiences. Our work in 
Screening for T-groups as one portion of 
our ongoing consultation and program 
development is the basis for this paper. 


Method 


All applicants for the one-week T-groups 
were evaluated in a three-part screening 
Program. The groups were advertised as 
having dual goals of personal growth and 
leadership development. The applicants, 
who came from several sources and had a 
variety of motivations, included: 1) clergy- 
men who wanted to use what they learned 
in their churches and some clergymen who 
were directly asked to attend by church 
authorities; 2) lay members who either 
volunteered or were asked to attend by 
their ministers in order to work more effec- 
tively in such church activities as coordinat- 
ing religious classes and women’s organiza- 
tions; 3) clergymen’s wives who primarily 
wanted self-learning or felt left out after 
their husbands had T-group experience; 
and 4) other parish members and a few un- 
affiliated people who had become acquainted 
with the programs. 

The screening procedures were devised to 
help evaluate the motivation and psycho- 
logical strengths of the applicants and to 
assess their usual Coping mechanisms in 
Stressful situations. The methods employed 
were: 

l. Each applicant completed a forma] 
Written application that requested informa- 
tion 9n motivation; a brief medical history, 
including data on Psychological and psy- 
chosomatic illness; and a personal life his- 
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tory. 

2. A series of psychological tests was ad- 
ministered, including the Minnesota Multi- 
phasic Personality Inventory (MMPI), 
sentence completion, and early memories. 

3. The applicant participated in a one- 
and-a-half-hour small group experience co- 
led by one of the authors and one of the T- 
group trainers. During this meeting, the 
leaders explicitly announced that the two 
major goals of the session were evaluation 
by its leaders of the psychological readiness 
of applicants and providing an experience 
that would help the applicants to decide 
whether they wanted to participate in a T- 
group. Several days after this screening, a 
conference was held to evaluate and approve 
or disapprove the applicants’ requests to 
attend the T-group. 


Results 


During the three years of this study, 105 
applicants were seen for full evaluation in 
the program outlined above. There were 14 
small group screening meetings for six dif- 
ferent sensitivity laboratories. Of these 105, 
23 were screened out by psychological 
evaluation, by themselves, or by adminis- 
trative decision. 

Fifteen of the 23 people were told by the 
Screening committee that, on the basis 
of the screening information, they either 
should not attend the week-long sensitivity 
training session or might better attain their 
Objectives by other means. Four of these 
were not accepted because of evident diffi- 
culties with reality testing, although none 
could be clinically diagnosed as psychotic. 
Paranoid thinking either appeared directly 
in the small group sessions or was revealed 
in vignettes from recent life experiences. 
In addition, all four showed marked evi- 
dence of severe psychopathology on the 
written evaluation. 

The following example describes an ap- 
plicant who demonstrated problems of 
reality testing and was asked not to attend: 

Case I. Ruth, a 38-year-old married woman, 
initiated part of the early discussion in the screen- 
ing group by introducing the idea that the wom- 
en in the group would be turned down before the 
men because of the men's leadership function. 
She further commented in a hostile fashion that 
the leaders would inflexibly screen out a fixe 
Proportion of candidates and that women would 
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be turned down on the basis of their sex. She did 
not accept assurances that there were no such 
criteria or quotas. She indicated in the group 
that she wanted attention and interest from 
men but was sure that she would not get it. When 
confronted by other members in the group with 
her provocativeness, Ruth said she was just teas- 
ing. 

The responses from the written psychological 
material indicated Ruth utilized defenses of pro- 
jection as well as externalization of responsibility. 
She wanted others to share with her, to satisfy 
what she described as a “mind like a sponge,” 
but she was guarded and evasive about herself. 
She anticipated rejection and seemed to be hurt 
easily. The material reflected several loose as- 
sociations and evident non sequiturs. The clinical 
impression was of an aggressive, demanding, 
antagonistic paranoid personality, with signifi- 
cant potential for psychotic decompensation. 


Marked acute and/or chronic neurotic 
reactions manifested by either intense anxi- 
ety or depression were evident in eight of the 
15 applicants, Often it was difficult to sepa- 
rate acute reactions in an applicant’s current 
life situation and an ongoing charactero- 
logical pattern with relatively ineffective 
Lap QE mechanisms. An example fol- 
ows. 


Case 2. Helen, a 24-year-old married wom- 
an, stated in her application that her minister 
had suggested that she attend a T-group to help 
her work out some problems he had noted in 
her interpersonal relationships. In the screening 
group, Helen related in a childlike fashion, de- 
manding attention either verbally or nonverbal- 
ly. She was anxious and smiled frequently when 
others were reacting to stress within the group. 
She was aware that she irritated people and they 
became angry with her, but she had not con- 
sidered what she did to evoke these reactions. 

Helen’s responses to the written tests reflected 
a masochistic pseudofemininity in which her 
needs to be loved and admired at any cost were 
prominent. Somewhat overidentified with her 
child, Helen hinted that she utilized sexuality to 
humble or control men. She seemed to fear and 
yet expect rejection and was quite insecure even 
about her sexual prowess. She described her 
need to “hug men” and be “straightforward” 
about sex. 

In an individual interview Helen revealed 
Concerns about the emptiness in her life, and re- 
Peatedly said that she finally had something 
Worthwhile to do in caring for her 1 1-month- 
Old son. She reported important marital prob- 
lems, especially both partners struggles to 
Separate from their parents. She had somatic 
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complaints of a chronic headache and vague in- 
termittent stomach pains for which she had been 
treated, although no ulcer had been demon- 
strated radiologically. She seemed to be quite 
labile, depressed, anxious, and unable to step 
back and evaluate herself except in response to 
environmental stimuli. When she was told she 
could not attend a week-long T-group at the 
present time, Helen looked sad and cried. When 
she was asked what her feelings were, she 
could only state rather pathetically, "I always 
cry when I go to the doctor's office." 


Some applicants with other personality 
disorders and difficulties in impulse control 
were not allowed to attend. For example, 
two men were not accepted because of active 
homosexual behavior. We made the judg- 
ment that under the intense relationships 
and interactions of a T-group experience, 
which would include members of their own 
and nearby churches, these men might 
reveal their homosexuality; this would make 
continuing working relationships in their 
parishes very difficult. In addition, one 
woman with severe intermittently active 
ulcerative colitis, who became the focus of 
rather intense affect in the screening group, 
was not allowed to attend because of con- 
cern over exacerbation of her colitis. 

Several strategies were tried in communi- 
cating the decision to defer attendance in 
the T-group. As a general approach, we sug- 
gested to the applicants who were not ac- 
cepted that they seemed to be experiencing 
considerable current tension and anxiety. 
We offered the opportunity to talk about 
any acute situations that might be currently 
operative, but firmly suggested that they 
wait for a year before reapplying for a week- 
long T-group. While informing two clergy- 
men of our decision that they not attend the 
T-group at that time, we explored the pos- 
sibility of their receiving psychiatric treat- 
ment. Both were anxious and depressed. We 
suggested that an alternative to the learning 
they wanted from the group might be found 
in psychotherapy. Both seemed relieved at 


the opportunity not to attend a T-group and 


they subsequently began individual psycho- 
therapy. 

In addition to these 15 who were told 
they could not attend the T-group, Six ap- 
plicants “self screened." They would not 
have been excluded for psychological rea- 
sons, but their initial motivation often 
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seemed vague and ambivalent. 


Case 3. A married couple, Esther and Ted, uti- 
lized the group experience to reevaluate their 
motivation. Esther had been asked to apply by 
her minister, one of the T-group leaders, for 
whom she worked as a secretary, and Ted appar- 
ently then decided he wanted to go because Es- 
ther was going. In the screening group Esther 
said she had applied because she felt “my minister 
and boss would not lead me astray,” but they 
both expressed perplexity at why they had thought 
of attending a T-group. 

Finally, two applicants were asked not to 
attend for administrative reasons, i.e., both 
were wives of clergymen who were members 
of the small staff of the T-group. 

In our follow-up study, two applicants 
whom we had evaluated and accepted ex- 
perienced disruptive psychological reac- 
tions while attending the laboratory. One, 
a minister who appeared to interact warmly 
in the Screening group, showed significant 
pathology on the written portions of the 
evaluation. During the T-group he became 
Suspicious and then overtly psychotic. He 
was removed from the T-group and received 
immediate psychiatric attention. Later it 
was revealed that 15 years previously he had 
a three-month Psychiatric hospitalization, 
The second applicant was permitted to 
attend primarily upon the strong recom- 
mendation of her Psychotherapist. In the 
group, she became Progressively agitated 
and anxious and was unable to sleep. She 
was removed from the group for a one-day 
period but was allowed to return and to 
attend a closing two-hour didactic session, 

We were able to obtain partial outcome 
data from the first group for which we 
Screened. This was a large regional meeting 
in which 41 of 75 participants came from 
Other areas and had not undergone any 
Screening. Four of the 4l unscreened 
participants left the laborator 
Two women had seve 


Screened group, only the woman described 


rily from the 
nal session, 


Discussion 


A great number 
are raised in ung, 
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of very important issues 
ertaking the process of 


SCREENING FOR T-GROUPS 


screening and evaluating people for such 
high-stress situations as those in a T-group. 
Few guidelines are available, but anecdotal 
experiences of many T-group leaders and 
psychiatrists, who have seen serious psy- 
chological disruption during or immediately 
following these intense experiences, attest 
to the need for such procedures. We were 
aware that the leaders of these groups had 
limited formal background in psychological 
theory, and although many were talented 
and sensitive people, they often felt at a 
loss and were made anxious themselves with 
too much revelation of primitive impulses 
or intrapsychic pathology. 


Although our initial aims had been limited 
primarily to screening out psychotic or pre- 
psychotic applicants, or those who were so 
intensely anxious that they would not be 
able to learn from the T-group or might 
disrupt. the group process, our experience 
indicated a need to broaden these guidelines. 
The possibility of exacerbation of a psycho- 
Somatic illness seemed to be a very real rea- 
son for screening out. Applicants who had 
a history of difficulty in impulse control 
might be pressured into acting destructively 
or into revealing highly personal material 
ina Setting where confidentiality was diffi- 
cult to maintain. For their self-protection, 
these applicants were not permitted to 
attend. 


The screening process for those applicants 
who responded affirmatively to the questions 
about previous therapy or counseling did not 
significantly differ from those who had not 
received treatment, and final judgment was 
reserved for the screening committee. Peo- 
ple who were currently in therapy were told 
privately that they should discuss the pro- 
spective laboratory experience with their 
therapists, and if any questions arose about 
the nature of the laboratory, the therapists 
could contact one of us for detailed informa- 
tion. In the course of our study it became 
apparent that many psychiatrists were un- 
informed about T-groups. They hoped that 
their patients might benefit from the lab- 


oratory but had not considered some of the 
potential risks. 


. The small Screening group was equally 
Important in providing information to be 
used in evaluation and in providing the ap- 
plicants with the impact of an unstructured 
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group before they committed themselves 
to a week-long experience. The brief group 
meeting seemed to us to provide an ample 
experience for an applicant to reevaluate 
his motivation. If withdrawal was stimulated 
primarily by anxiety evoked in the session, 
it is possible that some people who might 
have utilized the T-group were scared away 
unnecessarily, but they may also have sub- 
jectively felt real psychological danger. 

One unexpected positive effect of the 
screening was the leaders’ response. Some 
of the leaders who participated in the screen- 
ing process felt much more confidence in 
their leadership roles. They knew the partic- 
ipants and could better anticipate initial re- 
sponses in the group, and they felt reassured 
that the likelihood of potential disruptive 
reactions had been lessened. 

Lakin (12) has written about the ethical 
considerations involved in T-group training. 
He noted, with serious concern, that train- 
ers often lack awareness of their own limita- 
tions, that there is often little or no screen- 
ing, and that there are few investigations of 
the effects of these groups. Certainly we 
would emphasize that any organization that 
assumes the responsibility for sponsoring 
such training programs needs to recognize 
that many reluctant applicants are pressured 
to apply to T-groups. These pressures arise 
not only from the nonprofessional commu- 
nity, but also from therapists of all disci- 
plines. Thus, an independent assessment 
team has the task of helping applicants 
evaluate their own motivation as well as 
minimizing the chance for psychological 
decompensation. 

No screen is fine enough or discriminating 
enough to preclude all potential disruptions. 
Our screening, which required judgments 
with relatively incomplete information, was 
based upon an evaluation of each individ- 
ual’s strengths and weaknesses and may have 
used too fine a mesh. Thus, it is possible 
that some of the applicants we asked not 
to attend might have made it through the T- 
group, since group support can help people 
Over the rough spots and provide a produc- 
tive experience for the individual. Perhaps 
the necessity for screening will diminish with 
increased leader competence, but at this 
time it does not appear that screening can 
be totally circumvented by any responsible 
organization purporting to have the appli- 
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cant's best interests at heart. 

In summary, we have described our ex- 
periences with screening applicants for an 
intensive week-long sensitivity laboratory. 
Evaluation consisted of a written applica- 
tion, psychological tests, and a one-and- 
one-half-hour small group session. Of the 
105 applicants, 15 were told they could not 
attend for psychological reasons: four for 
problems with reality testing, including 
paranoid thinking; eight for severe symp- 
tomatic neurotic problems; two for overt 
homosexuality; and one with intermittently 
active chronic ulcerative colitis. In addition, 
six applicants “self-screened” by choosing 
not to attend the T-group. The screening 
apparently enabled these applicants to re- 
evaluate their motivation for attending or 
aroused enough anxiety to alter their initial 
plans to attend. 
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as have many others, of the potential harmful 
effects of T-groups. Kuehn and Crinella specifi- 
cally state: "Certain high achievers who have 
evidenced solid and public proof that they are 
well defended and not excessively suggestible 
might profit from a well controlled small group 
experience in developing leadership skills. How- 
ever, certain other individuals should be system- 
atically excluded." These include psychotic 
individuals, characterologic neurotics, hysterics, 
and individuals in crisis. 

Stone and Tieger have described their methods 
of screening individuals for T-groups and their 
criteria for exclusion. They have presented this 
well and deserve our commendation in putting 
forth one model for Screening or evaluation. 

Their evaluation consisted of a written appli- 
cation, written psychological tests, and, perhaps 
Most importantly, one-and-one-half-hour small 
group sessions. They felt they had to reject 14 
percent of the applicants, They also stressed why 
they felt that the three Separate parts of the 
evaluation were important and how they neatly 
complemented each other. I should think that 
small group sessions would perhaps be most 
valuable in Suggesting what the applicant's 
Subsequent behavior in the group might be. 
Perhaps equally important is that it allows the 
applicant to experience for himself to a small 
degree what might subsequently happen, thereby 
giving him further information with which to 
make the decision for himself. 

I agree heartily with the idea of initial screen- 
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mention the additional unexpected positive effect 
of the leaders' feeling reassured that the likeli- 
hood of serious difficulty in the group has been 
lessened. 

My experience has included screening several 
hundred people for 24-hour marathon group 
meetings(3) and others for weekly outpatient 
therapy groups for individuals or couples. In ad- 
dition, I have had some limited experience in 
meeting with unscreened groups. My rate of 
rejection, particularly for the marathon groups, 
was almost nil. However, preliminary meetings 
did afford an opportunity to discuss the motiva- 
tions and expectations of the applicants, to de- 
lineate this more clearly, and to have the group 
more prepared and eager when the meetings be- 
gan. This was noticeably lacking in the un- 
Screened groups and I personally was aware 
also of being more reserved and hesitant. 

The entire issue of enlightened, voluntary con- 
Sent is probably central to this whole matter. 
The initial screening can help to provide in- 
formation to the participants so that they know 
better what they are deciding about and can 
thereby lessen the likelihood of detrimental ex- 
Periences. The other important consideration 
should be the option any participant has to 
leave the group (and subsequently return if he 
wants) if and when he feels that he cannot handle 


what happens. Given these two basic criteria, 
the casualty rate from group experiences can 


be significantly lessened. 
Drs. Stone and Tieger are to be thanked for 
their thoughtful addition to this issue. 
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The Development of the Language of Emotions 


BY WILLIAM C. LEWIS, M.D., RICHARD N. WOLMAN, PH.D., AND MURIEL KING, M.D. 


A study of 256 school children revealed that 
with increasing age, children—especially 
boys—demonstrate increased freedom from 
the external environment for cues to emo- 
tional arousal; girls tend to be more visceral 
and less cerebral in the body sites they as- 
sociate with certain emotions; and older 
children describe emotions more as ideas or 
thoughts than as body sensations. The 
authors feel that children should be encour- 
aged. to explore their emotions, thereby 
facilitating the communication of those feel- 
ings to others. 


T HIS STUDY was undertaken to determine 
whether or not it was possible to make 
more explicit some of the processes by which 
emotions are named, described, and cate- 
gorized. Although much is known about 
language acquisition and cognitive develop- 
ment from the work of Piaget (1), Luria (2), 
Lenneberg (3), and many others, the devel- 
opment of the language for describing 
emotions has been seriously neglected. We 
decided, therefore, that a developmental 
approach would be most useful in demon- 
Strating some of the changes that take place 
over time, 

We did not attempt to measure what it is 
that a person (adult or child) actually experi- 
ences when he says he feels a particular emo- 
lion. Measurement of the physiological cor- 
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relates of emotion is also outside the range 
of this study. The pertinent question is how 
children name and describe emotions rather 
than objective evidence of what an emotion 
“is” in itself. We are aware that such naming 
includes clichés and conventions given to the 
child as well as his own subjective observa- 
tions. We therefore intend no theoretical 
reappraisal of the general nature of emotion; 
the scope of our studies is limited to lan- 
guage usage. 

We decided to define emotion in a broad 
sense as the "awareness of an altered bodily 
state." The inquiry focused on the language 
by which children describe various altered 
bodily states in order to communicate them 
to others. Consequently, we asked the chil- 
dren if they knew certain words that name 
altered bodily states in the expectation that 
the language that they used would give us 
some clues about their perception of these 
states. Piaget (1) has used similar techniques 
extensively to investigate cognitive pro- 
cesses, and the technique has also been use- 
ful in studying children's perceptions of sig- 
nificant others. 


Method 


It was necessary to develop a semi-struc- 
tured interview specifically for this investi- 
gation, because simply asking the child 
about his emotions could lead to unman- 
ageable and confused responses. Thus we 
decided to ask the child if he had ever felt a 
particular emotion and, if so, to describe it 
to the interviewer. We were particularly 
interested in the conditions under which the 
emotion was felt, whether it was felt inside 
the body or on the body surface, and in what 
portion of the body the emotion was experi- 
enced. We were also interested in what the 
child wanted to do to resolve the altered 


bodily state. 


We asked the children about emotions 


ranging from those with a strong physio; 
logical link, such as “hunger” and thirst, 
to those more psychologically toned, such 
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as "nervousness" and "sadness." Words such 
as "hunger" were determined to be physiol- 
ogical because they reflect: 1) a particular 
physiologic need, i.e., need for food; 2) a 
relatively clear precipitant, i.e., passage of 
time; and 3) a straightforward resolution of 
the discomfort, e.g., eating. Emotions or 
feelings of nervousness, sadness, and so 
forth were judged to be more psychological 
in nature and clearly more complex than 
"hunger" or “thirst.” 

The words asked the children were as 
follows: “hungry,” “thirsty,” “sleepy,” 
"sad," “happy,” "angry," “scared,” "ner- 
vous." The length of the interview and tact 
limited the list to these words. 

The sample chosen for the study was a 
group of 256 children from a public school 
in Madison, Wis. The children ranged 
from five to 13 years and from kindergarten 
to sixth grade. The socioeconomic repre- 
sentation in the school cut across the entire 
spectrum of income and occupation, includ- 
ing the children of university professors as 
well as those of blue-collar workers, and 
some children whose mothers received wel- 
fare assistance, 

The children were individually asked a 
series of six questions about each of the 
eight emotions: Have you ever felt hungry, 
angry, and so forth? When do you feel hun- 
gry... ? What does it feel like? Where do 
you feel it, inside your body or outside? In 
what part of your body do you feel hungry 
...?What do you want to do when you feel 
hungry ...? 

Each session with each child was tape 
recorded and then transferred to typescripts. 
Although the interviews were well stan- 
dardized, it was of course necessary to take 
into account individual differences in each 
interviewer's style. Comparison of the chil- 
dren's responses to different interviewers 
Showed no systematic differences even 
though the interviewers differed in age and 
sex. In addition, after a Scoring manual was 
constructed, percentages of Scoring errors 
Were compared by interviewer and rater. No 
evidence of systematic bias appeared. 

After the child's Tesponses were scored 
they were coded and tabulated for frequency 
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of occurrence. These frequencies were then 
compared to each other and to independent 
measures of age, sex, IQ, birth order, socio- 
economic status, and so forth, using the chi- 
square method of association. 


Hypotheses and Results 


We were first concerned with the question 
of where the child locates the stimulating 
conditions of the emotion. We predicted 
that younger children would tend to be more 
dependent on external cues than older chil- 
dren. According to the theories of Deutsch 
(4), Erikson(5), and others, females are 
more oriented toward the interior of their 
bodies than males. We also predicted, there- 
fore, that girls would be less likely than boys 
to perceive cues for labeling emotions as 
originating outside themselves and, conse- 
quently, more likely to focus on internal 
processes. 

The first finding is that as children grow 
older they more frequently report that the 
conditions that stimulate emotions occur 
within themselves. Second, contrary to the 
hypothesis as stated, boys tend to be more 
independent of external cues for emotional 
arousal than girls. 

Table 1, for the word "sleepy" for boys, 
Shows an increase, with increasing age, in 
internalized references of the arousal of 
emotional states for all words. The differ- 
ence between the frequency with which 
young (aged five to seven) boys and old boys 
(aged ten to 13) refer this emotional state to 
Stimuli arising outside their bodies, com- 
pared to stimuli arising within, is different 
at a statistically significant level (p =.01). 
The same is true for middle boys (aged eight 
and nine) and old boys. Comparison of 
young and middle boys, however, shows 
insignificant differences. ; 

Table 1 also demonstrates a decrease with 
increasing age in responses scored "'outside. 
This corroborates the developmental trend 
for the internalization of emotional arousal. 
The chi-square measure shows differences 
between the young group and old group 
(.02 level of confidence), the middle and old 
group (.01 level of confidence), and a trend 
in the predicted direction between the young 
group and middle group (.20 level of confi- 
dence). 

We were specifically interested in two 


Amer. J. Psychiat, 127:11, May 1971 


E. WOLMAN, AND KING 


TABLE 1 
Stimulus Situation for "Sleepy" : Boys (in Percents) 


AGE 


RESPONSE YOUNG MIDDLE ‘OLD 
Inside 35 34 74 
Outside 42 60 16 
Unscorable 23 6 10 


aspects of the child’s experience of emotion. 
We wanted to know if the child said that 
he felt emotions on the body surface or in 
the interior of his body. Second, if the child 
felt an emotion either on the exterior or in 
the interior of his body, we wanted to know 
if he would be able to pinpoint specific sites 
of his body for different emotions. 

We expected that older children would 
be more adept at verbalizing emotional pro- 
cesses than younger children. We hypothe- 
sized that with increasing age there would 
be a noticeable tendency toward “encepha- 
lization"—similar to dream symbolization 
—in the description of the location of feel- 
ings. We also expected that girls would ex- 
ceed boys in the ability to describe emotions 

in terms of their bodies. 
| We thought that some emotions would be 
easier for children to describe than others. 

This hypothesis was derived from the phys- 

iological nature of some emotions such as 

“hunger” and “thirst.” Feelings of hunger 

and thirst seem to have relatively straight- 

forward arousal conditions, e.g., “I get hun- 

gry when it's time for lunch," and clear 
" resolutions, e.g., “What do you want to do 
When you're hungry .. .?” "I want to eat.” 

Words denoting emotions such as ner- 
‘Yousness, however, were seen as psycho- 
logical in nature because the stimulus con- 
‘ditions could be not only physiological, e.g. 
"I get nervous when my hands shake,” but 
also abstract. In other words, a child might 
‘describe nervousness as a result of antici- 
Dated situations because of their meaning 
1 for him. Also, the possibilities of the reso 

lution of the altered physiological state of 
Nervousness have a potentially wider range 
than does the emotion of hunger. 
From this distinction of emotions empha- 
izing physiological and psychological pro- 
Sses, we expected that both young and 
d children would be able to describe 
the phenomenon of "hunger" because of 

the fundamental physiologic arousal and 
“Tesolution associated with it. For nervous- 


EC 


er. J. Psychiat. 127:11, May 1971 


1493 


ness and other more psychological emo- 
tions, we expected that older children would 
be the only group to respond. 

Figure | indicates that as children develop 
there is an increase in the frequency with 
which they ascribe emotions to the interior 
of their bodies. (The findings in figure | are 
applicable to boys and girls.) The "internal 
qualification" dimension reflects a feeling 
located inside the body and so described, 
e.g., “I feel hungry in my tummy—it hurts.” 

It should be noted that the number of 
children who responded with any type of 
scorable body reference differed in relation 
to the type of word presented. For strongly 
physiological words such as “hungry” and 
“thirsty,” well over 50 percent of even the 
youngest children were able to respond, For 
the more complex psychological words, 
responses by 50 percent of the children were 
ararity, even at older ages. 

The fact that even the youngest children 
of both groups were capable of responding 
to “physiological” words but not as readily 


FIGURE 1 
Body Reference: Boys 
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FIGURE 2 
Body Zone for “Thirsty” : Boys 
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to "psychological" words implies that the 
type of emotion-word is crucial Conse- 
quently, although increased age obviously 
leads to greater vocabularies, it seems clear 
that if the word is "suitable," young chil- 
dren do respond. We feel that the results 
presented reflect increased internalization of 
emotion words rather than simply an in- 
creased ability to verbalize responses. 

Body Zones 


Figures 2, 3, and 4 present the specific 
body zones used for particular words, These 
figures highlight not only the specific zones 
associated with different emotions, but also 
the changes that take place with age. Figure 
2 shows that the three predominant body 
Zones that boys associated with “thirsty” 
were the mouth, throat, and stomach. The 


differences between the young and old 
groups are statistically significant for 
stomach (p —.01) and throat (p =.05) and 


approach significance for mouth 
The girls showed a similar trend, al 
Was not so striking. We found no s 
differences between the Sexes o 
quency of use of a particular body 
In contrast to the responses of 
to the word "hungry"—in which 85 percent 
9f children of all ages located this emotion 
in their Stomachs—responses to the word 
"thirsty" indicated developmental increase 
in specificity of body zone assignment. 
. Figure 3 presents the body zone girls used 
in describing the more psychological word 
[70] 
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"angry." The frequency of use of the head- 
brain body zone increases significantly from 
the young group to the older group (p - 
.05), while the frequency of stomach re- 
sponses decreases at a statistically significant 
level (p = .03, using Fisher's Exact Proba- 
bility Test). There was also an increase in 
headbrain references in the boys' response 
to "angry" but not at a statistically signifi- 
cant level. 

Figure 4 shows the body zones used by 
boys in describing the complex word “ner- 
vous." The frequency of use of the extrem- 
ities increases significantly in comparing 
the old and the young groups (p =.062, 
using Fisher's Exact Probability Test); ref- 
erences to the head-brain region and stom- 
ach decrease over time (although not at a 
statistically significant level). : 

Comparison by sex shows that girls tend 
to give more stomach responses than boys, 
especially at the older ages (p =.10) and 
that boys give significantly more responses 
related to the extremities than girls at the 
oldest age level (p =.05). 

Coping and Avoidance 

We also examined the answers children 

gave in discussing their feelings concerning 


FIGURE 3 
Body Zone for “Angry” : Girls 
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FIGURE 4 
Body Zone for “Nervous” : Boys 
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what they wanted to do when they had a 
given feeling, i.e., how they wanted to re- 
solve the altered psychophysiological state. 
We were interested in examining possible 
sex-linke-] differences in style of coping. 
Many studies indicate such differences, but 
the differences only indirectly involve 
emotions. 
, For the emotion “angry,” the children's 
intentions emphasized two basic dimensions 
—coping and avoidance. The intentionality 
associated with “sad” has a similar division 
into coping and avoidance, as with “angry.” 
The trend of changes occurring with in- 
creased age for this emotion is reversed as 
compared with “angry”; for “angry,” older 
children (both boys and girls) gave almost 
four times as many coping responses as 
avoidance responses. For “sad,” however, 
children gave nearly twice as many avoid- 
ance responses as coping responses. Details 
of this dimension are presented elsewhere (6). 
Feelings of Anxiety 
" Finally, we examined the type of anxiety 
at can be inferred from the child's an- 
ee to questions concerning how he feels 
h en he has a particular emotion and what 
€ wants to do about that feeling. 
S types of anxieties studied reflect two 
a ain hypotheses. First, there are two major 
apes of anxiety in early life, separation and 
tranger anxiety, as formulated by 
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Benjamin (7). These early anxieties relate 
respectively to later derivatives described 
first by Freud (8) as separation and castra- 
tion anxieties. These two main classes of 
anxieties still later take the form of shame 
and guilt, as described by Piers and 
Singer (9). We were interested to see whether 
the development of these two maturational 
families of anxiety-response would appear in 
children of different ages through their de- 
scriptions of the type of anxiety they ex- 
perienced as they talked about their feelings. 
We expected that girls would show greater 
dependency and separation anxiety than 
boys. 

There is no significant difference between 
all boys and girls in the total number of 
responses to all words coded as “anxiety.” 
However, the total responses and the 
pattern of anxiety vary from word to word. 
These patterns appear to form specific 
gestalts. 

As they grow older, boys and girls differ 
in the types of anxiety they associate with 
the emotion word “angry.” Boys’ separation 
scores increase significantly over time, while 
their castration anxiety scores decrease. 
However, girls’ separation anxiety tends to 
decrease with age. The frequency of shame 
and castration anxiety responses shows a 
trend toward increase. 

The type of anxiety associated with 
“nervous” appears to be shame. Girls tend 
to give more shame responses with age on 
this word than do boys. A detailed exami- 
nation of anxiety responses is presented 
elsewhere (10). à 

The scores for intelligence, socioeconomic 
status, birth order, and school performance 
reveal no systematic relationships to any of 
the variables described. 


Comment 


We deal every day with people who are 
unclear, vague, OT blocked in talking about 
their feelings. Against such a background, 
one of the most surprising findings is that 
children are so articulate about emotions 
they experience. Our sample children en- 
joyed talking about themselves, and all of 
the interviewers noted the children's intense 
involvement with feelings. Apparently chil- 


dren have few opportunities in school or 
lore themselves or 


elsewhere to really exp 
p 


1496 


their emotions. (A recent study by Peggy 
Wolman [11] showed that of the thou- 
sands of words children are taught to spell 
in grade school, less than two percent are 
related in any way to affects.) 

What adult, when asked about feeling 
happy, for example, could match the 
eloquence of the nine-year-old girl who re- 
ported, “It feels like I could jump into the 
sky real high and I could stay there all day 
‘cause I’m real light and I could run a mile 
and never get tired and I could do anything 
that I want to do,” or the girl who knew she 
was thirsty when her throat felt “like a river 
bed without any water in it"? 

The prototypical picture of the develop- 
ment of the language of emotions is some- 
what different for boys than for girls. With 
increasing age, boys and girls demonstrate 
increased freedom from the external en- 
vironment for cues to emotional arousal. 
Girls, however, are much more dependent 
than boys on those external cues, 

When girls internalize their emotions 
they tend to be more visceral and less 
cerebral in the body sites they associate 
with certain feelings. Thus a ten-year-old 
girl would tend to respond, “I feel sad in 
my stomach or chest,” while the same-aged 
boy might respond, “I feel it in my brain, 
it tells me I’m sad.” In general, the older 
children of both sexes show more of a 
tendency to describe emotions as ideas or 
thoughts than as bodily sensations, 

The coping styles we inferred from what 
the children said they wanted to do to re- 
solve their emotions show that boys as 
well as girls are quick to retaliate when angry 
and just as quick to try to avoid feelings of 
sadness or loss. Both sexes of our sample 
seemed to have just stepped out of a frontier 
western movie—nobody was going to push 
them around, and they were careful to hide 
their “weaker” feelings. 

The wish to retaliate poses different 
problems for girls than for boys. We found 
that as children grow older, feelings of 
anger produce increasing fear of bodily 
harm in girls and fear of separation in 
boys. We conclude that girls learn that boys 
can hurt them because of greater physical 
strength; boys apparently learn that angry 
retaliation may bring loss of love and ap- 
proval from parents and peers. Boys seem to 
be placed in a double bind in our society. 


[72] 


T 
LANGUAGE OF EMOTION 


They are expected not to be “sissies,” yet 
when they are angry they fear separation. 
It is as if they heard mother saying: “Be 
a man but don’t sass your mother.” 

Children not only can but should be en- 
couraged to explore their emotions and 
thereby facilitate the communication of 
those feelings to others. Unlike the lan- 
guage used to describe events in the external 
world, the language of emotions is always 
tied to body processes, which are often 
subtle and elusive and therefore seldom 
verbalized except under special or unusual 
circumstances. These circumstances must 
occur as often in the homes of laborers as 
in the homes of professors, for the language 
of emotions comes to be used by the 
children of both with equal speed and ease. 
It is in the nature of children to be able to 
talk of feelings, but this nature currently 
receives little nurture. 
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DISCUSSION 


Louis A. Gortscuatk, M.D. (Irvine, Calif.) 
~The findings of this investigation are interest- 
ing. Both boys and girls demonstrated in 
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freedom, with increasing age, from the external 
environment for cues to emotional arousal. Girls, 
however, were much more dependent than boys 
on these external cues. When girls internalized 
their emotions they tended to be more visceral 
and less cerebral than boys in the body sites 
that they associated with certain feelings. The 
coping styles of the children showed that boys 
as well as girls were quick to retaliate when angry 
and were just as quick to try to avoid feelings of 
sadness or loss, The wish to retaliate poses dif- 
ferent problems for girls and boys as they grow 
older. Girls experience increased mutilation and 
castration anxiety when they get angry; fear of 
separation increases in boys when they get angry. 

My own research in the language of adults, 
through the content analysis of spontaneous 
speech, does not provide much information that 
can be directly compared to the findings of Dr. 
Lewis and his associates. We have found, for ex- 
ample, that men use significantly more words 
and themes, in their speech, that can be classified 
as death and mutilation (castration) anxiety. 
Women, on the other hand, use significantly 
more words and themes classifiable as shame 
or separation anxiety. These findings occur re- 
gardless of age, but death anxiety shows signif- 
icant increase as one becomes older, regardless 
of sex. Shame anxiety is inversely related to edu- 
cational level or IQ. The nature of the research 
design of Dr. Lewis and his co-workers does not 
enable them to compare the relative magnitude 
or frequency of all the emotionally laden themes, 
for such "emotions" were introduced to the 


Culture, the acquainting ou! 
world. 
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children, and they were asked to describe how 
these emotional experiences were perceived. 

The sexual differences noted in this study 
could be learned, that is, acquired, from the 
social roles into which children of different sex 
are molded and shaped, or they might be in part 
related to the neuroendocrine differences of the 
children. It would be interesting to see 
whether pseudohermaphroditic children reared 
in a sex other than their physiological sex 
would show the emotional coping patterns of 
girls or boys. Children who for one reason or 
another receive doses of sex hormone different 
from their own sex might be followed to see 
whether their emotional coping mechanisms are 
influenced by sex hormones. 

Following the authors' method of investiga- 
tion is not likely to give us much information 
about the unconscious emotional reactions of 
children; however, this does not in any way de- 
tract from the importance of their data. An 
inkling of whether or not such unconscious 
emotional reactions differ from those that are 
consciously reportable by the children could be 
obtained by collecting large amounts of dream 
data from such students and, through content 
analysis, looking into the frequency of oc- 
currence of various emotional and psychological 
states. 

The authors are to be congratulated for their 
important developmental studies and for having 
arrived at a simple but expedient and fruitful 
procedure to pursue this matter. I hope they will 
do further studies along this line. 


own and said in the 


— MATTHEW ARNOLD 
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Murder in the Family: A Study of 
Some Homicidal Adolescents 


BY JANE WATSON DUNCAN, M.D., AND GLEN M. DUNCAN, M.D. 


Five cases are presented in which a homi- 
cidal adolescent's abrupt loss of control was 
associated with a change in his interpersonal 
relationship with the victim, together with a 
sequence of events progressively more un- 
bearable and less amenable to his control. 
The authors suggest criteria for assessing 
the adolescent's potential for homicidal be- 
havior within the family. A history of pa- 
rental brutality is a significant consideration. 


HIS PAPER presents criteria for assess- 

ing the homicidal risk in an adolescent 
who threatens to kill his parent. The psy- 
chiatrist carries a responsibility to prevent 
tragedy by implementing preventive mea- 
sures where indicated. In other cases the 
adolescent has taken his parent’s life and 
the psychiatrist is asked for an informed 
opinion regarding the risk of returning the 
offender to the community. 

A retrospective study was made in the 
cases of five adolescents who threatened to 
kill or did kill a parent. The study was under- 
taken in a search for criteria that might be 
useful in assessing the risk. The case material 
will illustrate the life situation of the ado- 
lescent, his efforts at nonviolent solutions 
to his problems, the nature of his homicidal 
threat or act, and the role of the victim. 


Case Reports 


Case 1. A juvenile officer sought consultation 
regarding management of a 14-year-old girl on 
probation for running away from home. The his- 
tory revealed mutual hatred between Mary, an 
intelligent, attractive 14-year-old, and her rigid 
schoolteacher father. The number and Severity of 
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altercations between the two had increased in 
the past two years, but especially during the past 
two months. The father drove the child to the 
state border, telling her to leave home. Yet when 
Mary was arrested, the parents took her to court 
charging "incorrigibility" and "running away.” 
The father had torn clothes off Mary, expressing 
his disgust with her manner of dress. On another 
Occasion he personally administered a haircut 
while the mother physically restrained the 
struggling girl. 

Mary begged the probation officer to take her 
out of the home. The psychiatrist advised that 
Mary be placed in a foster home and arranged an 
appointment with the parents to discuss the 
recommendation. On the night of the appoint- 
ment, Mary asked her probation officer for im- 
mediate asylum, saying that her father had 
threatened to kill her. The father opened the in- 
terview by indicating that there was no need to 
discuss the recommendation, only a need to im- 
plement it immediately, as “I am afraid Im 
going to kill her or seriously harm her 
physically." 

Just prior to the interview the father chased 
Mary into the basement, threatening to kill her. 
She locked herself in a bathroom, and her 
mother managed to calm the father. Mary later 
confessed that a year previously she had con- 
templated killing her father with a knife. She de- 
cided he was too strong for her physically, and 
"I didn't want to waste my life as it would be 
wasted if I killed him." Learning of her inten- 
tions, the father gave her a wooden stick the size 
of the knife and insisted she playact how she 
would knife him as he demonstrated to her how 
he would defend himself against such an assault, 
including drubbing her with closed fists. Relating 
these events in a matter-of-fact tone with I 
strained emotion, Mary noted that her lack © 
strong feeling was "because these things have 
been going on for so long." 


Mary was given the immediate nm 
that both she and her parents sought. This 
case illustrates particularly well the miie 
provocation of child and parent and e 
gradual buildup of murderous aggression 
both. Rejecting her homicidal thoug a 
Mary sought to escape her father, first y 
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running away and later by seeking protec- 
tive custody. One might speculate that the 
psychiatrist's recommendation that Mary 
be placed outside the home undermined the 
father’s defenses against his hostile aggres- 
sion and precipitated behavior that might 
have ended tragically. Equally plausible is 
the thesis that father and daughter mutually 
coerced the authorities to assume responsi- 
bility for the separation long sought by 
both. In either event, it is clear that once 
intervention is decided upon, it should be 
accomplished with due regard for possible 
immediate consequences of the decision. 


Case 2. David, aged 14, instructed by his 
teacher to write a paragraph about a book he had 
read recently, wrote as follows: 

This book does not have a title but is the story 

of a boy who was fed up of living. His name? 

That doesn’t matter. It's what he will do that 

will shock you. One night when his parents 

went to bed he got up from his bed, took his 
shotgun, loaded it, and went quietly into their 
bedroom. His mother and dad were sleeping, 
he took aim, shot his father first his mother 
screamed he shot her his smaller brother came 
running out of his bedroom to see what was 
the matter. He fired again. What was the 
reason for this grusome (sic) murder? What 
made him do it. He hated them. His life am- 
bition was to get a car. They promised him one 
but always fell down on their promises. He has 
a car now and will kill anyone who tries to take 
it from him, This story is not fiction al- 
though it sounds fantastic it happened in my 
family. 
The teacher did not take this “book report" too 
seriously, although she intended to talk to David 
about it later. 

That night, after the family retired, David en- 
tered the darkened bedroom of his parents and 
fired two shotgun shells at them from a distance 
of eight feet. Pellets struck the father in the leg 
and head, the mother in the leg. David turned on 
the light, shouting “You let me down, you let me 
down!” He then brought towels to dress the 
Parents’ wounds, telephoned an ambulance and a 
neighbor, and explained what he had done. When 
he saw the lights of the neighbor’s approaching 
car, David left the scene in his father’s car. i 

As he was driving along the highway, David 
put the gun to his temple and pulled the trigger, 
but the safety was on. He decided against 
suicide until he could ascertain the condition of 
his parents, He turned himself in to a police 
Officer. 1 

David admitted that he had intended to kill his 
Parents, but darkness had prevented accurate 
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aim. He said he had changed his mind about 
killing his brother. He told how his feelings of 
resentment toward his parents had been present 
for more than a year and had been building up 
more and more during the past three months. 
Two months earlier he had contemplated suicide. 
Instead, he decided to run away and went to the 
home of relatives, There he poured out his 
troubles, repeating over and over again, “I just 
can’t stand it any longer.” Nevertheless, the rela- 
tives returned him home. 

Thereafter, David considered killing his par- 
ents for two and a half weeks and definitely de- 
cided to do so four days before the attempt was 
made. The “last straw" was their failure to buy 
himacarafter promising and leading him to expect 
that they would, 

The parents survived. When questioned later, 
the father sought to understand his role in the un- 
fortunate sequence of events. He described a life 
pattern of parental coercion of David followed by 
unkept promises. The mother, on the other hand, 
steadfastly maintained that her methods had been 
correct. She could see no reason Why David 
should react as he had. 


David's case material illustrates the speci- 
ficity of his homicidal planning, the hope- 
lessness he felt, and the progressive develop- 
ment of his tension to the point of despera- 
tion. Rejecting ideas of suicide, he had run 
away from home to seek intervention by 
relatives, When their intervention failed, 
he began to carefully plan homicide, then 
suicide. 


Case 3. A complaint alleged t 
15, “knowingly and feloniously, 
or justification, killed another hu 
wit, his stepmother.” UC 

On the day of the murder Brian talked individ- 
ually with two friends, hinting àt his homicidal 
plans. He asked Jack, aged 15, what would happen 
if he shot someone. He mentioned his possession 
of a sum of money recently earned and aj 
Jack directions to the city tram depot. 
known to Jack, Brian earlier in the day ha! 
fided to Mike, aged 14, that he was const 
shooting someone. He told Mike he was 
with his stepmother. He related that on th 
vious day he had taken out his gun but 
it away again because his father was home. 

Neither Jack nor Mike took these cor 
tions seriously. After the event, in relati 
story to authorities, Jack said Brian did not 
to be serious. 

After school Brian went home and c 
himself in his bedroom, where he loade 
gun with one shell. He walked into he 
shot his stepmother in the back, droppe 


hat Brian, aged 
without excuse 
man being, to 
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and fled. He carried a hunting knife and sufficient 
money to board a train. However, he gave him- 
self up to a policeman before reaching the train 
station. The stepmother died while undergoing 
surgery a few hours after the shooting. 


Brian’s homicidal threats, described to 
teen-aged friends, were both vague and 
specific. His planning included the means, 
the victim, and money and transportation 
for his getaway. Brian’s history does not 
record whether or not he attempted any 
nonviolent solution to his problems. Nor 
are there adequate data to support a thesis 
of increasing stress. However, while Brian 
was in custody, letters, behavior, and com- 
ments by his relatives to corrections per- 
sonnel bore eloquent testimony to their 
grossly irrational attitudes and intra-family 
strife that existed before and after the 
killing. 

Case 4. Three brothers aged 15, 13, and ten 
formed a conspiracy to kill their father in re- 
venge for his brutality to the family. The family 
of 13 children lived in a tar paper dwelling on a 
40-acre farm. The home was a picture of 
squalor and poverty. The authorities had re- 
ceived many reports of the father's extreme 
cruelty. 

The oldest boy directed the gun killing of the 
father, but the ten-year-old pulled the trigger, 
for they believed the law would be lenient with 
him. After the killing in the meadow the children 
went home, had supper, and retired. The next 
day they moved the body to a less conspicuous 
place. The mother reported that her husband was 
missing after a hunting expedition. Local author- 
ities organized a search. While it was in progress, 
the boys “found” the body. After ballistics tests 
implicated the family rifle, the youngsters con- 
fessed. The mother was charged with being an 
accessory before and after the fact, but charges 
were dropped due to insufficient evidence. 

Less than two years later, while these boys 
were in custody, their 11-year-old brother killed 
their eight-year-old brother. According to re- 
ports received, “Paul stated that he accidentally 
shoved a stick up his brother’s rectum and the 
boy died.” The four remaining children were 
placed under state guardianship, 

Case 5. John, aged 18, shot and killed his 
father when the father, in a drunken Tage, was 
physically attacking the mother and younger 
children, John said, “I thought Dad was going 
to hurt someone badly or kill someone. I shot 
him to put him out of action and I reloaded the 
gun intending to keep him out of action.” 

John’s father had risen above a background 
that included the early death of his own mother, 
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a series of harsh stepmothers, abandonment by 
his father, foster homes, physical abuse, and 
poverty. He had earned the respect of the com- 
munity. However, in the three years prior to the 
killing, John's father began to drink excessively, 
conducted an extramarital affair, and became 
threatening and physically assaultive to his 
family. 

John felt increasing anxiety bordering on 
terror in the presence of his father and chronic 
anger after each stormy session of abuse had 
ended. In the few weeks immediately prior to the 
shooting, John arrived at "utter hopelessness," 
related to the failure of his efforts at a solution to 
the chronic, unbearable home situation. "I had 
the fear he was going to kill someone." This 
fear derived from the father's threats, from the 
father's uncontrolled behavior, and from other 
adults (mother and paternal uncles) who shared 
John's belief that the father might carry out his 
threats. Two uncles scolded but failed to inter- 
vene when John's father severely beat John's 
younger brother. 

During the year before the murder, John ob- 
tained employment in the hope that he could 
earn enough money to move the family away 
from his father. Deciding that he couldn't earn 
enough fast enough, he anonymously tele- 
phoned a public welfare officer to inquire what 
money would be available to the family if they 
left an alcoholic, nonsupporting, but employed 
father. Finally, John packed up the family and in 
*a wild dash to freedom" moved them to rela- 
tives in another city. However, after a few days 
his mother agreed to return to her husband. Four 
months later John killed his father. 


John's history illustrates particularly well 
a progressive transition from fear to terror 
and from hope to utter hopelessness as his 
efforts at nonviolent solutions failed. In 
addition, John sought throughout to help 
the entire family escape the father's n 
havior. It is possible that the risk © 
homicide is greater when the adolescent 
believes that a homicidal act would benefit 
others as well as himself. 


Discussion 


Attention is redirected to the significance 
of a history of parental brutality. In their 
study of adult prisoners convicted of mut 
der, Duncan and associates (1) demos 
Strated that the prisoners, as children, ha 
suffered remorseless physical brutality 
at the hands of their parents. Similarly, 
Satten and associates (2) found extreme pat 
ental violence in the childhood history 9 
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the four adult convicted murderers they 
studied. 

Yet Macdonald (3), in a statistical study 
of three groups of patients (homicide-threat 
group, convicted homicide offender group, 
and psychiatric patients from a veterans 
hospital), found no significant differences 
among the three groups with respect to 
parental brutality. It is possible that the 
selection of hospitalized psychiatric pa- 
tients for the control group biased the 
study. Homicidal behavior may be only one 
of several alternative expressions of the deep 
and intense hostility engendered by de- 
structive, brutal parents. Beckett and asso- 
ciates (4) have reported on the possible etio- 
logical significance of parental physical 
assaults in the development of schizophrenia. 

A recent study (5) of perpetrators and 
victims of severe child abuse indicated that 
violence breeds violence and that some 
abused children become the abusive parents 
of tomorrow. However, that researcher 
and another study (3) noted that some 
abused children "identify with the vic- 
tim" and establish a pattern of inviting 
harm. A history of parental violence rer 
mains a significant consideration in evalu- 
ating homicidal risks. 

Macdonald (3), commenting on the role 
of the victim, suggested that some persons 
are homicide-prone just as others are 
accident-prone. He described the repetitious 
and exquisitely hostile provocation of some 
victims prior to the fatal event. Easson and 
Steinhilber (6) reported intense and relent- 
less parental fostering of murderous ag- 
gression, yet six of the seven patients they 
Studied did not kill. This may be credited to 
timely appropriate intervention. 

_In addition, it seems worthwhile to con- 
sider that behavior which psychiatrists and 
Others interpret as extreme provocation 
may be experienced quite differently by the 
recipient. As in case 1, when a youngster 
experiences destructive, humiliating, Or 
aggressive behavior at the hands of another, 
he may perceive each incident as just 
another event of everyday life. His knowl- 
edge that he has not reacted with dangerous 
behavior in many similar situations may 
help him to master the anxiety and counter- 
aggression engendered by each new 
Provocation. 

Adelaide Johnson demonstrated that a 
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child complies with the wishes of the 
parental unconscious. She theorized that 
the child complies to gratify the needed 
parent (7). We believe that a child complies 
not to gratify but to control the parent. 
We suggest that the apparently helpless 
child gains a measure of control of the 
potentially destructive relationship by 
selectively acting out some but not all of the 
behavior fostered by the parent. 

It is clear that the adolescent’s control of 
his own impulses as he relates with others 
may be influenced by drug intake or cen- 
tral nervous system disease. These were not 
factors in the cases we studied. Rather, the 
adolescent’s abrupt loss of control was 
associated with a change in his interper- 
sonal relationship with the victim. The cases 
presented support Tanay’s observation (8) 
that in most cases the act of homicide repre- 
sents a resolution of events that developed in 
the preceding few days. The cases studied 
illustrate a sequence of circumstances pro- 
gressively more unbearable and less amen- 
able to the adolescent’s control. In the de- 
veloping explosive circumstances, if alter- 
natives to violence are not available or 
have been tried and have failed, the risk 
of a tragic outcome is greater. 

It is significant that the attempt to kill 
occurred when the victim was in a position 
of relative temporary helplessness, ¢.g., 
with his back turned, in bed, or drunk. It 
is clear that the adolescent planned it thus. 
Nevertheless, it appears that the very help- 
lessness, albeit temporary, of the ordinarily 
menacing adult invites revenge, further un- 
dermining the youth’s control of his aggres- 
sion. One does not discount the gun as an 
equalizer in this reversal of roles. However, 
the psychological event is the emergence 
of the youth’s identification with the hostile 
aggressor. ) 

Authorities are accustomed to certain 
generalizations regarding the risk of 
returning the homicidal offender to the 
community. Experience in the field of cor- 
rections suggests that the person who has 
yielded to intense pressure and has killed a 
member of his family has by the act re- 
moved the cause of his difficulty and no 
longer is a danger. Psychiatrists, on the 
other hand, note that once psychological 
barriers against murder are crossed, they 
no longer function to adequately restrain 
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behavior. Psychiatric literature(2, 3) de- 
scribes numerous cases of homicidal offend- 
ers who have killed repeatedly. Convicted 
adult murderers admit not infrequently to 
earlier murders. Allowing for the fact that 
some falsely claim responsibility for un- 
solved murders, there can be no doubt that 
some killers repeat the offense. 

Four of the six offenders here reported, 
released from custody more then ten years 
ago, have not committed further offenses 
against either property or persons. How- 
ever, only the boy who wounded, rather 
than killed, his parents was returned to his 
own home. The whereabouts of one offend- 
er (Brian) are unknown. One offender re- 
mains under supervision. 

It appears that in cases where the mur- 
derer is sane, where the victim is the original 
hated parent and not a surrogate, and where 
immediate apprehension and control are 
established, then the chances that the of- 
fender will kill again are minimal. 


Criteria for Assessment of 
Adolescent Homicidal Risk 


Kalogerakis (9) outlined criteria for eval- 
uation of an adolescent’s potential for dan- 
gerous behavior. This study suggests criteria 
that may permit psychiatrists and others 
to form a more valid opinion of the ado- 
lescent’s potential for homicidal behavior 
within the family. The assessment would 
include careful exploration of the following 
areas: 

l. The intensity of the patient's hostile 
destructive impulses as expressed verbally, 
behaviorally, or in psychometric test data. 
This assessment should include a detailed 
history of the patient's past life experiences. 

2. The patient's control over his im- 


pulses as determined by history and cur- 
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rent behavior, particularly in response to 
stress. 

3. The patient's knowledge of and ability 
to pursue realistic alternatives to a violent 
resolution of an untenable life situation. An 
apparently progressive development of ex- 
plosive emotion accompanied by an attitude 
of hopelessness may warrant immediate in- 
tervention. 

4. The provocativeness of the intended 
victim and the patient's ability to cope with 
provocation in the past and currently. 

5. The degree of helplessness of the in- 
tended victim. 

6. The availability of weapons. 

7. Homicidal hints or threats, which 
warrant serious concern if they are specific 
in regard to victim, means, details of fantasy, 
or measures to ensure escape. 
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Variables Related to the Selection of 
Psychiatric Residents 


BY ROBERT PLUTCHIK, PH.D., HOPE CONTE, M.A., 
AND HENRY KANDLER, M.D. 


Ninety physicians who applied for psychiat- 
ric residencies were rated on a 32-item scale 
that included such characteristics as self- 
awareness, sensitivity to others, and prob- 
lem-solving ability. Scores significantly 
discriminated between those applicants 
who were accepted and those who were re- 
jected solely on the basis of independent 
global assessments. Fifty-one of the appli- 
cants also completed two self-report indices. 
Results indicated that applicants accepted 
for residency had a greater than average 
tendency to compartmentalize their think- 
ing and to intellectualize their relations with 
people; they also showed a high need for 
achievement and low impulsivity. 


Wie SORT OF VALUES and personality 
characteristics do physicians who ap- 
ply for psychiatric residencies possess? How 
are these related to their being accepted or 
Tejected for psychiatric training? In order 
to Provide some tentative answers to these 
questions, an evaluation was undertaken 
of a sample of applicants for 1970 reši- 
Eo at Albert Einstein College of Medi- 

e. 

Physicians who apply for psychiatric 
Tesidencies are usually selected on the basis 
of overall impressions gained by psychia- 
ttists and psychologists during a series of 
Interviews, plus letters of reference and past 
academic record. This is a time-consuming 
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process, and there is no way of knowing by 
what criteria the applicants are actually be- 
ing judged. 

To study this judgmental process in de- 
tail, a rating scale was developed to deter- 
mine whether a brief, structured instrument 
was capable of discriminating between 
those applicants who were accepted and 
those who were rejected solely on the basis 
of global, clinical judgments. The specific 
items of the scale were chosen after discus- 
sions with senior faculty members of the 
department of psychiatry on what qualities 
they look for when interviewing applicants. 
The items were concerned with personality 
and academic variables, as well as with type 
of therapy orientation. In order to determine 
additional characteristics of the applicants, 
evaluations were made of their values and 
emotional dispositions by means of two 
self-report test instruments. 


Method 


On the basis of discussions with senior 
faculty members (psychiatrists and clinical 
psychologists) at Albert Einstein College 
of Medicine and a review of the literature, 
a 32-item rating scale, the Resident Appli- 
cant Scale (RAS), was constructed. Each 
item was rated on a nine-point scale. For 
all items, the lower the rating, the more 
desirable the applicant was considered to 
be. They assessed such characteristics as 
self-awareness, sensitivity to others, crea- 
tivity, intellectual grasp of psychiatry, and 
type of psychiatric orientation. This scale 
was completed for 90 applicants of the 99 
who were interviewed for 1970 psychiatric 
residencies at Albert Einstein College of 
Medicine. Their mean age was 25.87 (SD 
= 1.76). They were rated on the items by 


‘Copies of the RAS may be obtained by writing 


to the authors. 
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each psychiatrist who interviewed them. 
This provided each applicant with an aver- 
age overall score as well as with scores for 
individual items. The lower the overall score, 
the more acceptable the applicant was 
considered to be. 

Prior to their interviews with two to four 
Supervising psychiatrists, 54 applicants 
were asked to complete the Emotions Pro- 
file Index (1) and the Study of Values (2). 
In the instructions the applicants were 
told that the forms were for research pur- 
poses only, that the results would not be 
used in any way for selection purposes, and 
that refusal to complete the instruments 
would have no consequences in relation to 
the selection program. Only three of the 54 
applicants choose not to fill out the forms; 
data were therefore available on 51 appli- 
cants, 

The Emotions Profile Index (EPI) is a 
forced-choice personality test consisting 
‘of 66 items designed to evaluate the relative 
importance in the life of an individual of 
the eight emotions considered by Plutchik 
(3-5) to be basic or primary. The subject 
is asked to check that trait term of a pair 
of terms that best describes him. The trait 
choices are scored in terms of the assumed 
underlying emotions, thus producing a 
profile based upon eight emotion categories. 
In addition, there is a Bias Score, which is 
a measure of the social desirability of the 
choices made. i 

The Study of Values aims to measure the 
relative prominence of six basic interests or 
motives in personality: the theoretical, 
economic, aesthetic, social, political, and 
religious. As stated in the manual (2), this 
classification is based upon Spranger’s 
Types of Men (6), in which he defends the 
view that personalities of men are best 


known through a study of their evaluative 
attitudes. 


Results 
Rating Scale Data 


Applicants who were rated on the RAS by 
the same pairs of supervising psychiatrists 
provided data for an interrater reliability 
check. The correlations between the ratings 
given by seven such pairs of raters ranged 
from .73 to .56, with a mean of .66. 

The mean RAS score for the 14 appli- 
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TABLE 1 
Rank Order of the Discriminating Power of RAS Items 


MEAN SCORES 


ITEM ACCEPTED REJECTED 

Discriminating Items 
Creativity 2.6 3.5 
Curiosity 23 3.0 
General range of knowledge 24 3.1 
Intellectual grasp of psychiatry 2.6 3.5 
Lack of anxiety 2.5 3.3 
Problem solving ability 2.6 32 
Independence 2.5 3.1 
Sense of humor 3.5 40 
Sensitivity to others 22 29 
Cheerfulness 29 34 
Appropriate response to supervision 27 40 
Impressiveness of outside interests 31 3.8 
Cooperativeness 2.1 2.5 
Self-insight 2.5 3.2 
Appropriate reactions to criticism 2.7 37 

Nondiscriminating Items 
Overempathetic tendencies 29 38 
Dependency 24 3.0 
Likableness 2.7 3.1 
Emotional instability 2.5 33 
Emotional rigidity 27 3.2 
Number of outside interests 3.1 3.6 
Tendency to complain 2.3 2.7 
Interest in psychoanalytic training 4 5.0 
Inhibition 24 29 
Past academic record 34 3.9 
Passive response to supervision 24 2.7 
Submissive reactions to criticism 3.0 3.2 
Preoccupation with self 2.8 29 
Interest in group and family therapy 4.4 43 
Exhibitionistic tendencies 2.9 28 
Personal appearance 22 24 
Interest in social and community 43 43 


psychiatry 
m 


cants who were accepted was 69.4 (SD = 
11.1), and that for the 37 who were rejected 
was 84.5 (SD = 16.0), a difference signifi- 
cant at better than the .001 level (t = 4.89). 
It is thus evident that the rating scale that 
was developed accurately reflected the selec- 
tion criteria of the interviewers. 

It is important to note that the RAS was 
not actually used for selection purposes. 
In addition, it is worth emphasizing that 
there is considerable overlap in scores be- 
tween the accepted and rejected applicants. 
For example, if the mean score found in 
this study for the accepted-group (69.4) had 
been used as the single criterion for selec- 
tion, only 56 percent of those actually 
Selected would have been chosen. At the 
Same time, 15 percent of those in the re- 
jected group would also have been chosen. 

To increase the number of accepted 
candidates chosen on the basis of an over- 
all score to the number actually chosen in 
this study, the cut-off point would have to 
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be lowered. This procedure, however, would 
also increase the number of rejected candi- 
dates who would be chosen. The only way 
to improve the selection procedures is to 
further refine the selection test and/or to 
use additional criteria of selection. 

In order to determine which items of the 
RAS discriminated between the accepted 
and the rejected applicants, an item analysis 
was performed. Fifteen of the 32 items 
significantly discriminated between the two 
groups. These items are shown in table 1 
ranked in order of their ability to discrim- 
inate. The first ten items discriminated at 
better than the .001 level. Items related to 
self-insight, outside interests, and probable 
ability to work with staff were only slightly 
less discriminating (p « .01). Also listed in 
table 1 are those items that did not discrim- 
inate between the groups. 


Emotions Profile Data 


Table 2 presents scores for the 51 appli- 
cants on each of the eight dimensions of the 
EPI, plus their bias score. These were then 
compared with scores obtained by 94 male 
undergraduate day and evening students. 
These two groups differed considerably in 
their academic background; however, their 
mean ages were identical (26 years). 

Since the following discussion utilizes the 
descriptive terms of the EPI, a brief ex- 
planation will be given of the scales. The 
basic idea is that words such as “shy,” "'self- 
conscious,” and “cautious” are used to 
sample a general fear dimension; words such 
as "quarrelsome," “gloomy,” and “resent- 
ful” are used to sample a general anger 
dimension, etc. The affect words in the test 
are paired in all possible combinations, and 
the subject chooses one word in each pair 
that best describes his usual mood. 

Scores represent the percentage of the 
total affect choices that are available for 
each basic emotion. For example, if a subject 
chose the terms shy, self-conscious, and cau- 
tious from every possible pair regardless of 
what other affect terms they were paired 
with, he would receive a score of 100 per- 
cent on the fear dimension. If he never chose 
any of these words, he would receive a zero 
Percent on this dimension. à 

Since the subjective language of affect is 
applicable only to humans who have had 
Certain language experiences, in the presen- 
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tation of test results the basic emotions are 
described in terms of their implied functions. 
For example, the function of fear is protec- 
tion, the function of anger is destruction, 
the function of disgust is rejection, etc. 
From a broad, phylogenetic, evolutionary 
point of view, the functional language is 
the most general. 

Brief definitions of the eight primary 
emotion functions follow: 


Protection implies feelings of fear and 
urges to withdraw or escape. 

Destruction implies feelings of anger and 
urges to attack. 

Reproduction implies feelings of joy and 
urges for sensual contact. 

Deprivation implies feelings of sadness 
and urges to reestablish lost contacts. 

Incorporation implies feelings of accep- 
tance and urges for close friendly contact. 

Rejection implies feelings of disgust and 
urges to get rid of unpleasant contacts. 

Exploration implies feelings of anticipa- 
tion and urges to examine and to know one’s 
environment. 

Orientation implies feelings of surprise 
and urges to be involved with novel stimuli. 

If the undergraduate students’ data can 
be considered as normative for males in 
this age range, the applicants may be de- 
scribed as showing a relatively average 
degree of acceptance, rejection, expectancy, 
and anger. They also did not appear to be 
trying to present themselves in an unusually 
favorable light. 

The applicants scored lower on the inter- 
est in new experiences dimension (Orienta- 
tion), (t = 2.58, p < .01), and relatively 
higher on the dimension of sociability 
(Reproduction) (t = 3.62, p < .01), than 
did the students. These scores, in conjunc- 
tion with the applicants’ somewhat higher 
score on acceptance or trust (Incorpora- 
tion), lead to an interesting speculation: that 
they are sociable and enjoy being with peo- 
ple but that they do not go out of their way 
to meet new people. This type of profile, 
however, does not preclude an average 
amount of interest in new ideas and in doing 
new things. 

In general, it could be said that the profiles 
of the physicians and the university students 
did not differ to any considerable degree, 
even though their educational backgrounds 
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TABLE 2 
Means and Standard Deviations of the Emotions Profile Index 
LEGE STUDEN 
DIMENSION ACCERED Diae aspe Scs RETAEARPLICANTS MALE pouroa UDENTS 
Mean SD Mean SD Mean SD Mean SD 

i 15 69 17 66 19 
Incorporation 64 19 71 
Orientation 58 23 54 23 55 e: Ed a 
Protection 42 18 46 19 44 ae ag 
Deprivation 33 16 29 22 30 20 28 1 
Rejection 39 13 41 16 40 16 a. 1 
Exploration 69 12 57 13 60 14 6i i 
Destruction 22 12 28 18 26 17 27 n 
Reproduction 84 21 85 15 84 17 73 
Bias 66 13 64 14 65 14 68 15 


and presumably their motivations were 
different. One explanation for this lack of 
difference could be that both groups rep- 
resent relatively young males with no 
markedly neurotic or abnormal tendencies. 
Study of Values 


As a second method of describing the 
applicants, a comparison was made be- 
tween their scores on the Study of Values 
and those of a stratified sample of 1,000 
senior medical students throughout the 
United States. These data are presented 
in table 3. Interestingly, marked differences 
appear on four of the six scales. For ex- 
ample, the applicants scored significantly 
lower than the medical students (t = 7.64, 
p « .001) on the economic scale. This im- 
plies, according to Spranger's typology, that 
they have less of a tendency toward utili- 
tarian values than the students and tend to 
be Jess practical in their approach to life. 

'The finding that the applicants are less 
business oriented is consistent with the fact 
that their scores are considerably higher 
on the aesthetic dimension (t = 9.66 p < 
.001). Such people tend toward individualism 
and self-sufficiency and have a strong inter- 
est in artistic experiences, 

Their higher scores on the social scale 
(t = 8.50, p < -001) indicate that they have 
Strong altruistic and philanthropic feelings 
and that they tend to be kind and sympa- 
thetic. Their lower Scores on the religious 
scale (t = 8.76, p < -001) indicate that an 
ascetic withdrawal from life, self-denial, 
and meditation are not characteristic of 
them. 
_ One possible interpretation of these find- 
ings is that while the applicants are inter- 
ested in relating to people in a friendly way, 
they are ambivalent about allowing their 
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involvement to become very deep. Another 
point worthy of note is that on all six 
scales of the Study of Values the rejected 
applicants more nearly resembled the 
medical student norm group than did those 
applicants who were accepted. It thus 
appears that the accepted applicants were 
relatively more atypical in their values than 
were the rejected applicants. 

Interrelations Between Measures 


When the applicants' scores on the scales 
of the Study of Values were correlated with 
those on the RAS there were two significant 
correlations. Candidates with strong eco- 
nomic interests received poor ratings from 
the interviewers (r = .34, p < .02). Those 
with strong social interest received superior 
ratings (r = .45, p < .001). 

Correlations were also run between the 
applicants’ scores on the Study of Values 
scales and their scores on the EPI. Values 
significant at the .05 level were found be- 
tween the social scale and feelings of ac- 
ceptance (Incorporation), and the social 
scale and sociability (Reproduction), and 
the aesthetic scale and expectancy (Explora- 
tion). Also significant at the .05 level was 
the negative correlation between the political 
scale and fear (Protection). These correla- 
tions imply that those applicants with 
strong social values are apt to be relatively 
more trusting and friendly toward other 
people, and that applicants with strong 
political values are less fearful than the aver- 
age person. : 

A summary description of the applicants, 
based on EPI and Study of Values data, 
can now be made. Their personalities do 
not differ markedly from those of ia 
males of their age group, with the possis 
following exceptions: 1) they are relatively 
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more sociable but do not tend to form in- 
tense relationships and would prefer the 
company of those to whom they are accus- 
tomed; 2) their sociability frequently con- 
flicts with equally strong tendencies toward 
individualism and self-sufficiency; and 3) 
they are less business-oriented, preferring 
to devote their energies to more aesthetic 
pursuits. 

A final comparison was made between 
the accepted candidates and the rejected 
candidates on the various measures. Signifi- 
cant differences were found between the 
two groups on three scales. As indicated in 
table 3, accepted candidates were lower 
on economic interests (t = 2.88, p < .01) 
and higher on aesthetic interests (t — 3.97, 
p « .001). They were also higher on expec- 
tancy (Exploration) (t = 2.93, p < .01), as 
shown in table 2. This suggests that the ac- 
cepted applicants are even less interested in 
practical matters than the applicant group 
as a whole and that a greater than average 
interest in individual expression existed in 
the accepted group. They also showed a 
greater than average tendency to compart- 
mentalize their thinking and to intellectu- 
alize their relations with people. 

Two clinicians experienced in the use of 
the EPI did independent, blind analyses of 
the average profiles for the two groups. 
They agreed on the following qualitative 
description: the accepted applicants, al- 
though having a strong interest in being 
With people, were also moderately distrust- 
ful of them and had a tendency to look for 
hidden motives. The distrustful attitude was 
Teflected in feelings of stubbornness and 
tendencies toward sarcasm rather than quar- 
Telsomeness or direct aggression. 

The rejected applicants, while slightly 
less friendly and sociable, were more gull- 
ible in terms of taking people at face value. 
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They also showed less of an inclination to 
stereotype people. In addition, although 
slightly more stubborn and quarrelsome in 
their relations with others, they appeared 
more in conflict over the display of their 
own hostility. Finally, the rejected appli- 
cants had somewhat greater impulsivity, 
with inclinations toward immediate grati- 
fication. 


Discussion 


The results of this study showed that there 
were some noteworthy differences in values 
and personality characteristics between ap- 
plicants for psychiatric residencies and other 
comparable groups. The same differences 
also appeared between those who were 
accepted for residencies and those who were 
rejected. 

Supervising psychiatrists who interview 
applicants appear to have definite beliefs 
about what sorts of people they think will 
make good residents and future psychia- 
trists. For example, Holt and Luborsky (7) 
present a list of qualities that experts in the 
selection and training of psychiatrists believe 
are characteristic of the effective psychia- 
trist and that should be sought in applicants 
for psychiatric training. Many of the quali- 
ties found to differentiate between the ac- 
cepted and rejected applicants in the present 
study were mentioned. There was consensus 
that factors relating to intelligence and such 
characteristics as sensitivity, sense of humor, 
emotional stability, self-insight, cooperative- 
ness, breadth of outside interests, and in- 
dependence are highly important criteria 
in considering applicants for psychiatric 
residencies. 

Holt and Luborsky (7) also present em- 
pirical data that are in good accord with the 
experts’ recommendations and the findings 
of the present study. They stated that two 


TABLE 3 


leans and Standard Deviations on the Study of Val 


M 
SENIOR MEDIAL STUDENTS 
n ACCEPTED APPLICANTS REJECTED A TUAE eal neri 
(N=14) a 
SD Mean SD 
Mean sD Mean SD Mean i ea 1 

Theoretical 44 6 46 5 15 s a4 1 

‘Conomic 27 5 32 z 3 i 39 $ 
Aesthetic 56 6 48 8 50 : oe ; 
Poit 4o e A & aa 6 41 6 
Political 39 7 41 6 40 $ 2 # 
Religious 28 8 29 8 29 
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psychologists reviewed all tests, interviews, 
credentials, etc., of 64 applicants for psy- 
chiatric residencies and rated them in terms 
of such variables as cooperativeness, self- 
objectivity, openness, empathy, emotional 
control, freedom from material preoccupa- 
tions, and objectivity toward authority fig- 
ures. It was shown that these initial ratings 
correlated highly with supervisors’ evalua- 
tions of the overall competence of residents 
currently in training. High initial ratings on 
these variables predicted quite well which 
applicants would be highly rated as residents. 
Supervisors’ qualitative observations on 
qualities that differentiated between residents 
with the top 13 percent overall competence 
ratings and those with the bottom 13 per- 
cent were also in substantial agreement on 
the characteristics that are important for 
the effective resident. 

A more recent study by Plutchik and as- 
sociates (8) on factors related to the selection 
of clinical psychology interns also found 
many of the discriminating characteristics 
of the present study to be important. Such 
characteristics as tendencies to complain, 
self-awareness, sensitivity, emotional stabil- 
ity, problem-solving ability, general range 
of knowledge, ability to work with staff, and 


independence all were considered important 
criteria for selection. 


The most crying need 
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Results of past studies and those obtained 
in the present investigation would therefore 
suggest that it may be possible in the future 
to develop more efficient selection programs 
by the use of objective rating procedures 
and some self-report personality measures, 
The cost of psychiatric training is high, and 
if it is possible to increase the probability 
of selecting desirable residents through such 
procedures, a worthwhile contribution will 
have been made. 
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Desensitization and Flooding (Implosion) in 
Treatment of Phobias 


BY M.Z. HUSSAIN, M.B., D.P.M. 


A controlled cross-over trial of desensitiza- 
tion and flooding therapy assisted by intra- 
venous thiopental or saline infusion was 
carried out in 40 patients with agoraphobia 
or social phobias. Patients showed gradual 
symptom improvement with desensitiza- 
tion treatment, whether it was assisted by 
saline or thiopental, and continued to 
improve after cross-over. Patients receiving 
thiopental-assisted flooding showed marked 
and faster improvement, while those receiv- 
ing saline-assisted flooding treatment showed 
slight improvement. The author concludes 
that desensitization and flooding produce 
the best results with phobic patients but 
could also prove useful in general psychi- 
atric management. 


"qus GREAT RESISTANCE to extinction of 
avoidance response has been frequently 
Noted, and there is still much disagreement 
about the best way to treat patients with 
Phobic disorders. Because of this persistent 
anxiety-motivated behavior in man, many 
attempts have been made to develop pro- 
cedures that hasten extinction. A decade 
ago, introduction of desensitization by 
Wolpe (1) marked an important milestone 
in the treatment of phobic disorders—a 
technique, however, that is time-consuming 
and only partly effective. 

Recently the procedure of response pre- 
vention, or flooding, has been shown to 
Teduce avoidance behavior. It consists of 
forcing the patient to remain in the presence 
Of the stimulus he fears while avoidance 
responses are prevented or blocked. Unlike 
desensitization therapy, where the patient 
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is taught to relax and then a series (hierar- 
chy) of the fear situations are suggested 
gradually through progressive steps, re- 
sponse prevention floods the individual 
with full strength fear stimuli, usually for a 
protracted period of time. Either because 
it produces the Pavlovian extinction of clas- 
sically conditioned fear or because it leads 
to the learning of competing responses, the 
forced exposure to the feared stimulus while 
the response is prevented facilitates extinc- 
tion. 

A behavior therapy analogue to response 
prevention has been termed "flooding" 
or “implosive therapy" (2, 3). Kirchner and 
Hogan(4) demonstrated the dramatic ef- 
fects of flooding in reducing avoidance be- 
havior in rat-phobic nonpsychiatric volun- 
teers. Boulougouris and Marks (5) treated 
four phobic patients, three of whom showed 
marked improvement; from their findings 
they concluded that the improvement was 
greater than that usually obtained with the 
most effective treatment of phobias to 
date—desensitization. 

But all results have not been so prom- 
ising. Hodgson and Rachman (6), in their 
experiment with snake-phobic girls, failed 
to demonstrate the dramatic effects of flood- 
ing obtained by Kirchner and Hogan in a 
similarly designed experiment. Willis and 
Edwards (7), in their study of the compara- 
tive effectiveness of systematic desensitiza- 
tion and flooding, found that systematic 
desensitization treatment was significantly 
more effective than flooding in reducing 
avoidance behavior associated with mice 
and that flooding was no more effective than 
control procedures in reducing mouse 
avoidance behavior. 

The experimental animal literature indi- 
cates that factors determining the efficacy 
of response prevention include the extent 
to which the response has been overtrained, 
the amount of response prevention given, 
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and the intensity of the fear underlying the 
avoidance response. Baum (8, 9), observing 
rats’ behavior during response prevention, 
suggested that it was necessary for the 
Subject to cease fear behavior and engage 
in relaxational behavior during response 
prevention if rapid extinction of the avoid- 
ance response was to occur subsequently. 
Lederhendler and Baum(10), by mechani- 
cally disrupting the rats behavior, greatly 
increased the efficacy of Tesponse preven- 
tion. The mechanical facilitation interfered 
with the expression of fear behavior and 
caused forced exploration of the feared ob- 
ject, and so helped to induce “relaxation” 
in the fearful situation during response pre- 
vention. 

The success in animal experiments sug- 
gested the use of this method with phobic 
patients. Relaxed behavior during flooding 
was achieved by the use of a slow intraven- 
ous infusion of a short-acting barbiturate, 
thiopental! sodium (Pentothal) in small 
doses—only enough to produce relaxation, 
This paper reports the results of a cross-over 
trial in which desensitization and flooding 
methods are compared when they are facil- 
itated with intravenous thiopental solution 
or saline solution. 


Method 


Forty patients with a diagnosis of phobic 
anxiety neurosis were included in this study. 
Patients were included if they had a main 
complaint of agoraphobia or social phobia. 
Severely depressed patients requiring anti- 

e and patients with 

single specific phobias were excluded. These 
patients complained of various combinations 
of intense fears: going out alone into open 
spaces or into shops, crowds, and streets; 
t » Or trains; remain- 
ing alone; and other Social situations, Al] 
were moderately to severely handicapped 
by their Symptoms, which had been present 
for many months to years. In addition to 
their phobias, the patients had other symp- 
toms such as anxiety, fluctuating depression, 
minor degrees of depersonalization, and 
sexual difficulties, 


There were 13 males and 27 females, 24 


' This ending reflects U.S. usage. In Great Britai 
and Canada the drug is named thiopentone. 9 
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patients were married, and the mean age 
of the patients was 28.4. The groups did not 
differ significantly in age; duration, type, 
and initial severity of symptoms; degree of 
general anxiety, or scores on the Eysenk 
Personality Inventory Form A, anxiety 
self-rating scale, and overall clinical assess- 
ment by the therapist. 


Patients were allocated at random to each 
treatment. In each group, 20 patients were 
treated in a cross-over trial. They had six 
45-minute sessions, twice weekly, of flood- 
ing or desensitization assisted by 20 cc. of 
1.25 percent solution of thiopental infused 
slowly intravenously, followed by the same 
number of sessions assisted by 20-cc. intra- 
venous saline infusions, or vice versa. The 
dose of thiopental was regulated so that at 
no stage was a patient excessively drowsy. 
Patients rated the intensity of their phobic 
Symptoms and anxiety separately on a five- 
point scale, a score of 0 indicating no dis- 
ability and a score of 4 indicating maximal 
disability. A careful clinical assessment was 
made of each session prior to the treatment, 
and the patients' anxiety and main phobic 
Symptoms were recorded on a five-point 
Scale. 


Desensitization treatment as advocated 
by Wolpe was used. The patient was taught 
how to relax and then a series (hierarchy) 
of the fear situations were suggested to him. 
The patient was instructed to imagine him- 
Self in these situations and at the first hint 
of anxiety to inform the therapist; whenever 
this happened the patient would be told to 
relax. Anxiety was kept to a minimum at 
all times. By contrast, in the flooding treat- 
ment the patient was asked to enter the 
Worst possible phobic situation and to ex- 
Perience the fear at a maximum intensity 
for up to 45 minutes until he was no longer 
capable of experiencing further fear. The 
Procedure involved the exercise of the pa- 
tient’s imagination assisted by audiovisual 
stimuli related to the main phobias during 
treatment. 

As an example, a patient with agora- 
phobia had a 45-minute session as follows: 
He rested on a bed and was slowly given 
an intravenous 1.25 percent thiopental 
Solution sufficient to produce relaxation. 
Flooding was carried out by showing the 
Patient horrifying scenes such as a car 
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TABLE 1 


Changes in Phobia Mean Scores and Anxiety 
Mean Scores in the Course of Treatment 


GROUP* INITIAL CHANGEOVER END 


Phobia Mean Scores 
Therapist's ratings 


A 2 12 09 
B 28 2.6 14 
[7 34 24 24 
D 29 23 1.9 
Patients' self-ratings 

A 34 13 10 
B 2.9 27 0.9 
c 3.2 23 2.0 
D 3.0 24 18 
Anxiety Mean Scores 

Therapist's ratings 

A 2.8 14 10 
B 24 23 13 
c 2.6 1.9 1.8 
D 23 22 16 
Patients' self-ratings 

A 2.5 15 14 
B 2.6 24 12 
c 28 20 19 
D 2.5 23 17 


* A-Impolosion treatment—thiopental sodium (Pentothal) first, 
saline second 
B= Implosion treatment— saline first 
C- Desensitization treatment—thiopental sodium first 
D=Densitization treatment—saline first 


crash, people injured seriously, and blood 
and flesh scattered around; at the same 
time a horrifying running commentary re- 
lated to these scenes was played on a tape 
Tecorder and the patient was asked to im- 
agine himself in this situation. This prepara- 
tory emotional arousal continued for ten 
Minutes and was followed by emotional 
arousing of the patient with his specific 
Phobias. He was shown pictures of public 
places—buses, cars, shops, etc.—and scenes 
in which people felt terrified and were run- 
ning away. The patient was asked to im- 
agine himself in these situations; at the same 
time a running commentary on these 
Scenes was played and the patient was sub- 
Jected to ridicule by his family and strangers. 
The anxiety of the patient was judged by 
his behavior and a self-report. The session 
Was terminated with the patient in a state 
5 complete relaxation induced by thiopen- 
al. 

Before treatment began, all the patients 
Were told about the nature of the treatment 
and were taken off drugs. 
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Results 


i The severity of the phobias and the anx- 
iety treated was rated separately on a five- 
point scale ranging from 0 (for no uneasi- 
ness) to 4 (for complete avoidance or ter- 
rifying panic if avoidance was impossible). 
Table 1 shows that the patients’ phobias 
improved markedly during treatment with 
thiopental-facilitated flooding. During de- 
sensitization assisted by saline or thiopen- 
tal, the improvement was moderate and 
roughly equal in both groups. The group 
that received saline-assisted flooding showed 
only slight improvement. At the end of six 
sessions, the treatments were changed over; 
again it was noted that patients who were 
changed to  thiopental-assisted flooding 
showed a marked improvement, whereas 
those changed to saline-assisted flooding 
showed only slight further improvement. 
Patients receiving desensitization treatment 
continued to show progressive improve- 
ment regardless of changeover. 


The average amount of change per pa- 
tient was more than 50 percent greater with 
thiopental-assisted flooding than with de- 
sensitization and markedly greater than 
with saline-assisted flooding. The superi- 
ority of thiopental-assisted flooding is sup- 
ported by the ratings on the anxiety scale as 
well. 


The statistical significance of the results 
was assessed by analysis of variance. The 
variance ratio between treatments was sig- 
nificant (p « .05) Pretreatment levels of 
anxiety did not influence the outcome dur- 
ing thiopental-assisted flooding, but pa- 
tients fared significantly poorly when they 
had high levels of anxiety treated with 
saline-assisted flooding and less poorly in 
desensitization. 


Because of the cross-over design used in 
this trial, follow-up findings cannot be 
used to compare the methods with respect 
to subsequent maintenance of improvement. 
Four patients complained of mild dizziness, 
(“swimming in the head"), three patients 
complained of fear associated with feelings 
of loss of control early in their first one or 
two sessions with saline-assisted flooding, 
and one on thiopental-assisted desensiti- 
zation had a similar complaint. Verbal re- 
assurance overcame these reactions. Evi- 
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dence for symptom substitution was looked 
for, but none was found. 


Discussion 


Wolpe's (11) results with the desensitiza- 
tion method were impressive: he reported 
improvement in 90 percent of his cases. 
Less striking successes have been reported 
by others. Lazarus(12) obtained a 62 per- 
cent success rate, Hain and associates (13) 
69 percent, and Gelder and associates (14) 
56 percent of phobic patients. For relearn- 
ing to occur in the manner described by 
Wolpe, it is essential that any anxiety as- 
sociated with the imagined situation be com- 
pletely suppressed. Certain patients cannot 
learn muscular relaxation sufficiently and 
are not suitable for this method of treatment. 
Furthermore, even though a patient may 
be completely relaxed in the muscular 
Sense as assessed clinically and electromyo- 
graphically, he may still be quite anxious 
and show striking autonomic nervous Sys- 
tem activity. The new technique developed 
by Friedman and Silverstone (15) that 
uses intravenous methohexitone sodium 
to produce relaxation and counter anxiety 
is claimed to avoid these difficulties. Their 
results compared favorably with other in- 
vestigations, and they claimed their tech- 
nique was more economical in terms of 
treatment time. Mawson(16) in a cross- 
over trial confirmed these findings, but his 
results were biased due to procedural differ- 
ences(17). Yorkston and associates (18) in 
à controlled study were unable to support 
the view put forward by Friedman and 
Silverstone. In my study, the improvement 
with this treatment corresponds with the 
results of other workers, but thiopental- 
assisted desensitization Showed no superi- 
ority over saline-assisted desensitization, 

The difference in results between this 
study and those achieved by Boulougouris 
and Marks (5) can be attributed to the 
limited number of response prevention 
sessions and the difference in the degree of 
neuroticism as well as the intensity of the 
fear underlying the avoidance response. In 
addition, the results for flooding as opposed 
to those for desensitization were biased 
due to an overenthusiasm for flooding and 
possibly the difference in the degree of skill 
and practice required to perform desensitiza- 
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tion effectively; flooding, on the other hand, 
can be administered quite satisfactorily 
without much practice. The poor response 
with flooding alone has confirmed that a 
brief period of flooding therapy is not by 
itself effective in extinguishing an avoidance 
response in which neuroticism and the 
intensity of fear are high, as in the case of 
phobic psychiatric patients; this is in line 
with the results obtained in animal experi- 
ments. 

The anxious neurotic has less difficulty 
exploring and discussing his fears because 
of the relaxed state produced by the barbi- 
turates and so he has protection against 
the more disagreeable manifestations of 
anxiety. The use of an intravenous barbi- 
turate has proved of great value in dealing 
with the acute neuroses of war. Its use in 
acute battle casualties was reported after 
Dunkirk by Sargant and Slater (19). 
Barbiturate use causes reduction in the crit- 
ical sense and an enhancement of rapport; 
aggressive feelings that would terrify the 
individual in his normal state can be ex- 
pressed without excessive anxiety, and 
emotional experience can be relived. In 
this state the patient accepts suggestions 
more readily, can visualize the versions of 
the situations suggested more realistically, 
and experiences the appropriate emotional 
response; thus the patient’s excitement and 
fear can be stimulated to a climatic phase, 
which usually passes into a state of tempo- 
rary general inhibition. 

The dramatic relief from tension and 
hysterical symptoms resulting from this 
type of excitatory abreaction (20) is com- 
parable to pharmacological facilitation in 
flooding therapy, in which relaxation greatly 
increases the efficacy of the method. Thio- 
pental has the additional advantage of ob- 
viating the panic reaction due to the patient’s 
fear of death in the course of the therapy. 
Also, the use of thiopental eliminates the 
possibility of an exacerbation of anxiety 
with the use of flooding alone. This can oc- 
cur if the treatment session is terminated pre- 
maturely while the patient is still at an €x- 
ceedingly high level of arousal, which could 
bring an increase in the anxiety reaction due 
to further conditioning to the anxiety-evok- 
ing stimuli. With thiopental, the subject's 
arousal is reduced to the point where he can 
habituate very rapidly to the anxiety-evok- 
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ing stimuli, thus producing rapid extinction. 

The findings of this experiment are rele- 
vant to recent theories attempting to ex- 
plain why response prevention or flooding 
is effective. Page (21) maintained that re- 
sponse prevention eliminated the avoidance 
response but that the underlying fear re- 
mained and motivated a new competing 
response. Unless pharmacologically induced 
relaxation is considered a competing re- 
sponse, the results obtained are not consis- 
tent with this theory. Rather, the results 
are consistent with the view put forward by 
Baum (8, 9) that response prevention is effec- 
tive because it leads to learning relaxational 
behavior in response to the previously 
feared stimuli. Thus the cessation of fear 
behavior and the occurrence of relaxational 
responses predict the success of the flooding 
therapy. Relaxational behavior in response 
prevention will occur with the passage of 
time but can be greatly facilitated by re- 
laxing the patient pharmacologically. 

It is thought that high levels of general 
anxiety impede or even prevent progress 
in treating phobias with desensitization. In 
contrast, the pretreatment level of general 
anxiety and response to thiopental-facili- 
tated flooding suggests that there are no 
patients who need to be considered un- 
suitable for this treatment because of their 
initial high levels of anxiety. The safety 
of another ultra-short-acting barbiturate, 
methohexital sodium (Brevital), in desensi- 
tization as a method of routine use has been 
disputed. Friedman and Silverstone, as well 
as Mawson, have stressed its safety and re- 
ported no complications or side effects 
associated with its use. However, Sergeant 
and Yorkston (22) reported several com- 
plications in their patients that were attri- 
buted to the drug; these rather alarming 
incidents may have been related to the rel- 
atively large amounts of drug administered 
per session. In this study, the doses of 
thiopental were small and were carefully 
titrated against the patient’s reaction to 
achieve relaxation without drowsiness. 
The occurrence of side effects attributable 
to the drug was insignificant. Á 

There seems to be no doubt that this 
Method of treatment has enabled these 
Patients to suppress their avoidance behav- 
ior adequately. The results obtained and the 
Speed of relief are superior to the other ef- 
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fective treatments of phobias to date. It 
appears that thiopental-facilitated flooding 
is a valuable if not the only available treat- 
ment to relieve the sufferings of those un- 
fortunate enough to have developed a neu-, 
rosis that has a poorer prognosis and is 
more handicapping than most other types 
of neuroses. 
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When from a long-distant past nothing subsists, 
things are broken and scattered, still, alone, 
unsubstantial, more persistent, more faithful, 
a long time, like souls, ready to remind us, waiting and hoping for their moment, amid 


the ruins of all the rest; and bear unfaltering, in the tiny and almost impalpable drop 
of their essence, the vast Structure of recollection. 


after the people are dead, after the 
more fragile, but with more vitality, more 
the smell and taste of things remain poised 


—MARCEL PROUST 
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Further Experimental Studies of Mental Patients 
Through the Autokinetic Phenomenon 


BY ALBERT C. VOTH, PH.D., AND HAROLD M. VOTH, M.D. 


This study aimed at replicating an earlier 
one that demonstrated a relationship be- 
tween autokinesis—the apparent motion of 
a pinpoint of light in a dark room—and the 
major psychiatric syndromes. Data col- 
lected on 1,402 psychiatric inpatients re- 
vealed statistically significant differences be- 
tween the autokinetic scores of the patients 
and a normal population, and among the 
major syndromes. The findings once again 
implicate central personality variables as 
the basis for individual autokinetic test 
differences and demonstrate the diagnostic 
value of autokinesis. 


WENTY-TWO YEARS have passed since 

the publication of A.C. Voth’s paper 
(1) that reported a relationship between the 
autokinetic phenomenon and certain classic 
Psychiatric syndromes. The data for that 
Paper were collected at Topeka State Hos- 
pital (Hospital A). During the intervening 
years much work has been done to explore 
the relationship of autokinesis to personal- 
ity. My father, A.C. Voth, reported (2) the 
finding that severe alcoholics who were 
Ospitalized in a state hospital experienced 
Much less autokinesis than normals. I and 
Others have reported the relationship of 
autokinesis to hospital treatment (3); mech- 
anisms of defense (4); character style (5, 6); 
he psychotherapy process(7, 8); diagnosis 
and treatment (9); suicide and attempts (10); 
Psychological differentiation (11); altered 
Qualities of consciousness (12); recovery 
from Psychosis (13); and photic driving (14). 


“Onn X 
Vayitil his death on March 30, 1969, Dr. Albert C. 
Chan V5 Chief Psychologist, Mental Health Institute, 
this oda, lowa, where he collected the 1,402 cases for 
ata study. His death prevented his publishing these 
is P, v8 task that fell to his son, Harold M. Voth, who 
Sea; Sychiatrist and Psychoanalyst, Department of Re- 
nm the Menninger Foundation, Box 829, Topeka, 
Harold woe Reprint requests should be sent to Dr. 
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Much of this later research derived from 
my conceptualizations (15), which were 
formulated for the purpose of explaining in- 
dividual autokinetic test differences and for 
explaining the relationship of those differ- 
ences to nosologic categories. Inasmuch as 
it is the purpose of the present paper to 
report on the relationship of diagnosis to 
autokinesis, the rich literature reporting 
experimental conditions that affect auto- 
kinesis will not be cited; it can be reviewed 
by referring to Luchins and Luchins' recent 
monograph (16). 


Subjects 


My father randomly collected a sample of 
1,402 cases; he administered the autokinetic 
test to these patients at the Clarinda Mental 
Health Institute (Hospital B). The diagnoses 
of these patients had been established 
by the clinical staffing method, based on 
majority opinion of the staff. The autokinet- 
ic test was given independently and was 
not a diagnostic procedure that influenced 
diagnosis. Prior to the publication of his 
1947 paper, my father had administered 
the autokinetic test to 97 hospital patients 
at the Menninger Clinic (Hospital C). 


Procedure 


As given by my father and me, the auto- 
kinetic test requires the subject to be seated 
in a totally darkened room and to watch a 
stationary pinpoint of light for ten minutes. 
Subjects’ responses vary from experiencing 
the light as motionless to extreme motion. 
The motion of the light may be slow or 
d and may be highly variable in pattern. 


rapi 
Melion may cease frequently, seldom, or 
never. The subject records autokinetic 


i f 

nt by drawing on a large sheet o 

T EE him. Ways of representing 
autokinesis include the length of the line 
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TABLE 1 


Distribution of Autokinetic Indices of Psychiatric Categories 
in Hospital B (N = 1,402) 


o 1-10 dai OVER 50 
SYNDROME N PERCENT ON PERCENT N PERCENT N PERCENT TOTALS 
Manic-depressive, manic 65 747 10 11.5 3 34 9 10.3 87 
Manic-depressive, depressed 43 58.1 9 12.2 6 8.1 16 21.6 74 
Manic-depressed, others 16 42.1 6 15.8 5 13.2 11 28.9 38 
Schizophrenia, simple 18 33.3 2 3.7 10 18.5 24 44.4 54 
Schizophrenia, hebephrenic 13 37.1 1 28 3 8.6 18 51.4 35 
Schizophrenia, catatonic 10 28.6 5 143 4 11.4 16 45.7 35 
Schizophrenia, paranoid 40 42.1 7 74 6 6.3 42 44.2 95 
Schizophrenia, others 39 317 13 10.6 24 19.5 47 382 123 
Involutional melancholia 67 558 10 83 21 17.5 22 18.3 120 
Paranoid state 24 64.9 6 16.2 5 13.5 2 5.4 37 
Alcoholism 234 55.6 50 11.9 46 10.9 91 21.6 421 
Epilepsy 9 32.1 3 10.7 3 10.7 13 46.4 28 
Acute brain syndrome 2 50.0 sei =- 1 25.0 1 25.0 4 
Paresis 6 100.0 — — — rus — — 6 
Cerebral arteriosclerosis 8 80.0 2 20.0 — — — — 10 
Psychotic depression 16 47.0 4 11.8 4 11.8 10 29.4 34 
Anxiety reaction 4 36.4 — — 1 9.1 6 54.5 11 
Hysteria conversion 7 63.6 2 18.2 — — 2 18.2 11 
Obsessive-compulsive 2 333 2 333 2 33.3 = — 6 
Neurasthenia 2 66.7 — — — — 1 33.3 3 
Neurosis, others 15 454 3 9.1 5 152 10 30.3 33 
Sociopathic personality 14 38.9 8 222 4 11.1 10 27.8 36 
Personality pattern disturbance 10 50.0 2 10.0 5 25.0 3 15.0 20 
Personality trait disturbance 10 417 6 25.0 2 8.3 6 25.0 24 
Mental deficiency 8 66.7 — — 2 16.7 2 16.7 12 
Chronic brain syndrome 8 348 1 43 1 43 13 56.5 23 
Drug addiction 3 37.5 3 37.5 1 12.5 1 12.5 8 
Adjustment reaction 5 35.7 2 14.3 4 28.6 3 21.4 14 


drawn; the length divided by stops; the in- 


dex (I = 4x 
V LxDxM 


S*1 ) 


where L = length of line, D = the greatest 
distance from the center, M = maximum 
expanse of the drawing, andS = the number 
of stops; and the logarithmic conversion of 
these scores. The factor 4 converts the score 
into the metric system. My father believed 
the index best combined and represented 
the various aspects of the subjects’ re- 
Sponses. Details for administering the auto- 
kinetic test and Specifications for the light 
source are included in the 1947 paper. The 
equipment I used is slightly different but the 
basic test given was the same (6). Since my 
father used the index Score for his 1947 
paper, that score will be used herein. My 
father personally administered the test for 
the studies at Hospitals A and B and to the 
97 patients at Hospital C. 


Results 


The present data will be ordered in a way 
as comparable to that of the 1947 paper as 
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possible. Some additional statistical anal- 
yses will be presented that further illustrate 
the relevance of autokinesis to personality 
and to diagnosis. 

It should first be noted that there were no 
remarkable differences among the current 
state hospital, past state hospital, and the 
past Menninger Clinic populations. The 
percentage of individuals in each move- 
ment range in Hospitals A (N = 845), B (N 
= 1,402, C (N = 97), and Normals (N = 
560), respectively was as follows: no move- 
ment: 45, 50, 41, 13; index 1-10—13, 11, 19, 
17; index 11-50—17, 12, 17, 30; index above 
30—25,-27, 24, 40. As a class the psychiatric 
patients of Hospital B (N = 1,402) experi- 
enced much less autokinesis than Normals 
GC = 17142, p < .0005). This finding is es- 
sentially the same as that reported in 
1947 (1). 

Table 1, which lists the autokinetic scores 
for each diagnostic category, is the basis 
for the Chi-square analyses presented in 
tables 2 and 3. 

The data show that in relation to normals 
and other psychiatric patients, manic- 
depressive psychosis is strikingly more com- 
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mon among persons who experience little 
or no autokinesis (x? = 123.66, p <.0005, 
and x? = 18.93, p < .0005, respectively), 
while schizophrenia tends to appear more 
among persons who experience more ex- 
tensive autokinesis (x? = 34.68, p < 
.0005 in relation to normals and x? = 
66.99, p < .0005 in relation to other pa- 
tients). That the autokinetic test difference 
between schizophrenia and manic-depres- 
sive psychosis (x? = 50.94, p < .0005) is 
somewhat lower is due to the appearance 
of the diagnosis of schizophrenia among 
persons who report little autokinesis. Even 
so, the differences are sufficiently great as to 


TABLE 2 
Comparison of Psychiatric Categories 
by Chi-Square Analysis 
Hospital B (N =1,402)* 
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TABLE 3 
Comparison of Psychiatric Categories 
By Chi-Square Analysis: 
Cases from Hospitals A and B* 
CATEGORIES CHI-SQUARE 
COMPARED VALUES. SIGNIFICANCE 
Cerebral arteriosclerosis 
and paretics* * 
Normals 69.71 df=1, p«.0005 
Cerebral arteriosclerosis 
and paretics 
Hospital patients. 
without above” * * 10.32 df= 1, p«.005 
Epilepsy" * 
Normals -01 df=1 (n.s.) 
Epilepsy* * 
Hospital patients 
without epilepsy* * * 18.68 df-1,p«.0005 


CATEGORIES CHI-SQUARE 
COMPARED VALUES SIGNIFICANCE 
Normals 
Hospital patients 17142 df=2, p<.0005 
Normals 
Schizophrenics 34.68  df=2, p<.0005 
Other hospital patients 
Schizophrenics 66.99 di-2.p«.0005 
Normals 
Manic-depressives 123.66 — df-2.p«.0005 
Other hospital patients 
Manic-depressives 1893  df-2,p«.0005 
Schizophrenics 
Manic-depressives 50.94 — dí-2,p«.0005 
Schizophrenics 
Psychotic depression 313  df-2íns) 
Schizophrenics 
Manic-depressives, depressed 

type. involutional type 32.55  df=2, p<.0005 
Schizophrenics 
Paranoid state 22.18 |" df=2,p<.0006 
Schizophrenics without 

paranoids 
Paranoid state 2322 df=2, p<.0005 
Paranoid schizophrenics 
Paranoid state 1828 — df=2,p<.0005 
Normals 
Involutional melancholia 50.40  df-2,p«.0005 
Hospital patients 
Involutional melancholia 723  dí-2.p«.05 
Normals 
Psychotic depression 1300 — dí-2,p«.005 
Hospital patients 
Psychotic depression 40 — dí-2(ns) 
Normals 
Personality pattern, 

trait, and sociopathic 

Personality 3318  dí-2.p«.0005 


Personality pattern, trait, and 
Sociopathic personality 


Hospital patients without above 59  df-2(n5J 


' A more complete table may be obtained from Dr. Harold M. Voth 


Upon request. 
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* A more complete table may be obtained from Dr. Harold M. 
Voth upon request. 
** Hospitals A and B. 
*** Hospital B. 


suggest the diagnostic usefulness of the test. 

The fact that no statistical difference is 
found between schizophrenics and de- 
pressives (other than manic-depressives) is 
not surprising in view of the universality 
of depressive symptoms. It is well known 
that depression frequently precedes schizo- 
phrenia. The finding is supported by the 
relatively low statistical difference between 
normals and psychotic depression (x? = 
13.00, p < .005), more depressives being 
found in low movers, and the absence of a 
statistical difference between psychotic de- 
pression and all other psychiatric patients, 
The relationship of involutional depression 
to normals and other psychiatric patients 
shows that this syndrome appears more 
among persons who experience little or 
no autokinesis (x? = 5040, p < .0005 
and x? = 7.23, p < .05, respectively). 

A chi-square of 22.15, p < .0005 differ- 
entiated all schizophrenics from paranoid 
state, the latter reporting less autokinesis. 
Paranoid state and paranoid schizophrenia 
show a chi-square difference of 18.25, p < 
.0005, the former tending to report less 
autokinetic movement. Combining the 
scores of all patients diagnosed as having a 
personality disturbance, sociopathic per- 
sonality, etc., and comparing them with nor- 
mals revealed a chi-square difference of 
33.18, p < .0005. This group did not differ- 
entiate statistically from the hospital popu- 
lation, where the trend is toward less 
autokinesis than in normals. 
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The cases in Hospitals A and B diagnosed 
as having various types of central nervous 
system disease were combined in order to 
obtain a sample large enough to permit 
Statistical analysis. It appears that central 
nervous system diseases occur more com- 
monly among low movers or that these 
diseases decrease the capacity to experience 
autokinesis. These patients experience less 
autokinesis than the population of Hospital 
B (x? = 10.32, p < .005) and a normal 
population (x? = 69.71, p < .0005). 

The autokinetic scores of epileptics are not 
distinguishable from those of normals but 
do show a chi-square difference of 18.67, 
p < .0005 from hospitalized patients. Se- 
verely epileptic psychiatric patients ex- 
perience more extensive autokinesis than 
do other psychiatric patients. 


Comment 


The findings replicate my father’s first re- 
port on the relationship of autokinesis to 
psychiatric syndromes (1). These two 
studies appear to establish the diagnostic 
usefulness of autokinesis and, in addition, il- 
lustrate that psychiatrically ill persons who 
experience lesser amounts of autokinesis 
are more likely to require hospitalization. 
The value of autokinesis as a diagnostic 
instrument is supported by other studies as 
well (3, 10, 11, 13). It should be noted that 
the autokinetic test will not distinguish 
normality from abnormality, but it will pro- 
vide persuasive evidence as regards the form 
of the psychiatric illness. 

A possible basis for the relationship be- 
tween autokinesis and formal personality 
differences has been explored elsewhere (4- 
6, 15), and need not be repeated in detail 
In brief, however, it appears that persons 
who experience no or very little autokinesis 
characteristically deploy attention out- 
wardly; their inner life is less accessible to 
them; they are more vulnerable to external 
stimuli; and they are more prone to action 
than to thought. Their defense preferences 
include repression, denial through flight 
acting out, and externalization (4). Obvious- 
ly other variables determine different ill- 
ness forms within autokinetic movement 
ranges. 

For instance, variables other than those 
bearing on autokinesis are required to ex- 
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plain the development of sociopathic per- 
sonality, hysteria, paranoid condition, or 
manic-depressive psychosis. These syn- 
dromes have much in common, however, 
and this is understandable in the light of the 
concept that has been used to explain their 
relationship to autokinesis. In all of the syn- 
dromes mentioned where the capacity for 
autokinesis is limited or nil, access to inner 
life is limited; the environment is the target 
of the illness, either in the form of external- 
izations, persecutory delusions, or sympto- 
matic transactions. It is well known that 
depression underlies mania and that de- 
pression frequently ensues when paranoid 
and acting out defenses fail. That severe 
depression is more common among low 
movers appears to be related not only to 
failure of the projective and actional de- 
fense mechanisms but also to a limited 
capacity to use thought defensively. When 
detachment from reality, fantasy, and 
isolation are less possible—as is the case 
in low movers—personal defeat is more 
readily felt. Depression invariably ac- 
companies defeat. 


Persons who are capable of more ex- 
tensive autokinesis generally employ differ- 
ent defenses (4) such as withdrawal, isola- 
tion, intellectualization, or denial in fantasy. 
Contact with the environment is decreased 
and there is escape into thought. As the 
defensive process deepens, thought may 
become obsessive or eventually bizarre; the 
syndrome, if neurotic, is generally classified 
as anxiety state or obsessional neurosis 
or, if it is psychotic, as schizophrenia. 
These formulations have been developed 
elsewhere (13, 15). 


The tables show that the manic-depressive 
diagnosis is not limited to those who re- 
ported little autokinesis; similarly, not all 
schizophrenics were high movers. These 
facts merit some discussion. Obviously the 
autokinetic test or the diagnosis may have 
been in error, and it is clear that the re- 
lationship between autokinesis and diag- 
Nosis could not be expected to reach unity. 
However, our own test-retest data and 
those of a number of others have shown 
the autokinetic test to be highly reliable. 
This is one of the mysteries of the phenome- 
non, for it could easily be assumed that auto- 
kinesis should change as the psychic con- 
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dition changes. Although we have not put 
this to a rigorous test, evidence from hun- 
dreds of retests over many years suggests 
that autokinetic propensities remain fairly 
stable. Only electroshock and lobotomy 
modify movement. It is interesting that if 
movement disappears after a course of 
electroshock, the clinical condition is 
generally improved (13). 

Diagnostic errors based on clinical as- 
sessment are common, as every clinician 
knows. Such errors may account for some 
of the contradictory findings. Deep de- 
pression with psychomotor retardation 
can be difficult to distinguish from cata- 
tonia. Restlessness and drivenness 
may be mistaken for mania. For some 
diagnosticians paranoid delusions are 
positive evidence of schizophrenia. When 
care is taken to differentiate bizarre de- 
lusions from carefully organized, “realistic” 
sounding paranoid systems that are based 
on a faulty premise, it is generally found 
that more extensive autokinesis is associated 
with the former type of delusion and little 
or no movement with the latter. The be- 
havior of hysterical personalities and in 
particular the symptoms of hysterical 
psychosis, as well as the psychotic episodes 
of sociopathic personalities, can be mis- 
interpreted as schizophrenia. 

We have described(9) how autokinetic 
test data clarified and made possible a 
better understanding of clinical findings. 
My father frequently saw a patient's ill- 
ness crystallize over time in accordance 
with autokinetic test expectations. Hos- 
pital staff were not infrequently perplexed 
by the illness form in its acute state, only 
to become clear about diagnosis after 
Several months had elapsed. 

The reported findings fall into the 
general class of research that links per- 
sonality organization and psychopathology 
to cognitive and ego organization. We 
refer primarily to the work of Witkin (17) 
and Gardner (18) and a number of others. 
Witkin’s work on psychological differen- 
tiation appears most closely related to 
ours. Indeed, many of his empirical findings 
regarding field dependence and inde- 
pendence are similar to ours regarding 
lesser and more extensive autokinesis. It is 
curious that we found no relationship be- 
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tween autokinetic test scores and those of 
the rod-and-frame and embedded-figures 
tests (11). These findings say the obvious— 
that psychopathology and normal person- 
ality structures reflect the interaction of a 
number of different variables. 

Since adequate psychiatric treatment must 
deal effectively with form as well as content, 
it appears important to add another well- 
established test to the psychiatrist’s and 
clinical psychologists diagnostic arma- 
mentarium. Furthermore, psychiatric ill- 
nesses tend to have a natural history, a fact 
that cannot be overlooked in sound treat- 
ment planning; this is an added reason for 
establishing the correct diagnosis. We know 
of no single test that so easily provides reli- 
able information, if placed in the context of 
the clinical history, for establishing a formal 
diagnosis as does the autokinetic test. 
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Life is a brief ray of light dividing two darknesses 

Fleeting reality sandwiched between history and eternity. 

We are the pawns— fugitives from the one, captives of the other. 
Why then all the fuss about issues? 


Why the posturing, the empty pretenses? 
Does anything matter other than hunger and cold and pain? 
If so to whom, for how long, and why? 


Existence is but a vehicle 


Transporting man through the thorny labyrinth 


That bridges the voids. 


‘Reprinted from Perspec: 
1970, the University of Chicago Press. 


—A. L. LIEBER 
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This Month’s Special Section 


Sensory Deprivation 


Studies of the Deaf: Relevance to Psychiatric Theory 


BY KENNETH Z. ALTSHULER, M.D. 


The author reports observations extending 
over 16 years of persons with early total 
deafness. Despite the variety and severity 
of early stresses, schizophrenia did not ap- 
pear with unusual frequency, although hal- 
lucinations (alleged to be auditory) occurred 
in about the same proportion as in schizo- 
phrenics with hearing. Obsessional character 
problems and psychotic depression were 
rare, but an increase in impulsive behavior 
was noted; the author hypothesizes that 
audition is somehow necessary to the inter- 
nalized control of rage. 


OS THE PAST 15 years New York 
State has developed a program of psy- 
chiatric services for the deaf that now in- 
cludes an in- and outpatient unit, rehabilita- 
tive services keyed to the department of 
Vocational rehabilitation and a halfway 
house, and a preventive program directed 
at school children and their parents. The 
evolution of the program under three suc- 
Cessive and distinct, although overlapping, 
projects has allowed for controlled as well 
às clinical observations in a patient popula- 
tion that totals more than 1,000 thus far 
(1-3). The present paper will note some 


Read at the 123rd annual meeting of the American 
Psychiatric Association, San Francisco, Calif, May 
11-15, 1970. 

Dr. Altshuler is Chief, New York State Psychiatric 
Services for the Deaf, Rockland State Hospital and 
New York State Psychiatric Institute, 722 W. 168th St. 
New York, N.Y. 10032, and Assistant Clinical Pro- 
fessor, Department of Psychiatry, College of Physicians 
and Surgeons, Columbia University, New York, N.Y. 
bi This work was supported in part by Social and Reha- 

ilitation Service grants RD-7, RD-1197, and RD-2128S 
from the Department of Health, Education, and Welfare. 

The author wishes to acknowledge the assistance of 

iss Mima Cataldo in preparing this manuscript. 


Amer. J. Psychiat. 127:11, May 1971 


inferences for elements of psychiatric theory 
of certain findings on this special population, 
namely the early, pre-verbally, and totally 
deaf. 

Early total deafness mediates its conse- 
quences in a number of interrelated ways. 
Blocking the affected individual from a ma- 
jor source of stimulus input, it deprives him 
of a wide range of general experience. In 
the interpersonal sense, it removes him from 
experiencing the emotionality aroused and 
modulated through sound—from his moth- 
er's voice onwards—and of the ability to 
respond as expected, vocally or otherwise, 
and thereby generate a further appropriate 
interchange. Equally important, it makes 
impossible the development of verbal lan- 
guage at the usual time. The teaching of 
oral, verbal language to the deaf is a slow 
and tedious process, with notable success 
achieved in only one-quarter of cases and 
always late; the majority of the deaf rely 
on manual language, a language of natural 
and conventionalized signs and finger spell- 
ing that is picked up (late) along the way 
and is seldom taught systematically. 

Deafness is usually discovered in the first 
year of life, after failure to respond normally 
has generated an anxious concern in the 
mother. With the discovery comes guilt, 
sorrow, and a sense of grave uncertainty 
about how to deal with a sudden stranger. 
The result is further distance in the child- 
parent relationship, and power struggles 
and overprotection ensue as parents try to 
grapple with their own ambivalence and 


1 Deafness throughout the course of the projects has 
been defined operationally as “a stress-producing hear- 
ing loss from birth or early childhood making effective 
auditory contact with the world impossible" (1). 
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somehow socialize a child who—without 
audition or language—does not understand. 
Temper tantrums on both sides are not un- 
common and the parent often as not capit- 
ulates. Added to this turmoil is the unavail- 
ability to the child, at perhaps a critical time 
in development, of language symbols with 
which to play, learn, and somehow order 
his environment as his knowledge of it grows. 


The Deaf and Schizophrenia 


Despite the difficulties occasioned by un- 
easy child-parent relationships, the further 
distance from objects imposed by the ab- 
sence of the enrichment of sound and audi- 
tory exchange, and the uneven psychological 
development resulting from the failure to 
develop language at the usual time, schizo- 
phrenia was discovered to be no more fre- 
quent in the deaf than in the hearing. To 
investigate this problem all siblings of deaf 
schizophrenic patients hospitalized through- 
out the state were studied; diagnoses on the 
(hospitalized) index cases were confirmed 
by personal interviews—in manual language 
where necessary (4, 5).? Results indicated 
that the expectancy rate for schizophrenia 
among the hearing sibs of deaf schizophre- 
nics was not significantly different than that 
of the deaf sibs, while both groups showed 
the same increased expectancy for the dis- 
ease demonstrated in other sibship studies 
of schizophrenia, The respective values are 
11.2 percent risk for hearing sibs, 15.8 per- 
cent for deaf sibs, 11.6 percent for all sibs 
combined, and a range of roughly 10 to 15 
percent for sibs of schizophrenics in most 
other comparable studies (4-7) Thus 
studies of the deaf defining the frequency 


* Estimates of expectancy based on hospital di 

or obtained by considering the number of nee 
cases were also made (4). Frequent incorrect diagnoses 
were noted that, along with Consequent failure to treat 
accurately and evaluate progress, had led to an accumu- 
lation of deaf PRIMA Comparison of the proportions 
hospitalized of the total deaf and hearing populations 
therefore gave a picutre weighted toward showing a 
somewhat larger percentage for the deaf. : 

, .The assumption was that if de: i 
influenced the likelihood for SEEDS thee 
deaf cases should show rates similar to those of the 
general population (one percent), and differences should 
also prevail between hearing and deaf sibs of the index 
cases. If deafness was not of major importance, then all 
sibships would show an increase based on genetic 
similarity to an affected person, and one that would 
not vary materially when sibs were subgrouped as deaf 
or hearing. Results supported the latter alternative. 
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of illness in this special group were brought 
to bear on the nature-nurture controversy 
in schizophrenia; the final data substantiated 
the role of heritable factors and the limita- 
tions in changes that can be induced by at 
least those particular stresses that are as- 
sociated with early total deafness. 


Hallucinations are known to occur in 
some 50 percent of all schizophrenic cases, 
with the large majority being auditory in 
nature (8, 9). Of the 57 deaf schizophrenic 
patients treated on the special unit in the 
most recent project (1966-1969), 22 hal- 
lucinated—and 17 of these patients de- 
scribed some sort of auditory phenomena. 
To be sure, minute scrutiny might suggest 
that the words were felt rather than heard, 
or that vibration rather than sound was 
involved (e.g., the noise of a vacuum cleaner 
run overhead by perfidious neighbors). One 
could also speculate over the possibility of 
hallucinating what one has never experi- 
enced, since the majority of these patients 
were congenitally deaf. But regardless of 
the ultimate terms of description, the ques- 
tion remains why these patients should in- 
sist they were hearing something. 


The most obvious explanation would be 
that hallucinations serve as wish fulfillments, 
and gratify in these patients the wish to hear. 
The implication of this is that the hallucina- 
tion in the hearing patient serves n number 
of functions, while for the deaf patient in 
every case it fulfills the same number of 
wishes plus the wish to hear, i.e., n + 1. 


Were the wish for hearing so strong that 
it could override all other considerations to 
give this result, an unusual frequency of 
auditory hallucinations would be expected 
in the deaf, (On the other hand, if it were 
of relatively little account, not enough for 
a “bonus” effect, such hallucinations should 
be encountered but rarely.) The fact is they 
occur with about the same frequency as 1n 
the hearing. Thus the possibility that the 
deaf person gets some extra mileage out of 
the symptom—aside from its being undemo- 
cratic—requires that an auxiliary hypothesis 
be invoked to explain the same symptom 
occurring among deaf and hearing patients 
with no change in prevalence, and in the 
same disease; it is incongruous, against the 
law of parsimonious explanation, and mani- 
festly unlikely. 
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A second possibility would be that the 

concepts embodied in the hallucinatory ex- 
perience or its communicatory function 
require language, words, or an experience 
of "audition" for their proper expression. 
Unfortunately for this idea, perusal of our 
patients’ hallucinations reveals no such 
uniformity, for they embody any number 
and variety of nonverbal as well as verbal 
experiences. Some of these are entirely in- 
choate and rudimentary, while on the other 
hand it seems obvious that visual hallucina- 
tions of communication in manual langauge 
should serve for even the most specific mes- 
sage-bearing aspects of a_ hallucinatory 
phenomenon. 
_ The remaining and most likely explana- 
tion is an organic one: that schizophrenia 
is a disease that demands—peremptorily 
requires—an experience cast as the patient 
would consider audition, and that this de- 
mand derives from a central, organic base. 
The models for this are the visual (and oc- 
casional auditory) hallucinations caused by 
the various hallucinogens or in toxic psy- 
choses, and by temporal lobe, especially 
amygdaloid, foci(10-13). That auditory 
hallucinations may have an organic base 
is certainly not a new idea; it has been ad- 
vanced occasionally in the face of some 
Special neurologic study or event (14-16). 
Few dynamic psychiatrists have entertained 
it seriously, however, and hallucinations 
of auditory phenomena, especially in schizo- 
phrenia, have for the most part remained 
Securely conceptualized in functional terms 
alone. This tendency was perhaps reinforced 
by the omnidirectional, relatively less ob- 
ject-bound and hence intangible qualities 
of sound (versus the more concrete, fixed, 
and delimited aspects of vision) (17). The 
data on the deaf are the first solely clinical 
findings from which deductions may be 
made to support an organic view. 


Deafness and Depression 


Repetitive guilty expressions of self-re- 
crimination, self-loathing, or expiatory 
penitence and those elements that constitute 
the various forms of psychomotor retarda- 
tion are curiously absent from the descrip- 
tive rolls of our patients with early total 
deafness. In all, there has been only one 
case of manic-depressive psychosis with at 
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least one truly depressive episode followed 
by a manic phase. In the involutional psy- 
choses, only three of 13 cases seen through 
1966 showed any depressive features at all; 
and in the most recent project (1966-1969), 
during which 96 inpatients were treated, 
only two received antidepressive medica- 
tion as the primary pharmacotherapeutic 
agent (3). Clinical presentations in the ma- 
jority of cycloid and involutional cases were 
of the paranoid form of the disease or were 
distinguished by an anxious agitated state 
without depression, and depressive equiva- 
lents such as somatization were not uncom- 
mon (2, 3, 18). It should be emphasized that 
these findings refer to symptomatic expres- 
sion, not prevalence, of the severe, psychotic 
levels of disease, for symptom choice must 
obviously depend on the early perceptual 
and cognitive as well as the genetic and 
emotional equipment of the subsequently 
affected individual. To be sure, it must also 
be noted that more superficial levels of de- 
pressive affect, especially over the handicap 
itself, are not uncommon in the deaf (19). 


Impulsivity, Obsessional Traits, and 
Deafness 


On the other hand, predominant symp- 
toms on hospital admission have generally 
included “impulsive, aggressive behavior” 
regardless of the diagnosis ultimately as- 
signed (2, 4), a finding that has recently been 
replicated outside of our projects by studies 
of deaf patients in Chicago and in England 
and by a national survey in Denmark (19-21). 
Experience in our outpatient clinic confirms 
the common association of impulsivity with 
early total deafness and has been indicated 
by the psychological studies of other investi- 
gators as well (2, 22, 23). Even the nonpatient 
“normal” deaf person may often be de- 
scribed as having a “generally egocentric 
view of the world. . .demands unfettered 
by excessive control machinery, [and an] 
adaptive approach characterized by gross 
coercive dependence and riddance [of anx- 
iety] through action” (18, p. 63). At the same 
time our entire clinic population of 456 
yields only one case of obsessional neurosis, 
and a rare encounter with the common ob- 
sessional characteristics of excessive neat- 
ness, punctiliousness in time, and prideful, 
excessive rational control even at the expense 


[99] 


1524 


of emotional expression. 

The possibility exists that society responds 
to the deaf by overprotection and spoon- 
feeding and that this response contributes 
to the above findings by fostering a depen- 
dency adaptation.' Whatever this contribu- 
tion, it comes into play relatively late, when 
the child enters school and moves into the 
world outside the family. But in theory at 
least, the groundwork for obsessional char- 
acteristics is supposed to be laid during 
disciplinary power struggles of the second 
and third years of life, and the seeds of de- 
pressive illness are perhaps sown even ear- 
lier. Dynamically, both also depend on the 
ultimate fate and management of rage: in 
depression (with psychomotor retardation 
or guilty self-recrimination) the rage is 
totally impounded, and what percolates 
toward the surface is turned forcibly on 
the self; in obsessionalism, some level of 
impounding and internalization of the 
struggle takes place with either compulsive 
defiance or ingratiating compliance becom- 
ing the behavioral rule. 

Certainly the deaf child must often face 
the severe traumata of maternal withdrawal 
and ambivalence during his first year and 
must deal with frightening discipline, with- 
out the aid of word symbols with which to 
organize and understand, in the several 
years that follow. Yet the deaf child, and 
later adult, is rarely compulsively defiant 
or impotently submissive. He generally 
wants to do what he wants, has a low frus- 
tration tolerance, and may act impulsively 
or explosively as tension mounts, The par- 
tial resemblance is to the hysteroid or oral 
dependent Personality (24). It is as if the 
absence of audition somehow protects the 
person from emerging from the power 
struggle as an obsessional, and removes as 
an option the subsequent development of 
certain depressive manifestations—both of 


mit an equivalent paternalistic ABDak: Tue M 
Essential Aspects of Deafness," is directed by K Z 
Altshuler, SRS-RD3310-SD, and L. Savic, SRS- 
YUG037-70, and is a collaborative research project 
sponsored by the Social and Rehabilitation Service of 
A Dorint of Health, Education, and Welfare. No 
Published information on the project is avai i 

it was begun in March 1970. dudo s 


[100] 


STUDIES OF THE DEAF 


which denouements depend on the inter- 
nalized control of rage. Stated otherwise, 
without whatever something is enabled by 
audition, the traumata of early months do 
not give rise to certain depressive symptoms, 
and severe disciplinary battles seldom yield 
Obsessional neurotic or compulsive char- 
acters. 


One inference to be emphasized is that 
the developmental choice determined during 
these years of discipline is probably on an 
impulsive-obsessive continuum, with audi- 
tion being necessary for the obsessional 
qualities to emerge. Dealing with this im- 
pulsive-obsessive polarity is therefore the 
developmental task of the time; the individ- 
ual is brought to it with hysteroid or depen- 
dent features; he leaves it to encounter the 
oedipal psychodynamic problems that bear 
on hysterical traits and symptoms. The 
common teaching device contrasting obses- 
sional and hysterical qualities may tend to 
Obscure the real contrast and task of the 
period. 


Theories of depression also should note 
that for earliest traumata to eventuate in 
the usual symptoms, certain “normal” fea- 
tures of development must ensue—particu- 
larly the establishment of automatic systems 
of self-constraint and impulse control. 


To be sure, audition serves a number of 
functions in growth and development: arous- 
ing emotion, influencing object relationships, 
and as the vehicle of warmth and song or 
harsh reprimand. Present from the begin- 
ning of life, these transactions are enabled 
to become refined and serve more compli- 
cated nuances with the development of 
language, a “prerequisite for object relations 
in the human pattern" (25). It is also likely 
that it is no accident for language develop- 
ment to concur in time with the evolution 
of impulse control and internalization of 
rage and self-constraint. Words or signs 
bring with them the first substitution of 
smaller for larger units of action, as the 
pointing finger or the word for milk replaces 
gross undifferentiated motor signals of 
frustration. The efflorescence of language 
provides a tool for the economical organiza- 
tion, storage, and arrangement of experi- 
ence. Its culmination is the system of hief- 
archical symbols necessary for various levels 
of abstract thinking and—that ultimate 
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economy of action—the trial action and 
sequential contemplation that is rational 
thought. Along the way there are innumer- 
able hours of word play and the structurali- 
zation of language. The symbolic system 
thus afforded doubtlessly serves in psy- 
chological structure building as well, and 
as a vehicle for internalizing strictures first 
imposed from without; as Freud noted 
years ago, obsessionals often are precocious 
in ego development (presumably in lan- 
guage development as well), and the ego 
from which conscience develops “wears 
an auditory lobe” (26, 27). So it would seem 
that language, in conjunction with audition 
per se, serves as both model and a means 
of embedding the internalized constraints 
necessary for both obsessionalism and de- 
pression as it is generally manifested. 

The relative absence of certain traits and 
symptoms in persons deprived of audition 
for a lifetime also suggests a shift of stand- 
point in our efforts to observe and study 
developmental roles of the various modes 
of perception. The blind child cannot long 
maintain the option of impulsivity, yet the 
mere presence of vision has little bearing 
on the level of impulse control achieved 
for a given individual. Similarly, audition 
at an early time in life seems necessary for, 
but does not guarantee, the eventuation of 
obsessional qualities or depressive signs of 
psychomotor retardation. In both, the 
presence of an intact perceptual system 
merely enables the choice, but it is not caus- 
al—either in the direct or “necessary but 
not sufficient” sense. The viewpoint of per- 
ception as enabling rather than causal 
should allow for the study and ultimate de- 
finition of what options and characteristics 
are precluded by interference with a partic- 
ular perceptual mode at the various stages 
of development. 


Summary 


New York's 15 years of experience has 
allowed for both controlled and clinical 
Observations of persons with early total 


language, as evidenced in their excellent manual com- 


munication. 
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deafness. The conditions of this handicap 
block affected persons from the emotion- 
ality aroused or transmitted by sound and 
lead to the late and often incomplete de- 
velopment of language. Despite the variety 
and severity of ensuing early stresses, Schizo- 
phrenia appears with no greater frequency 
in the deaf than in people with normal 
hearing. It is of interest, however, that hal- 
lucinations, alleged to be auditory, occur 
in about the same proportion of cases as in 
hearing schizophrenics. This finding suggests 
that either such hallucinations serve the deaf 
patient in each case an extra wish-fulfilling 
function over his hearing counterpart (the 
wish for hearing) or—as is more likely— 
that the disease specifically and peremptorily 
demands a hallucinatory experience cast as 
the subject would imagine audition. Impli- 
cations of these possibilities are brought 
into focus. 

Obsessional character problems and psy- 
chotic depression that is characterized by 
psychomotor retardation are rare, but an 
increase in impulsive behavior is clearly 
noted among this special population. With 
depression predicated on the splitting of 
internalized rage, and obsessional distur- 
bances deriving from conflicts over feared 
rage, the evident hypothesis is that audition 
is somehow necessary to the internalized 
control of rage. Points implied include: 1) 
that language development may be essen- 
tial in both obsessionalism and depression 
as a model and a means of structuralizing 
constraint—through the substitution of 
smaller (word units) for larger units of ac- 
tion; 2) that on a developmental basis the 
polarity to be emphasized is not obsessional 
versus hysterical (as is so often used in teach- 
ing illustrations) but obsessional versus im- 
pulsive; these are the actual choices at the 
given time in development, while hysterical 
qualities grow out of a different, subsequently 
emerging psychodynamic base; 3) that the 
absence of a given perceptual mode may pre- 
clude certain adaptive options, while its pres- 
ence enables but does not guarantee the 
choice. Thus, without sight, impulsivity is 
not an adaptive possibility, and without 
hearing (and early language), obsessional 
control or contained, retarded forms of 
depression are unlikely. According to this 
conception, each perceptual mode is seen 
to play a widely enabling, rather than speci- 
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A Psychiatric Program for the Deaf: 
Experiences and Implications 


BY JOHN D. RAINER, M.D., AND KENNETH Z. ALTSHULER, M.D. 


The authors describe the first psychiatric 
research and demonstration program for 
the deaf in the U.S., which began in New 
York State in 1955. In 1963 a special inpa- 
tient unit for the deaf was opened; during 
its first three years it was able to discharge 
nearly 50 percent of patients over 25 and 
25 percent of the young group. This unit 
has been used as a model for similar pro- 
grams in other parts of the U.S., England, 
and Scandinavia. The most recent effort 
has been in the areas of preventive psychia- 
try and rehabilitation. The authors also 
outline unmet needs. 


E 1955 the first psychiatric research and 
demonstration program for the deaf was 
begun in New York State. Its purposes were 
to satisfy the great unmet needs for psychiat- 
ric services for the deaf; to realize the many 
theoretical, clinical, and social gains to be 
derived from such services; and to overcome 
the despair and neglect that had character- 
ized this field. At the time, special education 
for the deaf in America was more than 100 
years old; psychologists had developed tests 
of intelligence and maturity and were be- 
ginning to give attention to emotional as- 
pects of deafness as well. But the pathway 
to an understanding of psychiatric symp- 
toms and to the development and availabil- 
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ity of treatment was blocked by formidable 
obstacles to communication. There were 
probably some more subtle bases for avoid- 
ing the problem as well: the soundless world 
of the deaf is unconsciously equated, by 
many persons, with lifelessness, with im- 
penetrability, and with hopelessness regard- 
ing vital human contacts. 

In retrospect, and with 15 years’ hindsight, 
this attitude seems fortunately quite remote 
to those of us who have been associated with 
the deaf for that period of time. On the con- 
trary, even in our earliest contacts with deaf 
people, patients and nonpatients alike, we 
were struck by the fascination and the hu- 
manity of this new enterprise. We have 
since observed that everyone connected 
with the program, from psychiatrists to 
ward attendants, has experienced a sense 
of dedication and devotion in spite of the 
many difficulties and frustrations. This 
strongly positive investment may be caused 
by the inherent interest of the work or the 
challenge of doing the seemingly impossible, 
by the gratification of success or some spe- 
cial emotion and satisfaction in reaching 
the deaf. In any case, we have seen this re- 
action over the years among psychiatrists 
from many parts of the country and all 
over the world, and it bodes well for the 
future extension of this work. 


It was the late Dr. Franz Kallmann who 
saw the potential in combining a research 
project and a clinical program involving 
mental health and adjustment problems of 
persons in the adult range who had been 
profoundly deaf since birth or early child- 
hood. His decision to put the resources of 
the Department of Medical Genetics of 
the New York State Psychiatric Institute 
and the New York State Department of 
Mental Hygiene behind the first mental 
health project for the deaf arose from a 
background of many years’ experience in 
genetic counseling to families with a pro- 
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found congenital defect as well as from his 
research into the etiologic and contributing 
factors in mental illness. It followed a series 
of conferences with the Social and Rehabil- 
itation Service, U.S. Department of Health, 
Education, and Welfare, in which the psy- 
chiatric blocks to effective vocational re- 
habilitation became evident. 

There was a great deal of groundwork to 
be done first. A staff versed in psychiatry 
and psychology, demography, statistics, 
and genetics went about determining the 
size and structure of the deaf population, 
its patterns of social and family adaptation, 
and the type and distribution of neurotic 
and psychotic disorder to be found, while 
at the same time developing experience in 
psychiatric treatment and management. 

With deafness defined as “a stress-pro- 
ducing hearing loss from birth or early 
childhood rendering a person incapable of 
substantial auditory contact with the envi- 
ronment,” some of the demographic and 
genetic findings of the program were: a 
deaf population in New York State of 
about one person per 1,000 of the general 
population, with a ratio of 113 males to 100 
females; a relatively low but increasing mar- 
riage rate and a relatively high divorce rate; 
a marked assortative mating pattern; an in- 
creased consanguinity rate; and a hereditary 
pattern of about 80 percent recessive, 20 per- 
cent dominant in the half of the deaf popu- 
nae with no clear environmental etiology 
(1). 

In educational and social adjustment, 
comparison of discordant twins indicated 
a 20-point difference in IQ on language- 
dependent tests. Interviews with a cross 
section of the deaf adults in the State de- 
picted a group of people who were ‘making 
slow Progress toward educational and voca- 
tional Opportunity, had generally poor 
preparation for family living, and were 
underachieving both in school and in work, 

The operation of a pilot clinic for the deaf 
gave the Opportunity to see at first hand 
some of the particular kinds of maladjust- 
ment and Psychopathology in this group. 
In regard to character disorder, there was 
noted a lack of empathy, a diminished un- 
derstanding and regard for the feelings of 
other People, a lessened awareness of the 
Impact of one’s own behavior on other 


[104] 


PSYCHIATRIC PROGRAM FOR THE DEAF 


people, and the tendency toward impul- 
sive behavior, with limited control and con- 
straint. One corollary of the latter trait is 
that rage lies close to the surface rather than 
becoming internalized, and indeed little or 
no retarded depressive symptomatology was 
noted (2). Paranoid symptoms and projec- 
tive mechanisms were seen but were not 
universal and basically were no more prev- 
alent than among hearing groups. Orga- 
nized obsessional mechanisms were rare. 
The most prevalent diagnosis among non- 
psychotic adult patients was passive-aggres- 
sive personality disorder. 


Whether these character traits and symp- 
tom patterns are related to absence of verbal 
language per se or to the lack of parent-child 
communication in the early years is still a 
moot question. To put it another way, is it 
in language itself or in the closeness of con- 
tact that language brings that the clue to 
some of the character traits noted is to be 
found? On the one hand associational path- 
ways may be different for the deaf child with 
diminished verbal thinking, and the altered 
language matrix in turn may alter the quality 
of experience. Poor abstraction ability may 
make it harder to rationalize, to generalize, 
and to siphon off emergency emotions—in 
short, to move from primary process to sec- 
ondary process thought. 

There is experimental evidence, on the 
other hand, that the deaf youngster is not 
intrinsically incapable of logical thought 
despite the lack of verbal proficiency (3). 
Many persons have noted similarities be- 
tween the deaf child and the culturally de- 
prived child, and deafness may indeed be 
used as a special instance for the study of 
this large-scale social problem. An extreme 
example is represented by a symptom com- 
plex we have seen among our adolescents 
and adults that we have termed the primi- 
tive personality—a pervading social and 
Cognitive immaturity found in some dea 
persons who have had no communication 
at home at all, having been raised on the 
periphery of the family or by parents largely 
absent or themselves psychotic. 

The controversy regarding manual or oral 
communication for the deaf child tends to 
complicate the investigation of this central 
Problem since many mothers who might 
try to communicate by whatever means 
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TABLE 1 
Diagnostic Distribution of Hospital Patients 


PERCENT OF 
NEW YORK STATE 


PERCENT OF 
TOTAL 


HOSPITALPOPULATION — ADMISSIONSTO 
DIAGNOSIS. DEAF HEARING SPECIAL WARD (Ne 18 NEA) Net E 
Schizophrenia 522 56.5 54 
Psychosis with mental deficiency 182 31 4 s. a en 
Senile and arteriosclerotic psychosis 74 16.2 5 
Cycloid and involutional psychosis 5.2 8.0 8 1 3 4 
Organic psychosis 

With retinitis pigmentosa 4.8 

Other 7.0 12.0 6 = 3 3 
Other behavioral disorders 4.3 3.4 28 8 6 14 
Undiagnosed 0.9 02 


are available and to encourage this in their 
deaf child have been indoctrinated with 
the importance of using the voice only. To 
understand better the role of cultural and 
social expectation as filtered through the 
family to the deaf child, we have begun a 
comparative study involving deaf and hear- 
ing children in Yugoslavia and in the United 
States. 


The Hospitalized Deaf 


„Turning to psychotic and particularly hos- 
pitalized illness in the deaf, an important 
task of the mental health project during its 
entire development has been the ascertain- 
ment and study of deaf patients in the vari- 
ous state institutions. It was first necessary 
to develop facility in psychiatric diagnosis, 
necessarily a prolonged process in the case 
of the deaf. Oral, manual, and written com- 
munication had to be employed, with facial 
expression and bodily gestures playing a 
prime. supplementary role. Lack of emo- 
tional depth and inappropriateness of mood 
were found more difficult to detect; signs 
and gestures enliven the 
even an emotionally withdrawn hearing 
patient. The distribution of psychotic dis- 
turbances in the deaf may be seen in table 
l. The column headed "Deaf" is a break- 
down of 230 deaf patients found in New 
York State mental hospitals during the 
years 1955 to 1962. The figures in the col- 
umn headed “Hearing” represent à break- 
down of 92,000 hearing patients in the same 
hospitals during the same years. The diag- 
noses of the deaf patients were made by our 
Own staff and did not necessarily conform 
to the original hospital diagnosis. 

In the case of schizophrenia, study of the 


deaf provided the occasion to investigate 
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some basic etiological factors. The usual 
disturbances in parent-child relationships, 
covert maternal wishes for rejection, and 
denial of the needs and limitations of the 
children might have been thought to cor- 
respond to the family picture associated 
with schizophrenia. At the same time the 
frequent asynchrony of experiential and 
maturational factors sounded like what 
has been described as preschizophrenic 
development. Our findings nevertheless. 
indicated no increase in the schizophrenia 
rate among the deaf as compared with the 
hearing (although there was evidence for 
longer stay in the hospital, at least until 
our subsequent special facility was devel- 
oped). At the same time the risk for schizo- 
phrenia among the siblings of deaf schizo- 
phrenics proved not to be significantly 
different from that of the sibs of hearing 
schizophrenics in New York State, nor was 
there any significant difference in schizo- 
phrenia risk between hearing and deaf sibs 
of schizophrenic patients. These data indi- 
cate rather clearly that whatever other im- 
pact deafness may have on personality 
development, it does not seem to have an 
appreciable influence on the likelihood of 
one's developing schizophrenia. 

At the close of the first phase of our proj- 
ect, a number of recommendations were 
made based on needs discovered through 
experience. One of these was for a preven- 
tive mental health program in schools and 
homes, something that was not developed 
until later. The other was for an inpatient 
service—a ward for the deaf at a state hos- 
pital where persons who were otherwise 
isolated, unable to communicate with staff 
or other patients and in many cases tending 
to remain hospitalized for considerably 
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longer periods than their hearing counter- 
parts, could be transferred or admitted for 
intensive treatment. In 1963 an important 
step toward the development of compre- 
hensive mental health services was under- 
taken with the establishment of such a 
special inpatient unit for the deaf (4). 


Opening of the New Facility 


This facility, the first of its kind, was de- 
signed to house 30 patients (15 males and 
15 females) and provide a staff that was pro- 
fessionally skilled and conversant with 
manual language. It was located in a special- 
ly altered section of Rockland State Hos- 
pital about 20 miles from New York City. 
Functioning as an intensive treatment unit, 
it required a large staff-to-patient ratio. Re- 
ferrals were made by community agencies, 
private individuals, and schools, as well as 
transfer from other state hospitals. In table 
1, the diagnostic distribution of the first 50 
patients seen in this special unit is shown. 
Treatment included psychotherapy, drug 
and somatic therapies, and a favorable 
ward milieu. Adjunctive treatments in- 
cluded occupational and recreational ther- 
apy, a school program, rehabilitation coun- 
seling with prevocational experience in the 
hospital, and social activities organized with 
the help of volunteers. A group therapy pro- 
gram conducted by our psychiatric staff 
with the use of the manual language and 
enhanced by videotape playback proved to 
be an important vehicle to supplement in- 
dividual treatment. Patients were able to 
yield Some of their distorted perceptions, 
and with a sense of group identity came 
the first empathic interest in others ever 
experienced by many of these estranged 
conceptually limited, and personally inex- 
perienced individuals. 

: During the three pilot years of this inpa- 
tient program it was possible to discharge 
close to 50 percent of the patients over 25 
years of age and 25 percent of the young 
adult group. Among those discharged were 
patients who had Spent from 20 to 25 years 
in other hospitals and were able to be placed 
on convalescent care within months after 
i. transfer. At the end of a three-year 

nstration period, the ward for the 
deaf Plus the existing outpatient service 
were Incorporated into the regular program 
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of the New York State Department of 
Mental Hygiene and served as a model for 
a number of similar programs in other parts 
of the United States and of the world, In 
the north of England, Denmark and El- 
dridge (5), encountering similar problems 
of diagnosis and classification, established 
a 26-bed inpatient unit for deaf patients at 
Whittingham Hosptial and outpatient 
clinics both in Manchester and London, 
Programs in Scandinavia include a Danish 
hospital where Remvig treated 31 patients 
over a period of six years in a centralized 
unit (6). In Norway, Basilier (7) worked 
closely with patients at a mental hospital 
as well as at a special school for emotionally 
disturbed deaf children and adolescents. 
In this country a number of psychiatric 
Services were developed including those 
by Grinker and Vernon at Michael Reese 
Hospital in Chicago (8), by Robinson at 
St. Elizabeths Hospital in Washington, 
D.C., and by Schlesinger at the Langley 
Porter Clinic in San Francisco (9). 

With the permanent establishment of the 
clinical services in New York State, it was 
possible in 1966 to embark upon the third 
phase of our psychiatric program for the 
deaf, an expansion into the areas of preven- 
tive psychiatry and rehabilitation (10). 


Prevention and Rehabilitation 


It had been clear throughout the program 
that a good many of the problems that we 
Saw in adolescents and adults could be 
traced back at least to the school years, 
which generally offer the first chance 
for persons outside the family to 
note any signs of early disorder, In the first 
phase of our Study we found that deaf crim- 
inals and offenders had consistently shown 
a history of behavior difficulty while in 
School, and many clinic referrals from 
schools had been made for sexual problems, 
stealing, and other symptoms of disturbed 
Personality. A consulting relationship with 
a school for the deaf was undertaken during 
the second phase of the program; this €x- 
perience uncovered a large and unmet need 
for individual and group counseling for 
deaf students and for programs to help 
them develop concepts of responsibility 
and feelings of concern for others. There 
was also a paucity of psychiatric guidance 
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for teachers, cottage parents, and other 
staff to help them in encouraging healthy 
identifications, attitudes, and development 
in their charges. And certainly the role of 
the parent of the child who spent most of 
his week in a residential school was insuf- 
ficiently emphasized. Parents had little 
chance to discuss their problems with their 
children or their own feelings of shame and 
guilt that resulted in various combinations 
of rejection and overprotection. 


„Thus during the project's third phase in- 
dividual consultations at the school were 
continued, but they were supplemented by 
meetings with the teachers and houseparents, 
both individually and in groups. In addition, 
direct work with adolescent student groups 
was undertaken to enhance their abilities to 
observe themselves and others, to give them 
a framework in which to define the conse- 
quences of their own behavior, to deepen 
their conceptual grasp and sense of mutual 
interest and responsibility, and to foster 
better identification with the rules and roles 
of sexual and family behavior. Videotape 
recording provided instant playback for 
Objective observation of the children's 
own interaction. Finally, group sessions 
with parents of students—both deaf and 
hearing parents of younger children as well 
as those of full-grown adolescents—fer- 
reted out many of their resistances to a 
healthy stance with respect to their children 
and provided supportive reinforcement to 
their realization that others shared their 
difficulties. 

With regard to the rehabilitation process, 
persistent bottlenecks in the inpatient pro- 
gram had become evident during its early 
Stage, Community agencies were not avail- 
able to shelter and receive patients when 
they were ready for discharge, and great 
delays occurred. The addition of a voca- 
tional rehabilitation counselor and the 
establishment of better liaison with state 
Vocational rehabilitation agencies and out- 
Side training facilities made it possible to 
Consider discharge plans early im the pa- 
tients’ hospital stay, and the recruitment 
of a trained social worker and a teacher 
Paved the way to patients’ more effective 
return to the community. 

A major step in the rehabilitation pro- 
gram was the establishment of a close work- 
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TABLE 2 
Treatment Results in Deaf Patients 
on Special Rehabilitation Ward 
INDEPENDENT ACTUAL RESULT 
PROGNOSIS GooD FAIR GUARDED POOR 
Good 1 1 0 o 0 
Fair 28 12 9 6 1 
Guarded 16 3 11 2 0 
Poor 51 4 17 11 19 
Total 96 20 37 19 20 


ing relationship with Fountain House, a 
halfway house in New York City serving 
former psychiatric patients. Its services 
were extended to discharged deaf patients. 
Intramural work in the kitchen, clerical 
department, and the housekeeping units; 
social programs and recreational activities; 
a transitional employment program with 
placement in community industries and 
stores; and finally an apartment program 
establishing independent living arrange- 
ments were all made available to the deaf 
patients. Some of them were able to start 
participating in these activities while they 
were still in the hospital. 

During the three demonstration years of 
the third phase, which has just been com- 
pleted, the project served a total of 96 in- 
patients. Of these, 75 percent had been dis- 
charged by the end of the period, indicating 
an improvement over the experience of the 
preceding three years before the addition 
of the special rehabilitation and halfway 
house program. Compared with indepen- 
dent prognoses made of patients on ad- 
mission (table 2), the improvement rate 
demonstrated the beneficial results of the 
program in both human and financial terms. 

At the present time the New York State 
mental health program for the deaf contains 
the elements of a vertically organized set of 
psychiatric facilities for this special group. 
These facilities are under the aegis of the 
State Department of Mental Hygiene and 
under the immediate direction of the au- 
thors. They comprise an inpatient unit and 
an outpatient clinic staffed by two additional 
psychiatrists, a psychologist, a social work- 
er, a rehabilitation counselor, an occupa- 
tional therapist, and a teacher, together with 
two nurses and 14 attendants. In addition, 
the preventive school program employs an 
additional psychiatrist, working with the 
school psychologist and social worker, and 
the rehabilitation program employs an 
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additional rehabilitation counselor. 

The services started basically from a re- 
search interest and developed by their own 
momentum; as the needs became evident, 
programs were designed to fit them. Thus 
with deliberate intent the program came 
to embody most of the requirements for a 
comprehensive mental health facility. Aside 
from the special theoretical and clinical 
considerations discussed earlier, there 
emerged among the participants a practical 
feeling for the concept of mental health in 
general, something that psychiatrists, psy- 
chologists, and social scientists have long 
tried to define. 


The Future 


In order to extend consideration for the 
mental health of the deaf throughout the 
nation, two conferences were organized 
by the authors of this report. At the first, 
held in New York in 1967 for psychiatrists 
who had begun to work in the field of deaf- 
ness, many problems were discussed at 
length among the profession for the first 
time(11). A second, convened in Houston 
in 1968, was designed for members of other 
mental health professions—rehabilitation 
workers, psychologists, social workers, 
educators, audiologists, speech pathologists, 
clergymen, and others, who discussed the 
roles of their particular disciplines in the 
provision of mental health services for deaf 
people (12). 

The work is not ended, however. There 
are still many unmet needs (13). In addition 
to the extension of mental health services 
to other areas of the country, new activities 
should be started. Preventive efforts must 
be extended to the very young deaf child, 
research must be done on the interactions 
in the family during the first year or two 
of his life, and guidelines for parents must 
be developed and disseminated. Better use 
of Psychiatrists must be made in the schools 
and child psychiatrists should become more 
interested in some of the problems of the 
deaf child. Schools for the emotionally dis- 
turbed deaf child need to be established to 
which children who cannot Temain in the 
ordinary classroom may be transferred for 
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special management and treatment. Facili- 
ties for the care of the deaf mentally retarded 
and better guidelines to courts and law en- 
forcement agencies are among the other 
directions in which psychiatric involvement 
may most beneficially proceed. It is hoped 
that the American Psychiatric Association’s 
recognition of concern for the deaf will help 
to spread awareness of.the considerable 
merits of this long-overlooked but richly re- 
warding psychiatric byway. 
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Visual Phenomenology in Recently Blind Adults 


BY ROY G. FITZGERALD, M.D. 


A psychosocial investigation of 66 recently 
blind adults revealed that depressive reac- 
tions were prominent in a generally abating 
course. Visual residua and behaviors irrele- 
vant to blindness occurred in all subjects. 
They are described and related to maladap- 
tive coping as follows: visual experiences 
waking and sleeping (85 percent of the 
sample); recurrent affective responses to 
dreaming and waking events, and visual 
residua in cognitive and motor behavior 
(100 percent); and maladaptive coping and 
diminished awareness of blindness (95 
percent). 


oss OF SIGHT irrevocably changes the 

course of a person's life. However, 
dreams, daydreams, and many cognitive 
and motor behaviors of the recently blind 
illustrate. the persistence of expectations 
based on intact sight. During interviews of 
the blind, the author was struck by the fre- 
quency and diversity of the subjects’ ongoing 
visual phenomena. It seemed probable that 
an examination of visual phenomena and 
residua in recently blind people might 
provide clues for assessing their adjustment 
to loss of sight and document the extent of 
their resistance to change. The data might 
provide apt comparison with other human 
losses and their residua, such as amputation 
with its phantom pain, bereavement with the 
phenomena of sense of presence, halluci- 
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nations of the loved one, recurrent dreams 
about the loss (1), and maternal deprivation 
with its well-known acute and long-term 
residua (2). 

This paper will briefly outline the early 
reactions to loss of sight and will detail the 
persistence of remnants of the sighted state 
in ongoing experience and behavior. Some 
implications of these findings will be 
presented. 


Subjects and Methods 


The study included all eligible persons 
from a portion of metropolitan London who 
had been registered as blind within the 
preceding year, who were 21 to 65 years of 
age, and who were able to communicate in 
spoken English. Full details of subject 
selection, method of interview, and hetero- 
geneity of the sample with regard to causes 
of blindness, previous sight, remaining sight, 
and rate of onset of blindness are published 
elsewhere (3). 


Results 


As illustrated in figure 1 the reactions to 
loss of sight involved overwhelming psychic 
distress; depressive affect, suicidal ideation, 
anxiety, and other components of the de- 
pressive syndrome were, the most prominent. 
The reactions to loss of sight varied from ex- 
tremely severe cases with severe suicide 
attempts, psychotic aspects including visual 
and auditory hallucinations and persecutory 
delusions, to a moderate but distressful de- 
pressive reaction in most subjects. 

The reaction to blindness was largely self- 
limited, as has been outlined elsewhere (3). 
The subjects were rated for adjustment to 
blindness; findings were confirmed where 
possible by other data sources. Table 1 gives 
the criteria used. There were two distinct 
groups, as will be delineated in another re- 
port addressed to those in the field of re- 
habilitating the blind (4) However, some 
associations between maladaptive coping 


[109] 


1534 


FIGURE 1 
Principle Features of Initial Reaction to Blindness 
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and visual phenomena are included in this 
report. 


Visual Phenomenology and Residua 


Almost all subjects, regardless of prior or 
present socioeconomic status, current sight, 
intelligence, or coping ability, experienced 
visual phenomena and illustrated partial or 
at times even total denial of their blindness, 
Table 2 lists the items that will be empha- 
sized in this report. Some definitions and 
examples follow. 

Visual Experiences Sleeping and Waking 

One or more of these items occurred in 
56 (85 percent) of the subjects, 

Aspects of dreaming. Four-fifths of the 
present group were able to recall their 
dreaming sufficiently to comment spon- 
taneously on examples and content; this is 
in contrast to reports of roughly 50 percent 
recall (5). Many subjects commented both 
on their surprise at visual imagery and on the 
changes in their dreams since their loss of 
sight. Three-fourths of the dreamers noted 
that their dreams seemed more vivid, that 
the colors were more intense, and/or that 
there was a change in content. Dreams 
often contained visual experiences from the 


remote past. Some Subjects had repetitive 
dreams and nightmares. 
One-fifth of the Subjects experienced 
dreams about their loss of sight, about 
blindness, about the darkness, or about 
other people losing their sight. Some sub- 
Jects dreamed about people and places en- 
countered only since their loss of sight, with 
the faces and landscapes being composites 
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of previous ones or with color emphasis 
idiosyncratic to their personal and emo- 
tional color equations(6). One woman, 
widowed six months and blind one year, 
dreamed “of my husband, that he hasn't 
died, and of sight, that I can still see or 
have recovered my sight. I am very disap- 
pointed and fed up when I wake. So, I 
prefer to go to bed earlier for these dreams.” 
Continuous waking visual experiences. 
One-fourth of the subjects were conscious of 
special and continuous visual experiences 
seemingly out of their control. These in- 
cluded visual sensations in and around visual 
field defects, visual disesthesiae unrelated to 
external stimuli, such as changing, flashing, 
or kaleidoscopic effects. A man with retinal 
detachments and no light perception in one 
eye reported, "always light floating by the 
eyes—flickering into the back of the eyes— 
they travel round, different colors, shapes, 
movements. ...]t's never the same, I see a 
light tower, a funeral display. They're often 
so absorbing that they keep me awake at 
night.” He was well adjusted and ran a 
kiosk. Another man, without light percep- 
tion, saw on alternate days "all white as 
though ground glass and pitch black—the 
doctors have no explanation." He was pro- 
fessionally employed. d 
Visual hallucinations. Visual hallucina- 
tions were generally experienced during the 
early weeks after sudden loss of sight and 
were associated with maladaptive coping. 
One West Indian immigrant “saw the three 
spirits of the dead at the start of my blind- 
ness.” A 62-year-old woman, blind for 
three months, said, "Last week after the 


TABLE 1 
Adjustment to Blindness in 66 Adults" 


CRITERIA PERCENT OF SAMPLE 


Maladaptive coping 58 
Some to marked psychic distress 
No clear improvement in initial reaction 
No blind skills 
No successful rehabilitation course 
Little or no motivation 
No positive future plans for self 
Adaptive coping 42 
Little or no continued distress 
A clear turning point in initial reaction 
Positive self-feelings 
Successful completion of rehabilitation course 
Some blind skills learned or planned 
Strong motivation for the future 


14 
* Subjects had been blind three to 60 months, with a median of 
months. 
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TABLE 2 
Items Relating to Visual Phenomenology and Visual Residua in 66 Recently Blind Adults (in Percentages) 


WHOLE SUBJECTS WHO SUBJECTS WITH DIFFERING 
SAMPLE RECALLED DREAMS RESIDUAL VISION 
ITEM (N - 66) (N-53) (N=44) 
1. Visual experiences sleeping and waking 85 
Dream recall 80 
Visual imagery in dreams. 93 
Dreams changed since blindness 74 
Dreams about blindness 21 
Continuous waking visual experiences 24 
Visual hallucinations 10* 
2. Recurrent affective responses to blindness 100 
Longing to see what cannot be seen 97 
Specific events reactivate loss-of-sight feelings 73 
Longing for nonvisual activities 56'* 
Emotional reactions during and in response to dreaming 42 
Longing for work experiences 41 
3. Cognitive and motor responses to blindness 100 
Preoccupation with the visual past, daydreams 83 
Eye irritation, pain, and associated headaches 67 
Aware of trying to see more than able 52 
Continuing sight-dependent activities 36 
Use of optical aids in vain 26 
Attempting to improve vision in worst eye 23 
Confusion over worst eye 11 
4. Maladaptive coping and denial behaviors 95 
Persistent longing for sight 84°? 
Refusing help and rehabilitation for blindness 58 
False ideas of loss of sight 53 
Avoiding other blind people 39°* 
Going to faith healers to restore sight ae 


Unrealistic sight-dependent future plans 


* Significantly correlated with poor adjustment; .01>p>.001 
**As above; 05>p>.02 


death of a friend's sister I saw a church 
window, a funeral man, and Thursday, a 
woman in black followed me at night in the 
street although I knew she wasn't there." 


Recurrent Affective Responses to Blindness 


In addition to their initial reactions to 
blindness (figure 1), all subjects had recur- 
rent affective responses represented by one 
or more of the following items. 

Almost everyone acknowledged longing to 
see what could not be seen. Some of the 
More poignant reports included women 
missing the ability to see to apply their cos- 
metics in the mirror and parents longing to 
see their children playing and growing up. 
They also missed the many activities and ex- 
periences that give meaning to life without 
one's realizing it, such as simple acts of eat- 
ing, facial expression, surveying the land- 
Scape, and even activities that can be sub- 
stituted with learned blind skills, such as 
reading newspapers. 

Specific — blindness-confronting events 
triggered pangs, sadness, regret, nostalgia, 
anger, or depression in 73 percent of the 
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subjects. One or two particular experiences 
seemed responsible for triggering this sort of 
feeling in each person. One man felt great 
regret every time his granddaughter asked 
him to play or read with her. Another man 
who had an excellent adjustment and worked 
in a business office did not think about his 
blindness during his working hours, for he 
managed well. However, he reacted daily 
with sadness and nostalgia as he entered 
his flat and realized he could not see the 
familiar surroundings. 

Some of the nonvisual activities the sub- 
jects longed for as a result of becoming blind 
were taking walks, going out to the pub, 
playing bingo, and other social events. Since 
many of these activities can be replaced by 
skills learned in rehabilitation, it is not sur- 
prising that this item was associated with 
poor adjustment to blindness. ; 

More than two-fifths of those subjects 
having dreams had recurrent affective re- 
sponses related to dreaming. A severely dis- 
abled subject, a multiple sclerosis victim, 
recurrently dreamed, “I always see cripples 
running but there is no awareness of blind- 
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ness but I’m happy that I can see.” Sub- 
jects recurrently experienced strong emo- 
tions on awakening and on contrasting their 
sighted state in the dream to that when 
awake. A woman bereft of both her beloved 
mother and her sight dreamed “of mother 
dying suddenly in the chair. .. all comes back 
to me as a good [visual] life [with her]; 
waking in the morning, surprised and dis- 
appointed that I can't see, pray to God that 
I could.” 

That only two-fifths longed for work ex- 
periences implies that this matter did not 
hold so much affective charge as missing 
visual events. 


Cognitive and Motor Responses to 
Blindness 


The behaviors and thinking patterns of 
the subjects seemed to be a partial denial or 
discounting of blindness, and one or more 
items occurred in all subjects. 

Visual preoccupations and daydreaming 
as a pastime were common. Examples in- 
cluded a woman who could, in daydreams, 
"make the surgeon godlike. . dwell on when 
the bandages were removed, . 
parents—imaginary episodes where they 
return [from death] and are jolly.” This 
latter illustrates how many of the subjects’ 
waking as well as sleep reveries contained 
material relating to other losses, as if this 
expression of denial provided a vehicle for 
reactivation of feelings about a previous 
loss—usually by bereavement. A man among 
the most recently blind group daydreamed, 
"In order to relax I’ve constructed [in fan- 
tasy] a model railroad that I could never 
have as a boy. Sited it ina childhood place.” 
The model railroad seemed so real that the 
interviewer asked to see it! 

Two-thirds of the group had eye strain 
tearing, and headaches, Half the group were 
aware of straining Tepeatedly to see such 
things as faces that they knew they could not 
see or the traffic when crossing the street. 
rather than concentrating on nonvisual 
cues. More than one-third of the subjects 
continued in more structured and complex 
extensions of trying to see, taking up or 
persisting in such activities as oil painting. 
collecting art prints, fine book bindings or 
trying | interior decorating. Several con- 
tinued to buy and carry newspapers, to 
follow particular television programs that 
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were largely sight-oriented or sporting 
events for which there was better audio 
coverage on the radio. 

Seventeen subjects (26 percent) wore 
glasses with no improvement in vision. Six 
others had slight but functionally insignifi- 
cant improvement in their vision. 

Of the 44 subjects with some and/or a 
greater residual amount of vision in one 
eye than the other, 1l continually con- 
sciously attempted to improve vision in the 
worse eye by patching their better eye or by 
simply disregarding the visual impressions in 
the better eye. The mistaken belief that they 
could improve the vision in the worse eye 
may have arisen from the practice of patch- 
ing the better eye in children with squint. 

Among those five confused over the worst 
eye were two subjects who had one eye 
enucleated and replaced with a prosthesis; 
they often attempted to extract the other 
intact globe for cleaning. 


Maladaptive Coping and Denial Behaviors 


In no subject was there complete denial of 
blindness or anosognosia. Weinstein and 
Kahn's subjects (7) all had evidence of or- 
ganic brain syndrome with disorientation, 
and so forth, unlike the present sample. 
Nonetheless, 63 subjects illustrated partial 
denial of their blindness, of their having lost 
their sight, of their having been registered as 
blind, or of their need to cope with their 
blindness. In some subjects this occupied 
a relatively minor part of their lives; 1n 
others it effectively prevented them from 
adapting to their current situation. Only 
three subjects with adaptive coping (table 
1) were not represented here. 

Two of the items in the following grouP 
were significantly associated with maladap- 
live coping with blindness, as noted in 
table 2. The following denial behaviors, 1- 
cluding the verbal and conscious attitudes: 
were fairly constant over periods of weeks 
and months, as confirmed by others. In ad- 
dition, there were many subjects who in their 
denial sought numerous opinions about their 
visual difficulties—as from several opticians 
after the first pairs of glasses did not !m 
prove vision, or the local pharmacist, gen. 
eral practitioners, or even from a series " 
consultants in ophthalmology or €" 
rology. : 

Almost two-thirds of the subjects conti, 
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ued to long for sight or otherwise demon- 
strate unwillingness to accept permanent 
blindness. They asked about spontaneous 
recovery for themselves and about possible 
eye transplant operations in the United 
States. They wondered why the interviewer 
was asking them questions about visual 
problems or blindness since it did not 
pertain to them (!). Others prayed con- 
tinually for restoration of sight. Some felt 
their vision was improving in spite of re- 
peated examinations that showed no change 
or, more often, deterioration in visual 
acuity. 

Subjects were selective in refusing help. 
Some would refuse all help, some might 
accept only a "talking book" or occasional 
holidays to a resort center for the blind. 
Some refused only the freely provided white 
cane, a course at a rehabilitation center 
away from home, part-time courses at local 


welfare or social centers, or Braille lessons. 


Use of a white cane is associated with adjust- 
ment (8), and almost all of the 35 subjects 
currently using a white cane had been un- 
willing to'do so initially. They associated its 
use with the turning point: feeling better and 
becoming rehabilitated. 

All examples of the subjects’ false ideas 
about the cause and/or diagnosis of their 
blindness were striking. A man blind from 
diabetic retinopathy thought his blindness 
was due to "the mumps I caught nine years 
ago.” A woman blind from glaucoma, 
searching for an explanation, felt it was due 
to "my fibroid [uterine] or a bomb shock 
in World War II.” Included in this group of 
35(53 percent) were four subjects who had 
no idea of the cause of their blindness and, 
furthermore, did not care about this. What 
is surprising is that 47 percent had a clear 
and detailed understanding of their illness, 
perhaps due to many patient explanations 
by understanding ophthalmologists. 

Nearly 40 percent of the subjects actively 
avoided other blind persons although there 
was much to learn from them in terms of 
resocialization and alleviation of distress. 
They said of the blind, “I won't have any- 
thing to do with them,” “I don't want pity," 
‘They are. . .beggars, sick, stupid, evil... ." 

Seeking of faith healers was regarded as 
an example of a partial denial of blindness, 
but it was beneficial to some subjects and 
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seemed to help them through the initial dis- 
tress of their loss of sight (3). 

Subjects with unrealistic future plans were 
waiting for the labor pool to give them a job 
like the one they lost because of blindness. 
Several were interested in taking various 
trips for the visual pleasures involved. Some 
expected that an operation would restore 
their sight. 

Items associated with maladaptive cop- 
ing. The four major items noted in table 2 
are significantly associated with maladap- 
tive coping. These and other factors asso- 
ciated with adaptive and maladaptive 
coping will be dealt with in a report now in 
preparation (4). 


Discussion 


The findings illustrate the persistence of 
sight-oriented cognition, affect, and be- 
havior in those who recently have lost their 
sight. Although some of the items discussed 
may be explained in part on a physiologic 
basis, ie., continuous waking visual ex- 
periences (table 2, 1.), most of the others 
seem to be in part a denial of the blind state 
or its permanence. Some items seem to be 
reactions to these denying behaviors, as 
with the associated eye irritation and pain 
(table 2, 3.)—symptoms that are not 
readily explainable on the basis of neuro- 
ophthalmic pathology (9). Heaton (10) has 
a thorough and convincing discussion of 
these symptoms from a psychological view- 
point, using an existential analysis of vision 
and its disorders, without emphasizing 
denial mechanisms or the loss model. 

Most of the reports of visual phenome- 
nology and residua from persons adven- 
titiously blind deal with demonstrating or 
reporting that complex visual imagery does 
occur in persons blind for many years (6). 
Von Schumann (11) deals exhaustively with 
dreams of the blind, using data derived 
largely from patients treated psychoana- 
lytically. He notes that dreams can step In 
vicariously for vision in the blind. Von 
Schumann concludes that dreaming is an 
effective means of attaining the relief of 
tension arising from loss of sight; the self- 
realization of the blind (perhaps meaning 
*adjustment") is possible only when they 
recognize themselves as blind. j 

Blank (12) asserts that awareness 1n 
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dreams of sight and the illogicality of it, due 
to blindness, is evidence of good coping. 
He found that his poorly adjusted patients 
seldom dreamed or reported dreams. The 
present study refutes both these assertions. 
There was a high percentage of dream recall 
throughout the sample, and there was no 
association between any of the dream items, 
including dreams about blindness (table 2, 
1), and adjustment or coping. Several 
writers (13, 14) have noted the prevalence 
among blind subjects of erroneous magical 
beliefs, hopes, and various visual residua 
serving as denial phenomena. 

Thus the process of change has profound 
effects on a person and is stubbornly and 
consistently resisted by the subject in many 
ways, both volitionally and unconsciously. 
Loss of sight is often, out of awareness, re- 
sisted, denied, and undone in dreams, fan- 
tasy, and conscious acts. Gaining sight is, 
surprisingly, a similar experience. Von 
Senden (15) deals with the blind person's 
difficulties in learning perceptual tasks. 
The turmoil, fear, and depression of blind- 
ness have been most sensitively portrayed in 
the novel, Fireblind (16), which deals with 
a youth gaining sight and experiencing a 
then chaotic world. 

While it is beyond the scope of this paper 
to carefully examine the pros and cons of 
the various models available, the loss model, 
as elaborated elsewhere(3, 17, 18), seems a 
useful framework within which to consider 
the data. These data include the depressive 
and other emotional reactions, fall in socio- 
economic status, and visual residua, in re- 
sponse not only to loss of a sensory modal- 
ity, but also to loss of job, many recreational 
activities, and much of the mechanism for 
interpersonal relatedness, y 

The reactions to loss, manifestations of 
denial of the loss, as well as residua from the 
previous state of course vary with the type of 
loss and the characteristics of the population 
affected. However, the following disparate 
situations have in common a reaction fol- 
lowing the loss model. They are all char- 
acterized by the persistence of phenomena 
of a residual nature that are irrelevant, deny- 
ing, or maladaptive to the new state. 

These loss states include parental depriva- 
tion during childhood (2), widowhood (1, 
19), multiple sclerosis (20), Spinal cord in- 
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jury (21), cessation of urination with severe 
renal disease(22), and even aging(23) 
Phantom phenomena following surgery on 
many body parts have been described, al- 
though few authors(24-26) have attri- 
buted it and the concomitant behaviors to 
the processes described in the loss model. 
But both a general and detailed understand- 
ing of loss as referred to previously may 
enable one to predict the course of the loss 
and behaviors associated with denial and 
residua in newly arising situations and to in- 
tervene therapeutically when indicated. 
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Congenital and Perinatal Sensory Deprivation: 


Some Studies in Early Development 


BY DAVID A. FREEDMAN, M.D. 


Very early deficiency of coenesthetic (i.e. 
nonspecific) sensory experience results in 
gross, apparently irreversible, personality 
disturbances. The author presents evidence 
indicating that the high incidence of autistic 
disturbances in the congenitally blind is also 
due to coenesthetic deprivation. The con- 
genitally deaf child, who tends to be very 
active and responsive during the early 
months of postpartal life, does not show the 
kinds of characterologic deviations regularly 
observed in the environmentally deprived 
and very frequently observed in the congen- 
itally blind. 


le REPEATED FINDING that at least 25 
percent of congenitally blind children 
develop a syndrome that closely simulates 
infantile autism (1-3) has been adduced in 
support of a variety of theories concerning 
the etiology of that otherwise rare condition. 

One possibility, the one that led to the 
studies to be reported here, considers all 
congenital and perinatal sensory depri- 
vations (i.e., early environmental depriva- 
tion and deafness as well as blindness) as 
‘experiments of nature” that, by eliminating 
given modes of input, throw into relief 
otherwise obscured aspects of the interaction 
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of the innate givens of the organism and its 
environment. From this standpoint, a sen- 
sory deficit is conceived of as operating like 
a gene factor of limited penetrance. In addi- 
tion to its fixed and invariant effects, there 
are other effects that will vary from indi- 
vidual to individual as a function of the con- 
ditions under which development is occur- 
ring. No congenitally blind person will, for 
instance, ever be able to comprehend what 
we mean by color. Whether such an individ- 
ual will be able to establish a well differenti- 
ated sense of self or to enjoy music or mathe- 
matics will, however, depend on what usable 
alternatives to vision are provided by his 
environment. Blindness only makes it more 
difficult for him to develop a normal per- 
sonality; it does not preclude the possibility. 

Escalona (4) has stated the same issue 
graphically. She observed that most behav- 
joral and psychological developmental 
research has implied that behavior and per- 
sonality are the direct result of an inter- 
action between the organism and the envi- 
ronment (figure l, top). This model, she 
feels, fails to take into account the fact that 
the organism is never in a steady state. Mat- 
uration of the nervous system, as well as 
the influences of past experience and of on- 
going visceral processes, are constantly 
altering the tissue substructure of the mind. 
To this congeries of influences she has as- 
signed the name “organismic state” (figure 
1, middle). The organismic state at any given 
instant interacts with environmental in- 
fluences to yield an intervening variable 
that she calls a “pattern of concrete ex- 
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FIGURE 1 


Three Models of the Interaction 
Between an Organism and Its Environment’ 


Environment 


Constitution 


* The first two models are u: 


ised with the permission of Dr. Sibylle 
Escalona. 


perience.” It is to this pattern of concrete 
experience that the developing individual 
makes adaptations. These in turn result in 
what may be designated as personality or 
behavior, or, in more Beneral terms, the 
next new organismic state. One could add to 
the model a feedback loop to indicate that 
each new organismic state includes the per- 
sonality and behavior of the moment (figure 
1, bottom), 

Escalona’s intervening variable gives rise 
to several considerations. In the first place, 
if a direct relation between the state of the 
Organism and a given environmental vicis- 
Situde does not Occur, the possibility exists 
that many different combinations of or. 
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ganismic states and environmental influences 
will yield the same effect on personality and 
behavior. Escalona illustrated this by con- 
sidering the problem of the etiology of 
autism. Because Kanner (5) has specified for 
this syndrome a characteristic parental type 
and parent-child relation, it is necessary to 
account for essentially the same clinical 
picture in youngsters with parents totally 
unlike those he described. 

Doing so poses no problem if one assumes 
that equivalent patterns of concrete expe- 
rience can result from a variety of com- 
binations of organismic and environmental 
States. Thus, the frequency of autistic states 
in the blind can be understood if one assumes 
that the organismic state of congenital 
blindness increases the likelihood that the 
infant will have patterns of concrete expe- 
rience that eventuate in an autistic-like 
syndrome. Presumably, if this is the case, 
appropriate adjustments in the environ- 
ment will compensate for the organismic 
factor and allow essentially normal devel- 
opment. Many congenitally blind people do 
indeed grow into psychologically healthy 
adults. 

Second, the model implies that the as- 
pects of the environment to which the devel- 
oping individual is able to respond change 
as a function of the development and the 
State of maturation of the nervous system. 
The same stimulus array (as defined by its 
physical characteristics) will be perceived 
differently by an infant, a toddler, and an 
adolescent. £ 

Third, without discounting the impor- 
tance of either the innate givens of the organ 
nism or the role of environment, Escalona’s 
model focuses attention on the interaction 
between the two as the determinant of what 
ultimately gets incorporated into the orga- 
nism. It is the resultant of this interaction 
that becomes part of the individual and 
therefore of the organismic component that 
will in turn interact with environment and 
determine which elements from subsequent 
encounters will be incorporated. 


Sources of Sensory Stimulation 


The organism’s ability to register and 
Process sensory input is a major factor in its 
interaction with the environment. It is 
therefore a matter of considerable relevance 
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FIGURE 2 


Changes in the Relative Importance 
of Sources of Sensory Data 


Icoenesthesia 


RELATIVE IMPORTANCE 


18 21: 24 


0 3 6 9 12 15 
AGE IN MONTHS 


that a large body of evidence indicates that 
in this regard there is a regular and predict- 
able shift of emphasis on the part of the 
developing individual. Although it is not 
possible to vouch for the precise contours 
of the curves in figure 2, the occurrence of a 
sequence like the one they illustrate is sup- 
ported by data from many sources. 


Despite the fact that the eyes and ears of 
the normally developing baby are fully 
functioning as transducers very shortly after 
birth, discriminatory vision and audition do 
not appear to be used by the newborn child 
for the purpose of differentiating himself 
from his environment. During the first three 
to six months he is largely limited in this 
regard to the combination of nonspecific 
stimulus modalitites that Spitz (6) called 
coenesthetic. Included under this designa- 
tion are relatively diffuse, at best poorly lo- 
calized, sensations having to do with equi- 
librium, muscle tension, posture, tempera- 
ture, vibration, pitch, resonance, and poorly 
differentiated visual input. Very early defi- 
ciency in coenesthetic input seems to result 
in irreversible affective and ego deficiencies 
(7, 8). In its effect on later physical and 
psychological development, early coenes- 
thetic deprivation may be more devastating 
than either congenital blindness OT the 
melange of troubles that affects thalidomide 
(9) and some rubella babies (10). ]t seems 
very possible that a large percentage of the 
cases of so-called familial mental deficiency 
are the result of inadequate coenesthetic 
experience during the first three to six 
months (11, 12). 
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At approximately five months of age, the 
maturational processes within the nervous 
system have resulted in the emergence of the 
ability to discriminate objects through vision 
and to coordinate hand and eye (13, 14). In 
the normally developing infant this is mani- 
fested by prehensile movements carried out 
under the guidance of vision. By contrast, 
an infant we have studied (10) with con- 
genital cataracts, who could not see objects 
but could differentiate light and dark, began 
at five months to wave his hands in front 
of his eyes. But another anophthalmic infant, 
who is developing well, never engaged in this 
activity. Presumably the endogenously de- 
termined aspects of central nervous system 
development are proceeding in both infants 
just as they do in normal babies. In the face 
of blindness, however, the new potentialities 
could not interact with the environment in 
such a way as to produce patterns of con- 
crete experience that are typical for five- 
month-olds. The manifest behavior of both 
of these children was abnormal, and it would 
have been very easy to slip over into the 
assumption that their behavioral deviations 
were related to inborn defects of the central 


nervous system. 


The following experiment underscores 
this point. It also, incidentally, uncovered a 
hitherto virtually unknown fact of early 
development. When they are as young as 
ten weeks old, blind infants can be shown to 
discriminate their mothers’ voices from all 
other voices. Despite this evidence of a 
highly discriminating use of sound, they do 
not reach out for sound-making objects until 
they are approximately ten months old. 
Since the apparent developmental lag did 
not seem to be explicable on the basis of 
blindness, we were led to investigate how 
sighted babies deal with sound-making ob- 
jects (15). We observed 33 healthy, normally 
developing youngsters whose ages ranged 
from five to 12 months. Of the group, 18 
were seen once, nine were seen twice, and 
six were seen three or more times. No child 
was seen more frequently than once a 
month. Each was tested for his ability to 
recover a partially hidden object (A), a com- 
pletely hidden object(B), and à hidden, 
sound-making object (C) with which he had 
previously had the opportunity to play. 
Ability to seek out and recover the hidden 
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FIGURE3 


Development of Normal Infants’ Ability 
to Recover Hidden Objects 


WEEKS 


36-39 
(N=15) 


2226 
(N=5) 


27-30 
(Nell) 


31-35 
(N=?) 


40-43 


PERCENT 


os 
A*B'C 


* Recovery of a partially hidden object. 
** Recovery of a completely hidden object 
*** Recovery of a hidden object on the basis of sound cues alone. 


source of sound emerged later and developed 
more slowly than did the corresponding 
ability to recover the visually perceived 
object (see figure 3). After the work describ- 
ing these experiments was published, I found 
a report by Charles Darwin (16) in which 
he described the same phenomenon in one 
of his children, 

This finding seems to contradict common 
sense—we have all seen much younger babies 
orient to sound. It appears, nonetheless, that 
the organismic state of the infant of less than 
nine or ten months is not likely to be com- 
patible with the use of sound for “cognitive” 
purposes. If a sighted infant does not make 
visual contact with a sound source he at once 
loses interest in it. Like a piece of sonar 
equipment, he may attend to the noise and 
turn his head toward it. Only if he then sees 
it will he—under the guidance of vision— 
attempt to grasp it. 


The Development of Locomotion 


We have also made some observations 
on the effect of the absence of age-appro- 
priate sensory input on the development 
of locomotion. The ability to crawl has 
been regarded by most students of develop- 
ment as an innate capacity, entirely depen- 
dent for Its emergence on gene-determined 
Maturational processes within the nervous 
System (13, 17, 18). McGraw (19) estab- 
lished | that prone progression emerges 
through a series of nine well-defined steps. 
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We have studied seven children in whom 
the development of crawling was delayed. 
Their relevant clinical diagnoses are given 
in table 1. 

It was necessary to make more than one 
diagnosis in two of the children. Because 
of persisting evidence of active rubella in- 
fection, A. P. was kept in isolation at least 
from his ninth to his 14th month; we have 
therefore included him in both the congen- 
ital rubella and the environmentally deprived 
groups. C. K., also a rubella baby, was born 
with bilateral cataracts and patent ductus 
arteriosus. He suffered from chronic air 
hunger until he was six months old, at which 
time the patent ductus was repaired. The 
cataracts were removed when he was seven 
and eight months old. We have included this 
child among the environmentally deprived 
as well as the congenitally blind and rubella 
groups. We assume the chronic physical 
distress he suffered must have interfered with 
his capacity to assimilate and process avail- 
able environmental stimuli. 

Despite his sensory handicap, an other- 
wise normal congenitally blind child in a 
reasonably good environment goes through 
the same sequence of steps as the normally 
developing youngster (figure 4, left). He does 
so, furthermore, with relatively little delay 
when compared with the normally develop- 
ing child. The rubella babies we have ob- 
served—even those without evidence of 
visual or central nervous system involve- 
ment—are significantly more delayed in 
learning to crawl than are the congenitally 
blind babies (figure 4, center). Furthermore, 
they show an obvious reversal in the appear- 
ance of phases F and G. Finally, two en- 
vironmentally deprived children, who were 
born without any clinical evidence of pri- 
Mary tissue pathology, proved to be signif- 
icantly more delayed in the evolution of 


TABLE 1 


Classification of Subjects 
According to Diagnostic Categories 


CONGENITAL CONGENITAL ENVIRONMENTAL 
SUBJECT BLINDNESS RUBELLA DEPRIVATION 
TA. x 
J.R. x 
C.K. x x ? 
DW. x 
AP. x x 
S.B. x 
TB. x 
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FIGURE 4 
Emergence of Phases in the Development of Locomotion 
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CHILDREN 
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C3 Age range for emergence of phases in McGraw's 82 infants (19) 


=» Indicates no observations were made of the phase 


crawling than any of our other subjects 
(figure 4, right). 

One of these profoundly delayed young- 
sters, T. B., was found dead in his crib when 
he was 23 months old. He had not yet com- 
pleted the evolution of crawling behavior. 
The autopsy revealed only an acute broncho- 
pneumonia. At the time of his death, he was 
29 inches long and weighed only 17 pounds. 
The brain, which weighed 1,000 grams, was 
normal on both gross and histologic exam- 
ination. At birth this child had had an Apgar 
index of nine and had weighed nine and a 
half pounds. We were consulted when he 
Was seven months old. At the time, he 
weighed eight pounds four ounces and had 
achieved only phase B of the McGraw se- 
quence. He was more than 500 days old be- 
fore he achieved phase C, and had passed 
600 days before he manifested an urge to 
move (phase D). 

The delay he showed in the development 
of crawling was, moreover, only one ele- 
ment in a more general and profound devel- 
opmental retardation. At 17 months, for 
example, he was not able to bring objects 
to his mouth spontaneously. His efforts at 
Prehension continued to be executed by 
opening his mouth and craning his neck. 
There was no hand-eye-mouth coordination. 


Reversa of Phases in Crawling 


Like the other delayed children, T. B. 
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showed reversal of phases F and G of the 
McGraw progression. According to Mc- 
Graw, this is of rare occurrence in normally 
developing children. Yet we observed it in 
each of our delayed subjects. From examin- 
ing McGraw’s data, we infer that it also 
tended to occur in those of her subjects who 
were relatively delayed in the development 
of crawling. Phase F is defined by McGraw 
as making an effort to maintain the abdo- 
men above the supporting surface by the 
coordinated use of shoulder and pelvic mus- 
cles. She defines phase G as the ability to 
carry the body forward. When G precedes 
F, the child seems to be caricaturing the kind 
of crawling the armed forces teach one to use 
when under fire. 


The reversal has very interesting implica- 
tions. For one thing, its occurrence requires 
one to distinguish between the neurologic 
substratum of the motivation to move from 
one place to another and the development 
of an efficient neuromuscular apparatus for 
moving. The youngster who shows reversal 
of F and G has evolved an alternative 
method for getting where he wants to go. By 
doing so, he demonstrates some ability to 
conceptualize and to act purposefully. At the 
same time, his having to pull himself for- 
ward with his arms and the gradual incor- 
poration of the lower extremities into the 
process of moving, like the failure of coor- 
dination of hand and eye, suggests a delay 
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in formation of body image— presumably 
the result of a deficiency in input from the 
environment. 


It seems reasonable to assume that the 
lack of early handling and therefore of such 
elements of coenesthesia as proprioceptive, 
kinesthetic, and labyrinthine stimulation, all 
of which are an inevitable accompaniment 
of a normal mother-child relation, results 
in a lack of awareness of body parts. It is 
only as he drags himself along the floor that 
this necessary somesthetic input is acquired 
and the child becomes aware of his lower 
extremities and is able to get up on his hands 
and knees. 


Lest this hypothesis appear far-fetched, I 
would like to cite the experience of early 
workers with germ-free animals. One of the 
most difficult problems they had to solve 
was the tendency of their rats to develop 
massive fecal impactions and to rupture their 
bladders. Gustafsson (20, p. 83) finally ob- 
served that during the first two weeks of 
postpartal life in the average expectable 
world of baby rats, the mother licks the 
perineum, induces a mild saprophytic infec- 
tion, and in the process provides a peripheral 
stimulation that is essential for the initiation 
of voiding. When he substituted irritation of 
the perineum with a piece of cotton wool 
for that with the mother's tongue, the pro- 
blem was solved. 


Finally, we have made some Observations 
on the role of speech and language in early 
development. The relative unimportance of 
hearing for early intellectual development 
has been noted by various writers. Vernon 
(21), in a review of the literature, found 31 
studies from which he could derive as a 
serendipitous conclusion that Severe hearing 
loss is not associated with intellectual deficit 
when alternative modes of communication 
are made available. My own longitudinal 
observations of six congenitally deaf girls 
between two and a half and five years of 
age (22) indicate that spoken language is not 
a prerequisite or even a significant factor in 
this early phase of Personality development. 
My subjects are friendly, outgoing young- 
sters who show age-appropriate relations 
with other children as well as adults, They 

ave developed internalized regulators of 
behavior and have made identifications and 
shown interests typical of their age and sex. 
[120] 
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Sensory Deprivation 


CCORDING TO HERODOTUs, Psammitichus proved that the 
A Phrygians were more ancient than the Egyptians “by shutting up 
two newborn children for two years and having them suckled by goats 
only and cared for by women with tongues cut out. After which they 
could say only ‘bekos,’ the Phrygian word for bread,” and no 
Egyptian words. (Later, “becos” was recognized as a clear imitation 
of the bleating of goats.) 

Emperor Frederick in the 13th century wished to learn which lan- 
guage was more ancient—Hebrew, Greek, Latin, or Arabic, “so he 
bade foster mothers and nurses to suckle children, bathe and wash 
them, but in-no way prattle with them or speak to them.... But he 
labored in vain because the children all died. For they could not 


live without the petting and Joyful faces and loving words of their 
foster mothers," 


[er y of producing a 
model psychosis in the laboratory, where it could be studied carefully 
he findings on the imagination of 


l sciences was immediate and the 
race was on, 


Many workers used modifications of Hebb's procedure. Some used a 
tank-type respirator. Lilly ingeniously produced a kind of ultimate in 


"Sensory deprivation" became an "in" phrase and was mentioned 


transient psychoses seen in 
orthopedic patients in total body 


In this section the Editor samples varied 


opinions expressed herein are not necessarily those of the Editor, nor can they 


in any way be construed as marking the official policy of the Journal. 


opinions on topical problems. The 
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casts, postoperative cataract patients (“black patch psychosis”), and 
neglected elderly patients of any diagnosis. It helped explain the 
“‘gray-out” of jet pilots flying monotonously out of sight of the hori- 
zon, the "white-out" of Arctic and Antarctic explorers; the “rapture 
of the deep" in deep-sea divers; and mental lapses in long-distance 
truck drivers, industrial assembly-line workers, radar tube watchers, 
and military guards at isolated posts. In early space flight, precau- 
tions were taken to give the Astronauts plenty of stimulation and 
things to do. (It turned out they had more than enough.) 

Results from various laboratories then began to clash: gross differ- 
ences were reported, for example, in cognitive effects. The many 
variations in experimental technique permitted different and unrecog- 
nized emphasis on social isolation and immobility along with 
sensory deprivation and monotony. The power of suggestion and 
subject expectation, as well as the enormous differences in subjects’ 
ability to tolerate the stress, were inadequately controlled. The field 
began to bog down in meaningless differences of opinion and a welter 
of detail. Attempts to quantitate the degree of sensory deprivation to 
which subjects were exposed and to monitor the element of drowsi- 
ness and sleep permitted some further progress to be made. Light was 
thrown on problems of the blind and deaf, and research continued in 
many avenues of animal work and human psychology. 

Many paths have been found leading upward on the Mountain of 
the Unknown in Psychiatry Country. Some (e.g. hydrotherapy, 
insulin shock, taraxein, pineal extract, existentialism) seem to have 
ended in box canyons. Others (e.g. psychoanalysis, group therapy, 
electroshock) have illuminated important new terrain before fanning 
out and merging with the landscape on à mesa. Sensory deprivation 
has perhaps never gotten very far, but it has wound its way doggedly 
into unexplored territory and there are persistent workers still hard 


at it in the underbrush. 
PHILIP SoLomon, M.D. 


SusAN T. KLEEMAN, M.D. 


Editor's Note: Drs. Solomon and Kleeman are at the University of 
California at San Diego Medical School, where Dr. Solomon is Clini- 
cal Professor of Psychiatry and Dr. Kleeman is Assistant Professor of 
Psychiatry. They are also in private practice in La Jolla, Calif. 


The Other Side of the Coin 


T IS A COMMONPLACE NOW that the symptoms of psychiatr fn 
ES are exceedingly prevalent. Epidemiologic research and the 
Il us so. Estimates range from ten to over 


thods and on populations studied. : 
ety is the culprit. Yes, certain- 


sale of tranquilizers both te 


50 percent, depending on me 2 1 
It is also commonly believed t at socii 
ly there are genetic and organic factors, many people would aie 
these are minor compared to the unspeakable frustrations imposed o 
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individuals by the nature of this modern society into which they find 
themselves born. Like Camus they feel that the men and women 
around them “secrete inhumanity.” 

Psychiatry has long been a contributor to this general indictment 
of the social system. Because we see in our patients the evil effects of 
repression and suppression we are apt to champion freedom and con- 
demn the conforming forces of Western culture as expressed in family, 
community, education, and occupation. 

It can be argued, however, that there is another and equally impor- 
tant aspect of the matter. This is the damaging effect of psychic pro- 
cesses on the social system—on those group activities and relation- 
ships upon which the survival of individuals depend. That this is no in- 
significant matter is obvious if somewhere between ten and 50 percent 
of a population has manifest emotional and mental disorder, 

Social systems are.always a delicate network of interpersonal ties 
developed by men and women for their protection and as a base from 
which to move toward various fulfillments. As such, these systems are 
in constant danger of dissolution, of having holes appear and enlarge 
throughout the net, because the individual desires of this one and that 
one override the needs of the interrelationships. The risk is obviously 

increased when there exist large numbers of individuals who are suffer- 
ing from some mixture of anxiety, depression, apathetic withdrawal, 
delusion formation, drug use, and Promiscuous, overt expressions of 
hostility. The social system may be bad for many individuals, but 


clearly also a high prevalence of Psychiatric disorders is bad for collec- 
tive survival, 


as a symbol and Scapegoat. It does, however, lie at the root of both 


: i nd the failure of social systems. 
The culprit consists of those psychic defense mechanisms that have 


the family system. It falters, in other words, 
maintenance, securing income, and 
mutuality of emotional support. 

kage of psychic processes also occurs 
together in systems other than the family, 
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such as communities, schools, churches, businesses, industries, and 
government. The resultant pathology can take many shapes and 
spread far—much like a contagious disease. 

Religious wars, for example, must frequently have had defense of 
self-systems at their core. This is what has given such intransigent 
emotion to their “righteous” quality and frequently made atrocities 
in their name possible. St. Bartholomew, the Moslem invasions, and 
Cromwell’s armies in Ireland are all examples. Political ideologies 
have potentially the same characteristics, as can be seen at the present 
time whether one looks east, west, north, south, or within our own 
borders. 

A conclusion that can be drawn from all this is that many of the 
psychic mechanisms that have developed during human evolution for 
defense against anxiety are now, in the conditions of the modern 
world, obsolete. They not only fail in their self-system functions but 
have extremely dangerous consequences for the species. If this is so, 
then one of the tasks before psychiatry is that of finding improved 
modes of personality integration, an updating or an abandoning of 
those defense patterns that are showing themselves destructive to the 
community of all men. 

This is a matter of creating new cultural values and hence is not, of 
course, a task for the psychiatrist alone. It is rather an invitation to 
bring his experience and knowledge to bear on the psychological crux 
of many if not all social issues, and an invitation to show optimism, 
energy, and confidence in the plasticity of man. It is an invitation to 
work with other disciplines toward finding ways to guide and turn 
constructive those blind searchings that can threaten each of us from 
within, and that easily form an unholy alliance with race prejudice, 
environmental destruction, overpopulation, and nuclear war. 


ALEXANDER H. LEIGHTON, M.D. 
Editor's Note: Dr. Leighton is Head of the Department of Behavioral 
Sciences, Harvard School of Public Health. 


Training is everything. The peach was once a bitter almond; cauliflower is nothing 


but cabbage with a college education. L MARK TWAIN 
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Mental Health Director: Bird of Passage 


BY GEORGE A. ULETT, M.D., PH.D., HARRY SCHNIBBE, 
LEONARD J. GANSER, M.D., AND WARREN A. THOMPSON, PH.D. 


The state mental health director today is in 
a position to integrate the mental health ser- 
vices demanded by society. There have been 
few attempts in the past to provide this posi- 
tion with the uniformity, standards, and se- 
curity warranted by its potential value. 
Organized and private Psychiatric groups 
need to support state mental health directors 
in order to ensure the influence of psychiatry 
in planning and achieving more adequate 
delivery of mental health services. 


N THIS HEYDAY of community mental 
Ls centers and increasing participa- 
tion by the local community in developing 
psychiatric services, what is the role of the 
state mental health director? Is his position 


Read at the 123rd annual meeting of the American 
Psychiatric Association, San Francisco, Calif., May 
11-15, 1970. 

Drs. Ulett and Thompson are with the Department of 
Psychiatry, University of Missouri (Missouri Institute of 
Psychiatry), 5400 Arsenal St., St. Louis, Mo. 63139, 


tal Health Program Directors, Washington, D.C., and 
Dr. Ganser is Administrator, Division of Mental Hy- 
giene, Wisconsin Department of Health and Social 
SUE Wien ii 
e authors wish to express their appreciation 
Mrs. Janice Shockley, M.B.A., Research Coordinator. 
Department of Psychiatry, University of Missouri 
(Missouri Institute of Psychiatry), for her assistance in 
Preparing this article. 


reports, historical notes, and other material selected by the Editor. I 
ced typed pages. 


Section should be no longer than eight double-spa, 
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as important today as it was a few years 
ago? What kind of person is the director? 
What should his training and qualifications 
be? Can his job be made more stable and 
more attractive? Can or should there be uni- 
formity in the position throughout the 50 
States? 

Before the turn of the last century, state 
governments began to accept greater re- 
sponsibility for the mentally ill; today 87 
percent of the hospitalized mentally ill 
are in state-operated hospitals (1). The ad- 
ministrative structure of early state programs 
was simple. Hospitals were small and 
usually only one existed in each state. Each 
institution was run by a superintendent and 
was controlled by a board of trustees. In 
Some states, as the number of institutions 
increased, a single state board was estab- 
lished to control all of the hospitals. In some 
States, locally operated institutions were 
absorbed into the state system, while other 
States encouraged the existence of county- 
run hospitals. 


The next step in the evolution of the ad- 
ministrative structure was the establishment 
of a central department of mental health or 
a division within a department of mental 
health and welfare (2). Although governing 
boards at first were primarily interested in 
fiscal Matters, as a more centralized state 
administrative structure was accepted the 
departments’ areas of responsibility were 
expanded to include more direct concern for 
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treatment of the mentally ill. As head of 
such a departmental administrative struc- 
ture, the director of mental health became 
the single most influential person in deter- 
mining the state’s mental health program. 

Advances in psychiatric treatment tech- 
niques have also influenced state programs. 
State hospitals were becoming increasingly 
crowded until the introduction of psycho- 
tropic drugs, which have had a marked effect 
on the economics of mental health programs 
both through a decrease in the state hospital 
population (about 33 percent) and an in- 
creased ability to treat patients in the com- 
munity. However, the total number of pa- 
tients seeking treatment in public psychiatric 
facilities continues to increase steadily. With 
such constraints as a limited budget and the 

_ critical shortage of mental health man- 
power, the director is increasingly forced to 
develop new techniques to improve the ef- 
ficiency and efficacy of his operation. 

As a result many states have turned to 
electronic data processing for administrative 
programs; and many are moving rapidly 
ahead in developing its use for clinical data 
as well. This could very well produce a revo- 
lution in mental health care that would 
make it possible for a smaller number of 
mental health professionals to handle more 
effectively, efficiently, and economically 
a greater number of patients and to trade 
the “art and mysticism” of psychiatric diag- 
nosis and treatment for more standardized 
approaches. The state mental health di- 
rector is in a key position to enforce a 
Standard system for treating the mentally 
ill within his state’s institutions and to make 
this system available to community mental 
health programs. 

In such endeavors to improve mental 
health care, each state has been plowing 
its own field; this has led to tremendous 
Tepetition and the waste of precious mental 
health dollars and manpower. A means of 
achieving unified action among the states is 
highly desirable. This must come, however, 
through the individual states’ voluntary de- 
Cisions to participate. 


NASMHPD 


An important step was the establishment 
of the National Association of State Mental 
Health Program Directors (NASMHPD). 
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Although currently acting as a clearinghouse 
for information to the states, NASMHPD 
has the potential for more comprehensive 
cooperative action. This organization is 
composed of representatives from all of the 
states; thus its 50 members represent in 
combination the country’s largest mental 
health program. Member representatives 
speak for thousands of mental health pro- 
fessionals and paraprofessionals of the state . 
programs. 

One great hindrance to the strengthen- 
ing of this organization is rapid member- 
ship turnover. For example, the director in 
Missouri has been a member for only eight 
years; during that time 39 of the states have 
had new directors, 14 have changed directors 
twice, and nine have changed them three 
or more times (3). As this paper was being 
prepared there were vacancies for directors 
in 11 states. With such a condition of flux, 
the key to NASMHPD's strength is its 
full-time executive director. But with a 
greater stability of state directors, 
NASMHPD could become one of the 
strongest forces in unifying American psy- 
chiatry. 

For a number of years, beginning in the 
early 1950s, states and local communities 
have been developing community mental 
health programs both on their own and in 
partnership programs that were assisted by 
funds from the federal government. In 
1970 there were 239 community mental 
health centers in 50 states (4). Construc- 
tion funds for these centers were admin- 
istered through a central state authority— 
which in 40 of the states is the responsibil- 
ity of the state mental health director. The 
states today put more dollars into the sup- 
ort of community mental health services 
($309,856,397) than the federal government 


does ($282,000,000). 
The Director's Job 


Thus, the community mental health move- 
ment has thrown the directors into a more 
central focus than ever before. Today the 
directors in the 50 states are responsible 
for the care and treatment of over one and 
one-half million patients; 312 hospitals 0 
plus outpatient clinics, community mo 
health programs, alcoholism and rug 
addiction programs; and psychiatric 1n- 
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Stitutes, to a total outlay of over two 
billion dollars annually (6). Table 1 illus- 
trates the extent to which directors have 
broadened their areas of responsibility. 
Another indicator of the magnitude of 
the director's job is the number of em- 
ployees he controls. Although state insti- 
tutions are still far from adequately staffed, 
directors have a significant influence over 
4,000 psychiatrists and an even greater 
number of  parapsychiatric specialists. 
Their decisions control not only the salaries 
and working conditions of this large block 
of manpower, but also, through policy 
decisions, the quality and type of psychiatric 
care given to almost 50 percent of all psy- 
chiatric patients in the United States (7). 
There is little doubt therefore that the 
director should be a qualified psychiatrist, 
which he is in 46 states; in 36 states this 
qualification is specified by law. In only 
four states is the director not a psychia- 
trist. The argument that the director (or 
mental hospital superintendent) should not 
be a physician but rather a business man 
because “large sums of money are involved" 
is analogous to saying that airplanes should 
be flown by mechanics because they are 
powered by complicated engines. Actually 
what is most important is the mental health 
"flight plan." Where is the program going? 
Good “fiscal engineers" (comptrollers) can 
ensure fiscal responsibility, but training 
and experience in psychiatry and public 
medicine are required to plot the course for 
an adequate state mental health program. 
This was recognized in a resolution placed 
before the trustees of the American Psy- 


TABLE 1 
Areas of Responsibility of State Mental Health Programs 


STATE MENTAL 


STATE MENTAL ^ HEALTH 
HEALTH —— PROGRAM DOES 
PROGRAM HAS  NOTHAVE  UNDETER- 
RESPONSIBILITY RESPONSIBILITY MINED 
State hospitals 49 1 
Community mental 
health programs 48 2 
Mental retardation 
Programs 27 23 
Mental health authority 
(primary or designate) 40 10 
Alcoholism 33 7 
Research institutes 16 23 11 
Emotionally disturbed 
Children 38 6 6 
Drug addiction 50 
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chiatric Association in December 1969 (8). 

The mental health director, however, 
must be more than simply a trained psy- 
chiatrist. These 50 men head operations 
that are comparable to the largest of the 
States’ industries, with a total manpower of 
approximately 300,000 employees (1). They 
must therefore also have administrative 
skills and a knowledge of personnel, pur- 
chasing, budgeting, and all that goes with 
these functions. 

An additional important qualification for 
any director who hopes to retain his job for 
more than a few months is knowledge of 
and sophistication in practical pólitics. 
There are few textbooks in this field, but 
one might start with Machiavelli's The 
Prince(9). Although knowledge of the 
psychopathology of everyday life acquired 
in psychiatric training is useful, some di- 
rectors have told us that they are constantly 
learning more from the elected politician 
about a practical brand of psychology than 
they ever learned during residency training. 
The skills required for an effective presen- 
tation before legislative committees, in in- 
fluencing public audiences, in negotiating at 
contractual bargaining tables, in handling 
legislative investigations, press attacks, etc., 
are part of the practical politics that thicken 
the skins of those directors who endure. 

A governor of our state once told us, 
"In such a public job you awaken each 
morning fully expecting an attack—you only 
do not know from which direction it will 
come.” The director's job is thus neither 
a secure one— past directors averaged. less 
than five years in office— nor by private 
practice standards is it a lucrative one— 
directors’ salaries average $27,000 (10). 
What kind of masochist, then, takes this job? 


The Typical Mental Health Director 


The average mental health director is 46 
years old when he takes office. He is usually 
a psychiatrist (only four of the present com- 
missioners are not) who received his medical 
degree 21 years ago. He may have spent a 
period of time in the military (26 percent), 
Veterans Administration (ten percent), 
U.S. Public Health Service (ten percent) 
or full-time academic work (ten percent). 
but it is more than likely that he spent 
several years in private practice (34 percent). 
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He has held four or five previous admin- 
istrative positions before becoming a di- 
rector (only four of the present directors 
were in private practice at the time of their 
appointment). There is better than a 50 
percent chance that he was born in, attended 
college in, took residency in, or was super- 
intendent or deputy director in the state in 
which he became a director. Apparently, 
one experience as a director is enough; there 
are very few “professional state directors.” 
Only three of the current directors had pre- 
viously held the position in some other state 
program. 

We were able to study data on 100 pre- 
vious directors and found that the typical di- 
rector has not significantly changed over 
the years. The present directors’ average 
length of time in office is 5.4 years. The 
tenure has increased in recent years; pre- 
vious directors, i.e., those not currently 
in office, averaged only 4.5 years on the 
job. Only seven of the present directors 
have been in office as long as ten years. By 
comparison highway commissioners aver- 
age 3.7 years in office; commissioners of 
education, 5.7 years; and deans of medical 
schools, four years. Such turnovers are 
costly business. As students of management 
have pointed out, there is a considerable 
shake-up in the organization when a new 
director takes over. Klerman and Levi- 
son(11) pointed out that there is often a 
“succession transition” period lasting for a 
year or more in which the organization ad- 
justs to the loss of the departing leader 
and the entry of his successor. 

A great deal of the director’s time during 
the adjustment period is spent in establish- 
ing proper relationships between his de- 
partment and outside agencies, the public, 
Politicians, and professionals. The director 
must be in office for a considerable time be- 
fore he can function at optimal efficiency. 
Attaining the necessary knowledge about 
the state mental health system that he must 
guide is time-consuming. This process is less 
difficult for a director who has been work- 
ing in the state prior to his appointment, 
but for the 42 percent who come to their 
Positions from out-of-state, it is a monu- 
mental undertaking. 

. Ifa person plans a program, it should be 
important that he is also responsible for 
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building it, seeing it operate, and evaluating 
its results. Such an opportunity is seldom 
given to a mental health director, who can- 
not then achieve even this bit of job satis- 
faction—neither to be acclaimed for the 
success of his program nor to be held re- 
sponsible for its failures. The constant 
changing of the direction and philosophy of 
state psychiatric programs costs each state 
untold millions of dollars. 

In an attempt to gain some understanding 
of the reasons for high director turnover 
rates, we compared those states with the 
least rapid turnover and those with the most 
rapid turnover in terms of the administrative 
structure of the mental health program and 
the manner in which the director was ap- 
pointed. There was no major difference be- 
tween directors on the basis of long tenure 
versus short tenure in terms of whether they 
were appointed directly by the governor, 
were appointed by a board, or were under 
state civil service. We also correlated the 
individual tenure of directors with a judg- 
ment of previous administrative experi- 
ence from the pooled rating of four exper- 
ienced administrators. This rating was made 
on such items as the level of administrative 
responsibility and the number of years of 
experience. No causative relationships were 
apparent in these comparisons. 

Data were also collected on various demo- 
graphic characteristics of past directors 
(i.e., age when office was taken, the number 
of years that had elapsed since the medical 
degree was received, native state, and the 
number, duration, and location of previous 
jobs). Here, too, no relationship was found 
between any of these factors and the tenure 
in the commissioner's job. 


Conclusion 


The position of state mental health di- 
rector today is a position of increasing 1M- 
portance and a key to integrating the 
proliferation of mental health services. Few 
attempts have been made, however, to pro- 
vide this position with the uniformity, stan- 


dards, and security warranted by its poten- 


tial value to American mental health 
services. 1 j 
It is hoped that future studies can pin- 


ns why directors leave their 
oduce recommendations for 
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improving and stabilizing this position, so 
vital to the planning and delivery of mental 
health services, and describe the character- 
istics of the directors who are most effective 
and who remain on the job longest. 


Furthermore, it is hoped that this paper 
will make the APA and others concerned 
about the quality of mental health care in 
State programs aware of the current situa- 
tion in regard to the general lack of support 
for and stability in the position of the states’ 
mental health directors. To date the direc- 
tors’ jobs have been professionally lonely, 
political, and insecure. State programs, 
which make up the bulk of American mental 
health services today, have been largely ne- 
glected by private practitioners and have 
been ignored by medical schools. There is a 
great need for comprehensive and long-term 
mental health planning at the state level. 
This should parallel the efforts for compre- 
hensive health planning as now promulgated 
and supported by the federal government, 
If such planning proceeds independently 
of the office of the mental health director, 
if the director’s job is not given the support 
and understanding of organized and private 
psychiatric groups, and if this attention is 
not given soon, the potential influence of 
psychiatry in planning and achieving a more 
adequate delivery of mental health services 
and the level of care for public psychiatric 
patients will surely suffer. 
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Experimental Withdrawal of Lithium in Recovered 
Manic-Depressive Patients: A Report of Five Cases 


BY JOYCE G. SMALL, M.D., IVER F. SMALL, M.D., 
AND DONALD F. MOORE, M.D. 


The authors conducted a single-blind study 
to determine whether patients with manic- 
depressive disease who responded favorably 
to lithium would show significant change 
when placebo was substituted. Symptoms 
recurred in all subjects within six weeks of 
placebo substitution, and clinical stability 
returned when lithium treatment was re- 
sumed. These findings are discussed in rela- 
tion to the question of the prophylactic in- 
fluence of long-term maintenance on lithium. 


T HE USEFULNESS of lithium carbonate 
in the treatment of the manic phase of 
manic-depressive disease is now well ac- 
cepted. However, its value as a prophylactic 
agent to prevent or reduce the incidence and 
severity of subsequent manic or depressive 
attacks is still not established. To quote a 
recent comprehensive review of the litera- 
ture: “An impartial judge, reviewing both 
the evidence and the critiques of the relevant 
studies, is led to conclude that prophylactic 
efficacy for lithium is still an open question” 
(1). Despite the fact that there have been 
several investigations designed to clarify 
this issue, the question has not yet been set- 
tled because of contradictory study findings 
and the complicated scientific, ethical, and 
methodological principles involved in this 
kind of research.! Moreover, even it if were 
conceded that lithium exerts some protective 
influence, it is still not known how long it 
should be administered after clinical stabil- 


—— 3 
The authors are with the Department of Psychiatry, 
Larue D. Carter Memorial Hospital, Indiana Univer- 
sity School of Medicine, 1315 W. 10th St, Indianapolis, 
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. 'After this paper was accepted for publication 
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ity is achieved. This is a particularly impor- 
tant consideration in dealing with a sub- 
stance that has a slim margin of safety be- 
tween therapeutic and toxic amounts, with 
much yet unknown about its long-range 
effects. 

Accordingly, data are still needed to pro- 
vide evidence of whether or not lithium is a 
significant prophylactic agent and how long 
it should be continued after sustained remis- 
sion of symptoms. In this situation it is par- 
ticularly important to separate the relative 
influences of the patient's faith and confi- 
dence in an apparently successful treatment 
from psychopharmacologic actions of the 
drug. Clinical observations bearing directly 
upon these questions are contained in the 
following report. 

Five patients with severe manic-depressive 
disease, as defined by explicit nosologic 
criteria, were the subjects of the clinical ex- 
periment. They were taken from a much 
larger group of manic-depressive patients 
who were participating in ongoing research 
studies. Each had been informed at the out- 
set that drugs other than lithium or inert 
compounds might be substituted at some 
point. Patients were selected for this ex- 
periment on the basis of six criteria. First, 
they must have had clearly defined episodic 
courses of illness with complete records of 
previous remissions and exacerbations, This 
criterion excluded patients in whom one epi- 
sode of illness shaded into another and pa- 
tients who did not achieve some periods of 
definable remission between attacks. Sec- 
ond, only those patients were chosen who 
had been treated continuously with main- 
tenance levels of lithium for more than a 
r, with stable dosages and plasma lithium 
Third, patients were selected who 
e had a sustained favorable 
jum. By this it was meant 
f illness after lithium treat- 
better than before 
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TABLE 1 
History of Illness, 1964-1970 


ANNUAL CYCLE DURATION 


LITHIUM 
DIAGNOSTIC PRIOR TO LITHIUM THERAPY THERAPY BEGUN MAINTAINED ON LITHIUM 
PATIENT SUBTYPE AGE 1964 196! 1 1967* 1968 1969 1970° 
1 Circular 39 6 months 6 months 6 months — Noattacks No attacks No attacks 
Prior to Continuous 
2 Circular 25 onset 6 months hypomania am No attacks No attacks No attacks 
3 Circular 37 10 months 12months 4 months — Noattacks No attacks No attacks 
4 Recurrent 
depression 
5 aan 51 No cycles 9 months 3 months — No attacks No attacks No attacks 
atypical 60 4 months 2 months 1 month — 9 months 12 months No attacks 


* Data on cycles were obscured during the initiation of lithium therapy. 


** Six months only, 


initiation of lithium therapy. Fourth, only 
patients who were enthusiastic about lithium 
—who believed wholeheartedly and without 
question that lithium was of remarkable 
benefit to them—were considered. Fifth, 
patients had to be reliable about keeping 
follow-up appointments and responsible 
about taking the medication as directed 
(plasma lithium levels provided some check 
of this variable). Finally, good channels of 
communication had to exist between the 
hospital and the patient and his family. 

In the fall of 1969 there were five patients 
under our care who met all these criteria. 
All were male; three had had both manic 
and depressive attacks; one suffered only re- 
current depressions; another had a circular 
illness with some atypical features. The ages 
of the patients at that time are given in table 
l, as are annual cycle durations (the period 
of time between hospitalization for one epi- 
sode of illness and readmission for the next). 
These are indicated for at least three years 
prior to the introduction of lithium. Cycles 
for the year in which lithium was introduced 
were not included in the table, since data 
from that year were obscured by the facts 
that lithium administration was begun in 
different months and that varying intervals 
of time were required for initial stabilization. 
Also indicated is the clinical Course after 


lithium was introduced, illustrating the im- 
provement that took place. ] 

Placebo crossover with capsules of identi- 
cal appearance was accomplished for all of 
the subjects at the first regular clinic appoint- 
ment after their selection for the trial. This 
was done on a single-blind basis with only 
the attending psychiatrist, a research nurse, 
and the hospital pharmacist informed about 
the change in medication. No one else— 
research psychiatrists, other staff members 
who evaluated the patient independently, 
the social worker, the patient, or his family 
--was told of any change. Instructions to 
patients, regular clinic schedules, and blood 
drawing were continued as before. 

Table 2 shows the period of time that pa- 
tients were on lithium prior to placebo sub- 
stitution as well as the total duration of time 
on placebo, the interval before reappearance 
of signs and symptoms of manic-depressive 
illness, and the period of time required for 
restabilization after active drug was rein- 
Stated. All patients showed some indications 
of relapse. Placebo medication was contin- 
ued until there was concurrence by several 
Observers that there was indeed a definite 
change in clinical status. At that point lith- 
ium was reintroduced. The most compelling 
evidence of deterioration when on placebo 
came from people who were not aware of 


TABLE2 
Reactions to Lithium Withdrawal 


DURATION OF LITHIUM 
THERAPY PRIOR TO 


PATIENT PLACEBO SUBSTITUTION 


DURATION OF PLACEBO 


INTERVAL BETWEEN PLACEBO 


TIME REQUIRED FOR 
SUBSTITUTION AND FIRST 


RECOVERY AFTER 


ADMINISTRATION INDICATION OF SYMPTOMS ^ RESTORATION OF LITHIUM 
1 18 months 1 month 2-3 
.-3 weeks 1 week 
á e months 2 months 4-6 weeks 3-4 months 
a eA months 2.5 months 4-6 weeks 2 weeks 
ud 24 mens 2.5 months 4-6 weeks 2-4 weeks 
5 months 2 weeks 2 days 1 week 
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the medication change, namely patients, 
their relatives, and the social worker. Details 
about these circumstances in each of the five 
cases are described in the following para- 
graphs. 


Case Reports 


Case 1. Both the patient and his wife were in 
touch with the institution before the time of the 
next scheduled appointment. This was the first 
time that they had initiated any such unplanned 
contact. The patient stated spontaneously to the 
research nurse and to others that he was afraid 
he was "going high." At the same time his wife, 
without his knowledge, contacted the social 
worker with similar concerns. An interim clinic 
visit was scheduled and reexamination by sepa- 
rate raters confirmed indications of hypomania 
with increased rate and quantity of speech, ex- 
pressions of excitement and exhilaration, and 
increased irritability. At that point the patient 
was restarted on his regular dosage of lithium 
carbonate (300 mg. four times a day) and his 
symptoms subsided within seven to ten days; he 
and his wife reported this to the social worker 
and it was confirmed on reexamination. 

Case 2. There was no unusual contact with the 
hospital by either the patient or his family after 
Placebo substitution. However, the patient 
arrived for his next scheduled appointment with 
his wife, which was unusual behavior for them. 
The wife was obviously in distress. She reported 
to the social worker that the patient had become 
increasingly withdrawn, selfish, and callous over 
the preceding two months, showing neglect of 
and disinterest in her and their marriage and 
home. There were many situational stresses that 
Might have contributed, e.g., the recent birth of 
à baby, reconstruction of their house, and quar- 
Tels with in-laws. Both the patient and his wife 
felt that these problems were the source of their 
interpersonal difficulties. Examination of the pa- 
tient by the attending psychiatrist revealed some 
slowness of speech and response, expressions of 
discouragement, and depressed mood. The pa- 
tent had also lost six pounds. Lithium was re- 
Started and gradual improvement was noted over 
the Next three to four months. At that point the 
Wife indicated that she no longer needed outside 
Support with her marital problems. The patient 
a that he was again in command of his domes- 

C situation. Indications of depression were no 
Onger apparent on direct examination, and his 
Weight had returned to pre-study levels. 
one 3. As in case 2, neither the patient E 
(i Telatives made interim contact with the ins ; 
muon When the patient was seen at the time 0 

iS next regular visit he was clearly more irritable 
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and voluble than usual, and he described unpleas- 
ant arguments and disagreements with his wife 
and employees. He expressed much hostility 
about his wife's potential ability to commit him 
to a mental institution, an issue that had not 
bothered him for a long time. Independent con- 
tact with his relatives confirmed the change in 
the patient's behavior and revealed that his wife 
was seriously considering divorce. Lithium ther- 
apy was reestablished. The social worker main- 
tained close liaison, realizing that family disrup- 
tion might be imminent, but fortunately these 
difficulties subsided within a few weeks and di- 
vorce plans were dropped. 


Case 4. This patient adhered to his regular 
appointment schedule of visits every two months. 
On his first visit after placebo substitution he 
spontaneously complained that the only mean- 
ingful issue in his life or justification for his living 
was his ability to work and support his family. 
He expressed extreme discouragement about 
his wife's physical condition, which had not de- 
teriorated appreciably from former months as 
far as he or anyone else was aware. He appeared 
quite unlike himself to the attending psychiatrist, 
to whom he had usually seemed very optimistic 
and confident. The patient's concern about his 
wife's health was the reason given to the social 
worker for making contact with the family. The 
wife confirmed that her own physical health was 
unchanged but that her husband had indeed been 
more worried about her condition in the last 
few weeks. He had also discontinued their al- 
ready not very active sexual life. Lithium was re- 
substituted, and at the time of the next visit two 
months later the patient was back to his exuber- 
ant self, He felt in retrospect that perhaps he had 
been a bit low before, which he attributed to the 
weather, He stated that he felt better soon after 
the previous appointment. MU 

5. This man was atypical in that there 
uu fad of schizophrenia with ae 
thinking and impairment of practical ju gmon 
in addition to a clear-cut history of a e 
depressive attacks. This patient called t e oap 
tal two days after placebo substitution, ¢ aim n 
"Lithium has drained out of my body!" ed 
not suspect any change a eren 
wondered if in some way ^e © "cM 
the lithium in massive quantities. He be 

i i hospitalization on 
TeS oa aed d. The patient did n 
day-care basis Was suggested. Puno dude 
accept this recommendation; spor desi 
take some kind m yo cio te s then pi 
mission. Active lithium carbona! bip 

i k later the patient was muc 
piden d unable to account for his pre 


ous behavior: 


Follow-up in all these cases has now € 
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tinued for six months since this experience. 
All have achieved stability at previous main- 
tenance levels (plasma levels of .6 to 1.0 
mEgq./liter). The patient in case 1 experi- 
enced fleeting feelings of depression with 
some paranoid ideation but continues to ad- 
just adequately at home and at work without 
significant upsets. The second patient re- 
mains stable, with reasonable domestic har- 
mony. The patients in cases 3 and 5 have re- 
cently elected to obtain their medication 
from private physicians since the marketing 
of lithium carbonate. Both have remained 
stable to date without notable mood 
changes. The fourth patient recently en- 
dured a major life crisis involving the loss of 
his job, personal humiliation, and serious 
financial setbacks. He adjusted very ade- 
quately during this period of stress, with 
transient reactions of frustration and sorrow 
but without any indication of a recurrence 
of his affective psychosis. 


Discussion 


Single-blind placebo substitution of medi- 
cation in all five patients who had been sta- 
ble on lithium for a long time revealed that 
removal of lithium was associated with re- 
currence of symptoms. Moreover, it was 
shown that such clinical deterioration was 
reversible after lithium was restored, Al- 
though this experiment was single blind, 
there was outside impartial evidence to 
corroborate the findings and to minimize 
the possibility of investigator bias. More- 
over, at the beginning of this work, the 
attending psychiatrist had favored the hy- 
pothesis that the faith and confidence of 
these patients in lithium was a potent thera- 
peutic influence in its own tight. Addition- 
ally, although the confidence of these pa- 
tients in lithium was shaken to some ex- 
tent by the experience, they all recovered 
without notable incident, Therefore, this 
clinical investigation supports the conten- 
tion that lithium exerts a potent prophylac- 
tic as well as therapeutic influence in manic- 

depressive disease. Further, it Suggests that 
long-continued administration of lithium 
is necessary to sustain this benefit, 

This work also draws attention to the 
moral and ethical considerations involved 
in this kind of research. The disruptions 
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that these people endured as a probable 
consequence of placebo substitution were 
by no means trivial. For the evidence gained 
from this experiment, five people endured 
emotional stress and potential threats to 
their health and well-being. Some of the 
situations that developed might well have 
deteriorated with irreversible consequences. 
In our view these risks were justified, both 
to establish whether long-term use of this 
potentially toxic drug was warranted for 
these particular patients and to contribute 
to general knowledge about this subject. 
Nevertheless, the welfare of these patients 
was of primary concern. They were carefully 
protected by open lines of communication 
to an experienced, well-organized profes- 
sional staff who were prepared to react 
immediately when any difficulties came to 
their attention. 

If the findings of this experiment are 
sustained by other research, it will soon be 
possible to give a firm answer to the ques- 
tion “How long must I take lithium?" which 
is posed so often by patients who have 
achieved prolonged stability. From the 
evidence so far it appears that they should 
be advised to stay on the drug indefinitely 
or for at least as long as apparent clinical 
benefit continues without untoward toxicity. 
As a corollary, regular outpatient follow-up 
with frequent monitoring of plasma lithium 
levels will be essential, perhaps for life. 
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Leukocytosis During Lithium Treatment 


BY DENNIS L. 


AURPHY, M.D., FREDERICK K. GOODW 


M.D., 


AND WILLIAM E. BUNNEY, JR., M.D. 


An increase in circulating leukocytes ac- 
companied lithium treatment in 28 consecu- 
tively studied manic-depressive patients. 
Acutely manic patients showed the most 
marked changes and maintained leukocyte 
counts of 10,000 to 14,000 during the first 
two to four weeks of lithium administration. 
Leukocyte counts returned to pre-lithium 
levels within one week after discontinua- 
tion of the drug. In 11 patients receiving 
lithium for longer periods the elevation in 
white cell count persisted throughout 
treatment. 


| Eus CARBONATE has recently come 
4into increasing use in the treatment of 
Patients with acute mania and recurrent 
manic-depressive episodes (1, 2) In our 
clinical studies of other aspects of lithium 
Over the last four years (2-4), moderate 
elevations of the blood leukocyte count were 
noted during lithium administration in the 
absence of infection or other evident causes 
of leukocytosis. While Mayfield and Brown 
Observed white blood cell counts as high as 
16,000 per cu. mm. in several patients during 
lithium therapy (5), a later clinical study (6) 
reported no leukocyte changes with lithium 
(although quantitative data were not pre- 
Sented), and a recent review of clinical 
studies of lithium treatment did not include 
blood cell data(1). These incomplete and 
Possibly conflicting observations prompted 
the present systematic hematologic in- 
vestigation of 28 consecutive patients who 
received lithium. 


ohe auth " 
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Method 


Eight manic and 20 depressed patients 
who were hospitalized on a metabolic re- 
search ward had complete medical and psy- 
chiatric evaluations and were independently 
rated(7) for depression and mania daily 
during this study period. The patients re- 
ceived no drugs (except for eight patients 
who occasionally received chloral hydrate 
[.5 to 1.5 gm. a day]) for at least two weeks 
prior to and during the lithium study period. 
The lithium dosage was adjusted for opti- 
mal clinical effects and ranged from 1.2 
to 1.8 gm. per day, with serum lithium levels 
of .85 to 1.30 mEq,/liter after dose stabiliza- 
tion, Hematocrits and total leukocyte and 
platelet counts of venous blood were ob- 
tained twice weekly during the two weeks 
prior to drug administration and during the 
initial two- to four-week period of lithium 
administration; hematocrits were deter- 
mined by a micro method, and leukocyte 
and platelet counts were determined by use 
of an electronic particle counter (Coulter 
Electronics Co.). The addition of lithium 
carbonate or lithium chloride to control 
blood samples in final concentrations of 1, 
2, and 4 mEq./liter did not alter leukocyte 
counts obtained with this instrument. 


Results 


An increase in leukocytes in venous blood 
was observed in most of the 28 patients dur- 
ing the period of lithium carbonate admin- 
istration (figure 1). This increase averaged 
3,600 + 350 cells for the manic patients and 
1,900 + 520 cells for the depressed patients, 
and represented a significant change 
(p «.001) in the group when the lithium and 
pre-lithium mean leukocyte counts for each 
patient were compared using a paired t test. 


By the fifth day of lithium administration 


some increase in leukocyte count was ap- 
parent in most patients, although the peak 
elevation did not generally occur until the 
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second week of treatment. Periodic leuko- 
cyte differential counts obtained in 17 pa- 
tients showed a small increase in the per- 
centage of mature neutrophils (p <.05), 
accompanied by a decrease in lymphocytes, 
but by no change in eosinophils or baso- 
phils. 

The greatest absolute and percentage in- 
crease in leukocytes following lithium ad- 
ministration occurred in the manic patients. 
During lithium administration all eight of 
the manic patients (but only one of the de- 
pressed patients) had mean leukocyte ele- 
vations of over 10,000 per cu. mm., the 
usually accepted upper limit of the normal 
range. In addition, leukocyte counts were 
over 10,000 in three of these manic patients 
prior to lithium treatment. Likewise, the 


FIGURE1 


Changes in Leukocyte Counts in Response 
to Lithium Administration* 
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* Each point represents the mean of four to eight determinations 


during the two weeks prior to lithium administration and during the 
initial two to four weeks of lithium administration. 
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FIGURE2 
Changes in Leukocyte Levels in Relation to 


Lithium Treatment in a Manic-Depressive Patient 
Studied over a 22-Week Treatment Period* 
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* Lithium dosage was 1.2 to 1.5 gm. a day and serum lithium levels 
were .90 to 1.20 mEq /liter. 


manic patients as a group had higher pre- 
lithium leukocyte counts than the de- 
pressed patients (p «.01, see figure 1). 

The elevation in leukocyte counts in 
these 28 patients was not associated with a 
Significant change in hematocrit or platelet 
counts during lithium administration. Dis- 
Continuation of lithium administration with 
placebo substitution brought about a return 
to pre-lithium leukocyte levels within one 
week in all patients examined. Figure 2 il- 
lustrates the regularity and rapidity of these 
changes in leukocyte count in a patient 
Studied longitudinally for 22 weeks. 

Eleven outpatients maintained on lithium 
for eight to 31 months and studied at 
monthly intervals showed persistent leu- 
kocyte count elevations, maintaining mean 
counts of 10,100 cells in comparison to 
Pre-lithium mean levels of 7,400 and 
initial treatment period levels of 10,250. 


Discussion 


] Although the lithium ion in vitro affects 
à wide variety of biological systems, in ordi- 
nary clinical usage its therapeutic effects are 
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associated with few side effects that are more 
than transient in nature(1). In our manic 
patients the increase in leukocyte count 
during lithium treatment was of sufficient 
magnitude (i.c., clearly beyond the normal 
range) to cause potential confusion with 
other causes of leukocytosis such as occult 
infection. Of possible use in clinical differ- 
entiation is the fact that the lithium-induced 
leukocytosis predominantly represented an 
- increase in mature granulocytes and did not 
involve a “left shift" with juvenile leukocyte 
forms present, as is often seen in infections. 

The higher pre-lithium leukocyte counts 
in the manic patients, as compared with the 
depressed patients, may be related to some 
previously studied biological phenomena ac- 
companying mania. Elevations of leukocyte 
counts have previously been noted in psy- 
chiatric patients during periods of hyper- 
activity and panic(8) and in normal in- 
dividuals prior to surgery (9). Also, vigorous 
exercise (10) and epinephrine administra- 
tion (11) have been shown to lead to leuko- 
cyte count elevations. Since the manic 
patients described here manifested increased 
Physical activity, and previous studies have 
demonstrated elevated urinary excretion 
Of catecholamines in manic patients (12), 
these factors may contribute to the elevated 
leukocyte counts observed. 

The mechanism of lithium-induced leu- 
Kocytosis has not yet been studied. Both 
pa dcytosis and lymphocytopenia have 

*n observed in animal studies that used 
p higher lithium doses(13, 14). Toxic 
B h bone marrow were described in 
Pm patients receiving lithium (15) but 

: not verified in another study (16). One 
E mechanism for the leukocyte ele- 
ES is the increase in plasma cortisol re- 
imi; reported to occur during lithium 
Well k stration (17); corticosteroids are 

Ban ES to elevate the leukocyte count 
Bra. e short- and long-term admin- 
ema 8. The possible effects on 
Bis Ytopoiesis „of 4 altered thyroid 
i E accompanying lithium administra- 
tion. man (19) require further investiga- 


NUUS 
hat dde this paper was in press, a paper appeared 
during Dad à similar increase in leukocyte counts 
ium administration to 25 outpatients evalu- 


once monthly (20), 
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Voting Competence and Mental Illness 


BY MORRIS M. KLEIN, PH.D., AND SAUL A. GROSSMAN, PH.D. 


Does mental illness render a person incom- 
petent to vote? Two studies highlight the 
similarity of voting behavior between pa- 
tients hospitalized in a community state 
hospital and citizens living in the commu- 
nity. The results of the studies appear to 
dispel any need to maintain separate laws 
that govern the voting rights of citizens who 
are hospitalized for mental illness. 


ARYING degrees of disenfranchisement 
Wii: been legislated against mentally 
ill patients in different parts of the country. 
We conducted a survey in 1968 of the laws 
governing the voting rights of the mentally 
ill in each state and received replies from 
the offices of the attorneys general of 42 
states. Thirty-six of the states that responded 
indicated that they had separate laws regu- 
lating the voting rights of the mentally ill. 
Nine states restrict from voting those who 
have been adjudged to be mentally incompe- 
tent; three states restrict those under guard- 
ianship, and 24 states restrict those subsumed 
under any of the following categories: in- 
sane, idiot, lunatic, non compos mentis, 
or mentally ill, with only seven of these 
states requiring that they be so designated by 
judicial authority, 

How these laws operate and the effect 
they have on the lives of the mentally ill 
was illustrated by Vail (1). He reported that 
in the Minnesota Probate Court when a 
person is committed as mentally ill, his 
Voter's registration card is automatically 
removed from the file and cannot be returned 
until the patient is discharged from the hos- 
pital and reregisters in person. Thus recov- 
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ered mental patients must undergo incon- 
venience and embarrassment in order to 
regain their rights of citizenship. 

The New York State election law (2) can 
be used as an example of how election laws 
exclude the mentally ill from voting. The law 
reads: “No person who has been adjudged 
incompetent or committed to an institution 
for the care and treatment of the mentally 
ill or mentally defective by order of compe- 
tent judicial authority, shall have the right 
to register for and/or vote at any election in 
this state. ...” Such a person may regain his 
franchise if he is subsequently certified by the 
head of the institution to have been released 
and "to have the mental condition which 
fully warrants his proper exercise of his right 
to vote." 

The election law in New York State disen- 
franchises people, even though they have not 
been adjudged to be incompetent, as long 
as they have been committed by judicial 
authority to an institution for the mentally 
ill. In some states even those people who 
are voluntarily hospitalized for mental ill- 
Ness are disenfranchised. In other states, 
where disenfranchisement is contingent 
upon hospitalization by judicial order, a 
large percentage of patients is often admitted 
by such an order, thus again leading to dis- 
enfranchisement of a large segment of the 
mentally ill. 

Does hospitalization for mental illness 
render a person incompetent to vote, or is 
this an arbitrary legislative act? Limited 
Tesearch has been reported on this subject. 
Vail (1), as Commissioner of Mental Health 
in Minnesota, instituted in 1964 an “Oper- 
ation Citizenship" at all hospitals for the 
mentally ill as a general attack on dehuman- 
ization. The researchers encouraged patients 
to register and vote if they could legally do 
So. They also conducted a simulated vote on 
Election Day in the mental institutions for 
those who were not empowered to vote and 
instituted an educational program on the 
election, including personal appearances at 
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the hospitals by the candidates. 

The straw vote at these hospitals revealed 
a similarity to the vote of the entire nation, 
with the exception that the Democratic can- 
didates received a higher percentage of votes 
in the hospitals than they did in the nation. 
Vail attributed this difference to socioeco- 
nomic factors and indicated that the Demo- 
cratic majority in the hospitals was similar 
to the vote in economically distressed Min- 
nesota counties. In a previous study of ours 
(3), all patients in a community-based state 
hospital in the Bronx were polled on the 
1965 New York City mayoralty race. A com- 
parison of the patient vote with the vote of 
the general population of New York City, 
the Bronx, and the hospital catchment area 
revealed that the hospital sample vote most 
closely resembled the election results of the 
hospital district. 

In view of the paucity of information on 
the voting of mental patients and the fact 
that the evidence of limited research ap- 
peared to contradict the basic assumption of 
the election laws of most states, we felt that 
further study in subsequent major elections 
was warranted. The aim of these investi- 
gations was to determine whether the simi- 
larity between the vote of hospitalized pa- 
tients and the vote of the general population 
in their community remained stable over a 
period of time and under different circum- 
stances. 


Procedure 


The resident patient population of Bronx 
State Hospital was polled on the 1966 gu- 
bernatorial race and on the 1968 presiden- 
tial race. All psychiatric patients residing 
in the hospital on Election Day in each of 
these years with the exception of geriatric 
patients were used as subjects in this experi- 
ment. The ballot for the gubernatorial elec- 
tion was similar to the state ballot and in- 
cluded all six political parties and guber- 
natorial candidates. The ballot for the 
presidential election included the three 
major candidates who ran nationally and 
consisted of four rows, since the Democratic 
candidate also appeared as the candidate 
of the Liberal Party. Subjects were instructed 
to mark one check next to the name of the 
Candidate of their choice. The subjects 
deposited the ballots in a closed ballot box, 


Amer. J. Psychiat. 127:11, May 1971 


1563 


which was collected by the investigators 
immediately following voting completion. 
In 1966 a total of 354 patients and in 1968 
a total of 395 patients received ballots. The 
subjects ranged in age from 21 to 75 years. 


Bronx State Hospital is community-based 
and is required by law to admit from its dis- 
trict, on a voluntary or involuntary basis, all 
persons in need of psychiatric treatment. 
The patient population is thus unselected and 
includes patients with the most serious forms 
of psychopathology. No attempt was made 
to eliminate the more severely disturbed pa- 
tients from voting. The predominant diag- 
nosis of the subjects was schizophrenia, but 
all other diagnostic classifications were in- 
cluded, 


Results 


In both the 1966 and the 1968 studies, a 
comparison showed similarities between the 
voting patterns of the hospital sample and 
those of the population in the hospital’s 
catchment area. The two major candidates 
in each comparison group received the vast 
majority of votes, and the same candidate 
was victorious in each population. Table 1 
illustrates the results of the 1966 guberna- 
torial election. 

Of the 354 patients included in our 1966 
sample, 22.8 percent returned unmarked 
ballots. Five of the ballots (1.8 percent) were 
marked incorrectly and were considered 
invalid. These figures were similar to those 
in our previous study on the mayoralty elec- 
tion (3), in which 16 percent of the ballots 
were unmarked and 4.8 percent were invalid. 

Excluding the unmarked and invalid bal- 
lots, 268 valid ballots were obtained from 
the hospital sample. The major candidates 


TABLE 1 


Gubernatorial Election Results of Bronx State Hospital 
Patients in Comparison with Bronx Assembly Districts 


BRONX 


ASSEMBLY BRONX 

DISTRICTS STATE HOSPITAL 
CANDIDATE PERCENT NUMBER PERCENT 
Republican 34.6 104 38.8 
Democrat 474 122 45.5 
Liberal 8.5 31 11.5 
Conservative 9.2 7 2.6 
Socialist Labor 0.1 2 0.7 
Socialist Worker 0.2 2 0.7 
Total valid ballots 268 
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TABLE 2 


Presidential Election Results of Bronx State Hospital 
Patients in Comparison with Bronx Assembly Districts 


BRONX 
ASSEMBLY 
DISTRICTS 


PERCENT 


BRONX 
STATE HOSPITAL 


CANDIDATE NUMBER PERCENT 


Republican (Nixon) 34.4 67 28.1 
Democrat (Humphrey) 53.3 150 62.8 
Liberal (Humphrey) 73 14 5.8 
Courage (Wallace) 5.0 8 3.3 
Total valid ballots 239 


in each sample received the vast majority of 
the votes—82 percent in the catchment area 
and 84.3 percent in the hospital. Two of the 
minor candidates each received less than one 
percent of the vote of both comparison 
groups. The Liberal and Conservative candi- 
dates received a combined total of 17.7 
percent of the vote in the community and 
of 14.1 percent in the hospital sample. Com- 
paring the vote for each candidate sepa- 
rately, we found that the Democratic 
candidate in each comparison group was 
victorious, with the Republican candidate 
second. The only difference between the two 
groups was the reversal of the votes for the 
Liberal and Conservative candidates, with 
the Conservative candidate receiving more 
votes in the community and fewer in the 
hospital sample. Table 2 shows the results 
of the 1968 presidential election. 

Of the 395 patients included in our 1968 
sample, 19 percent returned unmarked bal- 
lots. In addition, 23.5 percent of the ballots 
were marked incorrectly and were con- 
sidered invalid. While the percentage of 
unmarked ballots was similar to that in the 
previous studies, the percentage of invalid 
ballots was much higher, 

Excluding the unmarked and invalid bal- 
lots, 239 valid ballots were obtained from the 
hospital sample. The major candidates in 
each sample received the vast majority of the 
Votes—95 percent in the catchment area and 
96.7 percent in the hospital. Comparing the 
vote for each candidate Separately, we found 
that the Democratic candidate in each com- 
Parison group was Victorious, with the Re- 
publican candidate second. Hubert Hum- 
phrey also appeared as the Candidate for the 
Liberal Party and received a much lower 
percentage of his total vote On that line in 
both samples-—7.3 percent in the catchment 
area and 5.8 percent in the hospital. 
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Discussion 


These studies confirm our original finding 
that the vote of mental patients hospital- 
ized within their community is similar to the 
vote of the community's general population. 
The similarity in vote is maintained despite 
the fact that the majority of the community 
voted for the Republican mayoralty candi- 
date and then voted for the Democratic 
gubernatorial and presidential candidates. 
It appears that under the conditions of a 
community-based hospital the patients are 
able to reflect the political sentiment of their 
community. 

An outstanding feature of the first two 
studies was the very low percentage of in- 
valid votes (4.8 percent and 1.8 percent, 
respectively). It appears that an unselected 
patient population hospitalized for mental 
illness is able to comprehend the task of 
voting and to follow the directions for 
selecting one candidate on a paper ballot 
from a fairly long list. It was only in the 
latest election (1968) that a substantial num- 
ber of ballots (25.3 percent) was invalid. A 
number of factors may have contributed to 
this sudden increase in invalid votes. By No- 
vember 1968, the hospital had fully incor- 
porated into its catchment area the ghetto 
areas of the Bronx, and a much higher per- 
centage of Puerto Ricans who could not 
speak or read English were patients. In ad- 
dition, a higher percentage of chronic 
patients were in the hospital in 1968, since 
the better functioning patients were being 
treated in the hospital for a shorter time, 
with continued treatment on an outpatient 
basis. Also, more patients were encouraged 
to leave the hospital on Election Day in 
order to vote, and hence many patients who 
were functioning fairly well were not in the 
hospital at the time of the simulated ballot. 
Even under these conditions, 75 percent of 
the marked ballots returned by patients were 
valid, indicating that.a majority were com- 
petent enough to vote. 

While no important difference was found 
between the community and the patient 
vote for the two major and the two minor 
candidates, a difference was found in the 
vote for the Liberal and Conservative candi- 
dates. This appears to be a fairly stable oc- 
currence, probably indicating the patients 
lower socioeconomic status as compared to 
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that of the general population. Patients 
appear to reflect the major political trends 
and party loyalties of their community but 
do not reflect minor political nuances, e.g., 
the small percentage of Conservative voters 
in the community. While this sole difference 
indicates that the patient sample is not fully 
representative of the community population, 
it cannot be attributed to the patients' lack 
of voting competence. These studies showed 
no evidence of any tendency by hospitalized 
mental patients toward an unusual voting 
pattern, since in each election the two major 
candidates received the majority vote and 
the minor candidates received an insignifi- 
cant vote. 

The three studies on the voting behavior 
of mental patients seriously question the 
need for separate laws governing the voting 
rights of citizens who are hospitalized for 
mental illness. Some states disenfranchise 
only those patients who are adjudged to be 
mentally incompetent. Other states exclude 
those patients committed involuntarily by 
judicial order, and still other states even 
exclude persons voluntarily admitted to a 
mental hospital. 

Although these statutes vary from state to 
State, they agree on a basic issue. Disenfran- 
chisement of mental patients is based on the 
assumption that mental illness is synony- 
mous with mental incompetence and that 
such incompetence is all-pervasive and 
Covers all phases of human activity. Our 
findings tend to refute this conception. It is 
Sufficient to note the similarity between the 
patients’ vote and the community’s vote, as 
well as the low incidence of invalid votes, 
despite the fact that every person in the un- 
Selected patient population was given the 
Opportunity to vote. While people may at 
limes manifest dysfunction in one area of 
activity, they may still be competent in other 
areas, 

The ambiguous connection between men- 
tal illness and mental incompetence touches 
Primarily upon the issue of whether a men- 
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tally ill patient is able to manage his own 
affairs. The American Bar Foundation, in 
studying this problem, concluded that “any 
automatic connection between incompetency 
and hospitalization is without justification. 
Their merger may result in an unnecessary 
deprivation of personal and property rights" 
(4). A recent study of the law of incompe- 
tency concurred with this thesis and recom- 
mended that “a determination that a person 
needs care and treatment in a mental hos- 
pital or institution for the retarded should 
never be deemed an adjudication of incom- 
petency”’ (5). 

The voting laws, besides depriving hos- 
pitalized citizens of one of their inalienable 
rights, perpetuate the myth that the mentally 
ill are uniquely different from other people. 
Mental patients, as a rule, feel alienated 
from and rejected by society. Depriving 
them of their rights of citizenship adds 
reality to their feelings and confirms any 
delusions they may have about being dif- 
ferent. Feelings of inadequacy are magnified 
if society reinforces them by treating patients 
as if they truly were incompetent. 

The dangers to a democratic society inher- 
ent in curtailing the basic rights of any seg- 
ment of the population is so evident that such 
steps should not be taken unless there exists 
an overriding need to safeguard these rights 
for the rest of society. The results of these 
studies appear to dispel any factual basis for 
the disenfranchisement of mental patients. 
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Confidentiality in Psychiatric Screening for 
Security Clearance 


BY PHILIP SOLOMON, M.D., SUSAN T. KLEEMAN, M.D., 
AND WILLIAM J. CURRAN, LL.M. 


Confidentiality is only partial in psychiatric 
examinations for security clearance. The 
applicant for clearance accepts this limi- 
tation because he wants clearance. The 
government protects the applicant's privacy 
as much as possible within the bounds of 
safety. The psychiatrist acts as a specialist 
who serves both, divulging only what is 
necessary. 


SYCHIATRIC screening for security 

clearance produces a complex triple re- 
lationship involving the applicant, the 
United States government, and the psychi- 
atrist. The element of confidentiality may 
be discussed as a feature of each aspect of 
the relationship. 


The Applicant and the Government 


The applicant and the government are 
related in that the applicant wishes to ob- 
tain a job that requires his being trusted 
with classified government information. 
Unless he is given a security clearance he 
will not be eligible. Applicants are not 
routinely examined by a psychiatrist. The 
government sometimes learns in conduct- 
ing its investigation that a particular appli- 
cant must be considered Suspect for reasons 
that concern his mental health. The most 
common reasons are tha 
patient in a mental hospit 
from the Armed Forces bi 
atric condition, or had 
surveillance because of 


al, was "discharged 
ecause of a psychi- 
been under official 
Some abnormality 
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of behavior. Thus the applicant who is re- 
ferred to a psychiatrist is always a "ques- 
tionable case." 

The applicant stands to gain from the 
psychiatric examination if it helps. him ob- 
tain clearance. For this opportunity he is 
expected to contribute his time and effort, 
the expense of traveling to and from the 
appointment, and his cooperation in the 
examination. The government stands to 
gain a trustworthy employee if the appli- 
cant proves worthy of clearance and protec- 
tion from a potential hazard if he does not. 
For this it contributes the psychiatrist’s fee, 
considerable administrative management, 
and the willingness to be exposed to an ap- 
peal if it withholds clearance, T 

The applicant is asked many questions of 
an intimate, private, and confidential nature 
during the examination. He is told that he 
does not have to answer, that what he says 
will be available to government officials and 
may be used against him, but that if he does 
not answer, his refusal will be considered 
significant and may prove conclusive in a 
Tuling against him. This will be discussed 
later. Correspondingly, the government 
tacitly agrees to treat the applicant’s confi- 
dences with respect, tact, and common de- 
cency, and to divulge them only when essen- 
tial to its own protection or in support of its 
actions (such as in denying the applicant's 
clearance). It is understood that records es- 
Pecially are to be kept inviolate and unavail- 
able even to other government agencies 
except for matters of security clearance. 


The Government and the Psychiatrist 


The government wishes to identify indi- 
viduals who are security risks. It recognizes 
that mental illness, personality disorders, 
and behavioral problems may jeopardize 
security through faulty trustworthiness and 
integrity (rendering the applicant greater 


Amer. J. Psychiat. 127:11, May 1971 


BRIEF COMMUNICATIONS. 


prey to espionage and treason) or through 
carelessness, distortion, impaired memory, 
or other mental or behavioral abnormality 
(rendering the applicant unable to safe- 
guard classified information properly). 

The government requests the psychia- 
trist to discover and report any mental con- 
dition that may cause "significant defect 
in the judgment or reliability” of the appli- 
cant "with due regard to the transient or 
continuing effect" of the condition. When 
the psychiatrist finds that the applicant does 
evidence a psychiatric illness or a character 
or behavior disorder, he must provide the 
following “in as much detail as possible"! 

a. The exact nature of the illness or disorder. 

b. Whether it is of a transient or continuing 
nature. 

c. Whether it now is causing, or may in future 

cause, a significant defect in applicant's judgment 
or reliability. 
_ d. Whether such defect in judgment or reliabil- 
ity may impair his ability to safeguard classified 
information, or is limited to such a narrow area 
as to be unlikely to affect adversely his ability in 
this respect. Inasmuch as this aspect is the crux 
of the determination which must be made, a full 
explanation is requested. 

€. If the iliness (or condition) is in remission at 
this time, what is the likelihood that applicant 
may suffer a recurrence of such nature or severity 
that impairment of his ability to safeguard classi- 
fied information reasonably may be anticipated? 

If the psychiatrist wishes he may obtain 
Psychological or electroencephalographic 
examinations to assist him in arriving at his 
Opinion. 

The psychiatrist, in short, is an agent of 
the government and is enjoined to provide 
evidence of pathology, if it exists, in the 
Most intimate areas of the applicant’s life. 
Information about the applicant’s family 
and sex life; his social, financial, and per- 
Sonal habits and aspirations; and even his 
poughts, fantasies, and dreams is not privi- 
Ed if it is relevant to possible pathological 

ehavior in the future. 


The Applicant and the Psychiatrist 


The relationship of the applicant and the 
Psychiatrist is not that of patient and physi- 


E PATI the ax 
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applica ter of transmittal to the psychiatrist for each 
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cian, and no traditional confidentiality of 
communications arises. The psychiatrist 
should tell the applicant that their relation- 
ship is not confidential and that all infor- 
mation and all communication between 
them can and may be revealed to the gov- 
ernment. The applicant should be told that 
he does not have to answer any questions 
or to volunteer any information; the inter- 
view and examination are voluntary. How- 
ever, a refusal to furnish relevant data may 
prevent any kind of a final judgment on the 
individual, in which event processing of the 
application for clearance would be discon- 
tinued. 


The psychiatrist's approach must be 
thorough but altogether straightforward. 
He must never encourage the applicant to 
reveal embarrassing or damaging facts “just 
between us,” as if these would be spared in 
making his report. Neither should he per- 
mit the applicant to offer anything “as long 
as you don't tell the government." The psy- 
chiatrist cannot guarantee that any informa- 
tion will be kept secret. Revealed material 
may be so significant in forming the psychia- 
trist’s opinion that it must be used, at least 
implicitly. Furthermore, the psychiatrist 
can be forced to reveal it later on the witness 
stand, at a hearing or in court. In spite of 
these strictures, the psychiatrist must try 
to conduct a complete psychiatric examina- 
tion, including full attention to the items 
that were reported by the government as 
instrumental in bringing about the referral. 


In some cases the psychiatrist will not 
find it easy to make up his mind. He knows 
that a great deal depends on his decision: 
perhaps a drastic setback in the applicant’s 
career through the lack of clearance or, if 
clearance is given, the possibility of expos- 
ing the applicant to stresses he should never 
have been allowed to face, with the result 
of a threat to national security. He knows, 
furthermore, that apart from his conscience 
and sense of duty he may be called upon to 
defend his decision and his competence as a 
psychiatrist. He may be examined and cross- 
examined at an appeal hearing if the ap- 
plicant wishes to fight an adverse decision, 
and he certainly would be likely to hear 
about it if a passed applicant later proved 
defective. The psychiatrist in difficult cases 
will thus probe deeply and spare none of the 
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applicant’s desires for privacy. He may do 
this in repeated visits. 

If the applicant appeals a denial of securi- 
ty clearance, he or his lawyer may ask for 
and obtain a copy of the psychiatrist’s re- 
port in full. At the hearing the applicant or 
his counsel has the right to call and cross- 
examine the psychiatrist and to subpoena his 
records. The applicant can gain access to the 
records only if he is denied clearance. The 
records are the property of the psychiatrist, 
not the applicant or the government. Rec- 
ords sent to the psychiatrist for his in- 
formation before the examination are al- 
ways returned along with his report. 

The psychiatrist should of course treat 
his own records as confidential and secret 
to anyone other than the government agency 
that requested the examination. The gov- 
ernment should also hold all records in the 
case confidential except when they concern 
security matters, and it should deny access 
to them to prospective employers, other 
medical officers, and presumably other gov- 
ernment agencies. This last point is perhaps 
open to question, and there seems to be no 
law or regulation concerning it, At present, 
most federal agencies conduct their own 
Separate investigations and do not share 
cana eran t fear of ind 

nts of informa- 
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tion about private citizens that caused 
Congress to defeat bills a few years ago 
that would have created a large central 
“data bank." 


Finally, the psychiatrist should consider 
that even a driver going through a red light 
has certain rights. You don't hit him if you 
can help it. Neither do you hurt the appli- 
cant if you can avoid it. His privacy and 
confidentiality should be guarded except for 
matters concerning security clearance. In 
cases where clearance is recommended, 
intimate material can usually be omitted in 
the report. Even when the decision is ad- 
Verse and no privacy can be spared in 
supporting the opinion, redundancy, un- 
necessary details, and extraneous matter can 
often be omitted without weakening the 
report. The national interest comes first, 
but common decency should not be far 
behind. 


In summary, Security clearance requires 
and permits the abrogation of confiden- 
tiality on the part of the psychiatrist since 
he is not functioning in a doctor-patient 
relationship. He is functioning, however, in 
à doctor-human being relationship, and 
both he and the government agency con- 
cerned should adhere to confidentiality and 
respect privacy wherever they can. 
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Women Physicians: Their Professional 
Performance 


Sir: Given the prestige of the Carnegie Com- 
mission on Higher Education, its report, Higher 
Education and the Nation's Health: Policies for 
Medical and Dental Education (1), will be re- 
garded as a definitive and scholarly treatise. It is 
all the more to be regretted that a grievous error 
in citation presents a grossly distorted view of the 
professional performance of women physicians. 
Once it is sanctified by publication in so influen- 
tial a volume, such an error is likely to be used, 
both wittingly and unwittingly, in "justification" 
of present prejudicial medical admission policies. 
In response to my correspondence pointing out 
this error, Professor Clark Kerr, the Commission 
Chairman, has assured me that he will see to it 
that the error is removed from future printings. 
But tens of thousands of copies are already extant. 
I asked to use the columns of this journal in the 
hope of minimizing the mischief almost certain to 
be caused by the material now being circulated. 

After noting the low percentage (six percent) of 
U.S. physicians who are women in contrast to 
Germany (30 percent) or the Netherlands (20 per- 
cent), the report (1, p. 26) goes on to state: “In- 
creasing the proportion of women in medical and 
dental schools, in the absence of other changes, 
Would not increase the supply of physicians’ and 
dentists’ services, since many married women in 
these professions who have young children work 
only Part-time or drop out of the labor force en- 
ely. This statement is "documented" by a 
Ootnote that reads; "Among female medical 
School graduates active from 1931 to 1956, 45% 
Were working full time or part time in 1964." If, 
Sh the reader consults the paper by Powers 
Dr associates (2) cited as the reference for this 
E atum," he will discover that 45 percent is the 
gure for full-time practice and that the correct 
43i or full-time and part-time practice (2, p. 
Bis Rr percent! These findings are corrob- 
am y an unpublished study by Radcliffe 

ia who have entered medicine (3). 

v Powers’ study estimated that the male phy- 
Fore ken es work an average of 30 percent 
Ours and attend about one-third more pa- 
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tients than the women respondents (2, p. 485). 
These data must be evaluated in relationship to 
differences in practice patterns, with women more 
often than men found in salaried than in private 
practice (2, p. 490), a pattern likely to become 
more common in the future for male physicians 
as well. If we consider the obstacles that women 
face in entering medicine, in obtaining training in 
certain of its specialties, and in returning to prac- 
tice after bearing children, their record should be 
regarded as an extraordinary accomplishment 
rather than as any indication of limited potential. 
If we consider how much greater their profession- 
al output is likely to be once obstacles to training 
are removed, day care becomes more widely avail- 
able for women with children, and problems of 
reentry into professional life for those who elect 
to withdraw temporarily from child rearing are 
simplified by the provision of rational job and re- 
training opportunities, then it becomes abundant- 
ly clear that womanpower can contribute in a 
major way to meeting the national shortage of 
medical care. 

The Carnegie Report, to put things in perspec- 
tive, does recommend “positive policies to en- 
courage the admission of women and members of 
minority groups to professional training in med- 
icine and dentistry,” although its earlier state- 
ment and erroneous citation are likely to undercut 
the salience of its conclusion. Perhaps a psychi- 
atrist may be forgiven the speculation that so 
egregious an error could hardly have been over- 
looked had not the author of the section, the ed- 
itor who followed him, and the proof readers 
been all too ready to nod at statements that re- 
flect hoary belief. After all, this is no mere mis- 
print of a number; both the text and the footnote 
supply distorted information. I can only suppose 
that Patricia Harris and Katharine McBride, the 
two women among the 19 members of the Com- 
mission, lent their names (as perhaps did others) 
to the final product without having read it in 
detail. 

There are other aspects of this report with 
which I take serious issue (the almost cavalier dis- 
missal of the importance of training for medical 
research, for example), but I limit this letter to 
a caveat for readers, lest they, too, take for fact 


if found suitable, as space permits. Please 
if possible, not to exceed 500 words. Letters 
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that which is error and by so doing give continued 
life to the canard that the educational investment 
in women physicians is an unproductive endeavor. 
Their record of performance against unrelenting 
Obstacles is a proud one indeed. This society can 
ill afford the waste of the talents of women. 


The references are: 


1, Carnegie Commission on Higher Education: Higher 
Education and the Nation's Health: Policies for 
Medical and Dental Education. New York, Mc- 
Graw-Hill Book Co, 1970 

2. Powers L, Parmelle RD, Wiesenfelder H: Practice 
patterns of women and men physicians. J Med Educ 
44:481-491, 1969 

3. Williams PA: Women in medicine: some themes and 
variations. 1971 (unpublished manuscript) 


LEON EISENBERG, M.D. 
Boston, Mass. 


Reprint Addiction 


Sir: I wish to draw attention to the spread of 
the reprint addiction syndrome. Mild degrees of 
this have been common and socially acceptable 
among members of the academic community for 
a long time; the condition was formerly rare out- 
side university centers. The early stages of socially 
acceptable reprint collection are marked by the 
fact that reprint collection is quité®pen, Reprints 
are assigned to a desk drawer. More advanced 
Cases possess printed reprint request cards that 
are sometimes trilingual, in demonstration of the 
collector's linguistic Prowess as much as out of 
any Kind Of necessity. (It should be noted that 
Teprint jargon is, in fact, quite international, with 
phrases like "Dear Colleague" and "interesting 
paper" being widely recognized.) There is reason 
to believe that this social malady is particularly 
common in Czechoslovakia. Reprint pushers 
usually display in their pads or "offices" several 
cards with Czechoslovakian stamps, 

As the condition becomes mor 
reprints are not actually read, T. 
cause the addict is too. busy inde: 


Purchasing text- 
ep abreast of his 
irely in the more 


Reprints overflowing from desk drawers into 
cardboard boxes is an ominous sign. Disintegra- 
tion of the boxes and the necessity of tying them 
up with string is a common Complaint at this 
stage. 

As the condition progresses further, there are 
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more attempts to catalogue the reprints. The 
purchasing of elaborate files, card indexes, loose- 
leaf folders, and other devices to keep the collec- 
tion in order also becomes evident. In the aca- 
demic cases, the victim's family begins to suffer 
from lack of funds. Money that should be de- 
voted to feeding and clothing the family is ex- 
pended on filing systems and cataloging devices, 
which become the main occupation. 

As the patient realizes his predicament, there 
are desperate and self-defeating attempts at re- 
covery. These often take the form of reading 
through the reprint collection in order to separate 
out the ones he “really wants" and to throw the 
rest away. However, this takes up so much time 
that he gives it up in despair. Often at this stage 
the office and home have become piles of unread, 
tattered, polyglot reprints; all other activities 
may be given up for days. 

A real cure is rare and is often only achieved by 
drastic or accidental means that involve a com- 
plete loss of the collection. There is evidence that 
in some cases the victim's wife connives at, or even 
contrives, the loss. This sometimes takes place 
during the process of moving (which is usually an 
anxiety-provoking situation for the reprint collec- 
lor, causing grave anxiety over the safety and 
good order of his collection). : 

After complete loss of the reprint collection, 
there is often a stage of mild depression and com- 
pulsive journal reading, during which gentle sup- 
Port and encouragement should be given. The 
collectors can often be rehabilitated to useful 
employment, preferably in an action-oriented 
environment such as a remote rural dispensary n 
Central Africa or the emergency room of a busy 
inner-city hospital. A 

Complete prevention of the condition will prob- 
ably not be possible without radical social or 
legal action against reprint pushers. These people 
are often outwardly respectable citizens who 
flaunt shelves filled with reprints, which they pro- 
fess to be able to identify only by number. T 
may even take deliberate pride in the volume 0 
their overseas mail and what they refer to as their 
“bibliography.” They seldom regard themselves 
as blameworthy in any way and are not accessible 
to psychotherapy. They are best managed in faim 
large group situations where they read their proc- 
ucts to each other, although even then they often 
have to be restrained from publishing them, thus 
Creating further reprints for distribution. 


D. PETER BIRKETT, Mert 
Orangeburg, N.Y. 
Frantz Fanon: His Power 


Sir: Dr. Paul Adams’ paper, “The Social Po 
chiatry of Frantz Fanon” (December 1970 issue 
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the Journal), calls attention to this important 
man and his ideas. I would like to make several 
observations, primarily about Black Skin, White 
Masks (1), which I consider his most important 
book. In it Fanon wrote with uncommon evoc- 
ative power. It is difficult to imagine anyone being 
unmoved by his description of the consequences 
of being black. He repeatedly made incisive and 
unexpected observations. An example is his view 
of the collective unconscious as “... simply the 
sum of prejudices, myths, collective attitudes of 
a given group.” Not only did he perceive an ele- 
ment of truth in an overly elaborate construct, 
but he also applied it insightfully to the plight of 
the Negro. Fanon did more than analyze, he pro- 
posed. His powerful summary of the thought and 
behavior he believed fitting for a black man (1, 
pp. 228-232) is as relevant today to men of all 
colors as when it was written in 1952. 

Sartre seemed to be of singular importance in 
the development of Fanon’s ideas. The theses 
presented in Black Skin, White Masks parallel 
and contrast with those that Sartre presented 
about Jews (2). Fanon's key point about what 
makes the Negro is openly based on Sartre, who 
wrote, "It is the Anti-Semite who makes the 
Jew" (2, p. 69). 

Fanon's life and writings are remarkable exam- 
ples of failure to achieve unitary thinking as dis- 
cussed by Roy R. Grinker, Sr. in the same issue 
of the Journal (3). Humanistic and cooperative 
9n the one hand, Fanon was dogmatic and ran- 
Corous on the other. His ambivalent attraction to 
brute power, imposed upon others to gain an 
authentic identity, is evident even in his first work. 


The references are: 


l. Fanon F: Black Skin, White Masks. Translated by 
Markmann CL. New York, Grove Press, 1967 

2. Sartre J: Anti-Semite and Jew. New York, Grove 
Press, 1960 

3. Grinker RR Sr: The continuing search for meaning. 
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CuanLEs L. BowDEN, M.D. 
San Antonio, Tex. 


whtaining Insurance for People 
ho Have Had Psychiatric Consultation 


ES As an insurance consultant I recently be- 
A involved in a situation that I think will inter- 
your members. 
involves a man who applied for life insurance, 
ue to a large amount of undue ignorance on 
Burt of many in both your profession and 
issui » t © Insurance companies frowned upon 
ing him insurance. Now, after a lot of work 
Eme interested and involved people, there is 
Ssibility of some enlightenment in this area. 
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I am enclosing a photocopy of a letter I sent 
to the chief underwriter of the life insurance com- 
pany involved. The names have been deleted for 
obvious reasons. 


Letter to Underwriter 


Sin: I supply the following information to you 
for the purpose of assisting you in your under- 
writing of applicant X. Due to the nature of this 
information, I must insist that it be held in the 
strictest confidence. 

After learning that the applicant had had a 
Medical Information Bureau (M.LB.) code for 
coronary disorder, chest spasms, and emotional 
problems requiring psychiatric treatment I con- 
ducted a personal interview with the applicant 
during which he divulged the following: 

The applicant had an extra-marital affair with 
a woman in 1960. He had been estranged from 
his wife. After he had broken up the affair, he 
returned to his wife. He suffered from a great 
deal of anxiety and guilt—or as he put it, "con- 
science." 

The anxiety manifested itself in shortness of 
breath, palpitations, and other discomforts. 
According to several psychiatrists of my ac- 
quaintance, this is a “most common occurrence, 
sometimes very frightening to the individual in- 
volved and those close to him—especially when 
they have no logical explanation as to the 
causes." 

The applicant, having no analytic insight in- 
to the causes of these discomforts, went to a 
Dr. —— — —, an osteopathic physician in gen- 
eral practice. He diagnosed it as a possible cor- 
onary and had him admitted to the 
General Hospital, an osteopathic institution. 
The applicant told me that, at the time, he was 
having chest pains and difficulty breathing. (The 
psychiatrists with whom I have discussed this 
case were unanimous in their opinions that “*be- 
ing unable to breathe and chest spasms were 
most common complaints in cases of conflict- 
caused anxiety.) 

Since nothing tangible (medical) was dis- 
covered, the applicant was discharged. His dis- 
comfort continued however, so he went to à 

, M.D. Dr. is a Board-certi- 
fied internist and a Fellow of the American Col- 
lege of Physicians. 

‘After an extensive examination and electro- 
cardiograph (ECG), Dr. reported that 
the applicant was in excellent physical health. 
He then suggested that the applicant’s problems 
“might be psychogenic in origin" and suggested 
that he visit a psychiatrist. 

The applicant then went to , M.D., a 
psychiatrist, who after five visits in which the ap- 
plicant had the opportunity to ventilate (get it 
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off his chest), discharged him with the advice 
that “you can't live two lives at once." 

As a result of these visits, the anxiety lessened 
and the physical symptoms disappeared com- 
pletely. It has been ten years now with no recur- 
rence. 

After my meeting with the applicant, I had 
discreet discussions with his business partner 
and accountant, and both of these sources bore 
out the applicant's claims that he has had no 
repetition of those difficulties. My own observa- 
tions concur completely. 

I sincerely hope that we can be instrumental in 
making some inroads into this dark area by treat- 
ing persons like the applicant in the same manner 
as the majority (mental health reports that better 
than 8076 of the population could benefit from 
some form of psychiatric assistance) of the pop- 
ulation who are just like him. In fact, authorities 
say that persons who suffer from conflict-bred 
anxieties who make some attempt to ameliorate 
them by seeking professional assistance should be 
classified as healthier than those who attempt to 
"sweep it under the rug." It might be noted that 
those in the latter category are much more likely 

to experience severe depressions, psychotic break- 
downs, and even suicides—a very poor insurance 
risk, to say the least. 

The major difficulty comes, of course, from the 
severe lack of knowledge in this area not only by 

laymen and para-medical persons, but by prac- 
ticing physicians themselves who are engaged in a 
medical rather than a psychiatric practice. 
j It is with this report that I attempt to assist you 
in seeing these problems in their proper perspec- 
tive with the hope of aiding people like the appli- 
cant in getting a fair underwriting evaluation 


rather than a restricted, prejudicial and expensive 
injustice, 


MORTON HERMAN 
Brooklyn, N. Y. 


Cerebral Training 


Sir: In his review of Ernst S 
Pioneering Concepts in Mod 
Cerebral Training: An A 
Neurophysiology (Septem! 
Journal), Dr. Mervin Rosenberg states that the 
author '*... dispenses with the medical model." 
He does not “dispense” with it; the text states 


that cerebral training is based on an educational 
model. 


In fact, the author urges his trainees 
“to get a periodic health evaluation 
regular doctor every six months." 

The reviewer quotes the author as Saying: 
“There is no need to consider ‘such vague con- 
cepts as mind, conscious, unconscious, ego...” 
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This is blatantly out of context. The exact quote 
is: “No more was it necessary for me to make use 
of such vague concepts .... Now I was able to 
work with ideas ... [which] included such ana- 
tomical structures and physiological events as 
brain, nerve tracts, nerve fibers, and neural im- 
pulses." 

Dr. Rosenberg claims that "Dr. Schmidhofer 
refutes the need for a detailed history." Schmid- 
hofer's statement specifically is: *... To be useful 
the past history must be suitable, sufficient, and 
adequate. But it need not be long....” 

Rosenberg also seems uptight about nonmed- 
ical personnel using nonmedical educational pro- 
cedures in the rehabilitation of the trainee. How 
come? The last decade has seen an information 
explosion with respect to the effectiveness of non- 
medics in psychiatric problems, as for example 
milieu therapy, behavioral techniques, community 
involvement, Alcoholics Anonymous, Synanon, 
etc. The series (of which this book is one) is stated 
to be “directed to the nonspecialist scientific 
worker.” 

The reviewer claims the book is guilty of “...a 
complete lack of a scientific approach. There is no 
clearly stated hypothesis . . . ," thus shooting down 
both author and editor. Chapter 3 of the book, 
however, “. . . attempts to establish the validity of 
the argument that clinical neurophysiology should 
be the agent of choice in general for ... psychiat- 
tic or emotional problems.” The book presents a 
"^... fifteen point compendium ... why ... clin- 
ical neurophysiology ... (is) the agent of choice 
ee" and states the hypotheses (sic) of cerebral 
training in outline form. 

The reviewer also Says that “the text lacks a re- 
producible methodology.” It is hard to believe 
he even read the book, since approximately 30 out 
of 172 pages of the text (one-sixth) are specifically 
devoted to methodology, and another 70-odd 
(over one-third) report tape-recorded protocols 
illustrating the method or its results. Over 200 
bibliographical references are listed. 

The last pyrotechnic engaged in by Dr. Rosen- 
berg is his statement that cerebral training “will 
find its rightful place beside the orgone box.’ 
Janov's new book on a method, which its author 
modestly thinks “may change the nature of psy- 
chotherapy as it is now known,” cites Reich’s 
Orgone theory as being relevant today. 

Well, I guess a reviewer is entitled, but to what? 
Quoting out of context? Global denunciations? 
Sarcasm? Not stating comparable professionally 
acceptable points of view (e.g., behavioral OT 
educational models) against which the author’s 
Statements can appropriately be tested? It seems 
to me that a technique presented by a fully qual- 
ified and experienced psychiatrist should perhaps 
be given thoughtful consideration by other pro- 
fessionals, whether the presentation suits the re- 
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viewer or not. Anyone moved to explore the book 
after reading Dr. Rosenberg’s review, however, 
must be anencephalic. Having read it before see- 
ing the review and being (or so I fantasy) of rela- 
tively sound mind, I think the book deserves more 
objective treatment. 


VIRGINIA JOHNSON, ED.D. 
Los Angeles, Calif. 


Dr. Rosenberg Replies 


Sır: Neither the content of Schmidhofer's 
book nor Dr. Johnson's letter are significant addi- 
tions to the psychiatric literature. For the record 
I must, however, point out: 1) the internal incon- 
sistency manifested by Schmidhofer in basing his 
work on an educational model while suggesting 
“periodic health evaluation from your regular 
doctor every six months”; 2) that any similarity 
between milieu therapy and cerebral training is 
absurd; 3) that the sections quoted by Dr. John- 
son do not prove that the author used a scientific 
approach; 4) that the book contained no repro- 
ducible methodology; 5) that orgone therapy is 
not an acceptable form of psychological treat- 
ment; and 6) that it is difficult to be objective 
about objectionable material. 

I am saddened by the possibility of anyone's 
taking cerebral training seriously. 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 


The Superiority of Lithium Over 
Methysergide in Treating Manic Patients 


be In the article, *'Methysergide as a 
Pent for Mania" (September 1970 issue of 
€ Journal), Drs. McCabe, Reich, and Winokur 
Teported on their experiment with methysergide 
E à treatment for mania and concluded that 
methysergide administered orally over a four- 
© five-day period is not an effective agent. 
Eom the authors also mention the objection 
hs can be raised against this conclusion: their 
trial er may not have received an adequate 
E the drug. Four to five days might not be 
E ered long enough; Dewhurst (1) recently 
b mmended a dosage higher than that used 
Y the authors, 
Erud like to mention briefly that we, in 
Ds id conduct a pilot study using higher 
of ie of methysergide for a longer period 
duh e and compared it with lithium, since 
chlor Uperiority of lithium over placebo and 
hi Cee in manic patients has been 
trimmed in double-blind studies (2-4). 
EE 1969, 20 consecutive admissions to 
ilton Psychiatric Hospital from one catch- 
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ment area, with unequivocal diagnoses of moder- 
ate or severe mania and histories of one or 
more previous manic attacks, were allocated to 
methysergide or lithium respectively in a 
systematic alternation immediately after the 
patient’s admission. Methysergide was gradually 
increased by 2 mg. every second day up to 10 mg. 
a day. In two patients we did not reach the 10- 
mg. dosage because of severe side effects. Anti- 
manic administration of lithium carbonate was 
conducted in the usual manner, and the clinical 
response and serum lithium concentrations 
helped in selecting adequate dosages. The prog- 
ress of the patients was followed using a six- 
point behavioral rating scale and clinical evalu- 
ation. The majority of the patients who entered 
the trial had been well known to the nursing 
staff from previous admission; this also helped 
the evaluation. 

The design was that of an open cross-over 
experiment. The patients were kept on the first 
allocated treatment for 14 days, and at that 
point the decision was made whether to con- 
tinue with the same drug or to switch to the'al- 
ternative. If a complete remission of the 
manic symptoms was agreed upon by the psy- 
chiatrist as well as the ward supervisors, the 
patient remained on the same drug on a main- 
tenance dosage. Under all other conditions 
(mania only improved, remained stationary, de- 
teriorated, or disagreement among raters on the 
completeness of remission) the medication was 
switched after two weeks from methysergide to 
lithium or vice versa. In the final evaluation full 
response was considered when a complete re- 
mission occurred within 14 days and there were 
no further manic symptoms on maintenance 
dosage during the subsequent one-month follow- 
up. 
uid the first two weeks on methysergide, 
of the ten patients two responded with complete 
remission, three improved, and the remaining 
five displayed deterioration of manic sympto- 
matology despite increasing doses. One of the 
deteriorated patients left the hospital without 
authorization after 12 days of methysergide 
treatment. After two weeks the seven unre- 
covered patients (four deteriorated plus three im- 
proved) were switched to lithium, and five of 
them reached complete remission within the 
subsequent two weeks of lithium treatment. One 
patient remained unchanged and eventually 
recovered with electroshock therapy (ECT). 
Another patient developed temporarily toxic 
symptoms on lithium, and full remission was 
diagnosed only after 17 days had elapsed 
since the initiation of lithium treatment. 

Of the ten patients initially allocated to lith- 
ium, six reached a complete remission before 
14 days elapsed, two improved, and two did not 
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change. Thus, four patients were switched to 
methysergide for two weeks. In one of them 
mania abated completely and another patient 
improved. Two patients who did not respond 
to lithium also remained unchanged on subse- 
quent methysergide and responded later to 
other measures. 

Both groups, those initially placed on methy- 
sergide as well as those on lithium, appeared 
comparable on parameters such as age (43 versus 
47 years, difference n.s.), sex (4:6 versus 5:5), the 
duration of the episode prior to the admission 
(19.9 versus 20.1 days, n.s.), and the number of 
previous episodes (4.5 versus 5, n.s.). 

Administration of methysergide was clearly 

related to deterioration or no change in mania, 
and lithium was found to be the superior treat- 
ment. Thus, our pilot study with two weeks’ 
administration of higher dosages of methy- 
sergide yielded results similar to those obtained 
by Drs. McCabe, Reich, and Winokur and 
resembling the data reported by Coppen and 
associates (5) and Fieve and associates (6). This 
made us decide not to progress to an extensive 
study of methysergide in mania. 
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PAUL Gror, M.D., DPHIL. 
PATRICK Fotey, M.B., D.P.M. 


Hamilton, Ontario, Canada 


Drug Consumption and the 
Perpetuation of Symptoms 


Sir: Recent years have seen 
proliferation of pharmaceutical products with 
a concomitant increase in pill-taking and pill- 
prescribing. As physicians and psychiatrists we 
are obligated to examine as many clinical effects 
as possible produced by this mass effort to achieve 
surcease from suffering. 

I wish to speculate a little on one of the possible 
clinical processes involved in therapeutic drug 
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consumption in certain patients. My statement, 
which has a conditioning orientation, is based 
solely on my clinical impressions and runs as fol- 
lows: Drug consumption may sometimes condi- 
tion patients to continue to have the symptoms 
that the drug was originally taken for; this may 
occur at a time when the symptoms would no 
longer be present were it not for the fact that the 
patient had continued to take the drug. To put it 
another way, drug consumption may perpetuate 
and support the original symptoms of an illness. 
The cessation of drug consumption may result in 
the cessation of symptoms. And, in a conditioning 
vein, what was once stimulus (the symptoms), in 
the drug-ingestion situation, becomes response, 
and what was once response (drug ingestion) be- 
comes stimulus. 

For example, we may imagine a man who de- 
velops heartburn (or diarrhea, insomnia, depres- 
sion, etc.) on either a functional or organic basis. 
He starts taking antacid tablets (or other appro- 
priate medication) as needed or on a regular 
schedule. Although the drug controls the symp- 
toms, they keep returning because the disease is 
still active. Somewhere in this symptom-medica- 
tion cycle there are two sequential occurrences. 
First, by a process of association via temporal 
contiguity the symptom becomes inextricably 
linked to the act of pill-taking. (When the trum- 
pet blows ta-ra-ta-ra-ta-ra-ta ..., after a certain 
length of time who among us can say which came 
first, the ta or the ra?) m 

Second, a point is reached where, under ordi- 
nary circumstances, the pathological process 
would have run its natural course. But, alas, these 
are not ordinary circumstances. The patient is al- 
ready “hooked,” and what would have been a 
time for rejoicing never comes. That is, never 
comes until the patient stops taking the drug com- 
pletely and perhaps endures, for a few days at 
most, the reverberating response of his symptoms, 
which finally, in unreinforced disappointment, 
slink away. 

The practical meaning and value of all of this 
for those of us who are medical and psychiatric 
pill-prescribers is simply this—we may have 
among our patients, but unknown to us, some 
whose plight closely resembles that of the imag- 
mary man described previously. These would be 
patients who have been taking a particular drug 
for an unduly long time or for a longer period 
than their specific illness ordinarily requires. 
These patients deserve a nondrug trial. 

I realize that there are points of view possible 
other than conditioning interpretations of the al- 
leged facts, particularly psychodynamic and psy- 
choanalytic formulations. However, I lean towar 
the Conditioning explanation as being the most 
direct, simple, and parsimonious. 

I would hope that my theory does not violate 
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any basic laws of psychodynamics in general or 
of conditioning in particular, and I would appre- 
ciate hearing from other readers on this matter, 
especially regarding any similar or related clinical 
impressions they may have formed. 


BURTON S. Guck, M.D. 
Elmhurst, N.Y. 


Psychiatric Commitment of 
Dissenters in Russia: A Myth? 


Sir: Twice this year (Letters to the Editor, 
March and December 1970 issues of the Journal) 
"An Observer" has urged the American psychiat- 
ric community to protest the Soviet policy of 
"putting sane people into mental hospitals for 
political reasons." However, he fails to establish 
that those dissenters who are hospitalized are 
not, in fact, mentally ill. 

On a recent tour of the Moscow Neuropsychi- 
atric Institute and of the Bechterew Institute in 
Leningrad, I had the opportunity of discussing 
with several Soviet psychiatrists these dismaying 
rumors from the underground about psychiatric 
commitment for political purposes. Of course, the 
rumors were ridiculed and declared false—but 
then, I had hardly expected confessions. One of 
the relatively few Soviet psychiatrists with the 
authority to commit patients—one of the highest 
tanking in the Leningrad area—told me: “I have 
never committed a patient who was not frankly 
Psychotic, nor has anyone I know done so.” 
When I persisted that we kept hearing of artists, 
Writers, and others being put into mental institu- 
tions because of their anti-Soviet statements, he 
asked me how I knew that these persons were not 
duda He pointed out that the incidence of 
scl izophrenia among the artistically gifted is not 
B ry low. It occurred to me that the ranks 
e itical dissenters, in the Soviet Union as else- 

ere, might contain at least a fair share of 
Schizophrenics too. 

E the most convincing argument is that in a 
ES political dissidence is considered a 
Rent A offense and is punishable by imprison- 
Es i is simply no need or reason to de- 
Ern elaborate psychiatric pretense for putting 
Fore away: Aleksandr I. Solzhenitsyn spent 12 
“the Am a labor camp for referring to Stalin as 
Ex vi with the moustache” in a letter. Stalin is 
n ut the imprisonment of dissenters on crim- 
grounds continues. 
ea Grigorenko was declared insane after 
TA est on charges of anti-Soviet activity and 
the Kid a hospital rather than to prison. In 

P x ow do the Soviet rulers and bureaucrats 
dispositi tom. a psychiatric rather than a penal 
in pri one Would Grigorenko have fared better 

Son? How does “An Observer" know he was 
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not mentally ill? 

The atrocities perpetrated by the Soviets during 
the Stalin era require no additional condemna- 
tion by the American psychiatric community, nor 
need we as psychiatrists speak out against Soviet 
intolerance or imprisonment of political dissent- 
ers. If “An Observer" has evidence that the ser- 
vices of Soviet psychiatrists are being used in the 
course of imprisoning nonpsychotic persons in 
mental institutions, I urge him to share this evi- 
dence with us. 


HERBERT BENGELSDORF, M.D. 
New York, N.Y. 


“An Observer” Replies 


Sir: After reading Dr. Bengelsdorf's letter, I 
decided that I owed him an answer not only for 
his benefit but also for that of other Western psy- 
chiatrists who are confused about contradictory 
reports about Soviet psychiatry. Dr. Bengelsdorf 
asks how I know that General Grigorenko was 
not mentally ill. During World War II, I lived 
like a regular Soviet citizen in Russia. I mingled 
with people from all walks of life, and I got a 
good impression of what Soviet reality is like. In 
addition, I worked as a staff psychiatrist in the 
mental institution in Kazan. My attitude toward 
the Soviet Union at that time was a positive one 
because in the struggle against Hitler, the victory 
of the Red Army also meant my own survival. My 
Russian was fairly good, and the Soviets consid- 
ered me as one of them. This did not mean that 
my activities were not watched, but then, the ac- 
tivities of all doctors were watched; we even hada 
good idea of who transmitted doctors' conversa- 
tions. For some time I had the attitude of many 
Westerners that the Soviet regime had been liber- 
alized and that many things had changed. From 
the detailed descriptions of the methods used on 
“insane prisoners," published in the West, I de- 
cided that nothing actually had changed, and I 
am pretty sure that things there now are the same 
as they were during World War II. 

Not all of the inmates of Kazan Hospital were 
mentally ill, although there were many who were 
severely ill. And not all of the 400 political in- 
mates of the hospital were sane. Some of them 
were sick, as well, but they were not treated as 
sick people primarily but as “enemies of the peo- 
ple and counter-revolutionaries.” 

There is one case I particularly remember. Af- 
ter Hitler’s attack on Russia, all workers and 
farmers were required to “voluntarily” give up 
one month’s salary for the war effort. One factory 
worker in Moscow in spite of being a good sheet 
metal worker, could not afford more than a 
miserable existence as a bachelor in a dormitory, 
which he shared with 30 other workers. When 
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they were asked to contribute, he had the audacity! 
to say, “My salary is not enough to keep m: 
alive without any additional ‘voluntary contribu- 
tions.'" This statement made quite an uproar. 
The ‘‘Politruk” called him in to persuade him to 
change his mind, but he persisted in refusing. 
Consequently, he was arrested and brought to 
Lubianka prison in Moscow where he was diag- 
nosed as a schizophrenic. Y 

Actually this man did not break any Soviet law; 
declaring him insane was the most convenient 
way to get rid of him and to provide others with 
an example. He was transferred to the Kazan 
Prison Hospital. At the staff meeting, he was 
again declared schizophrenic. My feeble attempts 
to question this diagnosis could have had very bad 
consequences, as I realized later. He was not only 

diagnosed schizophrenic, but he was also charged; 
with Statute 58, which meant that he was guilty! 
of counter-revolutionary propaganda. All this! 
man wanted was to be left alone. i 

It is no accident that Dr. Bengelsdorf bases his 
impression of Soviet psychiatry on a tour of 
Moscow's Neuropsychiatric Institute and the 
Bechterew Institute in Leningrad. Somehow, all 
foreign visitors report about the same institutes. 
I have already read four or five papers by Dr. Isi- 
dore Ziferstein on the Bechterew Institute in 
Leningrad. Do our visitors really think that these! 
institutes are representative of all of Soviet psy- 
chiatry? From reports, I have come to the conclu- 
Sion that some of the visitors want to see other: 
Psychiatric institutions, but it takes weeks and 
weeks before they receive permission—just the 
Necessary time to get an “extracurricular” institu- 
tion in proper shape. The Soviets are very sensi- 
tive about their image to foreign visitors, They do 
the most unbelievable things to make it a posi- 
tive one. 

The biologist Zhores Medvedev published al 

devastating book abroad about Lysenko, who for 
years was the dominating voice in Sovie 
Tt was finally Tecognized that Lysenko was not a 
true scientist but a quack. This was a source of 
great embarrassment to the Soviets. Their first 
reaction was to seize Medvedev and to declare 
him insane, but this aroused the protest of the 
Scientist Sacharov (father of the Soviet hydrogen 
bomb) and others. Medvedev was finally seen bya 
group of psychiatrists not connected with the 
KGB, who found him of sound mind, and he had 
to be released. 

Dr. Bengelsdorf asks Why the writer, Alek- 
sandre I. Solzhenitsyn, who Just received the 
Nobel prize for literature for portraying life in a 
Soviet labor camp, was not declared insane, 
When the Soviets first sent Solzhenitsyn to the 
forced labor camp 13 years ago, he was an un- 
known and they treated him as they treated mil- 
lions of others who were sent to the camps. No 
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matter how they disliked him, to declare him in- 
sane now would not make any sense and would be 
counterproductive to their purpose. 


AN OBSERVER 


Editor's Note: The name of the writer has been 
withheld upon his request. While it is not usually 
the policy of this journal to print anonymous 
letters, we are satisfied with the credentials of 
this writer, who has been an APA member for 
many years. 


Publication Lag 


Sm: As a coauthor of papers that were pre- 
sented at the APA annual meeting last year and 
that will be presented at the meeting this year, I 
have to complain about the: new policy that re- 
quires completed manuscripts to be submitted 
more than six months prior to presentation. 
The publication lag in the Journal is often another 
Six months or more; thus a completed paper 
may wait more than a year before it is available 
to colleagues. This is an unacceptable delay. 

I understand that authors have been showing 
up at the annual meetings with a paper very 
different from the one for which an abstract was 
accepted, but is that so bad? The Program: Com- 
mittee accepts a large number of papers each 
year in order that as many people as possible 
can have their say. This is bound to result in 
uneven quality. 

The fruit of the present policy will be either: 
1) that in a rapidly developing field or with find- 
ings of great importance, authors will submit 
their papers to Science or the New England Journal 
of Medicine, which offer publication in about 
three months, or 2) if they submit them to the 
APA their findings will be talked about at meet- 
ings or even published elsewhere before they are 
presented to us, 

Rapid publication is the most important in- 
Centive a journal can give to an author, and I 
think the APA should do its best to provide it. 
Such a policy might go far toward giving the 


Journal the stature that it should (but does not) 
have. 


RicHaRD C. Pittarp, M.D. 
Boston, Mass. 


Editor's Note: 
1971 issue of the Journal. 
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Poorly Supervised Sensitivity Groups: 
What They Can Do 


Sm: My recent experience in treating a middle- 
aged, white woman patient admitted in the throes 
of an acute psychotic episode once again called 
my attention to the dangers of poorly structured 
and poorly supervised sensitivity groups. This 
patient’s involvement in a series of anxiety- 
provoking sessions 18 months prior to her hos- 
pitalization was a major contributing factor in 
her subsequent overt emotional problems. 

This woman, who had been active for several 
years in a church-sponsored “youth counseling 
service," was induced to join the therapy group 
in order to increase her effectiveness in youth 
work and her self-awareness. The patient was 
rather indiscriminantly included in the group 
without any formal evaluation of her emotional 
status. It is not surprising that this woman, who 
depended upon massive denial and intellectuali- 
zation, found the direct, aggressive, confronting 
interaction of the group an intolerably threatening 
situation. Unable to hide behind the masks of 
community status and professional position, she 
found herseif "naked and exposed before the 
other participants," When it became apparent to 
the leaders that she was rapidly decompensating 
in the face of the group experience, she was 
advised that she was not suited to future sessions 
and was asked to leave the program. She was 
given no recommendation for follow-up care nor 
was she told what the reasons were for her dis- 
missal. In stripping the patient of her previously 
adaptive coping mechanisms without suggesting 
reparative therapy, it is not surprising that she 
was left inordinately vulnerable to subsequent 
life stresses. These stresses, in weighing upon an 
already weakened personality structure, precipi- 
tated the psychosis that caused her hospitalization. 

This case clearly demonstrates the dangers of 
poorly supervised group experiences. The patient’s 
exposure to such group experiences and their 
sequlae strongly suggest that adequate psycho- 
logical evaluation of group candidates, the pres- 
ence of aware, sensitive group leaders, and referral 
of casualties for reparative therapy are necessary 
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ingredients for the formulation of a positive 
group experience. 


Lrovp T. Baccus, M.D. 
Hartford, Conn. 


Early Psychic Growth and 
the Borderline Patient 


Sm: I take the trouble to write this letter be- 
cause I feel a potentially serious error appears in 
the late Dr. Elizabeth Zetzel's article, “A De- 
velopmental Approach to the Borderline Patient” 
(January 1971 issue of the Journal). Dr. Zetzel 
was a prominent analyst who had great influence 
on all of us concerned with matters of technique 
in our patients’ treatment. The error I refer to 
appears in the last paragraph in the following 
sentence: “Although such treatment differs 
markedly from the technique of traditional 
psychoanalysis, it is nevertheless based on our 
contemporary understanding of early psychic 
growth and development.” I would replace 
“our” with “a,” i.e, her suggestions for tech- 
nique with the borderline patient are based on 
“a” (her) contemporary understanding of early 
psychic growth—an understanding not shared by 
all of us. 

It seems to me that the borderline patient needs 
help to get over the border, for example, Melanie 
Klein might say the patient needs help to pass 
from the paranoid-schizoid position to the de- 
pressive position—no small accomplishment. 
Dr. Zetzel's understanding of the developmental 
failure springing from the mother-child relation- 
ship differs in many ways from Klein's. Indeed, 
other analysts, like Mahler and Anna Freud, 
suggest that such developmental failures can be 
corrected by intensive psychotherapy or psycho- 
analysis. Ultimately it depends on the training 
and experience of the therapist or analyst and on 
the individual patient's capacities and limita- 


tions. 


Harvey D. Lomas. M.D. 
Los Angeles, Calif. 
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Towarp a Typo.ocy or JUVENILE OFFENDERS: IM- 
PLICATIONS FOR THERAPY AND Prevention. By 
Sheldon and Eleanor Glueck. New York: 
Grune & Stratton, 1970, 195 pp., $8.75. 


To attain reasonable validity, theories of 
crime causation must conjure with a multitude 
of variables—physical, anthropological, psy- 
chological, social, and cultural—all held together 
on the string of time. The Gluecks, pioneers in 
the field of causation of delinquency, have la- 
bored for decades to separate out crucial factors 
in predicting delinquency. In the present yolume 
they have collated their previous work and have 
added the vital ingredient of time in the attempt 
to define a typology for juvenile delinquents. Thus 
their analyses of factors that can be relied upon 
in predicting delinquency were made in terms 
of five- to six-year time spans (12 to 17 years, 17 
to 25, and 25 to 31). The result has been a care- 
fully worked out predictive scale that places 
clinical evaluation of potential juvenile delin- 
quents on a solid basis. 

The thrust of the Gluecks’ work has been in 
a clinical direction. One can only applaud their 
Sage attitude as they write, “to protect and de- 
fend all children from antisocial adjustment 
early in life. . is a primary duty which seems to 
be minimized. . in the frenzied preoccupation 
with ‘crime in the streets’,” 

The Gluecks’ research plan was based on earlier 
analysis of boys whom they studied at age 14 and 
one-half and whose careers were traced to later 
time spans, wherein over 400 delinquency-related 
medical, neurologic, psychologic, and social 
factors were tabulated. Thus they found that 
certain “undesirable family influences” called 
“factors” and basic "personality traits" called 
"traits" explained delinquency in the boys in- 
volved. From these trait-factor clusters. they 
hoped to develop a typology that would be of 
value to the clinician and his co-workers in pre- 
dicting and preventing crime among the young 

The authors’ search for bio-psycho-social 
patterns of "interactive traits and factors" re- 
lated to delinquency resulted in a usable index 
where three social factors (supervision by mother. 
discipline by mother, family cohesiveness) and 
three temperamental factors (adventurousness 
stubbornness, and lack of conscientiousness) 
were significant. 
Through lengthy statistical analysis and mul- 
tivariate discriminant analysis, documented in 
the appendices, the Gluecks analyzed the three 
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social factors mentioned previously and two psy- 
chological traits (nonsubmissiveness to authority 
and destructiveness) to form three predictive 
score groups that could “be transformed into 
three clinical types." 

The work of the Gluecks should quiet the 
perennial conflicts between the sociological and 
the psychological (including physical anthropol- 
ogy) schools of crime causation. In light of their 
careful cross-checking of social and personal 
factors in delinquency causation among hundreds 
of actual delinquents followed into adult life, 
maintenance of this ideological conflict is an 
idle exercise. As the Gluecks write, there is “no 
unilateral approach or theoretical formulation, 
be it psychiatric or sociologic" that explains 
delinquency potentiality. From the differentiating 
traits and intimate social backgrounds worked 
out by these researchers, solid plans for preven- 
tion can be developed. The authors point out 
specific areas in school, family life, community 
planning, and so forth, where their predictive 
instrument will prove of practical value. They 
have opened the “passage from research to social 
policy and sociolegal action." F 

This slim volume will repay careful reading; 
this is research at its most intelligent and sophis- 
ticated level. 


WALTER BROMBERG, M.D. 
Sacramento, Calif. 


Concerts or Depression. By Joseph Mendels. 
New York: John Wiley & Sons, 1970, 119 pp- 
$5. 


Among the offerings of weighty tomes, one 
occasionally finds a treasure—a slim, well-or- 
ganized monograph that deals masterfully with 
a single topic. In 107 pages of text, together with 
appendix, bibliography, and index, Mendels re- 
views the current concepts of depression an 
manages it without oversimplification. The book 
is written in an easy style and can be read in an 
hour or two. 

The book begins with a discussion of definitions, 
Symptoms, and syndromes. Having defined his 
Subject, the author reviews the attempts at a more 
Sophisticated classification using factor analytic 
techniques. The chapter on theories dissects de 
Pression from the point of view of personality 
type, early life experiences, and precipitating 
events as well as sociocultural contributions. I^ 
the chapter on biochemical studies there is a € 
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. view of previous reports on the abnormalities of 


biogenic amines, steroids, and electrolytic 
changes. The material is presented in a manner 
that does not confuse the clinician who has long 
been absent from the biochemistry laboratory. 
The chapter on psychophysiology of depression 
offers a summary of electroencephalographic and 
sleep studies. Genetic and family studies are cov- 
ered in a separate chapter. Although this ma- 
terial is suggestive, it does not yet present conclu- 
sive evidence about the etiology of depression. 

In the chapter on psychological testing the 
standard clinical tests are represented, but several 
rating scales are not covered (e.g., the Clyde 
Mood Scale). The chapter on treatment reviews 
the range and settings of therapy. Hospitalization, 
psychotherapy, drugs, and  electroconvulsive 
therapy are the major areas covered. 

The reviewer will try to be as succinct as the 
author. This book is an excellent review of de- 
pression; it is complete in the topics covered with 
no pretense at being an encyclopedic compendi- 
um. It will be valued by students and practi- 
tioners who will have covered the highlights of an 
important topic by reading this book. 


DoNaLD G. LANGSLEY, M.D. 
Davis, Calif. 


Tut Meaning or Mapress. By C. Peter Rosen- 
baum, M.D. New York: Science House, 1970, 
406 pp., $12.50. 


Dr. Rosenbaum has tackled an extremely diffi- 
cult subject in this book, namely, the schizophre- 
nias. He attempts to give a well-rounded view of 
the syndrome in terms of the individual, the eti- 
ology, and the treatment. 

In the first few chapters Dr. Rosenbaum defines 
the criteria of classification of the schizophrenias 
and their distinctions. He follows this with several 
case examples that he uses throughout the book 
to demonstrate types of symptoms and methods 
of approach. He also delves into the mode of 
Schizophrenic thought and overall views of prog- 
nosis, 

d Probably the most valuable section of the book 
eals with the sociology, psychology, and biology 
3 the syndrome. Here, Dr. Rosenbaum brings 
ieoor the multitude of studies dealing with 

* various aspects of the schizophrenias and 
pcenis them in a well-balanced and well-mea- 
ee style. He shows considerable respect for his 
Fa er by allowing him to draw his own conclu- 
dus from the data. The chapter on “Methodol- 
Eas a Theoretical Model" should be required 
Ha ing for everyone involved in the mental 

ealth field. 
ac the last section of the book the author deals 
treatment of the schizophrenias and strug- 
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gles admirably with an elusive topic. The first 
chapter in this section deals with somatic therapy 
in a clear and comprehensive way. The chapter 
on “Milieu Therapy" was not written by Dr. 
Rosenbaum and is quite different in approach and 
impact. While it is complete, the chapter was 
written with a style that seems dogmatic, au- 
thoritarian, and more abrasive than the rest of 
the book. 

Dr. Rosenbaum is to be commended for an ex- 
cellent and complete bibliography that can serve 
as a source book for further reading and study. 

I found the book pleasant, readable, and in- 
formative. Dr. Rosenbaum has succeeded in 
avoiding the trap that too many authors fall into, 
namely, overwhelming the reader with too much 
and too detailed information. One gets the feeling 
that Dr. Rosenbaum is very much at home with 
his subject and truly enjoys it. Moreover, his 
use of the first person form proves quite refresh- 
ing. 

The author has no real ax to grind, and one is 
left free to draw one’s own conclusions. The de- 
ceptive clarity of the book’s treatment of a diffi- 
cult topic will make it useful to all individuals 
interested in the elusive subject of the schizophre- 
nias. I highly recommend it. 


Tuomas C. Bonn, M.D. 
Philadelphia, Pa. 


Experiencinc YoutH: First-Person ACCOUNTS. 
By George W. Goethals and Dennis S. Klos. 
Boston: Little, Brown and Co., 1970, 399 pp., 


$4.95 (paper). 


In recent years many publications have de- 
scribed and theorized about the psychology of 
adolescence. Some are written from the particular 
vantage point of a theoretical persuasion, others 
are general textbook reviews, and others popular- 
ize old concepts to serve public curiosity. In this 
paperback volume the authors, two psychologists, 
have let youth speak for itself. College youths 
from many backgrounds (but all at Harvard), 
as part of the authors’ course in the psychology 
of adolescence, have written autobiographical 
accounts of their experiences. Individuals are 
disguised for the sake of confidentiality, but they 
speak eloquently, with sensitivity and poignancy. 
The accounts present clinical data in sufficient de- 
tail for the clinician to examine it carefully and 
further his knowledge. 

The volume considers three fundamental areas 
of adolescence: autonomy, identity, and sexual 
intimacy. Each section is preceded by a discussion 
of the topic and a review of theoretical points 
of view. The pertinent literature is discussed with 
clarity and brevity (43 pages of the total book) 
and is formulated and synthesized into a mean- 
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ingful introduction to the case material. It is a 
much needed and useful review of a burgeoning 
field of literature. Each of the personal histories 
is preceded by a one-paragraph introduction, 
with an author’s question to highlight the case 
material; the questions, unfortunately, are ele- 
mentary and have a pedagogic flavor. 

For the clinician, the personal histories are out- 
standing. In the discussion of identity a black girl 
describes her quest toward true individuation 
through collective identification: 

Iam me, myself first. And then a black woman, 

second. Somewhere, the two things can no 

longer be dichotomized. This place helps you 
to find that somewhere. Some people might 
call it personality integration, whatever that 
implies, But somewhere you and your black- 

ness meet and you come to terms with it, . . . 

You know, you don’t hang with the blacks too 
close. Something happened with that person- 
ality integration. We moved closer into a phase 
as a community, And we learned that blackness 
is not a passive thing. This group of black wom- 
en who almost ran from it and each other at 
first now proclaim their blackness, even in spite 
of the pain it sometimes brings... .Your 
smile is a triumph over-much confusion and 
pain. Your laugh is a Positive affirmation: “In 
spite of pain, in spite of you, world, the black 
woman will be all right.” And it is a Positive 
joy to be discovering your power and your re- 
lationship with the world, no matter how hos- 
rre world is to you sometimes (pp. 151, 


Commenting on autonomy, a 
N oung stu 
V Y, à young student 


During my second beach "trip," I became in- 
tensely aware of my own aloneness. I felt 
that if 1 had been among my best friends, that 
this feeling would have persisted, It was not in 
the slightest way frighten’ 
for at the same time I un 
us is, in his own way, 
thetically, 


and profound (p. 149). 


There are 24 other accounts, some brief and 
others more lengthy. The turmoil described vivid]: 
suggests the tremendous energy utilized by the 
adolescent to reduce or resolve conflict in order 
to achieve autonomy, identity, or intimacy. The 
so-called normal turmoil becomes apparent as a 
result of internalized conflict brought into focus 
by the physiological, social, and emotional stress 
of this age period. The unresolved conflicts of 

early life reappear with intensity and demand res- 
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olution. Many solutions are achieved—integra- 
tion, compromise, or breakdown; the case ac- 
counts speak for themselves. 

This is a remarkable volume. Its perceptive and 
sensitive authors have brought together a series 
of studies by unseen and unnamed participants, 
accompanied by lucid comment that presages the 
authors’ view that the best guide to research—or 
understanding—is good theory. Clinical studies 
serve this goal when clear delineation of each de- 
tail is described and persistently studied by skilled 
clinicians. This volume provides such an oppor- 
tunity for the student and researcher involved in 
seeking greater understanding of this period of 
life. 


IRVING PuiLiPs, M.D. 
San Francisco, Calif. 


Psycuepetic Drugs. Edited by Richard E. Hicks, 
M.D., and Paul Jay Fink, M.D. New York: 
Grune & Stratton, 1969, 243 pp., no price 
listed. 


This book presents the proceedings of a sym- 
posium held at Hahnemann Medical College, 
Philadelphia, Pa., in November 1968. The sym- 
posium was multidisciplinary, presenting an 
Overview of the use and abuse of psychedelic 
drugs. The book opens with a summary of the 
"Phenomenology of the Psychedelic Experience" 
by Jean Houston. The remaining 19 papers are 
divided into five categories: research with psy- 
chedelic drugs; known or suspected hazards of 
nonmedical use of psychedelic drugs; legal issues 
related to the use of psychedelic drugs; sociocul- 
tural considerations of the nonmedical use of psy- 
chedelic drugs; and the clinical use of psychedelic 
drugs. 

It is difficult to review in detail a symposium 
consisting of so many different viewpoints of the 
problem. In general, the presentations are schol- 
arly and do not often tend to be extremes of 
Opinion. Of most interest to me was the presenta- 
tion of the legal issues. The paper by Sidney H. 
Willig summarizes the legal state of drug abuse; 
the papers by Edward J. Ennis and Neil L. 

hayet are closely reasoned criticisms of the 
existing legal structure for dealing with drug 
abuse. 

The discussion of research with psychedelic 
Tugs is primarily focused on controlled research 
n their Psychotherapeutic use. Although there 
are à number of methodological problems and 
the results are not overwhelmingly positive, 
there is sufficient evidence to suggest that these 
drugs are of therapeutic use, particularly with 
alcoholic patients. There appears to be a relation- 
ship between the occurrence of the so-called peak 
experience and therapeutic value. 


i 
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The clinical use of psychedelic drugs is also 
discussed from a more impressionistic point of 
view by the authors of the last section of the 
book. There appears to be consensus among 
those who have used psychedelic drugs therapeu- 
tically: Although there are dangers, the proper 
use of such drugs is of value in the therapy of cer- 
tain patients, particularly obsessive neurotics and 
alcoholics. The clinician authors admit to a sense 
of disappointment that the problems created by 
the abuse of psychedelic agents such as LSD and 
the need therefore to control their use are acting 
as deterrents to their more widespread use as 
therapeutic agents. 

The hazards involved in the use of psychedelic 
drugs, including the genetic and the psychiatric 
risks, are well discussed. The book provides an 
informative overview of the problem of psyche- 
delic drugs in our society. It will probably be use- 
ful to many mental health professionals and 
physicians who must realistically inform their 
patients about psychedelic drugs and their effects. 


Jack DURELL, M.D. 
Washington, D.C. 


Science or EDUCATION AND THE PSYCHOLOGY OF THE 
Cup. By Jean Piaget, translated by Derek 
Coltman. New York: Orion Press (Grossman 
Publishers), 1970, 180 pp., $7.50. 


This little book brings together two stimulating 
and illuminating essays on education by Jean 
Piaget. One is a recent (1965) review of educa- 
tional Progress over the preceding 30 years. The 
other is an early (1935) Piaget exposition of the 
Philosophy of “active” education. 

\ Perhaps Piaget’s involvement in education is 
‘ess well known to English-speaking people than 
is his research in cognitive development of chil- 
Th and his work in genetic epistemology. 
d rOughout his career, however, Piaget has 
oM à substantial part of his time and energy 
educational affairs. In the 1930s he served 
Ex only at the Institute J.J. Rousseau, but also 
a director of the International Bureau of Edu- 
h lon. In the years since World War II Piaget 
as worked continuously in education with the 
s Bovernment and the United Nations’ Edu- 
(UNES Scientific, and Cultural Organization 
ine SCO). Finally, as a result of his involve- 
ide in the International Conferences of Public 
men on Piaget has a grasp of the problems 
the ey Perspective on the trends in education over 
ntire world. 
Coat Student of the intellectual development 
i "t Ten, Piaget naturally has a keen interest 
de Practical application of some of his dis- 
colla o the educational process. He and his 
aborators have written a number of papers 
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on this subject. While discreetly refraining from 
direct interference in the school system from 
which he draws his experimental subjects, Piaget 
is, nonetheless, convinced that his research shows 
the need for drastic changes in traditional edu- 
cational procedures. He argues that education 
should rest on a foundation of pedagogical 
science just as medicine rests on a foundation 
of medical science. He feels that the failure to 
follow a sound empirical scientific approach to 
educational problems and the tendency to settle 
educational questions by opinion are still the 
outstanding weaknesses of the field, with but 
little change in this respect over the past 30 years. 

It is the weaving together of material from 
these two vantage points (international trends 
in education and progress in the study of cogni- 
tive development in children) that gives this 
book its unique flavor and value. These essays 
do not provide a comprehensive review of the 
subject. But, as always, Piaget's line of thought 
is exciting to follow. Sometimes the excitement 
comes from the perspective; Piaget’s vantage 
point permits him to draw upon educational 
ideas from the Eastern communist countries, as 
well as from the West, without getting bogged 
down in the differences of goals between the two 
societies. Sometimes the excitement comes 
from the succinct way in which Piaget is able to 
summarize some of his previous work or from 
the way he indicates how empirical study of 
children’s mental development can cast light on 
some old educational questions. 

A refreshing aspect of these essays is their 
lack of preoccupation with some of the over- 
riding concerns of most of the recent American 
literature—the education of the disadvantaged 
child or the democratization of education, This 
is not to say that these aspects are unimportant 
—Piaget would merely feel that they should not 
obscure the need for the development of the 
scientific basis for pedagogy generally. 

The 1935 essay justifies reissue as a beautiful 
exposition of the need for the child’s active par- 
ticipation in the process of learning. Although 
historically many thinkers have argued for this 
form of education, Piaget would feel that only 
his work has laid a scientific basis showing the 
necessity for it. His essay traces the historical 
evolution of active methods of education and 
then shows in detail how the educational process, 
to be effective, must take into account the char- 
acteristics of children’s intellectual functioning 
at the various levels of development. 

This book is a pleasure to read and is recom- 
mended to all who have some acquaintance with 
Piaget’s work and are interested in issues of 


education. 


RICHARD S. WARD, M.D. 
Atlanta, Ga. 
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Mopern Trenps iN Psycnosomatic Mepicine—2. 
Edited by Oscar W. Hill, M.B., D.P.M. New 
York: Appleton-Century-Crofts (Meredith 
Corp.), 1970, 311 pp., $15. 


There has been sustained interest in the field of 
psychosomatic medicine despite the controver- 
sies, difficulties, and disappointments that have 
marked its development. The inability of the 
workers in the field to materialize the “great 
expectations” that characterized the develop- 
ment of psychosomatic medicine in the 1940s 
led to disillusionment in the 1950s and then to a 
limited, but more solid, rebuilding and reorien- 
tation during the 1960s. 

This book reflects accurately, but narrowly 
and incompletely, the present status of the field 
of psychosomatic medicine. The volume consists 
of 18 chapters on various topics in psychoso- 
matic medicine contributed by 24 authors. They 
summarize basic and clinical research activities 
on anxiety, bereavement, asthma, diabetes 

mellitus, rheumatoid arthritis, ulcerative colitis, 
and other topics. Frankly, the book reflects 
a disease orientation that is at variance with cer- 
tain of the fundamental principles of psycho- 
somatic medicine. 

Several of the chapters, however, are excellent, 
Schmale and colleagues’ discussion of “Current 
Concepts of Psychosomatic Medicine” is a suc- 
cinct résumé of the outstanding work that 
has been done by the Rochester group through- 
out the years. It supplies in summary form a 
great deal of information that is basic to psycho- 
Somatic medicine. A number of the other chap- 
ters are especially interesting, 

A Nemiah and Sifneos present a discussion of 

Affect and Fantasy in Patients with Psychoso- 
matic Disorders” that is based on their re- 
search; Lader's. chapter On "Psychosomatic 
and Psychophysiological Aspects of Anxiety" 
furnishes a valuable and ,up-to-date review Xi 
this subject; and Baker and Barcai’s chapter on 
the “Psychosomatic Aspects of Diabetes Mel- 
litus” surveys the literature on the relationships 
between emotions and free fatty acids and eal 
ates studies of emotions and diabetes, The value 
of an epidemiologic approach to the study of 
psychosomatic medicine is reflected in Arie's 
discussion of “The Decline of Duodenal Ulcer,” 

Parkes’ chapter on “The Psychosomatic 
Effect of Bereavement” points out that after the 

death of a spouse, there is some deterioration in 
the health of the survivor, Generally, the reviews 
of asthma, disorders of weight, pain, theumatoid 
arthritis, and sexual potency are adequate sum- 
maries of our knowledge about these illnesses, 
Cramond’s discussion of ‘The Psychological 
Problems of Renal Dialysis and Transplanta- 
tion" points out one of the new and vital areas 
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for psychosomatic medicine and the existential 
problems that accompany our technological ad- 
vances. Most of the chapters contain compre- 
hensive bibliographies. 

This volume has certain weaknesses. Although 
many of the individual chapters are excellent, the 
volume overall suffers from the defects of most 
multi-authored books of this sort. There is little 
overlap, but there is also little continuity. Skill- 
ful editing would have been helpful. The book's 
disease orientation is disturbing, particularly 
in light of the relatively little attention that it 
gives to treatment. 

Consultation-liaison work that turned out 
to be the effective clinical arm of psychosomatic 
medicine during the last decade is discussed 
superficially in only 13 pages. Although the 
book is up-to-date, it presents little that is truly 
new. The field of psychosomatic medicine needs 
the freshness that could come, for example, 
from a book that summarized the findings in 
epidemiology, or, for that matter, psycho- 
physiology, thereby consolidating the founda- 
tion for psychosomatic medicine. 

This volume will be useful to psychiatrists, 
other physicians, and students who wish to con- 
sult selected chapters in order to learn about 
the current status of research on discrete topics 
such as asthma. It is difficult to read from cover 
to cover, but it should be kept as a reference book. 


Jonn J. Scuwas, M.D. 
Gainesville, Fla. 


Tue Prorues HEALTH: MEDICINE AND ANTHROPOL- 
OGY IN a Navaso COMMUNITY. By John Adair, 
Ph.D., and Kurt W. Deuschle, M.D. New 
York: Appleton-Century-Crofts (Meredith 
Corp.), 1970, 188 pp., $6.95. 


, The authors have produced a book of signal 
importance for all those interested in the devel- 
opment of health services and the related prob- 
lems Of social and cultural change. I would 
include here mental health programs, with partic- 
ular reference to community centers and the 
Problem of utilizing indigenous aids and para- 
professionals. Numerous fundamental principles 
are enunciated in clear language and their appli- 
cation discussed with a balanced measure of rec- 
ommendation and caveat. 

In the preface the authors state the purposes 
of the Navajo-Cornell Field Health Research 
Project (the subject of the book) as follows: 
to develop effective methods for the delivery of 
Modern medical services to the Navajo people; 
to see to what extent the knowledge so ac- 
quired would have generality for people in 
Similar socioeconomic circumstances else- 
Where; to study discrete disease entities with 
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particular reference to their possible shaping 
by Navajo culture; and to explore whether the 
sudden apposition of modern biomedical 
science and technology and the disease pat- 
tern of a “nontechnologic” society could pro- 
vide knowledge of value in the attack on con- 
temporary U.S. medical problems. A wide 
range of individual studies addressed to these 
questions have been published elsewhere or 
will soon appear. Despite the diverse nature 
of thèse studies, however, there was one re- 
search question common to them all, namely, 
how can social scientists and members of the 
health sciences and professions work produc- 
tively as full partners from the beginning of 
such an enterprise. This is the question to 
which the present volume is addressed. 

The project lasted from 1955 until 1962, at 
which time its care-giving aspects were trans- 
ferred to the U.S. Public Health Service. The 
fact that one of the project’s most important 
innovations did not survive this transfer is a 
matter of particular interest. The innovation in 
question is the “health visitor,” and it con- 
stitutes an imaginative adaptation to cross- 
cultural problems that has wide applicability in 
the health field. The reasons for the failure are 
discussed toward the end of the book and make 
for valuable reading. 

To this reviewer the outstanding feature of the 
book is in the authors’ statements of principles 
and their excellent illustration from the project’s 
work and observations. The idea of “conceptual 
transfer” that they develop is a major contribu- 
tion. The central thought is that the problem of 
medical translation from one culture and lan- 
guage to another is not a matter of words referring 
to illness and treatment but, first and most fun- 
damentally, a transfer of medical concepts. This 
means the training and development of inter- 
Preters who thoroughly grasp the concepts that 
exist in both cultures. The discussion of this 
Point is worthy of close reading. Indeed, the 
Whole of chapter 7, on language, is especially 
good. 

Throughout, the authors do very well in re- 
minding the reader of the wide implications and 
generality of their experience among the Navajo. 
oer are, of course, faults, and some of these 
p be pointed out, partly to forewarn the 
edi ter and partly in the hope that in a subsequent 

ition they may be corrected. 
ds most heinous crime is the absence of an 
this X. This is really unforgivable in a book of 
tion a which has high potential for instruc- 
quie Purposes. A second difficulty is. that the 
E do not do an adequate job with refer- 
in te and do not indicate the place of their book 
ES field of applied anthropology. At times the 

iting is almost naive in the face of the things 
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that have been written by others. One example 
of this is the authors' apparent surprise that 
the health visitor innovation was not accepted 
by the Public Health Service. There must be 
dozens of articles and case studies that state the 
principle that if you expect a bureaucratic organi- 
zation to accept an innovation, then key mem- 
bers of that organization must be party to the 
development of the innovation. 

Knowing that the authors are not naive, I 
suspect them of hasty writing. This impression 
is fostered by a certain pontifical tone and some 
repetition despite the fact that the book is 
really very short. It also seems to me that they 
pass too quickly over the problems of achieving 
interdisciplinary research. They make it sound 
too easy. I believe that if they had expanded 
a bit on this, they could have provided additional 
reporting and insights of great value. 

In concluding, however, I would like to em- 
phasize again the book's worth. The final chap- 
ter, “The Culture of the Innovator,” is particu- 
larly worthwhile. I strongly recommend the book 
for persons in medical school, public health 
work, and residency training. 


ALEXANDER H. LEIGHTON, M.D. 
Boston, Mass. 


PsvcuotLocicAL Experiments WITH Auristic CHIL- 
pren. By B. Hermelin, Ph.D., and N. O'Con- 
nor, Ph.D. Elmsford, N.Y.: Pergamon Press, 
1970, 142 pp., $8. 


It is now nearly 30 years since Kanner de- 
scribed the clinical syndrome that he character- 
ized as “autistic disturbance of affective control." 
Despite more than a quarter of a century of in- 
tensive study the delineation of the syndrome 
remains imprecise, and both the origins and 
mechanism of its various manifestations con- 
tinue to be the subjects of much debate and con- 
fusion. Although Kanner, for example, specified 
absence of tissue pathology as an essential cri- 
terion for the presence of his syndrome, later 
authors have cited instances of extensive central 
nervous system disease associated with a clinical 
picture indistinguishable from that which he 
described. 

Drs. Hermelin and O’Connor, taking cogni- 
zance of this confusion, do not pretend to have 
studied "autism." Rather, they report a series 
of psychological experiments in children who 
present with autistic symptoms. They accept the 
following nine behavioral characteristics as 
autistic: gross and sustained impairment of emo- 
tional relations; serious retardation with islets 
of normal or even exceptional intellectual func- 
tioning; apparent unawareness of personal 
identity; pathological preoccupation with par- 
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ticular objects; sustained resistance to change; 
abnormal response to perceptual stimuli; acute 
and illogical anxiety; absent or undeveloped 
speech; and distorted motility patterns. In addi- 
tion, pathologic behavior must have been evident 
before the age of two. For control groups the 
authors used similarly aged nonpsychotic re- 
tardates and normal children of approximately 
the same level of cognitive development. 

On the basis of their experiments the authors 
conclude that autistic children show more non- 
stimulus-directed behavior than do those in either 
of their control groups. Their orientation toward 
visual stimuli is less sustained, and they are less 
able to use visual information in perceptual 
motor tasks. Although the autistic children 
showed an even greater relative dearth of be- 
havioral responses to auditory stimuli, by EEG. 
criteria their cortical responsiveness to sound 
was greater than that of the control groups. This 
was so despite the fact that the autistic children 
did not vary in their behavioral response to 
sound stimuli according to whether they were 
presented with meaningless sounds or meaning- 
ful words. They surpassed the cognitively equiv- 
alent control groups in rote memory and in the 

use of kinesthetic and motor feedback cues in 

the experimental situation. 

A striking and perhaps new finding in the 
autistic group was the failure of these children 
at all ages to appreciate order in stimuli. Regard- 
less of the sensory modality studied or the com- 
Plexity of the material Presented the autistic 
child persisted in responding as though he were 
confronted with random stimuli and attempted 
to impose his own structure on them. 

The authors are to be congratulated for their 
approach to the investigation of this fascinating 
and difficult. problem. Analysis of the mecha- 
nisms underlying the behavioral manifestations 
of autistic states, as with any other syndrome, is 
certainly a necessary Step in the effort to unravel 


its etiology or, as will probabl: 
case, many etiologies, Beatie he the 


The volume is recomm 
concerned with the study aj 
children. 


ended to all workers 
nd treatment of autistic 


DaviD A, FREEDMAN, M.D. 
Houston, Tex, 


Tue Brierer PsvcHOTHERAPIES, B Leo 
Small, Ph.D. New York: Brunner IMEE 
1971, 249 pp., $7.50. ^ 


Reading this book is a bit like reading a dic- 
tionary—it is not exactly enthralling, but one 
does end up knowing more than one did before. 
This is not to say that it is not a good book. It 
is. Dr. Small has done a good job, but the book 
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essentially is a compendium, a reference work 
for the shelf. 

The author has abstracted about 250 articles 
on brief psychotherapy and has arranged their 
contents under almost 200 rubrics such as goals, 
time factors, catharsis, panic states, and contact 
brevity. This material is grouped within 14 chap- 
ters in four sections. A good ten-page index is 
provided, which is a necessity for a volume such 
as this. The author's treatment of the subject 
varies from a dictionary-like brevity—such as 
the heading "Extinction, experimental," which 
is followed by a single sentence, "This is a be- 
havioral-therapy technique described by Wolpe; 
repeated non-reinforcement is used progressively 
to weaken a habit ....’’—to the fuller treatment 
accorded “The diagnostic process as treatment,” 
“Activity of therapist,” and “Models of crisis 
intervention.” Indeed, Small is best on those rare 
Pages where he reacts personally and critically, 
rather than maintaining the stance of an impar- 
tial abstractor. 

There is a list of almost 200 "diagnoses, symp- 
toms, and complaints treated," each with its ap- 
propriate reference or references. Thus one can 
learn of 11 different types of depression that have 
been treated with brief psychotherapy. There is 
even a four-page chapter on the various popula- 
tions that have been treated; this chapter, while 
brief, contains, nevertheless, one page more 
than is accorded treatment hazards. 

At times one might wish for a more critical 
integration than is offered here. Nevertheless, 
the book will be a valuable reference volume; 
and it certainly accomplishes Small's goal of 
making “readily available in a cogently organized 
form the wisdom and the experience of the sur- 
Prisingly large number of therapists who have 
penetrated the ‘time-barrier’ in psychotherapy.’ 


WiLLIAM A. Hunt, PH.D. 
Chicago, Ill. 


Sex AND THE Unsorn Cuib. By Roman Rech- 
nitz Limner. New York: Julian Press, 1969, 
221 pp., $6.95. 


The title of this book is misleading, since it 
undoubtedly has an appeal to a large segment of 
the reading public, The subtitle: Damage to the 

etus from Sexual Intercourse During Pregnancy 
More accurately describes the intent of the book. 
The author appears to have been exposed to 
Some scientific, psychosociological, and theolog- 
ical education, yet nowhere is this documented, 
either in the form of degrees or previous publi- 
cations, 

, The thesis proposed by the author is presented 
in the preface and in the introductory chapters- 
Beyond this the book is devoted to an extensive 
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discussion of the theological problems relating 
to man’s original sin. 

The hypothesis referred to—that sexual inter- 
course, particularly during the first trimester of 
pregnancy, may lead to fetal anoxia—is based 
largely upon the physiological measurements of 
Masters and Johnson, the studies of Kinsey, and 
upon the Old Testament. Basically, this repre- 
sents an interesting concept that should be tested 
under carefully controlled conditions. The avail- 
ability of computer techniques together with ap- 
propriately designed questionnaires suggests 
that a definitive resolution of this hypothesis 
could be achieved with data obtained from one 
or more of the large maternity centers in this 
country within a period of 12 to 18 months. Cer- 
tainly the incidence of mental retardation, birth 
deformities, and perinatal mortality indicates 
that this kind of study should be given high 
priority. 

The author has thus based his arguments 
upon limited scientific and physiological data 
and largely on theological sources. A large por- 
tion of the book is devoted to discussion of the 
theories of man’s fall into sin, and this is based 
to a large extent on interpretations of the views 
of others. For example, the discussions of such 
vital subjects as St. Thomas Aquinas and St. 
Augustine are based on Limner’s interpretation 
of other interpretations, rather than on reference 
tothe original writings. 

Despite the fact that the author at times con- 
tradicts himself, that a great deal of the text is 
Unrelated to the basic theme, and that in the end 
he fails to reach a definitive conclusion, his orig- 
inal hypothesis is of some scientific interest and 
worthy of investigation. 


Peter J. Tarso, M.D. 
Evergreen Park, Ill. 


Benavior Tuerary. By Aubrey J. Yates. New 
Had John Wiley & Sons, 1970, 423 pp., 


1 Aubrey Yates has written an extremely erudite 
ut jawbreaking book. 
ph an encyclopedic manner he not only 
Ks the waterfront of behavior therapy but 
E» presents almost a personal treatise on clini- 
r Psychology. He adds an idiosyncratic defini- 
on of behavior therapy to the literature: 
[Behavior therapy] . . . is the attempt to util- 
Ve systematically that body of empirical and 
theoretical knowledge . . . from the . . . exper- 
imental method in psychology . . . to explain 
abnormal - . . behavior; and to apply [it] . . - 
D the treatment . . . by means of controlled 
Sxperimental studies of the single case, both 
escriptive and remedial. 


Amer. J. Psychiat. 127:11, May 1971 


1585 


All that is both wrong and right with this 
book is perhaps illustrated in that definition. The 
author also adds yet another “father of psychia- 
try" to the growing list of contenders—none 
other than the worthy M.B. Shapiro, of the psy- 
chology department of the Institute of Psychia- 
try, London University, located at the Maudsley 
and Bethlem Royal Hospitals. While few would 
deny the “brilliant and neglected work” of Sha- 
piro and his proselytization of the single case 
study in psychology, it is perhaps a little 
restrictive to define behavior therapy in this 
manner. In this historical account, and as a fel- 
low ex-Maudsleyite, I recognize the hubris of 
the Maudsley that James Anthony has stigmatized 
as the belief that the rest of the world was 
waiting with bated breath for the latest emana- 
tion from the Maudsley, whereas the rest of the 
world was about as interested in the doings of 
the Maudsley as in the doings of the dodo. The 
single case study has, of course, a long lineage 
in medicine, but thus far, thank goodness, no 
one has claimed it as a new treatment. 

The author's description of “Basic Concepts 
and Techniques" is turgid and difficult to follow, 
especially for the psychiatrist without a back- 
ground of relevant psychological knowledge. 

His “. . . Application of Behavior Therapy" 
covers most clinical entities and is an excellent 
survey of research literature. It is not likely 
to be very helpful to the clinician seeking aid in 
his practice. 

Yates's bias is exemplified by his section on 
tics. He reports in detail his own work on the 
change and frequency of voluntary evocation 
of four tics in a young woman under massed 
practice in /958. The results he obtained were in 
accordance with expectations from  Hullian 
theory, but “generalization to ‘real life’ remained 
incomplete.” He cites five supporting studies but 
is disconcerted to find a negative one. It does 
not seem to have occurred to him to perform 
another experiment in the intervening 12 years, 
suggesting both a theory-bound approach and 
a preoccupation with the single case study be- 
yond its reasonable limits. 

This essentially nonclinical flavor is continued 
throughout the book, which is likely to prove of 
greatest use to researchers in the field. 

Yates throughout shows conceptual clarity 
in his groupings and classifications. In the end, 
however, he beats the same drum as heralded 
the beginning. “Behavior therapy is funda- 
mentally distinguishable from other therapeutic 
efforts by one mark only: The application of the 
experimental methods of the understanding and 
modification of abnormalities of behavior.” He 
adds that there can be little doubt that if the aim 
is lost sight of, behavior therapy will rapidly 
degenerate into just another school “impervious 
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to and resentful of criticism." He hopes that this 
will not happen, but he is by no means sure that 
it can be avoided. 

To this reviewers mind, the considerable 
amount of knowledge contained in this book will 
probably be lost to most psychiatric. readers, in 
large part because of this preoccupation with the 
experimental approach at the expense of read- 
ability and, at times, even common sense. It is, 
in fact, only likely to widen the unfortunate 
gap that presently exists between psychiatrists 
and psychologists in the practice of behavior 
therapy. 


R. BRUCE SLOANE, M.D. 
Philadelphia, Pa. 


Human SEXUAL DEVELOPMENT: PERSPECTIVES IN 
Sex Epucation, Edited by Donald L. Taylor, 
Ph.D. Philadelphia: F.A. Davis Co., 1970, 
389 pp., no price listed. 


The editor states in the preface that the subject 
matter of this book is sex, sexuality, and the psy- 
chosexual development of the child. It is written 
for the interested reader on the college level in 
order to offer him the best research and scholar- 
ship that the field can provide, The editor ex- 
presses the hope that the book might be used as a 
basic text for students enrolled in courses on sex 
education. 

The book is divided into five major areas: bio- 

logical factors; psychosexual development of the 
child;, moral development of the child; sexual 
problems; and description of concrete sex educa- 
tion programs. The latter section includes a list 
of film resources for sex education. There is an 
adequate index, and references appear at the 
end of each chapter. The chapters and the sec- 
tions vary in length. All of them have been pub- 
lished previously—some as early as 1948, others 
as recently as 1969, The editor has written a short 
preface before each section, attempting to focus 
on the controversial material in the following sec- 
tion and to point to the continuity of the book's 
basic theme: human sexual development. 

As in any anthology of this kind, one finds ex- 
cellent, good, and poor articles, If you pick your 
choices among the 31 chapters, you will probably 
find that they are evenly divided between excel- 
lent, good, and poor. I felt that the biological 
section was particularly unsophisticated—not 
on the level of the rest of the book. My favorite 
articles were *Sex Role Learning in the Nuclear 
Family" by Miriam M. Johnsen, “Parent Dis- 

ciplining and the Child's Moral Development" by 
Hoffman and Saltzstein, and “Homosexual Ex- 
perience in Adolescence” by Gadpaille. 


The essays assembled in this book give the ` 


reader a wealth of relevant and up-to-date infor- 
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mation, and as such, the editor has performed his 
job well. I have two specific criticisms, however. 
The editor has not included any material on sex- 
ual education of parents and/or adults. It has 
become apparent in recent years that in order 
to have effective sex education for children we 
will have to include the parents in a much more 
active way than has been done in the past. Only 
by working together with the parents and by 
alleviating their anxieties and distortions will we 
make a dent in the children's values. 

This brings me to the second criticism. At the 
time the book went to press there was probably 
no notice of the storm over sex education that 
began in 1968-1969. Thus the fact that no men- 
tion is made of the counterreaction to sex educa- 
tion is no fault of the editor. Sex education pro- 
grams like the one in Anaheim, Calif., are used as 
the prototype of an excellent program. The Cali- 
fornia program was started in the spring of 1965 
and was considered one of the best Family Life 
and Sex Education (FLSE) projects in the coun- 
try. The program is now almost defunct because 
of the furor created over it, which in May 1969— 
only four years after its inception—helped elect 
anti-sex education advocates to the school board. 
Thus, at present, it is not as easy to start a sex 
education program as the book implies. 

In summary, the editor has assembled articles 
that, on the whole, give the relatively sophisticated 
reader a good overall picture of sex, sexuality, and 
the psychosexual development of the child. It is 
not written specifically for psychiatrists, but 
might be useful to psychiatrists preparing courses 
for college and/or medical students. 


DANIEL OFFER, M.D. 
Chicago, Ill. 


Never IN ANGER: Portrait OF AN Eskimo FAMILY. 
By Jean L. Briggs. Cambridge, Mass.: Har- 
vard University Press, 1970, 379 pp., $15.25. 


This charmingly written book is primarily 
about feelings and their concomitants within à 
tiny group (20 to 35) of Eskimos. These people 
are the sole human inhabitants of an area of 
about 35,000 square miles of rough, cold, tree- 
less country northwest of Hudson's Bay. The au- 
thor, a woman anthropologist, lived there for à 
Year and one-half in hopes of collecting material 
about shamans (religious leaders and healers) 
from such an isolated and little-acculturated 
group. It turned out, however, that Christianity 
had penetrated even to this unlikely spot, and if 
the Eskimos knew anything about shamans, they 
did not wish to admit it. 

Consequently, the anthropologist studied in- 
Stead the whole business of living that was going 
on around her. She has provided a vivid account 
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of the daily life and the yearly round of this band 
of Eskimos, in which she participated actively 
as an adopted daughter of one of the families. In 
and out of the activities, one is also made aware 
of the accompanying feelings—both the Eski- 
mos’ and the anthropologist’s. There are few such 
accounts by anthropologists of the flavor that life 
seems to have for people they have studied; 
and few anthropologists have been so generous 
in exposing their own feelings and the reactions 
they aroused in their subjects. 

It is not very comfortable (as I myself know) 
for people of different cultures and languages to 
live so intimately with each other, and the adjust- 
ment is made more difficult by the bilateral igno- 
rance of the fine points and inner meaning of 
each other's ways. Jean Briggs makes this abun- 
dantly clear in a manner that will be congenial 
to psychiatrists and others who are keenly aware 
of the importance of feelings and interpretations. 
The book goes a long way toward dispelling any 
notion that the Eskimos are "stolid" or "in- 
Sensitive." The reader readily recognizes that 
Eskimos are much like himself except for the 
variations. that a different cultural tradition 
makes in deĉzing both acceptable responses to 
Specific stimuli and "proper" modes of inter- 
personal conduct. 

Although the following quotation does not 
describe the feelings of anyone but the author, 
it is included because it conveys, to some extent, 
the pervading essence of the book and may serve 
to whet the appetite for more: 

I liked being the last to sleep at night. I 
savored the darkness that swallowed the day- 
time jumble of boxes, cups, clothing, and oil 
cans, the soot-grayed, icicled walls, corroded 
into burrow-like ugliness by the ordinary pro- 
cesses of life. Gradually, as my eyes adjusted, 
the empty blackness was replaced by a suf- 
fusion of moonlight which glowed through the 
ice window at my head so faintly that its blue 
glimmer served mainly to heighten the sense 
of darkness. In those few moments before sleep 
the iglu, filled with visible night and quiet 
breathing, was filled also with peace. 


Donoruta C. LEIGHTON, M.D. 
Chapel Hill, N.C. 


Eremiorocy or Mentat Rerarpation. By 
on Heber, Ph.D. Springfield, Ill.: Charles 
Thomas, 1970, 112 pp., $8.75. 


Fite short book disappoints me. The 12-page 
Bey primarily lists publications from 
tiene with approximately 70 publications from 
the carly 1960s and about 30 publications from 
aise Prior to 1949, 
he book fails to clarify my thinking on in- 
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telligence and IQ, which are often considered to 
be synonymous by some of my medical colleagues 
and most of my lay friends. I thought that when 
Binet and Simon invented the intelligence tests 
they were looking for some means to assist pub- 
lic school teachers in properly placing pupils in 
the grades where the pupils would receive the 
most benefit. The tests were not intended to ex- 
amine innate intelligence or potential. 

The book is divided into two chapters, “In- 
troduction” and “Diseases and Conditions 
Associated with Mental Retardation.” 

The second chapter describes some of the 
better known diseases and conditions, with men- 
tal retardation as one of the manifesting symp- 
toms. Inborn errors of metabolism are de- 
scribed with the presentation of three examples: 
cerebral lipoidosis, phenylketonuria, and galac- 
tosemia. Not enough emphasis is given to the 
fact that they represent a great many similar 
diseases, that they are dependent on genetically 
transmitted defects, and that the total person is 
thus defective. There was also no mention of the 
more recently discovered enzyme defects in some 
cases of cerebral lipoidosis and in galactosemia. 
The discussion of chromosome aberrations, with 
16 pages devoted to Down’s syndrome and only 
half a page describing sex chromosome disorders, 
such as Klinefelter and Turner’s syndromes, ig- 
nores current areas of interest. Under postnatal 
infections only meningitis is discussed, with no 
mention of viral encephalitis or meningoenceph- 
alitis. The statement that absence of mental re- 
tardation following acute purulent meningitis 
“can probably be attributed to the small sample” 
creates misunderstanding. Early, effectively 
treated, and "cured" acute purulent meningitis 
results in minimal neuronal loss; whereas chronic 
meningitis is invariably associated with vascular 
involvement, multiple miliary infarcts, abscesses, 
and meningoencephalitis and resultant neuronal 
loss. The neurone is the biological basis of intelli- 
gence. ‘i 

Unfortunately, the author fails to present in- 
sight into the epidemiology of the disorders of 
the large majority of mildly retarded persons. 


LesLIE Y. CH’ENG, M.D. 
Brecksville, Ohio 


Sociat SYSTEM PERSPECTIVES IN RESIDENTIAL INstI- 
tutions. Edited by Howard W. Polsky, Daniel 
S. Claster, and Carl Goldberg. East Lansing: 
Michigan State University Press, 1970, 802 


pp- $12.50. 


The editors have organized this large volume 
of 52 reprinted papers into five sections, for each 
of which a short introduction is provided. The 
purpose of the book is “to present, within a co- 
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hesive theoretical framework, an accumulating 
base of theory and treatment in residential in- 
stitutions.” - 7 i 

The first section, containing nine papers, is 
called Social System Theory. The editors intro- 
duce this section by saying that they will “treat 
institutional dynamics as an aspect of the 
general theory of social action.” Given the wide- 
spread dissatisfaction with such general theories, 
and especially with Parsonian theory, it is 
perhaps just as well that the section is not really 
concerned with developing this theoretical link- 
age. Instead, following a general paper by Fall- 
ding on functional analysis, this section offers 
eight examples of social system perspectives in 
the service of institutional analysis. This is use- 

ful to be sure, but hardly a foray into “social 
' system theory,” even for the novice, 

The second section is titled The Institution 
Society. The five articles that compose this sec- 
tion fail to give the reader any appreciation of 
current developments in this critical area. The 
most recent article in this section was written 
in 1962, and the section as a whole is a weak 
introduction to its topic. Section 3 deals with 
Internal Structure and Processes of Institutions. 
This section includes classic papers by Henry, 
Dentler and  Erikson, and Stanton and 
Schwartz. Its ten papers provide an adequate 
introduction to research in various residential 
settings. 

The fourth and largest section, The Func- 
tional Components of Institutions, is also the 
best. The 16 papers in this section apply a variety 
of concepts and methods to diverse institutions. 
The final section, Dynamics of Change in Resi- 
dential Systems, is also good. Its 14 papers range 
competently over "resistance to change," “un- 
planned change," and “planned rehabilitation.” 

This book can be a convenient, if rather ex- 

pensive, compendium for students whose in- 
terests lie primarily in Sociotherapy or the re- 
lation of social science concepts and procedures 
to treatment in residential institutions, Profes- 
sionals may find the book less valuable, 
primarily because it reflects so little of the rapidly 
changing character of residential institutions. 
In fairness, it must be said that a book of this 
size takes time to be produced, but 29 of its 52 
papers were originally published Prior to 1960, 
and only one paper is more recent than 1965. 
The dramatic changes in residential institutions 
and in the views some behavioral scientists have 
taken toward such places in the last five years 
are therefore badly scanted. 

This book’s greatest professional merit lies in 
its concerted focus upon the dynamics of residen- 
tial treatment. The editors' earlier book by that 
title(1) was, in my opinion, more useful and 
stimulating than this one will prove to be. 
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Nevertheless, this collection can be of valuable 
service as a reference source. 


The reference is: 


1. Polsky HW, Claster DS, Goldberg C: The Dynam- 
ics of Residential Treatment: A Social System 
Analysis. Chapel Hill, NC, University of North 
Carolina Press, 1968 


ROBERT B. EDGERTON, PH.D. 
Los Angeles, Calif. 


Tue Pitt on Triat. By Paul Vaughan. New York: 
Coward-McCann, 1970, 233 pp., $5.95. 


The “trial” of the title has a double meaning, 
relating both to usage and doubt. This sets forth 
the purpose and content of the book, which is 
written in a somewhat racy style, obviously 
pointed primarily to the nonprofessional audi- 
ence. Yet it is a fact-filled book with a reasoned 
approach in pointing out the polarization, ease, 
and rapidity with which conclusions have been 
drawn. Material presented was collected both in 
the United States and England, and a careful 
history is traced of the development of contra- 
ceptive research. 

The author emphasizes the fact that progester- 
one and estrogen factors in contraceptive pills 
are synthetic and suggests subtle differences from 
the natural hormones that may have significance 
in the long run. Acknowledgment is made of 
profit exploitation: “Searle took a gamble with 
the pill. If it came off, they deserved the jackpot.” 
There are also intimations of political and reli- 
gious factors. The author takes note of the place- 
bo or hypnotic effect in drug usage and the atti- 
tudinal effect of those prescribing pills as influ- 
encing the results and symptomatology of pill 
users. He also notes that there are a variety of 


- “pills,” including the “mini pill,” but notes that 


doctors tend to rely on one make, not suiting the 
type of pill to the specific needs of their patients. 

As a reflection of varying professional attitudes, 
the author quotes Dr. John Rock as being “com- 
placent" about the pill and “impatient” with 
carping criticism. Coming from one who may 
feel that there are no contraceptive alternatives 
for co-religionists, this is understandable. 
Vaughan also quotes Dr. Malcolm Potts of the 
International Planned Parenthood Federation: 
“Once a woman has sexual intercourse, she faces 
death whichever way she turns.” A statement 
from this source cannot be taken lightly. Shades 
of Women’s Lib: It suggests that men (especially 
doctors) would do well to consider with less levity 
and frivolity those who share life with them 
and give them pleasure. 

The author notes that an attempt to set the 
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raceptive's risks into perspective is badly 
but it has not proved at all easy to man- 


, Barbara Seaman's Doctors’ Case against 
(1). That book was severely criticized by 
j physicians who emotionally let its “wom- 
agazine style" (not too different from the 
f Vaughan's book) dissuade them of its 
h. Nevertheless, it had a significant medical 
age: In prescribing any drug, one must be 
of the hazards, alternatives, and the bal- 
of risks with the benefits. The book coura- 
called attention to the serious dangers 
ited with the pill's use, ultimately result- 
more than any other influence, in the Senate 
which in turn were responsible for the 
ion in each pill packet of a pamphlet ad- 
ied to the user (unfortunately a pamphlet of 
tionable honesty, evasive, and confusing). 
t, Vaughan's lack of reference to the Sea- 
book is quite an oversight. 

he Pill on Trial deals with all of the complica- 
and difficulties of the contraceptive pill and 
iders alternative contraceptive modes. It fails 
consider, as has virtually everyone, a potential 
mplication that this reviewer expects to find 
Sufficient time has elapsed: ovarian malig- 
ncies. Nor does the author spend any time on 
l and psychiatric aspects of this type of con- 
taception. Yet, for anyone who wishes to be rea- 
bly well informed about oral contraceptives, 
book is a necessity, commendable also for 
balanced perspective. It is highly recom- 
ded to all. 


aay B: Doctors’ Case against the Pill. New 
_ York, Peter H Wyden, David McKay Co, 1969 


NATALIE SHAINESS, M.D. 
New York, N.Y. 


Briefer Notice 


Briefer notice does not imply a judgment; it 
ly means that the reviewers have evaluated 


m in fewer words than in the previous 
ction. 


ren IN Psychornerapy. By Julian Meltzoff 
"ua. Mehin Kornreich. New York: Atherton 
“ress, 1970, 530 pp., $15. 


d ne authors of this comprehensive book review 


Organi : 
Tganize the enormous literature on research 
Yehotherapy, 


p section, which deals with principles 
ods, the authors discuss the steps nec- 
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essary to design a research project, considering 
the ethical responsibility of investigations as well 
as hypotheses, variables, and controls. They de- 
fend and document the use of patients in a re- 
search setting as opposed to a therapeutic setting. 

The second section of the book reviews the ex- 
tant research on the effects of psychotherapy, 
pointing to areas in need of further study. Various 
studies are organized as models of ‘adequate 
studies with positive results" and “adequate and 
questionable studies with null or negative re- 
sults.” This is a particularly useful taxonomy for 
other investigators to use. 

In the last section the authors examine psycho- 
therapy and such difficult-to-measure variables as 
the therapist’s reactions and patient-therapist in- 
teractions. 

Meltzoff and Kornreich have dedicated this» 
book “to all those whose research has made this 
book possible, and to those whose research will 
make it obsolete," which is an indication of 
their responsible, scientific, and nonpolemical 
approach. This book was a delight to read. It 
should be a valuable companion for all those in- 
terested in contributing to the scientific founda- 
tions of psychotherapeutics. 


ARI Kiev, M.D. 
New York, N.Y. 


Your Reucion: Neurotic or Heattuy? By George 
Christian Anderson. Garden City, N.Y.: 
Doubleday & Co., 1970, 191 pp., $5.95. 


“Hardly any aspect of organized religion has 
escaped the impact of psychiatry and psychol- 
ogy." Few men are more qualified to make that 
statement than George Christian Anderson. He 
is a pastor who has been involved in the active 
ministry for 40 years. He pioneered understand- 
ing between religion and psychiatry as the found- 
er of the Academy of Religion and Mental 
Health. The Reverend Dr. Anderson appears to 
agree with some of Freud's views of religion. He 
holds that religious leaders, and especially the 
Christian religion, interfere with the growth and 
development of personality, intensify the sense 
of guilt, frighten people into submission, and ag- 
gravate their neuroses. The author draws upon 
his clinical experience through numerous anec- 
dotes, case histories, and illustrations to demofi- 
strate how guilt and fear have long been the pri- 
mary devices by which many religious groups 
attempt to keep their membership in line, oc- 
casionally with disastrous psychological. results. 

The authors goals of a healthy religion fit 
neatly into a description of good mental health. 
“If our religious experiences stir deep loyalties 
to ideals and enable the vision of truth, beauty 
and goodness to irradiate our lives, we need have 
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no fear regardless of whether or not our religion 
is neurotic.” The chapter on ‘The Emotional 
Problems of Clergymen" is an excellent illumina- 
tion of this subject and deserves serious consid- 
eration by all religious leaders. Future editions of 
this book would be enriched by the addition of a 
bibliography and an index. 


Leo H. BARTEMEIER, M.D. 
Baltimore, Md. 


PSYCHIATRIC AND LEGAL ÁSPECTS OF AUTOMOBILE 
Fatauities. By John R. Finch, M.D., and 
James Patrick Smith, Jr., J.D. Springfield, Ill.: 
Charles C Thomas, 1970, 145 pp., $8.50. 


This excellent book was written by two knowl- 
edgeable and commonsense people who obvious- 
ly understand their subject. It is one of the more 
thought-provoking publications on the enormous 
problem of the drinking driver and automobile 
fatalities. The authors are amazed at the un- 
believable apathy that people in all walks of life 
have toward this slaughter on our highways. They 
point out that a mine explosion, collapsed 
bridge, or an epidemic with fatalities brings in- 
stant response, but not so in the case of the drink- 
ing driver. They have effectively culled boring sta- 
tistics and yet retained those that are necessary. 

The authors lay the “accident” definition of 
crashes and describe them for what they are. 
There is a clear statement of their research with 
matching controls, establishing a recognizable re- 
lationship between basic personality patterns, 
stressful events, alcohol, the pre-crash state, and 
finally, the fatal crash, None of this is labored, 
and it actually makes fascinating reading. The 
Section on the legal aspects of the drinking-driver 
phenomenon is most enlightening, with many im- 
plicit directions for correcting abuses. The 
medical aspects of the drinking-driver phenome- 
non is a beautifully written summation of what 
can be done with many people. The appendix 
contains the questionnaires that the authors 
used in their studies. 

This book should be read by everyone who has 
an interest in community Psychiatry, alcoholism 
automotive safety, or, indeed, in his fellow man. : 


WILLIAM K. KELLER, M.D, 
Louisville, Ky. 


INTRODUCTION To PsycHOTHERAPY By Hyrro- 
sis. By A. Philip Magonet, M.D. New York: 
Appleton-Century-Crofts (Meredith Corp.). 
1970, 173 pp., $6.75. ; 


Dr. Jacob H. Conn of Johns Hopkins Univer- 
sity Medical School, an authority in the field of 
hypnosis, has written a laudatory foreword to 
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Introduction to Psychotherapy by Hypnosis, 
which Dr. Magonet wrote to stimulate wider in- 
terest in the use of hypnotherapy. Since this is an 
introductory book, simplification and superficial 
treatment might be expected to some extent. The 
author touches upon a broad spectrum of medical 
specialties and illustrates how hypnosis might be 
applied. He considers the trance to be dependent 
upon suggestion and does not see it as resulting 
from the exercise of a flexible imagination, an 
ability of the subject as well as of the therapist. 
The bulk of his treatment consists of suggestion. 

Unfortunately, Dr. Magonet does not mention 
some of the hazards of hypnosis, for example, in 
the use of regression technique and self-hypnosis. 
In an introductory book this is a serious omis- 
sion, Some of his cures demand a high degree of 
credibility in the reader. An illustration of this is 
the case of a young woman with alopecia totalis 
of five years’ duration (p. 110). The origin of the 
problem was evidently in an electra complex, but 
without giving any detail the author claims "it 
was a simple matter to correct the false ideas that 
started the guilt complex." 

The section on references needs updating, and 
in future editions Dr. Magonet, a Londoner, 
should express a greater familiarity with Ameri- 
can authors. 


W. Ear. BIDDLE, M.D. 
Philadelphia, Pa. 


Errective Uriuization or Psycwiatric Evi- 
DENCE. By the Practising Law Institute. New 


Hs Practising Law Institute, 1970, 590 pp.» 


Assembled here between hard covers is a set 
of 28 reprints on several aspects of forensic 
psychiatry—personal injury claims, criminal re- 
Sponsibility, competence to stand trial, and the 
psychiatrist as a witness. There is nothing about 
lestamentary capacity or malpractice claims 
against psychiatrists, At least I cannot find any 
Such reprints here, and since the book has no in- 
dex, there would be no way of tracking down this 
material even if it were included. I do find excel- 
lent, thought-provoking papers by Watson, Pol- 
lack, Diamond and Louisell, and Modlin, all 
Previously published. The paper on the psychi- 
atrist as an expert witness (by Diamond and 
Louisell), for instance, was first published in 1965. 
Also included is Dershowitz’s brilliant if some- 
what disturbing paper, “The Knife That Cuts 
Both Ways,” which is uncomfortably critical 
about the role of the psychiatrist in commitment 
Procedures, 

The publishers took photocopies of manu- 
Scripts and published articles and simply bound 
them together. Thus there is an unevenness about 
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printing and a lack of any editorial comment 
ight tie the material together. Especially 
tunate is the complete lack of an index, 
makes the volume almost useless for refer- 
urposes. 
e is still room for a practical, well-indexed 
ice volume on the effective use of psychi- 
estimony. The price of $15 for a collection 
rints seems a bit high even in these infla- 


Henry A. Davipson, M.D. 
East Orange, N.J. 


AND Emotion. By Roger Trigg. New York: 
don Press (Oxford University Press), 
, 183 pp., $5.95. 


book is a philosophical discussion of the 
ology of pain. It asks many intriguing ques- 
uch as “Is pain a sensation?” “Is pleasure 
nsation?" “What if a tickle had turned into a 
The author covers most aspects of pain 
om throbs to tickles and from tingles to twinges. 
earchers in the field, such as H.K. Beecher, 
| dismissed as confused and inconsistent in 
eir theories. In their place, the reader is left 
ith a pedantic and bewildering account of philo- 
hical "logic" that answers few of the intrigu- 
|uestions. 

ome of the author’s statements bring back to 
‘Mis reviewer's mind a dismal course in college 
"logic and add little to our clinical understanding 
of such a complex and important subject as pain. 
lowing is an example: 


i because a pricking pain may be like a pain 
caused by pricking, it does not follow that a 
shooting pain is like a pain caused by shoot- 
ing, [and] The mark of someone with a dis- 
€ of chocolate is that he never puts himself 
in the position of having to eat it in the first 
e. "Disliking chocolate" is in fact unlike 
“being irritable” which is not an emotional 
‘State, but a characteristic, which means that 
Owner tends to get into such a state easily 
certain circumstances. Dislike of chocolate 
lves a tendency to reject it. 

In brief, this book is **painful" to read because 
, its obfuscatory style and excessive concern 
minutiae. Although there are some thought- 
oking chapters on prefrontal leucotomy and 
ital insensitivity to pain, the book will 
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prove of limited value to the psychiatrist working 
with or doing research on the patient with pain. 


Harry S. ABRAM, M.D. 
Nashville, Tenn. 


Tue Emotionatty Distursep Chilo: A PanENT'S 
Guipr. By Harold D. Love, Ed.D. Springfield, 
Ill.: Charles C Thomas, 1970, 99 pp., $6.50. 


A by-product of the expanding mental health 
movement has been the increase in reports writ- 
ten by "recognized authorities." The trend to- 
ward diluting the quality of professional train- 
ing has been reflected in an inevitable dilution 
in the quality of experts. This volume is one of 
several recent publications that raise the hopes 
of parents but, unfortunately, offer them little 
help and even risk adding to their confusion. 

This small book is a brief, stifly written text 
phrased in adult psychiatric terminology and 
sprinkled with platitudes. Several excerpts illus- 
trate the nature of its content. In a section devoted 
to severe emotional disturbances of children, 
senile psychosis is listed as one of the four func- 
tional psychoses. A modifying sentence indicates 
that "senile psychosis occurs generally in later 
life and would not pertain to the child. . . the 
senile period usually considered to be from 40 
to 65 years.” In the author’s discussion of treat- 
ment the psychiatrist is listed under a section 
devoted to medical therapy and is described 
as follows: “The psychiatrist, a medical doctor 
who specializes in mental illness, prescribes the 
medical treatment for any particular child. 
Among these are shock treatment, psychosurgery, 
drug therapy, antibiotic therapy, physiotherapy, 
psychotherapy, play therapy and sociological 


therapy." , i 
Because of the great need for written materials 


of genuine value to the parents of emotionally 
disturbed children, it is regrettable that this vol- 
ume cannot be recommended. 


Jack C. WESTMAN, M.D. 
Madison, Wis. 


Editor's Note: The following information supple- 
ments the book review of Karl Bonhoeffer that 
appeared on page 1241 of the March issue. The 
complete title of the book is Karl Bonhoeffer 
zum 100 Geburtstag am 31 Marz 1968. The 
book is available in German only. 
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Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


Menta RETARDATION AND Its Soctat Dimensions. 
By Margaret Adams. New York: Columbia 
University Press, 1971, 307 pp., $10. 


Tur Thematic Appercertion Test AND THE Cuir 
DREN'S APPERCEPTION Test IN CuinicaL Use, 
2nd ed. By Leopold Bellak, M.D. New York: 
Grune & Stratton, 1971, 317 pp., $12.75. 


ATTENTION AND INTERPRETATION: A SCIENTIFIC 
Approach TO INSIGHT IN PSYCHO-ANALYSIS AND 
Groups. By W.R. Bion, D.S.O. New York: 
Basic Books, 1971, 130 pp., $4.95. 


Et Hippe: Esrupio PSICOPATOLOGICO Y EXISTENCIAL. 
By Miguel Echeverry. Bogotå, Colombia: Edi- 
torial ABC, 1971, 122 pp., no price listed. 


Suakespeare, Mepicine anp Psycuiatry: AN His- 
TORICAL STUDY IN CRITICISM AND INTERPRETATION. 
By Irving I. Edgar, M.D. New York: Philo- 
sophical Library, ©1970, 355 pp., $9.95. 


THE ĪMPORTANCE OF CINEANGIOGRAPHY IN THE HEMO- 
DYNAMIC Stupy or Aortic VALVULAR DISEASE. 
By Harald Eie. Boston: Universitetsforlaget, 
1970, 97 pp., 45 N.kr. (paper). 


Tue PSYCHOANALYTIC Srupv or tHe Chirp, vol. 25. 
Edited by Ruth S. Eissler, M.D., Anna Freud, 
LL.D., D.Sc., Heinz Hartmann, M.D., Mari- 
anne Kris, M.D., and Seymour L. Lustman, 
M.D., Ph.D. New York: International Uni- 
versities Press, 1970, 543 pp., $12. 


Functionat Neuroanatomy, 6th ed., revised. 
By N.B. Everett, Ph.D. Philadelphia: Lea & 
Febiger, 1971, 342 pp., $14.50. 


Tur SHEPPARD & Enocn Pratr Hosprtat, 1853- 
1970: A History. By Bliss Forbush, LL.D. 
Philadelphia: J.B. Lippincott Co., 1971, 256 
Pp., $7.50, 


fcon ERAPY: CONFRONTATION PROBLEM-SOLVING 
lo, HNIQUE. By Harry H. Garner, M.D. St. 
uis: Warren H. Green, 1971, 330 pp., $15.50. 


Eie: PREVENTION, INTERVENTION, POSTVENTION. 
ie Earl A. Grollman. Boston: Beacon Press, 
971, 145 pp., $6.95. 


Husunisrc Psycuotocy: A CHRISTIAN INTERPRETA- 
on. By John A. Hammes. New York: Grune 
Stratton, 1971, 196 pp., $7.95. 
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PsycHOANALysis AND Puitosopuy. Edited by 
Charles Hanly, Ph.D., and Morris Lazerowitz, 
Ph.D. New York: International Universities 
Press, 1971, 362 pp., $13.50. : 


INTELLIGENCE AND PrmsowALmY. By Alice Heim. 
Baltimore: Penguin Books, ©1970, 200 pp., 
$1.25 (paper). à 


Tue PsvcHoLocv or Superstition. By Gustav 
Jahoda. Baltimore: Penguin Books, 1971, 147 
pp., $1.25 (paper). 


Sanity, Mapress, AND THE FaMiLY: FAMILIES OF 
Scuizopurenics, 2nd ed. By R.D. Laing and 
A. Esterson. New York: Basic Books, 1971, 
267 pp., $6.95. 


Freup anp PsvcHoLocv: Setectep READINGS. 
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This report, part of a longitudinal study of 
ten pairs of twins, delineates personality 
differences that appear in the first year of 
life, especially in the areas of dependence- 
independence, emotionality, sociability, cu- 
riosity, and activity-passivity. Other varia- 
bles that differentiate twins include: birth 
order, birth size, neurological competence, 
occurrence of a significant traumatic experi- 
ence, parental "linkage," and physical devel- 
opment. The findings are discussed in rela- 
tion to studies of normal development and 
ie of adult twins discordant for schizo- 
4 renia. Although twinship is a special cir- 
Ee the authors believe that the ob- 
x ations of this study are probably valid 
* personality development in general— 

ore obviously with siblings or dizygotic 


Bus; more subtly with the only or firstborn 


> 
Based on a ip CEU gL Ash 
Famili paper ("Projection and Identification in 
D RIA of Twins”) read at the 123rd annual meeting 
co, Cali merican Psychiatric Association, San Francis- 
Wit May 11-15, 1970. 
Were all ane, original paper was written, the authors 
ult Ps Aa the Section on Twin and Sibling Studies, 
ealth Bete, Branch, National Institute of Mental 
l rs, Allen hesda, Md., where Dr. Pollin is Chief and 
Allen is n and Hoffer were Clinical Associates. Dr. 
Fiere Iren Assistant Professor of Psychiatry, 
Voir Rd Universi Medical School, 3800 Reser- 
) currently Assiz Washington, D.C. 20007. Dr. Hoffer is 
| ental H Ssistant Clinical Director, Massachusetts 
e Ro Center, Boston, Mass. 
Richmond Pan wish to express their thanks to Drs. 
Mee Cohen cur, ind Beate Ong (neurology), Dr. Don- 
Jane Okeke ild psychiatry), Dr. Cecil Jacobson and 
ington Uni e (Human Genetics Branch, George Wash- 
Elaine Co nce on Barbara Scupi (social service), 
tion), Webster ey and Anna Nichols (Twin Study Sec- 
tional Institute Leyshon (Human Genetics Branch, Na- 
Pathol ÄN A of Dental Research), the Laboratory of 
andthe cal Anatomy, National Institutes of Health, 
Participating obstetricians. 
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Parental, Birth, and Infancy Factors in 
Infant Twin Development 


BY MARTIN G. ALLEN, M.D., WILLIAM POLLIN, M.D., 
AND AXEL HOFFER, M.D. 


ps IS A FIRST report of a longitudinal 
study of personality development in ten 
pairs of twins. The primary purpose of this 
study is to clarify nongenetic determinants 
of personality formation. We plan to do this 
by finding early personality differences in 
“identical,” or monozygotic (MZ), twins. 
Then we hope to find meaningful explana- 
tions for these differences by relating them 
to differences in the twins’ birth experiences, 
nongenetic constitutional differences, and 
different intrafamilial relationships. 

The use of MZ twins provides the follow- 
ing advantages: 1) genetic determinants of 
personality differences between twins are 
identical; 2) other variables, including socio- 
economic class, ethnic background, age, and 
religion, are the same; and 3) comparisons 
of physical and psychological development 
can be made with one twin serving as a con- 
trol (i.e., basis of comparison) for the other. 
We believe such advantages outweigh the 
drawbacks of the "special" circumstance of 
twinship. 

This project evolved from the NIMH 
studies of adult MZ twins who were discor- 
dant for schizophrenia (1-11). We decided to 
employ a similar research tactic—defining 
and attempting to explain personality differ- 
ences in MZ twins—to study prospectively, 
by direct observation, the development and 
determinants of personality in twins. 

Gifford, Murawski, Brazelton, and Young 
(12, 13) have reported a developmental study 
of identical twin girls. They delineated three 
factors that interact in the development of 
personality: 1) innate constitutional (genetic 
and nongenetic) differences, 2) parental atti- 
tudes toward these differences that selective- 
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INFANT TWIN DEVELOPMENT 


TABLE 1 
Postnatal Interviews for Infant Twin Study 


Date: 
People present: 
1. Take pictures; any family resemblances? Any dis- 
tinguishing characteristics? 
2. Setting (appearance, attitude, behavior of family): 


Twins' age: 


(Note similarities-differences among observations of 
mother, father, examiner.) 


3. Any significant occurrences? 

4. How do they look, respond? 

5. Describe the "personality" of each. 
6. Any special interests. 


Health and Development 

7. Their health. 

8. Developmental landmarks: Moro response, palmar 
grasp, smiles, head held up. rolls over, sits (with, with- 
out support). speaks words (sentences), crawls or 
creeps actively, stands (with, without support), walks 
(with, without support, upstairs, downstairs), bowel 
control, bladder. 

9. Size—height. weight, chubbiness. 

10. Strength: is one stronger, give examples. 

11. Coordination. 

12. Predispositions to illnesses, colds. 

13. Who requires more attention? What do you do? 

14. Quality and quantity of vocalizations, 


Daily Activities 

15. Sleeping patterns—wakes up when, behavior on 
waking, sleeps quickly, night wakings: night care by 
mother, father, both. 

16. Eating— demand vs. schedule, breast to bottle, liquids 
to solids, how takes nipple, appetite. fussiness, food 
preferences, what do you do, feeds self? 

17. Patterns of elimination, bowel, bladder; bedwetting. 

18. Crying— quality and quantity, how do you respond? 


Motor Activity 
19. Motor activity, coordination, crawling? 
20. Exploratory behavior vs. fearfulness and withdrawal. 


21. Attention span. 

22. How do they feel to hold; muscle tone—flaccid, tense. 

23. Sucking— quality and quantity, thumb sucking. 

24. Alertness, liveliness, energy. responsiveness—to sound, 
light, color, toys, people (25). 


Social Activity, Mood 
25. Social responsiveness—more interested in objects, 
people; how outgoing. introverted-extroverted (24). 

26. Reactivity, sensitivity, excitability (24). 

27. Quiet-shyness (40). 

28. Smiling. 

29. Eye-to-eye contact. 

30. General mood: happy-sad, relaxed-irritable, gay-serious, 
calm-worried (37-40). 

31. Facial expression. | 


General Personality Characteristics 

32. Describe the character of each (attitude) (5). 

33. How do they look, respond (appearance) (4). 

34. Dominance-submission, patterns of interaction. 

35. Obedience, gentleness. 

36. Bothered most by; enjoys most. 

37. Frustration tolerance, irritability, tenseness (26, 30. 43). 

38. Flexible-stubborn—how do you respond? 

39. Dependence-independence. 

40. Quietness-shyness (27). 

41. Intelligence, ability to learn. 

42. Achievement, ambition, assertiveness (20, 34, 44). 

43. Emotionality (26, 30, 37). 

. Aggression—how expressed (34, 42). 

45. Self-confidence and self-esteem (20, 27, 39, 42). 

46. Sexual activity—with self, parents, others (male- 
female). 

47. Predict future personality. 


Interviewer's Summary, Thoughts, Speculations 

1. Changes over time. 

2. Differences between the twins. 

3. Possible origins, significances and consequences of the 
developing differences. 


ly reinforce or reduce their relevance, and 3) 
the relationship between the twins them- 
selves. 

They concluded that the concept of “con- 
stitution” should be expanded to include not 
only genetic factors but also prenatal and 
paranatal factors resulting in differences in 
size, sensorimotor activity, and homeostatic 
patterns at birth. Such nongenetic factors, 
due to differences in intrauterine and birth 
experience, are "as lifelong as though they 
were constitutional" (14,15). Antenatal dif- 
ferences in monozygotic twins have been 
confirmed by Price (16), Benirschke (17), 
Driscoll (18), and Benjamin (19). 


The Sample 


Twenty-two families were seen for prena- 
tal interviews. Eight of the mothers gave 
birth to MZ twins and all of these families 
are in the sample. In addition, two noniden- 
tical, or dizygotic (DZ), pairs are included. 


[34] 


These DZ pairs were in the first two fami- 
lies, studied in order to gain experience with 
this approach and to permit comparison 
between MZ and DZ development. We sub- 
sequently included only MZ pairs. The re- 
sultant ten pairs of twins currently range 
from one to three and one-half years of age. 


Method and Procedure 


The research plan is based on a develop- 
mental approach, using comparison of the . 
twins as our major research tactic. 

Families were referred to us in response 
to our request for mothers with a twin preg- 
nancy. Participation in the study was volun- 
tary. 

A prenatal interview with the parents was 
done in the home. Then the delivery was 
observed (in nine of the ten families). Zyg05- 
ity determinations were based on sexua 
similarity, typing of 28 blood groups from 
cord blood, gross and microscopic examina- 
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tion of the placenta, and observation of the 
twins themselves. 

The infants were observed in the newborn 
nursery and the nursing staff was inter- 
viewed and asked to fill out rating forms 
concerning: 1) food intake, strength of suck- 
ing; 2) activity, alertness, responsiveness, 
restlessness; 3) amount of sleeping; 4) crying 
—quiet-noisy, strong-weak; 5) daily weight. 
At this time, neurological evaluation of each 
twin was performed by a pediatric neurolo- 
gist. 

After the infants left the hospital, home 
visits were done three to four times a year. 
They involved direct observation of the in- 
fants and questioning of the parents about 
the twins’ growth and development (see 
table 1). Tape-recorded interviews were con- 
ducted in an open-ended manner, with spe- 
cial emphasis on similarities and differences 
between the twins. 

Neurological evaluation was performed 
again one to two years after birth. All of the 
twins have been seen at least once by a pe- 
diatric psychiatrist, who (like the neurolo- 
gist) was "blind" to the birth experiences 
and family descriptions of the twins. Cur- 
tently, developmental testing and an inde- 
Pendent set of behavior observations and 


TABLE 2 
Data Sources for Infant Twin Study 


Ea recorded home interviews with parents: 1) prenatal; 
onata every three to four months, with direct 
Obse rvation of the twins, together and separately. 
vation of delivery and immediate post-delivery 
s observation of twins. 
etermination of zygosity by examination of placenta, 
Neoni appearance, and blood grouping. 
Neuen observations and comments by hospital staff. 
RUNE examination by pediatric neurologist: 1) at 
Chere at one to two years; 3) at four to five years. 
CENA and testing by pediatric psychiatrist. 
Child BE and ratings by nursery school program of 
schol tudy Center of NIMH at age three. 
isio logical and IQ testing at age four to five. 
ation from family physician: height, weight, medical 
real 
Mine ens rom nursery school teachers regarding 
otes: 1. Data from the hospital nursery staff. pediatric 
Neurologist, pediatric psychiatrist, Child Study 
Center, psychological tester, and nursery school 
teacher were all initially obtained blind. ie. the 
Parents’ views of the twins and early traits and 
behavior patterns were not known. 
2. Each home interview was tape recorded and a 
Summary was dictated by the interviewer. Movies 
for television recordings) were made of the neu- 
Tological examinations and of other activities 
regularly once a year. 
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TABLE 3 
Infant Twin Variables 
AT BIRTH 
Objective Data 
1. Birth order 


2. Higher Apgar, less birth trauma, easier birth 

3. Larger. higher birth weight 

4. Neurologically more competent, better developed 
5. Better health, no perinatal illnesses 

a 


6. Better eater 

7. Better health 

8. More active 

9. Linked with mother 
10. Linked with father 


11. Major illness or problem during the first year of life 


AT ONE YEAR 

Objective Data 

12. Neurologically more competent 

13. Larger 

14. More curious, active, lively. alert: less fearful 

15. More sociable, more interested in people (versus shier, 
more interested in objects) 

16. Physically stronger (versus weaker) 

17. Developmentally ahead, better coordinated 

18. Linked more with mother 

19. Linked more with father 


Data from Parents 

20. More independent, self-sufficient (versus dependent, 
seeking attention) 

21. More dominant (versus submissive, passive) 

22. Better eater 

23. More curious, active, lively, alert; less fearful 

24. More sociable, more interested in people (versus shier, 
more interested in objects) 

25. Physically stronger (versus weaker) 

26. Developmentally ahead, better coordinated 

27. Linked with mother 

28. Linked with father 


29. Mother (rather than father) dominant in family 


ratings at the NIMH nursery school are 
being done. Table 2 presents a summary of 
the research protocol. 


Observations 


The variables considered in this paper are 
listed in table 3. Table 4 presents some of 
the data of intrapair comparisons made for 
the ten sets of twins in our sample, The data 
are grouped into comparisons made at the 
time of birth and at one year of age. Within 
each grouping, the data are divided into 
“data from parents” and “objective data” 
(ratings made by sources outside the family, 
such as hospital nurses, pediatric neurolo- 
gist, pediatric psychiatrist, and family inter- 
viewer). Item 11 refers to that. period be- 
tween birth and one year in which a major 
illness or problem may have occurred. Item 
29 indicates whether the mother (rather than 
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TABLE 4 
Intrapair Comparisons for Ten Sets of Twins* 


1 2" 3 


VARIABLE AB AB AB 


FAMILY NUMBER 
5 6 


AB AB 


AT BIRTH 
Objective Data 
1. Firstborn 
2. Higher Apgar 
3. Larger 
4. Neurological exam 
5. Health 
Data from Parents 
6. Eating 
7, Health 
8. Active 
9. Mother link 
10. Father link 
11. Problem in first year 
AT ONE YEAR 
Objective Data 
12. Neurological exam 
13. Larger 
14. Curious-active 
15. Sociable 
16. Strength 
17. Development 
18. Mother link 
19. Father link 
Data from Parents 
20. Independent 1 
21. Dominant 1 
22. Eating 1 
23. Curious-active 1 
24. Sociable 1 
25. Strength 1 
1 
1 
(o 
1 


E yea 
oo2oo 
Roose 
NOCOO 


ose 
-00000 
= -=0--NN 
O O-ONN 


Ix TY 4-3 
-00000-0 
o-0000-0 
SERT 
|} COON==0 
| <22NO00— 


26. Development 
27. Mother link 
28. Father link 


29, Dominant mother 


2200000000 
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= 2NMoo-wo-o 

2ow-2-omwm-o- 
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x 
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nooio 
ooooo 
oo-oo 
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bi -nn 
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110-90 


xo--00 
=n-00- 


*X-oo2- 
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O|!2200w— 
=| 00--+NO 
-ooooooo 
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x 
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o2oooo-oo 
O+-N=NO00 
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x -oowoo-oo 
XONIO 


x 
x 
* 
x 
x 
x 
x 


* Symbols: 1 =more of a trait, higher, better; O=less of a trait, lower. worse; 2 = no difference: X=not present; ——no data. 


** Dizygotic twins. 


*** Neurological examination for twins in families 1, 2, and 4 done at two to three years of age. 


the father) was dominant. The data are pre- 
sented in terms of comparisons between twin 
A and twin B within each twin pair. 
There are items indicating whether a twin 
is “linked with mother" or “linked with 
father.” “Linkage” refers to a parent's being 
closer to, more involved with, or giving more 
attention to a particular twin or a twin to- 
ward a parent. “Linkage” also refers to situ- 
ations in which there is a clear-cut prefer- 
ence or in which statements of similarity 
between a particular parent and twin have 
been made. 
The following observations were made 
from the data:' 


In the data presentation, the number of associations 
that occurred was compared with the number of possi- 
ble associations, i.e., of six pairs in which mother link- 
age was clearly predominant in one twin, five were sec- 


ond-born. 
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Parent Linkage 


At birth: 

l. Mother linkage was associated with 
the: second-born (5 out of 6 instances) 
smaller (5/6); neurologically inferior (5/6). 

2. Father linkage was associated with the: 
firstborn (5/7); higher Apgar (5/7). 

3. In two out of six cases, father and 
mother were linked with the same twin. 

At one year: 

In ratings from parents: 

1. Mother linkage was associated only 
with the more dependent (5/7). 

2. Father linkage was associated only 
with the less curious-active (4/6). 

3. In no cases were father and mother 
linked with the same twin. 

In objective ratings: 

l. There were no associations 
mother linkage. 
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2. Father linkage was associated only 
with the less sociable (5/7). 

3, In no cases were father and mother 
linked with the same twin. 

Birth Weight 
At birth: 

1. The smaller twin was linked with the 
mother (5/6). 

2. There was no relation between birth 
weight and linkage with father (4/7). 

At one year: 

l. There was no relation to dominance 
(4/10). 

2. There was no relation to linkage with 
mother (objective data: 4/9; data from par- 
ents: 4/8). 

3. There was no relation to linkage with 
father (4/7; 5/8). 

4 The smaller was the: more curious-ac- 
tive (7/10; 6/8); more sociable (8/9; 5/10); 
more independent (7/9). 

Major Problem in First Year 


The twin with a major problem in the first 
year of life— 
At birth: 

l. ate more poorly (4/5); 

2. was specifically linked with mother in 
only one out of six instances. 

At one year: 

l. was less curious-active (5/6; 4/5); less 
sociable (4/5; 4/6); more dependent (4/6); 
less dominant (6/6); and 

2. was specifically linked with mother in 
only one out of six instances and with father 
in only two out of six instances. 


Dependence 


At one year, dependence was associated 
with mother linkage (5/7). 
Dominance 


iml one year, the dominant twin was also 
iw more curious-active (9/10; 7/8). How- 
à T, there did not appear to be a linkage 
etween the dominant parent and the domi- 
Nant twin. 


Objective-Subjective Data Agreement 


mabe six variables that were separately 
D Pie one year by both objective data and 

0 rom parents showed good agreement. 
b Observations clearly indicate that MZ 
bin Pas different experiences, starting 
end irth, and are viewed and treated differ- 
Y by their parents. Some of the differ- 
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ences observed between twins in a given pair 
include: 1) a clear-cut difference in the rela- 
tive ease of adaptation to new stimuli and, in 
this regard, a difference in initial fearfulness 
(dependence-independence); 2) a tendency 
for one twin to be more methodical and 
thoughtful, the other more excitable and 
emotional; 3) a greater person-orientation 
(sociability) in one twin and greater object- 
orientation in the other; 4) a tendency for 
one twin to explore the environment pa- 
tiently and thoroughly, and for the other to 
search more actively for some new stimulus; 
5) a tendency for one twin to be more pas- 
sive, the other more confident and dominant. 
Such differences, though often subtle, are 
frequently clear-cut and impressive. 


Discussion 


We are using the method of intrapair twin 
comparison to help define and understand 
certain aspects of personality development. 
From the data of intrapair comparisons 
made for the ten sets of twins, some tenta- 
tive conclusions can be drawn: 

1. The total living environment is not the 
same for MZ twins. While MZ twins are 
genetically identical and live in the same 
family situation, nevertheless they have dif- 
ferent experiences, starting with birth. They 
are viewed and treated differently by their 
parents, eat different foods, develop at dif- 
ferent rates, and often have different physi- 
cal problems. And within the twin relation- 
ship, one twin is frequently more dominant, 
and/or larger, and/or more social, and/or 
more independent, and/or more active- 
curious. 

2. In both the birth and the one-year data, 
linkage is most pronounced between the 
mother (not the father) and the /ess compe- 
tent child. At one year, both mother and 
father linkage occur with ratings of lesser 
competence. } 

3. There does not appear to be a linkage 
between the dominant parent and the domi- 


nant child. ; 
4. A major problem in the first year of 
bstantially influences his 


one twin's life? su ; 
relative ratings at one year of age. There is a 


hospitalization for respiratory 


E 
?Surgery in two families, t i 
ma in one, pneumonia and — 


disease in one, birth trau 


strabismus in one, allergy and strabismus in one. 
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strong tendency for him to be rated less cu- 
rious-active, less sociable, more dependent, 
and less dominant. The only variable at birth 
that was related to the subsequent occur- 
rence of a major problem was food intake— 
in five of six instances the problem twin ate 
more poorly. In part, this relationship re- 
sults from the fact that three of these six 
problems occurred during the neonatal pe- 
riod. 

5. There is considerable agreement on 
each variable between the objective data and 
the data from parents at one year. 

6. In the study by Gifford and associates 
(12), the twin who was larger at birth was the 
quieter, more independent (self-sufficient), 
and more rapidly developing child, had 
fewer eating and sleeping problems, and was 
more identified with the father. The lighter 
(smaller) twin was found to become more 
verbal, social, and more identified with 
the mother. Our data show no association 
between birth weight and eating, dominance, 

or development at one year. The smaller 
twin at birth is more sociable and more inde- 


pendent at one year. There is a strong asso- 


ciation between birth weight and linkage 
with mother at birth. There is no association 
between birth weight and parent linkage at 
one year. 

7. Studies of adult twins discordant for 
Schizophrenia (1-11) suggested that the 
heavier twin at birth is more likely to be 
dominant, curious-active, sociable, and inde- 
pendent. The one-year data in this current 
study do not confirm this. At one year there 
was no relation between birth weight and 
dominance. Contrary to our earlier findings, 
the twin with the lower birth weight was 
rated more sociable, more independent, and 
more curious-active at one year of age. 

8. What are the primary factors we have 
found thus far that are responsible for differ- 
ences between twins? Of the four pairs in 
which one-year intrapair differences were 
most marked, two are dizygotic. In three 

pairs, the dominant parent is linked with the 
more competent twin, which is atypical for 
the series as a whole. In three pairs, one of 
the twins encountered a major problem in 
the first year of life. 
9. A major change or switch in the twin 
relationship or intrafamilial role occurred in 
four families. In families 3 and 7, the change 
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—the formerly less competent twin begin- 
ning to be seen as more competent—ap- 
peared to be related to twin B's successfully 
coping with and recovering from a major 
physical problem. In families 2 and 6, a sim- 
ilar role-change appeared to be primarily a 
consequence of parental linkage. 

Some methodological issues must be 
raised. The bulk of the observations and rat- 
ings reported in table 3 have thus far been 
made only by one of the authors (M.G.A.); 
there has not as yet been any opportunity to 
evaluate the validity and reliability of these 
ratings. Some substantiation of their validity 
is suggested by the considerable agreement 
between parental reports and our ratings. 
However, since these are not independent 
data, more systematic evaluation is indi- 
cated. A program of nursery school observa- 
tions in which multiple observers rate nu- 
merous behavioral variables has now begun. 

Questions can also be raised about the 
validity and reliability of parental reports. 
Such reports, and the parental interviews 
from which they are derived, are an essential 
source of information for this study of early 
development. Thomas and associates (20) 
reported finding “that the data of the parent 
interview were a valid reflection of tlie 
child's behavior." Other studies (21-23) 
agree with their conclusions. Our own data 
thus far show good overall agreement be- 
tween direct observations of childhood be- 
havior and parental reports. We also noted 
that the parents are sometimes able to give 
more accurate and detailed descriptions 
than are available from other sources. 

It might appear that we give little empha- 
sis to the stages of psychosexual develop- 
ment described by psychoanalytic theory. 
When the twins become older, we hope to 
trace precursors of later ego-defensive and 
ego-adaptive mechanisms. The infantile 
oedipal situation may show particular com- 
plexity in twins because each twin may see 
not only the parent of the same sex but also 
the co-twin as an oedipal rival. Because the 
twins in our sample are so young, however, 
detailed study of both the intrapsychic and 
interpersonal aspects of their personality 
development must await their further 
growth. 


Conclusion 
Though MZ twins are genetically identi- 
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cal, they nonetheless show “constitutional” 
differences based on differences in intrauter- 
ine experience and in birth experience. Ma- 
jor neonatal illness can also apparently lead 
to basic and long-lasting consequences, 
which in retrospect might be considered 
"constitutional." The complex interplay of 
"constitution," the nature of the interper- 
sonal twin relationship itself, subsequent life 
events, and extrafamilial relationships all 
play a major role in determining the differ- 
ent cluster of traits called “personality.” 

Although twinship is a special circum- 
stance, we believe that the findings of this 
study are valid for personality development 
in general —more obviously with siblings (or 
DZ twins), more subtly with the only child 
orfirstborn child. 
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DISCUSSION 


SanrorD GiFForD, M.D. (Boston, Mass.)—I 
am pleased to see another contribution from Dr. 
Pollin's group, although our substantial agree- 
ments may make my discussion almost superfluous. 
Such happy mutual agreement is no surprise since 
our earlier work had arrived at a similar interac- 
tional viewpoint by different approaches—Dr. 
Pollin and his associates by way of discordant 
schizophrenic twins and our group by way of 
healthy young adult and infant twins. Thus we 
seem to agree that individual differences within 
monozygotic (MZ) pairs are the outcome of a 
complex interaction among innate, nongenetic 
differences, differential parental attitudes, and the 
relationship between the twins. We would proba- 
bly also agree that all three elements are impor- 
tant, but our interests emphasized the role of 
early physical differences in individual character 
formation, while Dr. Allen, in this paper, has 
explicitly focused on the influence of parental 
attitudes, which his detailed prenatal interviews 


vividly illustrate. , 
I would like to discuss two general questions 
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that Dr. Allen raised: 1) Is there a "critical phase" 
in the development of twins, when early ego char- 
acteristics become fixed? and 2) Does the study of 
early ego development in twins contribute to the 
understanding of normal growth and develop- 
ment, or are there unique features in the experi- 
ence of growing up as a twin? 

Our answer to the first question is equivocal, 
based on unpublished follow-up impressions of 
both our infant twins and our college-age pairs. 
Instead of a single “critical phase," we prefer to 
think in terms of a continuous process of individ- 
ual differentiation. In some pairs, certain early 
characteristics are remarkably enduring, though 
they fade from sight and reappear years later. 
In other pairs there are several “‘critical phases" 
in which relative positions of superiority or de- 
pendence reverse themselves, temporarily or 
permanently, sometimes reestablishing an earlier 
position many years later. 

In the first of our pairs, for example, the 
firstborn twin, who showed a strong resistance to 
change in her earliest months, experienced greater 
homesickness and difficulty adjusting to the fam- 
ily's year abroad at age six. At seven and eight her 
tendency toward self-sufficiency and sadness was 
reflected in short, melancholy nature poems with- 
out human content, while her more sociable sister 
was writing stories with a lively sense of narrative 
and character. At age ten, while learning Hebrew, 
the firstborn twin preferred to practice beautiful 
calligraphy while her talkative sister was more 
interested in the spoken language. 

Among our young adults, one MZ pair was un- 
usually close in preschool years, our only example 
in over 40 pairs who shared a private language. 
The larger and physically stronger twin (A) clearly 
became the leader during latency, but during 
adolescence he withdrew from competition be- 
cause of the smaller twin’s (B) intense striving to 
excel. For many years A assumed a self-effacing, 
inarticulate role, expressing his loneliness and ad- 
miring his twin's superior achievements. In their 
second year of college, twin B dropped out of 
school, and the larger twin regained his previous 
superiority. A now became intensely ambitious, 
and successfully resolved his decisions about grad- 
uate school and marriage, while twin B remained 

indecisive and emotionally isolated. 

Our answer to the second question is even more 
equivocal. We have always shared Dr. Allen's 
view that individual differentiation in MZ twins 
provided an unusual opportunity for observing 
normal sibling conflicts, under higher magnifica- 
tion, as it were, and amplified by the inevitable 
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tendency toward intrapair comparisons. We 
recognized various special features imposed on 
their development by the twinship: the intensifica- 
tion of aggressive conflicts through mutual stimu- 
lation, for example, that Burlingham pointed out 
long ago; the modification of early separation 
from the mother by the presence of a constant 
companion; later difficulties in separating from 
the twin and establishing an independent identity, 
and so on. But we considered these special devel- 
opmental experiences of twins as quantitative 
ones, differing only in intensity and timing from 
the same conflicts in single births. 

More recently, however, as our knowledge of 
nongenetic influences increases, | have begun 
to question this. There are two kinds of data: 1) 
recent neonatal literature (1) suggests that the 
average intrauterine experience of multiple 
births is less favorable than that of singletons, 
in both the chronologically premature and the 
small for term; and 2) nongenetic tendencies 
toward divergent or convergent development 
within the twinship may distort innate matura- 
tional patterns, pulling each twin toward an 
artificial symmetry by mutual identification, to 
use Hartmann's term, or “polarizing” each twin 
toward opposite extremes, to borrow from 
Murawski’s studies (2) of field dependence and 
independence. 

Stated more simply, I now wonder whether 
certain traits in one twin, which would play 4 
minor role in the development of a singleton, 
can become so modified through interaction 
with comparable traits of the other twin that a 
quantitative difference becomes a qualitative 
one. The question may be unanswerable, but 
we can ask, for example, in comparing Cain an 
Abel with Romulus and Remus, whether the 
crime of Romulus owes some special quality to 
the fact that they were twins rather than merely 
brothers. 
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Are Antidepressants Better Than Placebo? 


BY SIDNEY MALITZ, M.D., AND MAUREEN KANZLER, PH.D. 


A study of 203 depressed outpatients who 
were randomly assigned to one of seven ac- 
tive drug treatment groups or to a placebo 
group demonstrated that the inclusion of a 
placebo group is essential for valid assess- 
ment of the efficacy of antidepressant drugs. 
Although all groups improved on depres- 
sion ratings in relation to their own base- 
lines, only one group achieved a level of im- 
provement that was significantly better than 
that of the placebo group. 


T HE AIM OF this study was to evaluate 
the antidepressant qualities of the fol- 
lowing compounds: diphenylhydantoin (Di- 
lantin), dextroamphetamine, amitriptyline- 
Perphenazine, amitriptyline-diazepam, nor- 
triptyline, AY-62014 (a cycloheptodiene), 
amitriptyline, and a placebo. These drugs 
had not previously been simultaneously 
compared with each other or with a placebo 
in terms of relative effectiveness as antide- 
pressants, although antidepressant effects 
had been claimed for them, largely on the 
basis of studies omitting a placebo group. 
Therefore, such a comparative study ap- 
peared warranted. 

From the statistical viewpoint, it must be 
aed that differences among treatments 
Bact exist unless proven otherwise. Once 
ence have been shown to exist, the 
i seme one of delineating where they 
ux ecause an antidepressant effect had 
js n claimed for them, it was hypothesized 

at in this study active substances would 
Prove more effective than placebo in reduc- 
ng symptoms of depression. 


m 
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Subjects 


The subjects of this experiment were 312 
patients referred to the Psychiatry Medica- 
tion Clinic of Vanderbilt Clinic at the Co- 
lumbia-Presbyterian Medical Center from 
October 1965 to June 1969; 203 patients 
completed the study. All patients manifested 
symptoms of depression, including sadness, 
tearfulness, despondency, suicidal thoughts, 
loss of interest in self and environment, dif- 
ficulty in concentration, psychomotor re- 
tardation, sleep impairment, appetite dis- 
turbance, weight loss, diminution of sexual 
desire, constipation, and excessive somatic 
concern. 

Admission to the study was based on the 
presence of the target symptoms listed above 
rather than on diagnosis. However, psychiat- 
ric diagnoses were made and the patients 
were classified as follows: psychotic dis- 
orders, 47 (23 percent); psychoneurotics, 
150 (74 percent); and personality trait dis- 
turbances, six (three percent). The largest 
proportion of our subjects suffered from 
psychoneurotic depressive reaction. 

Of the 203 patients who completed the 
study, 168 were women and 35 were men. 
Sex distribution was fairly constant from 
one treatment group to another. 

Patients ranged in age from 19 to 76 years. 
The average age was 44 years (standard 
deviation: 13 years). Although there was a 
five-year difference between the mean ages 
of the oldest and youngest groups, this dif- 
ference was not statistically significant, and 
the groups were comparable insofar as age 
was concerned. 

About 70 percent of the patients were 
considered to be acutely ill, with symptoms 
present for less than two years. The remain- 
ing 30 percent had been ill for more than 
two years and were classified as chronic. 

Thirty-one percent reported no treatment 
prior to the study. Of the other 69 percent, 
half had received a major or a minor tran- 
quilizer. The remaining patients reported 
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a variety of treatments including ECT, in- 
sulin, stimulants, and barbiturates, as well 
as antidepressants other than those included 
in the study. In no case was a patient ad- 
mitted to the study if he was currently re- 
ceiving either antidepressant medication or 
a stimulant. 

Treatment of patients was divided among 
13 psychiatrists. There was no planned as- 
signment of any patient to a particular phy- 
sician, nor was there any concentration of 
any one doctor on any one treatment. No 
doctor knew which treatment his patient 
was receiving. 


Procedure 


Treatment consisted of one week of 
placebo and four weeks of active substance 
for seven of the eight treatment groups. The 
eighth group received a placebo throughout 
the five weeks. The patients were assigned 
to treatment groups that were randomized 
within blocks of eight by the hospital phar- 
macy. The treatment substances were packed 
in identical capsules by one of the cooperat- 
ing drug firms. Only the pharmacy personnel 
knew which treatment a patient was receiv- 
ing. 

During the first or second visit, the patients 
were examined by an internist to make cer- 
tain that there was no physical contraindica- 
tion to receiving medication. At the second 
and fifth visits, the patients received the fol- 
lowing laboratory tests: complete blood 
count, urinalysis, serum glutamic oxalacetic 
transaminase, serum  bilirubin, alkaline 
phosphatase, and blood urea nitrogen. The 
results of these tests were in the patient's 
chart before his next visit, and his physician 
had the responsibility of checking them 
for adverse findings. 

The patient was told that he would receive 
the benefit of a new medicine, that he would 
have to attend the clinic faithfully every 
week for five weeks, and that the medication 
might have some side effects. The side effects 
were described, with instructions to report 

them to the physician if and when they oc- 
curred. The patient was asked to sign a con- 
sent form, by which he expressed his will- 
ingness to take an experimental medication 
for the treatment of depression. 


Dropouts 
The study was completed by 203 patients 
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out of 312 who began. The overall dropout 
rate was 35 percent. Of the 109 dropouts, 
approximately half dropped out during or 
immediately after the initial placebo week, 
before receiving any active medication. The 
reasons for these patients dropping out in- 
cluded worsening of the patient's condition 
so that he required hospitalization, unreli- 
ability in taking medication or in keeping 
clinic appointments, physical illness, or job 
conflict. When patients failed to keep ap- 
pointments, efforts were made to contact 
them and enlist their cooperation. However, 
many of our patients were of low socioeco- 
nomic status, without phones and with tran- 
sient addresses, so that with some patients 
no further contact was made beyond the 
first visit and the reason for dropout was 
unknown. Those patients whose condition 
worsened or who were felt to be unreliable 
in taking experimental medication were 
treated and followed by standard methods. 


Of the patients who persevered beyond 
the placebo week, 54 dropped out—a drop- 
out rate of 21 percent for this subgroup. In 
the diphenylhydantoin group, four patients 
were hospitalized; two were hospitalized 
from the dextroamphetamine group, and 
one each from groups receiving amitripty- 
line alone or combined with perphenazine 
or diazepam. The placebo group also had 
one patient hospitalized. In addition to the 
hospitalized patients, nine patients were 
dropped because of a deterioration in their 
psychiatric condition: three had been on 
diphenylhydantoin, three on  amitripty- 
line, and one each on amitriptyline-per- 
phenazine,  amitriptyline-diazepam, an 
placebo. It is noteworthy that no patient 
had to be dropped from the nortriptyline 
or AY-62014 groups because of worsening 
Psychiatric condition. Other reasons for 
dropout of patients receiving active medi- 
cation included the patient's failure to re- 
turn to the clinic, his refusal to continue 
with treatment, reality factors such as a 
conflict of clinic time with job hours, Or 
the physician's judgment that the patient 
was unreliable about taking his medication. 
Those patients who continued to come to 
the clinic after being discontinued on the 
study were treated with standard medication. 
However, there was a small group—six in 
number—who stopped coming while on the 
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TABLE 1 
Average Daily Dosage of Eight Treatments 
DIPHENYL- DEXTROAM- AMITRIPTYLINE- : 
HYDANTOIN PHETAMINE PERPHENAZINE SIR CE aa MNUNE AY-62014 ATYUNE. 
WEEK (MG.) (MG.) (MG) (MG) (MG) (MG) (MG) (MG.) (MG) CAPSULES] 
First 286 14 64 10 68 14 1 
Second 371 21 96 15 89 18 96 93 3 à 
Third 414 21 111 18 96 19 — «114 114 111 5 
Fourth 429 23 121 19 107 21 118 114 114 5 
Maximum 
permitted — 600 30 150 24 150 30 150 150 150 6 
study and who could not be reached to as- Data Analysis 


certain why they had stopped. 
Medication 


In order to check that the medication was 
taken as prescribed, the patient was asked 
to bring the prescription bottle to his weekly 
interview. At this time, the physician counted 
the capsules remaining. Since the pharmacy 
dispensed the exact number of capsules re- 
quired to carry the patient at the prescribed 
dosage level until his next appointment, the 
number of capsules remaining in the bottle 
was subtracted from the number the patient 
had been given to yield the number of cap- 
Sules actually taken. 

After the initial placebo week of three 
capsules a day, all patients started the active 
phase with three capsules a day for the first 
week. Dosages were altered for subsequent 
weeks as follows: If there were no side effects, 
the dose was raised by two capsules; if side 
effects were mild, the dose was raised by 
one capsule; if the side effects were moder- 
ate, the dosage remained the same; if severe, 
the dosage was decreased by one capsule. 
iw maximum dosage was six capsules a 
i Table l lists the average daily dosages 
in milligrams for each group during each 
of the four active weeks (placebo dosage is 
rave in terms of number of capsules). The 
du line of the table gives the maximum 
Sie Ee of the drug that was permitted. In 
e. group there were some patients who 
"Ais Biven the maximum dosages and also 
the e patients who barely advanced beyond 
iie hala Looking at the averages of 
e week in terms of the relationship 
à een this average and the permitted 
i D. the lowest ratios occurred in 

s amitriptyline-diazepam and diphenyl- 
dain "groups, and te Nast the 
Broups. an amitriptyline-perphenazine 
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Formal evaluations of the patient’s con- 
dition were made at the first and sixth visits, 
at which times a variety of measures were 
completed by either the treating physician 
or the patient. Physician ratings included a 
set of global rating scales assessing the ds- 
gree of mental illness, anxiety, depression, 
and change, and the Brief Psychiatric Rating 
Scale (BPRS) (1), on which 16 types of be- 
havior were rated; these 16 ratings were 
summed to yield a total morbidity score. 
The patient completed the depression and 
Taylor manifest anxiety (2) subscales of the 
Minnesota Multiphasic Personality Inven- 
tory (MMPI). Thus, there were pretreatment 
and posttreatment scores on 22 variables. 
The rating of change, made only after treat- 
ment, was a 23rd variable. 


Of the behaviors measured, some appeared 
to be relatively unimportant for the subject 
group in that the group's average pretreat- 
ment score was less than 3.0, a cut-off score 
implying “mildly ill.” Our depressed patients 
generally did not have BPRS scores reflect- 
ing the presence of emotional withdrawal, 
concept disorganization, mannerisms, gran- 
diosity, hostility, suspiciousness, hallucina- 
tions, uncooperativeness, unusual thought 
content, or blunted affect. 

On the other hand, the pretreatment 
measures on which the group rated more 
than mildly ill were the global scales of 
degree of mental illness, anxiety, and de- 
pression; the BPRS subscales of somatic 
concern, anxiety, guilt, tension, depressive 
mood, and motor retardation; and the two 
MMPI subscales. These, then, plus the post- 
treatment rating of change, were the 12 
variables considered relevant in assessing 
improvement. 

Posttreatment scores Were submitted to 
an analysis of covariance, with the pretreat- 
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TABLE 2 


Summary of Analyses of Covariance (or Variance) 
for Relevant Variables 


VARIABLE* F VALUE SIGNIFICANCE 

Clinical rating scales 

Degree of mental illness 4.52 p«.001 

Anxiety 4.00 p«.001 

Depression 4.11 p<.001 

Change 8.00 p<.001 
BPRS 

Somatic concern 4.38 p<.001 

Anxiety 3.50 p<.001 

Guilt 2.81 p«.001 

Tension 1.59 ns.** 

Depressive mood 3.51 p«.001 

Motor retardation 2.99 p«.001 
MMPI 

Depression scale 3.55 p<.001 

Manifest anxiety scale 1.99 p<.05 


* Except for Change, the df for these analyses was 7,193: for 
Change. it was 7.194, 
** p».05. 


ment score as the covariate (a one-way anal- 
ysis of variance was used for the change 
score). Results of these analyses are sum- 
marized in table 2. Except for the BPRS 
subscale for tension, all the Fs obtained 
were significant beyond the .05 level (the 
predetermined level of significance re- 
quired), indicating that there were differ- 
ences among the scores of the groups on 11 
ofthe 12 measures. 

Having established that differences existed, 
two methods of comparison among the ad- 
justed posttreatment means were used to 
find where these differences were. Since it 
had been hypothesized that active substances 
would prove more effective than placebo, 
the classic formula for comparisons in the 
a priori category (3, p. 592) was used to 
evaluate the significance of the difference 
between the posttreatment adjusted mean 
of the placebo group and that of every other 
group. The a posteriori comparisons among 
means, excluding the placebo group, fol- 
lowed Tukey's more conservative procedure 
(3, p. 87). Similarly, following the analysis 
of the change score, Dunnett's test (3, pp. 
89-90) was used for comparison with the 
placebo and the Tukey for all other com- 
parisons. 

In regard to the comparisons with the 
placebo, four treatments stood out—one in 
a negative and three in a positive direction. 
The diphenylhydantoin group was rated as 
having less improvement than the placebo 
group on the following: the four global 
scales—degree of mental illness, anxiety, 
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depression, and change; the BPRS subscales 
of somatic concern, anxiety, guilt, and de- 
pressive mood; and the MMPI depression 
scale. In the positive direction, the nortrip- 
tyline group showed greater improvement 
than the placebo group on the global de- 
pression scale and the BPRS depressive 
mood scale. The amitriptyline-diazepam 
group improved more than the placebo 
group on the MMPI manifest anxiety scale. 
The amitriptyline-perphenazine group im- 
proved more than the placebo group on the 
BPRS scale of somatic concern. 


Turning to comparisons among means, 
excluding the placebo group, almost all the 
42 comparisons that were significant at the 
-05 level involved the inferiority of the scores 
of the diphenylhydantoin group to those 
of the subjects receiving nortriptyline and 
amitriptyline, the latter either alone or in 
combination with perphenazine or diaze- 
pam. Only two significant comparisons 
involved drugs other than diphenylhydan- 
loin and these showed the superiority of 
the scores of the amitriptyline-perphenazine 
group to those of two other groups—the 
dextroamphetamine group on the global 
rating of change and the amitriptyline- 
diazepam group on the BPRS subscale of 
motor retardation. 

To illustrate a few of these relative 
changes, figure 1 has been prepared. The 
higher points represent movement toward 
health, the lower represent greater psycho- 
pathology. The variables used in the illustra- 


tion are the three global ratings—degree of 


mental illness, anxiety, and depression. Each 
is represented by a vertical line—a contin- 
uum from highest to lowest posttreatment 
adjusted mean score. The experimental 
groups have been positioned on the line in 
accordance with their posttreatment mean 
Scores. The pretreatment score shown rep- 
resents the average score of the entire sub- 
ject group for that particular variable. 
Looking first at the degree of mental ill- 
ness scale, we find that all groups improved 
somewhat, in that all posttreatment means 
are at a higher level than the pretreatment 
score. However, the wide span between 
diphenylhydantoin and the other groups 
demonstrates this group's relatively unsat- 
isfactory posttreatment condition. The leve 
of the placebo group is close to the cluster 
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FIGURE 1 


Posttreatment Scores on Clinical Rating 
Scales of Eight Treatment Groups * 


POSTTREATMENT ADJUSTED MEAN SCORE 


[or DEPRESSION 


CREE OF 
MENTAL LUNGS 


"Abbreviations Ami amitriptyline; ^ Ami-diaz amitriptyline- 
alicapam/ Amber amitriptyline-perphenazine; AY AY-62014; 

liphenylhydantoin; Dex dext - 
EE orenriydann x dextroamphetamine; Nor nor 


of the amitriptyline treatments and cannot 
be differentiated adequately from them or 
from the dextroamphetamine and AY-62014 
groups. With reference to nortriptyline, had 
the .10 level been preselected as adequate, 
this group's score would have been signifi- 
cantly superior to that of the placebo group. 
On the anxiety scale, there is some differ- 
ence in relative placement on the improve- 
pent ladder, but not much. The diphenylhy- 
antoin group score is lower than the pre- 
treatment level, probably reflecting a great 
Bree in concern about bodily discomfort 
at many of these patients experienced 
A the treating physician pushed them 
R maximum dosage. Here again the place- 
iu group appeared in the amitriptyline 
ioe, with dextroamphetamine and AY- 
` 14 between the cluster and diphenylhy- 
antoin. Nortriptyline again is at the top. 
k The depression scale shows a greater 
viai of scores. There is a considerable 
me between the pretreatment score 
ii the bottom of the ladder, indicating 
at all groups had improved in rated de- 
Pion with the diphenylhydantoin group 
proving less than the others. The placebo 
i Oup here places between the dextroamphet- 
Mine and the AY-62014 groups, while the 
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nortriptyline and the three amitriptyline 
treatments are above them. The statistically 
significant superiority of nortriptyline to 
placebo is reflected by the distance between 
their levels. Had significance at the .10 level 
been satisfactory, amitriptyline-perphena- 
zine would also have qualified as superior 
to placebo. 

. Summarizing the import of this illustra- 
tion, it may be said that diphenylhydantoin 
is inferior to placebo, to nortriptyline, and 
to amitriptyline and its compounds on all 
three global scales. Nortriptyline is superior 
to placebo on the depression scale. 


Side Effects 


In discussing side effects, only phenom- 
ena that first appeared or markedly wors- 
ened during the four active weeks were con- 
sidered. For example, if a patient complained 
of dizziness at either the first or second visit, 
a similar complaint in subsequent weeks 
was not tallied unless the dizziness increased 
in severity. 

When the treatment groups were com- 
pared with regard to side effects (better called 
negative placebo reactions for the placebo 
group), it was found that every group had 
at least one patient for whom no side effects 
were reported. The range of incidence of 
patients with no side effects reported was 
from nine in the placebo group to one in 
the AY-62014 group. 

However, most patients reported at least 
one side effect. The most frequently reported 
effects were: dry mouth, sleepiness, dizziness, 
constipation, and jitteriness. All of these 
were reported by some patients on placebo 
as well as by some in every active treatment 
group. 

When the incidence of a single side effect 
across all treatments was assessed by chi- 
square procedures, differences significant 
at the .05 level appeared for the side effects 
of sleepiness and dry mouth. Sleepiness was 
reported by the amitriptyline-diazepam 
group with disproportionate frequency. 
Placebo and diphenylhydantoin patients 
complained about dry mouth less often than 
subjects in other groups. 


Discussion 
eviewing the overall results of three 
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and a half years of selecting and treating an 
outpatient sample of depressed patients, the 
improvement of the placebo group is out- 
standing and emphasizes the necessity of in- 
cluding such a control in the assessment of 
antidepressant drugs. Comparing pretreat- 
ment and posstreatment mean scores may 
show improvement easily enough for any 
single drug. In figure 1, for example, on the 
depression scale all groups had risen well 
above the pretreatment score. The essential 
assessment of an antidepressant is the degree 
to which it can effect improvement beyond 
that resulting from a placebo. This satisfac- 
tory degree of improvement has been dem- 
onstrated for nortriptyline. 


With regard to the performance of the 
diphenylhydantoin group, it is recognized 
that the dosage plan called for pushing to 
high levels of the drug, which many patients 
could not tolerate. Therefore, for several 
patients in that group, final evaluations had 
to be made and their participation in the 
study terminated before the full four weeks 
of active treatment. Also, several of these 
subjects experienced fever and severe malaise, 
which were puzzling, and a degree of antip- 
athy to the medication that did not seem 
specific to side effects, It may be that the 
tolerance for diphenylhydantoin differs in 
accordance with the presence or absence 
of subclinical convulsive disorder. 


With regard to the exclusion of dropouts 

from the final evaluation, the question was 
raised at the time of our preliminary report 
two. years ago whether this exclusion might 
not have contributed to the lack of differen- 
tiation among treatments. To answer the 
question, the charts of all dropouts who had 
been treated beyond the second visit were 
reviewed. Two judgments were made: had 
the patient received sufficient drug to assess 
its efficacy; and if so, had the patient’s con- 
dition improved, worsened, or stayed the 
same? Judgments as to treatment outcome 
for 17 additional patients were obtained 
in this way and combined with those for the 
203 who completed the study. The frequen- 
cies of “improvement,” “no change,” or 
"worse" were assessed in a contingency 
table. The relatively small increase in the 
total number produced no increase in differ- 
entiation among treatments. 
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Summary 


Two hundred three patients in an out- 
patient clinic served as subjects of an in- 
vestigation of the relative effectiveness of 
seven drug compounds and a placebo in 
alleviating symptoms of depression. The 
experimental conditions included a double- 
blind random assignment of patients to 
treatments, an initial placebo week for all 
subjects, and four subsequent weeks of 
treatment. 

Behavioral assessment was made by 
means of pretreatment and posttreatment 
use of a variety of scales completed by the 
physician and the patient. Covariance tech- 
niques controlled for any differences that 
might have existed among the mean pre- 
treatment scores. Eleven variables yielded 
Fs that were significant beyond the .05 
level. Subsequent comparisons among 
means on several measures related to de- 
pression revealed that the ratings of the 
group treated with diphenylhydantoin were 
generally inferior to those of groups treated 
with placebo, nortriptyline, and amitripty- 
line alone or combined with perphenazine 
or diazepam. 

In the positive direction, nortriptyline 
was superior to placebo on two depression 
measures, amitriptyline-diazepam to placebo 
on an anxiety measure, and amitriptyline- 
perphenazine to placebo on a scale of so- 
matic concern. Amitriptyline-perphenazine 
was also superior to dextroamphetamine 
in effecting general improvement and to 
amitriptyline-diazepam in alleviating motor 
retardation. 

Out of the 84 comparisons made between 
placebo and active treatment (12 relevant 
variables, seven comparisons on each), only 
four showed significant positive results; 11 
showed significant negative results. It is €s- 
sential, therefore, to include a placebo group 
in studies of antidepressant drugs. Unless 
this is done, many drugs will continue to 
receive the credit for producing improvement 
that really reflects spontaneous remission, 
the natural course of the disorder, or, Pel 
haps, the psychotherapeutic skill of the 
treating physician. 
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DISCUSSION 


WiLLIAM H. WaiNwRIGHT, M.D. (New York, 
N.Y.)—In the latter half of the 19th century, 
the "vapors" became obsolete as a descriptive 
and etiologic term. The discoveries of Pasteur 
and Koch made it completely useless. The many 
diseases of the chest that were included in the 
Vapors are now specifically diagnosed and 
treated, sometimes with spectacular results. 

Drs. Malitz and Kanzler have presented a 
model of present-day research in psychophar- 
Tacology. It is meticulous, sophisticated, and 
Statistically refined. However, such a study is 
doomed to only limited contributory success 
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since validation is not assured statistically when 
it is based only on target symptoms. If pain, 
fever, anxiety, or the other superficial manifes- 
tations of many diseases were researched in a 
similar manner, inconclusive results would be 
shown for therapeutic efficacy. The target symp- 
toms of many diseases may be alleviated with- 
out therapeutic effect on the basic illnesses that 
produce them. Depression, as a symptom of 
many illnesses (somatic as well as psychiatric), 
may well be the vapors of the 20th century. 

Let us go back a century, to the year 1870. If 
we had present-day compounds but not the 
present-day techniques of diagnosis, we might 
do a study of 203 patients with the vapors, di- 
vided into eight groups. Seven of these groups 
might receive active modern compounds and 
one, for control purposes, a placebo. If the 
now classifiable diseases of tuberculosis, pneu- 
mococcal pneumonia, viral pneumonia, bron- 
chogenic carcinoma, and the common cold were 
represented among our patients with the vapors, 
would not the results be confusing? If penicillin 
were one of the compounds used, would not its 
value in curing pneumococcal pneumonia be 
obscured? 

Today, ECT is of unquestionable value in the 
treatment of the depression of manic-depressive 
psychoses and the depression of involutional 
melancholia. Some of the antidepressant agents 
seem of similar, perhaps lesser, value. ECT in 
the depressions of the psychoneuroses and the 
personality disorders is of negligible aid. Prob- 
ably the same is true of the antidepressants, 

So the question is not “Are antidepressants 
better than placebo?" but "Are antidepressants 
better than placebo in the affective disorders?” 
or “in the psychoneuroses?” or “in the schizo- 
phrenias?” or "in the personality disorders?” It 
would seem that until we can narrow our psy- 
chopathological categories down to definitive 
disease entities, even such expert studies as this 
one can be subjected to such nit-picking criti- 


cisms as mine. 
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Ineffective Personnel in Military Service: 
A Critique of Concepts and Rehabilitation 
Practices from a Psychiatric Viewpoint 


BY ROLAND M. ATKINSON, M.D. 


Ineffectiveness in military service has been 
demonstrated usually to be the product of 
transactional psychosocial processes, al- 
though a contrary official attitude holds that 
ineffectiveness is the result of a man's per- 
sonality deficits. Rehabilitation practices 
vary widely in the armed services, often for 
reasons having little to do with the psycho- 
pathology of the ineffective man. The author 
concludes that by broader application of 
model military rehabilitation and crisis 
intervention programs the armed services 
could profitably promote both organizational 
and individual effectiveness. 


HE ARMED SERVICES employ hundreds of 

thousands of young men, most of whom 
successfully complete active duty. A signifi- 
cant minority develop behavior problems 
that lead to disciplinary action or psychiatric 
referral. Of this latter group, a few have 
clear-cut psychoses or psychoneuroses, but 
most have less distinctive reactions. They are 
ineffective. Deviant behavior and antago- 
nistic attitudes are prevalent in this latter 
large group. Of those who do not modify 
their behavior despite efforts to gain their 
cooperation, some receive courts martial 
when their deviant behavior has been exces- 
sive or of special forms. However, a very 
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large number of these young men are referred 
for psychiatric evaluation, are diagnosed as 
having a personality disorder, and often 
subsequently are discharged administratively 
as unsuitable for further duty. 

Innovative treatment programs such as 
the Army’s mental hygiene consultation 
services (1-3) and the correctional program at 
Amarillo Air Force Base (4, 5) have reduced 
the rate of administrative discharge for 
unsuitability in some sectors, but the magni- 
tude of the residual problem is indicated by 
the following statistics: 2.5 percent of Army 
troops received administrative separation in 
1965 (3); eight percent of naval recruits and 
another nine percent of enlistees in the first 
two years of active duty received administra- 
tive separation (6); and in the Air Force, 
more than 15,000 airmen were separated for 
unfitness and unsuitability in 1960 (5). 

In a prior report, the author presented 
data on psychiatric problems of enlisted 
personnel of the U.S. Coast Guard (7). The 
outstanding finding of that survey of hospi- 
talized personnel was the very low return-to- 
duty rate (six percent) for a group diagnosed 
as having personality disorders. A number of 
variables that contributed to this low return- 
to-duty rate were suggested and briefly dis- 
cussed. The findings of that study prompted 
the present review, which will endeavor to 
establish three main points: a) military 
ineffectiveness is largely determined by 
immediate transactional, psychosocial phe- 
nomena; b) official military (command, line) 
administrative concepts and procedures 
related to ineffective personnel directly 
disagree with a transactional model; and 
c) several command and medical staff vari- 
ables extrinsic to the behavior of the person- 
nel in question are often decisive determi- 
nants of case disposition. Suggestions for 
improved rehabilitation practices will 
presented. 
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The first contributions to a dynamic, 
transactional view of military ineffective- 
ness were made by Dr. Thomas Salmon, 
director of the psychiatric program in sup- 
port of the American Expeditionary Force 
in France during World War I (8). His note- 
worthy and very modern observations were, 
however, neglected until well into World 
War II, when sustained psychiatric attention 
to the issue of military effectiveness began 
(9, 10). This initial work gradually inspired 
the evolution of Army psychiatry’s trans- 
actional model of military effectiveness. As 
recently summarized by Caldwell (11), by 
Hausman and Rioch (10), and by Tiffany 
and Allerton (3), this view holds that the 
level of military effectiveness is the product 
of numerous social variables operating within 
the man’s duty unit as well as of his own 
health and personality traits and the current 
health and welfare of his family. 

A corollary to this view of effectiveness is 
that military ineffectiveness is determined by 
dynamic interpersonal and transactional 
events that grow out of some disequilibrium 
in the balance of stressful forces and sup- 
portive forces that influence each man and 
each duty unit (11). 


Personality Disorder and Ineffectiveness 


Even prior to World War Il, military 
ie waHons had come to distinguish between 
eile psychoneuroses and the more vague 
[gu requent problems of inadaptability (12). 
ded. Tar ete that the usual measures pro- 
; y the military for medical conditions, 
sm ing psychoneuroses (medical diagnosis, 
se perde medical discharge, pensions 
a isability, and the like), did not seem 
(i em for the handling of the numer- 
vun epee behavior problems. For 
em cases the rubric of “personality 
os rder” was provided. Persons given diag- 
cii of personality disorder were then 
aap through administrative | rather 
a , medical channels. This practice has 

ntinued in all the armed services to the 
Present time, 
sema despite awareness by military psy- 
ute that a man’s failure to adapt is 
en the product of contemporary trans- 
* nal disturbance, the labels “personality 

Order," “ineffective,” and “unsuitable” 
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came to indicate that blame nonetheless is 
placed primarily on the man when it is neces- 
sary to explicate his deviant behavior 
officially. 


This, however, is only a special example 
of psychiatry’s larger problem of meaningful 
classification and definition of deviant be- 
havior. A recent useful restatement of this 
general problem has been provided by 
Redlich and Freedman (13). They noted that 
generally today, psychiatrists appreciate that 
symptoms coexist with character traits that 
are equally inappropriate expressions of 
behavior. Often it is impossible to state 
clearly whether one is dealing with a symptom 
or a habit, for example, in the case of a 
patient with excessive and life-long anxiety. 
They referred to all psychiatric disorders 2s 
behavior disorders and would place neurotic 
behavior disorders on a continuum ranging 
from "symptom" neuroses to “character” 
neuroses to sociopathies. They believe that 
the current subdivision of neuroses into 
these three discrete categories is based not 
upon psychopathology as much as on value 
judgments and the attitudes of society. They 
concluded that the sick role is typically as- 
signed to persons with symptom neuroses, 
while to persons with character neuroses 
and sociopathies the sick role is at best 
granted grudgingly. 

In the military setting, it is probable that 
personnel regulations and diagnostic deci- 
sions are based not only on these biases 
operating generally in our culture and 
affecting all psychiatrists, but on some of 
the following interrelated military factors 
as well: a) the need to fix blame upon the 
enlistee for his failure to adapt in order to 
vindicate the military organization and thus 
maintain the morale of other personnel; b) 
the need to deter others of borderline adjust- 
ment from the temptation to seek special 
treatment by "acting unsuitably"; and c) 
the need to minimize the federal govern- 
ment's financial liability, for it may have 
to compensate anyone found to have a 
*ratable" medical disability, such as psycho- 
neurosis, by providing future medical ser- 
vices and financial awards. Personality dis- 
orders are not ratable. 

Noncareer military psychiatrists sometimes 
report anecdotally that they have been 
pressured by medical staff superiors to 
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diagnose personality disorder merely because 
a patient may have acted against the rules 
or expressed antimilitary attitudes. Likewise, 
command may bring pressure to bear on the 
psychiatrist in cases referred through admin- 
istrative channels to confirm a line recom- 
mendation for administrative discharge 
because of unsuitability or ineffectiveness. 
That these phenomena exist and influence 
military psychiatric decisions daily should 
not obscure one’s recognition that the 
validity of a static concept of personality 
disorder to explain ineffectiveness has largely 
been repudiated by research on adaptation 
to military duty. In fact, it has been demon- 
strated that the majority of trainees diag- 
nosed as having a personality disorder are 
capable of adequate service adjustment. 
Most recently, Plag and associates demon- 
strated this for naval recruits who were 
purposely graduated and sent to the fleet, 
although evaluation of them during basic 
training showed enough evidence of person- 
ality disorder that ordinarily they would 
have been discharged as unsuitable before 
the end of basic training (6, 14). The majority 
did very well throughout their four-year 
enlistments. These findings confirm earlier 
reports by Brill and Beebe (15), Glass (16), 
and others (17-21) showing that in all the 
armed services the presence of individual 
psychopathology is not an adequate predictor 
of military adjustment. I may add that these 
findings are entirely compatible with and 
indirectly support the transactional concept 
of military effectiveness. 


Variables in Rehabilitation Practices 


Thus far, it has been my purpose to indi- 
cate a sharp contrast between psychiatric 
and official military views of ineffectiveness. 
Summarized briefly, the psychiatric view is 
that ineffectiveness is a product of trouble 
in a social system (duty unit) and/or the 
trouble of an individual in adapting to a 
specific social system and set of tasks.! 


!Of course there exists a continuum for interactions 
between maladaptive personality traits and environ- 
mental stresses producing instances of ineffectiveness. 
At one extreme, personality characteristics are crucial: 
at the other, environmental factors are crucial. Not only 
would different individuals fall at different points on 
this continuum, but the same individual might fall at 
different points over time, depending upon the growth 
or retrogression of his adaptive capability and fluc- 
tuations in his environmental circumstances. 
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Logical remedies for ineffectiveness would 
therefore include locating and improving the 
trouble in the system and/or implementing 
programs to help ineffective individuals 
learn a reasonable adaptation to the expected 
norms of life and work in the system. 

The official view implies that ineffective- 
ness is a sign of habitual maladaptation by a 
“bad apple." The social system (duty unit) 
is assumed not to be at fault. The ineffective 
individual is assigned exclusive blame for his 
deviations, and he must conform, be pun- 
ished, or be extruded (fired) via administra- 
tive separation. Although the threat of 
punishment is effective in bringing many 
individuals into conformity, it is not suc- 
cessful, by and large, with the ineffective 
personnel under consideration here. Many 
respond paradoxically (or not at all) to 
punishment and therefore are likely to be 
separated. 

The transactional concept invites social 
problem-solving and rehabilitation or re- 
training efforts. The bad apple concept invites 
white-washing of organizational problems 
and extrusion of “problem” personnel. 

In practice, procedures for managing and 
disposing of ineffective men vary within the 
range created by these divergent views. 
Varying from service to service, from locale 
to locale, and from time to time, these pro- 
cedures are determined by a number of 
factors, several of which have nothing whatso- 
ever to do with these men or their deviant 
behavior. Some of these extrinsic variables 
are listed in table 1 and will be commented 
upon briefly now. 


Line Variables 


Official policy determines the extent of 
rehabilitation efforts on a broad basis. For 
example, in the U.S. Army, manpower 
needs are large and conservation of per- 
sonnel is of paramount importance. Opera- 
tion from a land base has facilitated imple- 
mentation of widely dispersed outpatient 
units that attempt to engage line leadership 
directly in frequent three-party collaboration 
with the inefféctive soldier, usually while the 
soldier remains on duty (1, 2). Sea-going 
services, on the other hand, cannot provide 
proximal treatment in the same manner €X- 
cept at a few large installations. Less exten- 
sive outpatient programs have been develope 
by sea-going services, and both hospitaliza- 
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: TABLE1 
Variables Influencing Disposition of Ineffective Personnel 


VARIABLE 


Line variables 
Manpower needs 
Availability of replacements 
Local line officers’ attitudes toward ineffective personnel 
and toward psychiatry 
Man's rate and duration of service 
Standards for effectiveness 
Medical staff variables 
Nearness of psychiatric services to duty station 
Medical leadership's attitude toward rehabilitation 


Attitudes of individual psychiatrists 
Cooperation with command in joint efforts: quality of 
liaison and communications 


FAVORS REHABILITATION 


DIRECTION OF INFLUENCE 
FAVORS DISCHARGE OR REPLACEMENT 


High Low 
Scarce Plentiful 
Tolerant Intolerant 


High rate, long service Low rate, brief service 


Low High 
Close Remote 
Actively promote Little effort to promote 
rehabilitation rehabilitation 
à [See text] [See text] 
Liaison good Liaison poor, strained; lack 


of communication 


tion and replacement may be resorted to 
more frequently for ineffective personnel in 
these services (7, 22). Hospitalization itself 
is known to foster regression and compro- 
mise rehabilitation efforts (10, 23, 24. A 
Service that has a large number of applicants 
for enlistment in relation to manpower needs 
will more readily resort to replacement (7). 
p nens attitudes toward psychiatric 
fe (25) can influence the extent of 
eviant behavior or symptoms and perhaps 
eat chances for rehabilitation. If the 
Eae nding officer refuses early outpatient 
dh at a point where preventive inter- 
Een might be successful, the man's sub- 
fa the maladaptive behavior may escalate 
bs dint where difficult-to-treat symp- 
de evelop or infraction. of the rules 
mands punitive action. 


Medical Staff Variables 


eee the availability of adequate 
is the ite important, perhaps more important 
of Heg of these services. Reports 
a efforts at two Air Force 
dani ste a few hundred miles apart 
staff d same time period illustrate how 
may Bane e and attitudes toward personnel 
cally ete widely. Broder wrote enthusiasti- 
demic m the intensive vocational, aca- 
behicdoo psychotherapy programs of the 
LO Nit Retraining Group, à cor- 
Base (4) acility at Amarillo Air Force 
ported Hudgens, on the other hand, 
Teferenc on the “dispositional frame of 
i Fore al psychiatric services at a nearby 
and tr e hospital (26). Staff morale was low 
eatment measures were described as 
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haphazard. Emphasis was placed on getting 
the patient out of the hospital to some other 
place rather than on the amelioration of the 
dynamic or psychosocial features of his 
problem. 

Reports of some psychiatric programs 
imply, perhaps correctly, that failure is 
perpetrated by some men through willful, 
mischievous, or manipulative design, and 
that the best service to be rendered is little 
or no service (22-24). Recommendations of 
this kind invite the inference that a degree of 
willfulness existed among the professional 
staff as well as among the patients in these 
programs. But these reports also convey the 
sense of frustration that may follow one’s 
discovery that traditional psychiatric ap- 
proaches all too often seem only marginally 
useful with ineffective personnel. 

Finally, the attitudes of individual military 
psychiatrists influence their decisions on 
disposition. Most are short-term draftees 
serving two to three years’ duty after resi- 
dency training. Clausen has shown that their 
attitudes vary from overidentification with 
command to overidentification with the 
enlistee (27). Miller (28) and Sadock (29) 
also commented recently on these reactions. 
The psychiatrist who overidentifies with 
command may minimize the psychopathology 
in his patient and erroneously or prematurely 
return him to duty, as if to say, “If I've got 
to put up with this, so do you." Conversely, 
the psychiatrist allied with his patient in a 
passive-aggressive orientation toward the 
military structure may be overly inclined to 
recommend separation from duty, as if he is 
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saying, “If I can’t dodge this, at least I can 
help you to do so.” (I refer here to uncon- 
scious psychological, not conscious political, 
motivation.) 


Equitable Management of Ineffective 
Personnel 


When an ineffective man is proposed for 
administrative separation from duty, it is 
assumed officially that adequate attempts to 
rehabilitate him have been tried but have 
failed and that the man’s incapacity to adjust 
is not further remediable, regardless of job 
assignment or other variables. However, 
disposition by exclusion may lead to the 
man’s administrative separation from duty 
when in fact the rehabilitation efforts have 
been marginal or were not attempted at all (7). 

Furthermore, there is reason to believe, as 
suggested in Tucker and Gorman’s survey of 
naval personnel (22), that many enlistees 
thus discharged continue to have adjustment 
problems when they return to civilian life; 
that is, they add to the ranks of marginally 

effective youth, What is seldom acknowl- 
edged is that the armed services may actively 
help to create additional drop-outs from 
society through these discharges, when 
retraining or rehabilitative efforts have 
been inadequate. The strategy of extruding 
ineffective personnel may hamper the attain- 
ment of overall national goals for problem 
youth, insofar as the premature separation is 
construed as a significant and stigmatizing 
failure by the man, his family, friends, 
prospective employers, or schools. Thus it 
would seem desirable to optimize the oppor- 
tunities for effectively utilizing these per- 
sonnel, especially since the service has 
already invested a good deal in them through 
costly basic and specialty training programs. 


Nonpsychiatric Inservice Programs 


There are models for retraining and indus- 
trial programs that could be designed to 
serve personnel from all the armed services. 
Assignment could be effected via adminis- 
trative channels without the need for psy- 
chiatric processing or labeling. 

“Retraining” programs. Based on the 
model program for offenders at Amarillo Air 
Force Base (4, 5), the retraining center 
appears admirably suited to rehabilitating 
ineffective personnel. A residential program 


[52] 


INEFFECTIVE PERSONNEL IN MILITARY SERVICE 


without the trappings of either prison or 
psychiatric ward, the center combines psy- 
chotherapeutic, academic, vocational, and 
military indoctrinational methods in a high- 
expectancy milieu. To deter abuse of retrain- 
ing programs, time spent in them should not 
be counted in fulfillment of duty periods. 

Paramilitary industrial programs. For per- 
sonnel who cannot seem to adapt to a strictly 
military milieu, industrial programs pursuing 
military goals similar in design to Job Corps 
programs might be an alternative form of 
service, Curiously, a model already exists for 
this in that contracts for military matériel 
are awarded to federal prisons to provide 
jobs for convict rehabilitation. 

It would be most fair and least expensive 
if retraining and industrial centers were not 
duplicated or irregularly distributed among 
various service branches but were designed 
so that personnel from all branches could be 
sent to any center. Variations in service size, 
budgets, and geography should not prohibit 
rehabilitation efforts. Since the alternative 
to rehabilitation is loss of manpower through 
administrative discharge and imprisonment, 
not active duty, it would appear that the 
armed services would have little to lose and 
much to gain from these efforts. 


Psychiatric Programs 


Several model psychiatric treatment pro- 
grams reported in recent years might be 
more widely applied by the armed services in 
those cases of behavior disorder that need 
primary psychiatric management. 1 

Crisis hospitalization. Very successful brief, 
high expectancy, group process oriented 
hospital programs have been reported from 
Viet Nam, both on land (30) and aboard a 
hospital ship (31). 

Behavior modification programs. Colman 
and Baker (32) have recently reported the 
successful application of operant condition- 
ing principles in soldiers with personality 
disorders in a hospital program ("token 
economy"). $ 

Crisis-oriented outpatient intervention: 
Three-party social problem solving involving 
the mental health professional, ineffective 
man, and his family members or his line 


"leader, using the Army’s mental hygiene con- 


sultation model (1, 2), is probably the best 
approach to many acute behavior disorders. 
Unlike the hospital programs, the revisio 
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and success of which are largely medical 
responsibilities, crisis problem solving in 
outpatient military practice requires line 
advocacy and support. 


“Motivation” and Rehabilitation 


Every military psychiatrist has confronted 
ineffective men who want nothing except 
discharge from the service (7). Treatment is 
perceived as either an unwanted nuisance or 
aritual to be tolerated until administrative 
separation is granted. Often this unabashed 
quest for an exit from duty is itself viewed 
as evidence of personality disorder by com- 
mand and medical personnel. 

It is my view that several factors contri- 
bute to this “motivation” problem, only one 
of which may be longstanding character 
psychopathology. At present the value placed 
on successful military service by the civilian 
and military youth subculture is not nearly 
80 uniformly positive as in the past. Today, 
the widespread feeling that it is not dis- 
honorable to avoid or remove oneself from 
military service might be more productively 
interpreted as a social reality than as a mani- 
festation of personality aberration. 

However, a corollary to this view is that 
young men with personality disorders may 
seize upon the prevalent negative social 
attitudes toward military duty to justify or 
mask their personal problems with authority, 
control, or intimacy. 

More important to the theme of this 
Paper is the suggestion that the military 
ism itself, operating in ways I have out- 
nn fosters motivation problems in inef- 
ective personnel. For it is the bad apple 
conceptual model that engenders pessimism 
about rehabilitation and opens the way to 
administrative separation. Whenever the 
"cand command desires to fire its ineffec- 

Personnel, some of these personnel can 
expected to comprehend this system and 
ae in ways to promote their separation. 
3h Y when separation is not an option—1.€., 
iuste duty, retraining, and treatment 
3 e only options—can the military hope 

Teduce the antiservice motivation dilem- 
ma to its smallest possible proportions. 
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Questions of the Month 


Question 1 


For the incomplete statement below, ONE or MORE of the completions 


given is correct. Choose 
A if only /, 2, and 3 are correct, 
Bif only / and 3 are correct, 
C if only 2 and 4 are correct, 
D if only 4 is correct, 
E if all are correct. 


Studies of psychiatric disorders occurring in various social classes have shown 


(1) an inverse relation between social class and the prevalence of treated 


cases of psychoneuroses 


(2) that the highest rates of schizophrenia occur in urban areas with great- 


est social disorganization 


(3) that somatic symptoms are more common as an expression of stress 
in the working class while psychological symptoms are more common 


in the middle class 


(4) that the incidence of schizophrenia by social class shows a ratio of 3 to 
1 for lowest to highest class, while the prevalence ratio is 8 to 1. 


Questions 2-7 


The set of lettered headings below is followed by a list of numbered words 
or phrases. For each numbered word or phrase choose 


A if the item is associated with (A) only, 

B if the item is associated with (B) only, 

Cif the item is associated with both (A) and (B), 
Dif the item is associated with neither (A) nor (B). 


Smoking marijuana in a neutral setting by: 


(A) First users 
(B) Regular users 
(C) Both 

(D) Neither 


. Decrease in blood sugar levels 
. Mild subjective experiences 
. Strong subjective experiences 


MO. d.t 


. Definite change in pupil size. 


. Dilatation of conjunctival blood vessels 


. Definite impairment on simple intellectual and psychomotor tests 


(The Questions of the Month are from the Self-Assessment Program of the 
APA. The answers are supplied on page 1625 of this issue.) 


] 
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A Potential Clinical Use for Methylphenidate 
with Tricyclic Antidepressants 


BY RALPH N. WHARTON, M.D., JAMES M. PEREL, PH.D., 
PETER G. DAYTON, SC.D., AND SIDNEY MALITZ, M.D. 


Seven patients with recurrent refractory 
psychotic depressive illness were treated with 
tricyclic antidepressants plus methylpheni- 
date (Ritalin). The effect of methylphenidate 
appears to involve an increase in the blood 
levels of antidepressants through enzymatic 
inhibition of the metabolism of imipramine 
and desmethylimipramine that is concomi- 
tant with clinical improvement. The poten- 
tiation by methylphenidate may have im- 
portant implications for the treatment of 
depression. 


T IS Now more than 15 years that (+) 

threo-methylphenidate (Ritalin, a mild 
central stimulant of the phenylethylamine 
category, has been used clinically (1, 2). Sev- 
eral investigators (3-5) have also reported 
that methylphenidate (when given by itself) is 
of value as a mild antidepressant, although it 
Appears to have many of the limitations and 
side effects of the amphetamines when em- 
ployed in this manner (6). Ayd (7) has de- 


chm 
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scribed the use of this drug in conjunction 
with phenothiazine treatment as an antidote 
to sedative side effects. Similarly, methyl- 
phenidate appears to have the ability to coun- 
teract barbiturate-induced (8, 9) or reserpine- 
induced lethargy in animals (10) and man (11, 
12). The above studies and many others have 
focused on the effects on the central nervous 
system, effects on autonomic ganglia, or 
central and/or peripheral nervous tissue re- 
ceptor sites. 

The present report is concerned with an 
interaction of methylphenidate and imipra- 
mine (and desmethylimipramine) in man. 
Garrettson and associates (13) have shown 
that methylphenidate is an inhibitor of drug 
metabolizing enzymes in human subjects. 
We have also described in preliminary 
fashion (14) methylphenidate's distinct 
action in elevating blood levels of tricyclic 
antidepressants in some patients. On the 
basis of in vitro animal studies, the mech- 
anism seems to involve the inhibition of he- 
patic drug-metabolizing enzyme systems. 
Concurrently with these biochemical studies, 
we have investigated the clinical effect of the 
combination of methylphenidate and imi- 
pramine in psychiatric patients. 

Our approach has been to administer the 
antidepressant drug long enough to achieve 
individual steady-state blood levels, and 
then to attempt alteration of the levels by 
superimposition of methylphenidate. The 
working hypothesis was that increased levels 
of the antidepressant would result in higher 
concentrations of the drug at the site of ac- 
tion in nervous tissue, with concomitant 
clinical improvement. Although the current 
patient sample that we studied was small, 
the findings were so striking as to be consid- 
ered worth reporting at this time. The reli- 
ability of the present study is enhanced by 
the fact that each patient served as his own 
control. Further, we combined the quanti- 
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TABLE 1 
Summary of the Previous Clinical Courses of Seven Patients Under Study 
PRIOR NUMBER OF ECT 
PATIENT HOSPITALIZATIONS DRUG FAILURES TREATMENTS —— PSYCHOTHERAPY 
1 Kf Tricyclic antidepressants (2) 12 (1 course) 2 failures 
Tricyclic antidepressant plus phenothiazine 
2 1 Tricyclic antidepressants (2) None 1 failure 
3 3 Tricyclic antidepressants (2) 20 (4 courses) 2 failures 
Tricyclic antidepressant plus MAO inhibitor 
4 4 Tricyclic antidepressant 30 (5 courses) 1 failure 
Tricyclic antidepressant plus MAO inhibitor 
5 3 Tricyclic antidepressant None 1 failure 
MAO inhibitor 
6 1 Tricyclic antidepressants (2) 20 (3 courses) 1 failure 
YÅ 2 Tricyclic antidepressants (2) 23 (2 courses) None 


tative biochemical data with clinical obser- 
vations for three patients. 


Materials and Methods 


A series of seven patients with recurrent 
refractory psychotic depressions was treated 
on an inpatient basis. Four of them had 
previously received multiple courses of shock 
treatment; three others were admitted for 
ECT after the failure of antidepressants 
administered to them as outpatients (see 
table 1), 

Three men and four women participated 
in the study. None were schizophrenic and 
none were true bipolar manic-depressives; 
all presented with marked insomnia, weight 
loss, poor concentration, suicidal fantasies, 
and impulses, They all had delusion forma- 
tion of a variety of types and one suffered 
with head pain of psychotic intensity. These 
patients had been referred for treatment on 
an inpatient basis on service at the Neurolog- 
ical Institute of New York (NINY) or the 
New York State Psychiatric Institute 
(NYSPI). 

During the hospital stay, routine tests for 
the hematological and clinical chemistries 
including serum glutamic oxaloacetic trans- 
aminase, serum glutamic pyruvic transami- 
nase, and alkaline phosphatase were carried 
out twice weekly. The patients were treated 
initially with relatively low doses of tricyclic 
antidepressants (see Case Reports). Blood 
samples (10-20 ml. in disodium diamino- 
ethane-tetra-acetate [EDTA] tubes) were 
drawn from three patients by venipuncture 

at 10 a.m. Plasmas were kept at -20C and 
were analyzed by a modification of the meth- 
od of Moody and associates (15). When 
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steady-state drug levels had been achieved 
(usually within three weeks), 10 mg. of 
methylphenidate hydrochloride was then 
given orally twice a day while plasma levels 
of antidepressants were followed at least bi- 
weekly. The duration of methylphenidate- 
imipramine therapy ranged from ten to 21 
days, after which administration of the same 
dosage of imipramine alone was continued 
for several more weeks while the plasma lev- 
els were measured at intervals. Upon release, 
these patients were placed on an appropriate 
therapeutic maintenance dose, determined 
on the basis of biochemical and clinical find- 
ings. 

Three patients were also treated with sup- 
ervised psychotherapy twice a week, for 15 
minutes a session, by first-year residents. 
Four patients were treated by one of us 
(R.N.W.) with a similarly abbreviated form 
of psychotherapy for 15 minutes two to 
three times a week in a private setting In 
another part of the same medical center. All 
patients participated in ongoing group ther- 
apy once a week and in the usual panoply 9 
gym, occupational therapy, walks, etc., !n 
an active ward milieu on a teaching service. 
Nursing care included 24-hour suicide ob- 
servation when this was indicated. Chloral 
hydrate, 1-2 gm. at bedtime, was a stan- 
dard sedative used for patients through 
the study. ATA 

The determinations of the binding of imi- 
pramine to human plasma and the possible 
effect of the addition of methylphenidate 
were investipated at 37C over a 24-hour 
period under conditions used in a previous 
study (16). 


gm.) were purchased from Twin Oaks 
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FIGURE 1 
Effects of the Administration of Methylphenidate 
on the Plasma Levels of Imipramine 
and Desmethylimipramine in Patient 1 
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Farms, Moorestown, N.J. Male Swiss-Web- 
ster mice (weight:18-20 gm.) were ob- 
tained from the same source. Fresh monkey 
(rhesus) liver was obtained through the cour- 
v of the Yerkes Primate Center of Emory 
niversity. Incubations of 9,000 times G su- 
pernatant from liver homogenates were car- 
Em pe manner essentially the same as 
2 i escribed by Conney and associates 
: ) except for the following modifications— 
Ero phosphate dehydrogenase (5 units), 
T osphopysidine nucleotide (0.4 mg.) 
= B-diphosphopyridine nucleotide (0.4 
; 2.) were used in each incubation that was 
relent to 100 mg. of whole liver. All 
n Cofactors for the enzymatic studies were 
tained from Sigma Chemical Co. 
aa amounts and incubation periods of 
amine hydrochloride added to the liver 
ets were as follows—rat: from one 
pax times 10 moles, 30 minutes; mouse: 
qa e to ten times 10-* moles, 60 min- 
T i esus monkey: five times 10 moles, 
Um ipa The metabolism of desmethyl- 
Do amine was also studied in rats and mice 
^ : conditions similar to those described 
for a aig The analytical procedures 
i a a and desmethylimipramıne 
ie Cie iter preparations were based on 
dus ification of the method of Moody 
S ssociates (15). 
een imipramine labeled with ben- 
Some (Amersham/Searle), the 
iem cay in plasma and tissue was 
atid o be at least 98 percent quantitative 
Specific by thin-layer chromatographic 


Methods. ! 
2 ods. ; These tracer procedures are now 


i 
U : 
Dyes observations of J.M. Perel and P.G. 
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FIGURE 2 


Effects of the Administration of Methylphenidate 
on the Plasma Levels of Imipramine 
and Desmethylimipramine in Patient 5 
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being used in our laboratories to measure 
simultaneously the hydroxylation and de- 
methylation of imipramine and desmethyl- 
imipramine. 


Results 


Five of the seven patients? treated with 
the combination therapy had prompt, strik- 
ing, complete clinical remissions. In three 
of those who improved we followed the 
blood levels of imipramine and desmethyl- 
imipramine. The two patients who did not 
recover completely during the two-week 
period of combination therapy subsequent- 
ly recovered without benefit of ECT. 

The findings of concomitant clinical im- 
provement and rise in blood levels of the 
drugs were striking (see figures 1 and 2). 
The total antidepressant plasma levels 
(imipramine and desmethylimipramine) in 
patient 7 also rose from a control of 310-320 
to as high as 420 ag. /liter while she was on 
methylphenidate. After administration of 
methylphenidate was discontinued, the levels 
continued to climb. Despite the fact that un- 
usually high plasma levels of antidepres- 
sant were obtained with a relatively low oral 
dosage, there were no side effects observed 


in this patient. 

Two patients (4 and 6) who had been re- 
ceiving annual courses of ECT for over three 
years have been maintained on these drugs 
for over two years without ECT. Patient 3 
had also had three annual courses of ECT, 
but these could not be repeated because of 
medical illness; he had his first brief manic 


episode following the treatment with meth- 


ee ae 

zjn these patients, the 
clinical chemistries were fount 
out the studies. 


routine hematological and 
d to be normal through- 
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ylphenidate and imipramine. 


The results of studies of in vitro metabo- 
lism by normal human and rhesus monkey 
liver preparations have indicated that, as 
with the rat, the parent drug is converted 
mostly to desmethylimipramine. In the 
mouse, conversion to hydroxy metabolites 
has been reported to predominate (18). As 
shown in table 2, methylphenidate at ten 
times the concentration of SKF 525-A (the 
established inhibitor of microsomal oxida- 
tion) causes about the same inhibition of 
imipramine metabolism; dextroampheta- 
mine has a negligible effect. It also appears 
that in human liver hydroxylation is in- 
hibited to a markedly greater extent than 
is mono-demethylation. Data indicating the 
inhibitory effect of methylphenidate on the 
metabolism of desmethylimipramine in the 
enzymatic systems of rat and mouse liver are 
given in table 3. 

At a concentration range of 200-1250 ug./ 
liter of imipramine using Visking dialysis 
membranes, the binding to human plasma 
was 86, 88, and 92 percent. This is in essen- 
tial agreement with previous studies (21, 22). 
In the presence of 1000 ug./liter of meth- 
ylphenidate, we found no change in binding. 


Case Reports 


Case l. This woman, a 43-year-old divorced 


METHYLPHENIDATE WITH TRICYCLIC ANTIDEPRESSANTS 


mother of one, had been hospitalized four times 
in a six-year period for refractory depressions. 
She was transferred to NYSPI after treatment 
at the NINY with ECT and drugs had failed. 
She had received 12 ECT treatments with no al- 
teration in mood, behavior, or complaints of 
head pain. 

The patient received 50 mg. of imipramine 
three times a day and 10 mg. of methylphenidate 
twice a day with good clinical response. She has 
had no relapse in the past two years while main- 
tained on combined therapy in an outpatient set- 
ting. Head pain, which had been of delusional 
quality, cleared completely. 


Case 2. A 45-year-old housewife and mother 
of three was admitted for increasing depression 
and suicidal ideation following the failure of out- 
patient drug therapy. The patient had been mourn- 
ing pathologically since the death of her sister six 
months earlier. She had suffered a 15-pound 
weight loss, insomnia, and delusional identifi- 
cation with her dead sister. She was treated with 
imipramine, 50 mg. three times a day, and meth- 
lyphenidate, 10 mg. twice a day, with good re- 
sponse; she has remained well for the past 27 
months. 


Case 3. A 63-year-old businessman was suffer- 
ing involutional psychotic depression with social 
withdrawal, inability to work, slowed thinking, 
loss of appetite and libido, and insomnia. He was 
treated with desmethylimipramine, imipramine, 
and three successive courses of ECT. He invari- 
ably relapsed after two to three months despite 
maintenance treatment with ECT. He was seen 


TABLE 2 
Effect of Methylphenidate on the Metabolism of Imipramine in Vitro 
AMOUNT OF 
i CONCENTRATION IMIPRAMINE INHIBITION ' * 
SPECIES DRUG ADDED (10* motes) (10? motes) (PERCENT) 
Man — E 30 (6.0 ug.) 
Methylphenidate 6 30 56:2712 
Rhesus monkey = 
pe 5 (13 ug.) 
Methylphenidate 10 5 46 
SKF 525-A 1 5 41 
Dextroamphetamine 10 5 Nil 
Rat m — 8.0 ug.) 
Methylphenidate 10 5 : 50. 
Methylphenidate 1 3 20 
SKF 525-A 1 3 42 
Dextroamphetamine 10 3 Nil 
Mouse ES pA 1 19 ugJ 
Methylphenidate 10 1 ; 7 
Methylphenidate 1 1 47 
SKF 525-A 1 1 49 
Dextroamphetamine 10 1 14 


* Animal data are typical of at least two experiments with 9,000 times G liver supernatant. The experiment with normal human liver pec 
biopsy material and was carried out with à 25 percent homogenate at 37C for 30 minutes as described in Dayton and Perel (19), using 


cofactor additions by Bickel and Baggiolini (20). 


* *Numbers in parentheses indicate the amount of imipramine metabolized during the incubation period (see Methods). The major 
metabolite for human, rat, and rhesus monkey liver was found to be desmethylimipramine. 


* * Hydroxylation and demethylation, respectively. 
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by three successive psychiatrists in three differ- 
ent hospitals to no avail. His treatment was 
complicated by the presence of diabetes and a 
previous heart attack. Combined monoamine 
oxidase (MAO) inhibiting and tricyclic antide- 
pressant drugs and a fourth course of ECT like- 
wise failed. The patient was ultimately treated 
with a tricyclic drug, nortriptyline, 25 mg. three 
times a day, plus methylphenidate, 10 mg. twice 
a day; he has been well and at work for the past 
three years without relapse. 

Case 4. This woman, a 69-year-old grand- 
mother who worked part-time as a grocery clerk, 
had suffered springtime depressions for eight of 
the past ten years. She had been treated with ECT 
five times with relapses and shorter intervals of 
functioning. Imipramine treatment at 250 mg./ 
per day over nine weeks had resulted in slow re- 
mission on two occasions. Imipramine treatment 
of 75 mg. three times a day with 10 mg. of meth- 
ylphenidate twice a day produced remission with- 
in ten days. The patient was maintained on drugs 
without relapse for two years until she suddenly 
suffered a massive cerebrovascular accident and 
died within 72 hours. 

Case 5. This 58-year-old unmarried male homo- 
sexual was admitted following the death of his 
male partner of over 13 years. His history includ- 
ed prolonged and intermittent bouts of alcohol- 
ism and a series of three attempts at outpatient 
treatment with different therapists and tricyclic 
antidepressants to no avail. Treatment with an 
experimental tricyclic antidepressant provided no 
relief of his symptoms. Treatment with 10 mg. of 
methylphenidate twice a day and 75 mg. of imi- 
pramine three times a day provided a sustained 
inpatient improvement. This patient was lost to 
follow-up after three months of improvement. 

Case 6. This 44-year-old housewife, the 
mother of two and a former teacher, suffered re- 


Current depressions and had been treated in ` 


another city three times with ECT—serial courses 
of seven, six, and seven treatments. She and her 
family had moved to New York City because of 
the transfer of her husband, a researcher. She de- 
veloped insomnia, poor appetite, inability to per- 
form even simple household chores, and marked 
Social withdrawal. She was referred for treatment 
with ECT. Imipramine, 50 mg. three times a day, 
and methylphenidate, 10 mg. twice a day, was 
Started, with outpatient psychotherapy twice à 
week, The patient responded well to treatment 
and resumed her work at home. Subsequently, 
Over the past two years, she returned to a part- 
time job for the first time in over 12 years. 

Case 7. This woman, a 66-year-old widowed 
a ale and mother of one had become in- 

easingly despondent over the loss of a pet dog. 

€ became seclusive, refused to eat, and suffered 
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with insomnia, agitation, and suicidal urges. 
After a similar loss two years previously, she had 
received two courses of ECT with good results. 
The patient was hospitalized and treated at 
NYSPI. She received imipramine, 75 mg. three 
times a day, and methylphenidate, 10 mg. twice 
a day, with good response. She was able to re- 
turn home and resume limited functioning as be- 
fore. 


Discussion 


It is well known that blood levels of the 
antidepressant imipramine show striking in- 
dividual variability (15). There may also be 
a lag between the onset of clinical response 
and the initial rise in blood levels of the 
drug. The clinical effectiveness of imipra- 
mine may then depend on the biological ac- 
tivities, the relative rates of formation and 
disappearance of various metabolites, and 
the saturation of certain tissues with the 
drug or its active metabolite, desmethylimi- 
pramine. 

In general, individual variations in drug 
metabolism are well known, e.g., the biolog- 
ical half-life of certain coumarin anticoagu- 
lants varies more than ten-fold. Variability 
with diphenylhydantoin has been shown to 
be close to twenty-fold. Hammer and as- 
sociates (23) demonstrated that in patients 
treated with desmethylimipramine for 16 
days, the highest plasma level was 36 times 
greater than that in patients with the lowest 
level. Recently several investigations have 
been reported concerning the fact that one 
drug can inhibit the metabolism of a second 
drug in man (13, 19, 24). The only prior ex- 
perience with psychiatric drugs along this 


TABLE 3 


Effect of Methylphenidate on the Metabolism 
of Desmethylimipramine in Vitro” 


(METHYLPHENIDATE INHIBITION  * 
ADDED 
SPECIES (10 MOLES) (PERCENT) 
= (4.8 ug.) 
Rat m 67 
1 33 
0.1 Nil 
= (4.0 ug.) 
Mouse 0 80 
1 40 
0.1 Nil 


ii 10-* moles of des- 
*To 9,000 times G supernatant. 3.6 times 
methylimipramine was added along with the cofactors (see 
Methods). The values shown are representative of at least three 
nts. 
A Nines in parentheses indicate the amount of desmethyl- 
imipramine metabolized during incubation. 
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line involved the use of MAO inhibitors. It 
is well known that the patients treated with 
these drugs are unusually sensitive to a sub- 
sequent dose of sympathomimetic amine. 

Previously reported information (25, 26), 
as well as the present data (tables 2 and 3), 
indicated that in several animal species the 
metabolism of imipramine is inhibited by 
methylphenidate. The use of normal (bi- 
opsy) human and rhesus monkey liver en- 
zyme preparations in studies involving the 
metabolism of imipramine have made our 
interpretations more relevant to clinical 
conditions. 

It appears that for imipramine in vitro 
hydroxylation is inhibited by methylpheni- 
date to a greater extent than is mono-de- 
methylation. This supports the interpretation 
that in man the elevation of steady-state 
blood levels of antidepressants may be pro- 
duced by decreased rates of hepatic drug me- 
tabolism. It is of interest that dextroam- 
phetamine, which has been previously re- 
ported by Lal and associates (27) to inhibit 
the metabolism of hexobarbital in animals, 
has a negligible effect on imipramine metab- 
olism. ; 

Thus, it now appears that methylpheni- 
date treatment over a 14-day period may 
substantially inhibit the metabolism of imi- 
pramine and desmethylimipramine in some 
patients and, in this way, markedly increase 
their blood levels and subsequently enhance 
the therapeutic effectiveness of the parent 
drug. In our series, we have used the case 
histories so that each patient became his 
own control. The indication of past refrac- 
toriness to drugs is clear in each case, and 
the likelihood of spontaneous coincident 
remission with this treatment is small. 

Obviously, a much larger number of re- 
fractory recurrent depressions will have to 
be treated to obtain conclusive evidence of 
the effectiveness of the combination of meth- 

ylphenidate and imipramine, since both 
drugs act on the central nervous system. 
Furthermore, the effectiveness of different 
tricyclic antidepressants combined with 
methylphenidate will have to be reevalu- 
ated in light of the variability in individual 
levels of drug metabolism. 

Collection of data on both the measure- 
ments of blood levels of antidepressants and 
the results of clinical rating systems is now 
being carried out in our ongoing studies 
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(28). Some of these studies also involve the 
simultaneous measurements of catechola- 
mines and their metabolites, following the 
hypothesis of Schildkraut and associates 
(29) that increased turnover of norepine- 
phrine in brain will result from the adminis- 
tration of L-tri-iodothyronine (30) or 
other pharmacological agents along with 
tricyclic antidepressant drugs. 

We are currently investigating analogs 
of methylphenidate that have relatively little 
effect on the central nervous system and 
that inhibit the metabolism of imipramine 
in vitro. 
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Short-Term Acute Psychiatric Care: 
A Follow-Up Study 


BY S.B. PENICK, M.D., NANCY BUONPANE, R.N., 
AND R.N. CARRIER, M.D. 


Every fourth patient from the total of 1,571 
patients admitted to the Carrier Clinic dur- 
ing 1967 (with a mean hospital stay of 25 
days) was followed up 2.5 years later. Ninety 
percent of the study group, whether or not 
they had been rehospitalized in the interim, 
gave evidence of adequate social function- 
ing. A relatively small number were regu- 
larly followed by physicians; these tended to 
be sicker and had a higher readmission rate 
than the rest of the study group. 


L ARGE-SCALE EVALUATIONS of the sub- 

sequent course of psychiatric inpatients 
following their discharge have not been at- 
tempted very often. We could find no reports 
of the subsequent course of patients admit- 
ted for acute psychiatric illness for short pe- 
riods of time. 

Stimpert and associates(1) found a dis- 
couraging picture among a group of Veter- 
ans Administration patients five years after 
inpatient treatment in a VA intensive ward. 
Most patients had made a poor or marginal 
community adjustment. Beck (2) was suc- 
cessful in following up 255 patients, one-half 
of whom had been treated in 1930-32 and 
one-half in 1940-42. The follow-ups occurred 
25 years later for the first group and 35 years 
later for the second. Eighty-one percent of 
the schizophrenics, 62 percent of those with 
affective disorders, and 32 percent of the 
alcoholics were judged to be nonproductive. 
There was no difference in results between 
the 1930-32 cohort and the 1940-42 cohort. 

Levenstein and associates (3) were able to 
evaluate 156 of 176 patients treated by the 
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research department at Hillside Hospital 
two years after their treatment. Because of 
the manner of referral to the research de- 
partment, there was a disproportionate rep- 
resentation of schizophrenics (71 percent). 
The median length of hospital stay had been 
six to 12 months. Over the two-year period, 
the readmission rate was 42 percent. Results 
were judged good in 29 percent, equivocal in 
29 percent, and poor in 41 percent. 

Lehrman (4) compared the results of 
treatment at several hospitals with respect 
to the relationship between length of hospi- 
tal stay and treatment outcome. Patients 
with involutional psychosis, schizophrenia, 
and psychoneurosis were included. In all 
three diagnostic categories, there was a 
tendency toward an inverse relationship 
between length of hospital stay and out- 
come. Failure rates at long-term hospitals 
were generally higher. The possibility exists 
that "sicker" patients are kept longer, but 
one of the long-term hospitals has as its 
treatment philosophy long-term intramural 
psychotherapy. In none of the hospitals ex- 
amined was the mean length of stay less than 
two months for any diagnostic group. 


The Setting 


The Carrier Clinic is a short-term private 
psychiatric hospital; in calendar year 1967 it 
had 121 beds. The average patient stay 1" 
1967 was 25 days. Patients admitted to the 
Carrier Clinic come mainly from the State 
of New Jersey and are usually acutely ill 
Most are covered by health insurance plans: 
44 percent by Blue Cross, which allows 20 
or more days' hospitalization a year for à 
nervous disorder, and 51 percent by comi 
mercial insurance company major medica 
plans, which are more generous. I 

The treatment philosophy of the ed 
Clinic is to treat patients rapidly with ! 4 
aim of returning them to their usual role à 
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TABLE 1 


Diagnoses of 86 Patients for Whom Adequate 
Follow-Up Information Could Not Be Obtained 


INSUFFICIENT 


DIAGNOSIS UNAVAILABLE DATA UNCOOPERATIVE 
Schizophrenics 12 10 1 
Depressives 14 8 1 
Involutionals 4 3 o 
Psychoneurotics, 
unspecified 0 0 1 
Anxiety reactions 4 1 o 
Alcoholics 9 16 2 
3 38 5 


Total 4 


soon as possible. Drugs, electroconvulsive 
therapy, and individual and group psycho- 
therapy are used in whatever combinations 
seem appropriate for the individual patient. 
The work-up is very rapid; it includes a med- 
ical and psychiatric history, physical exami- 
nation, routine laboratory work, electroen- 
cephalograms, X rays, and, when appropri- 
ate, electrocardiograms, psychological test- 
ing, etc. The work-up can often be accom- 
plished in 24 hours. 


Method 


The purpose of this study was to describe 
the results of short-term inpatient treatment 
for a large sample; we believe the sample is 
the largest yet reported in a follow-up study 
in this kind of setting. 

There were 1,571 admissions in 1967; 
every fourth admission was selected for 
io. This gave a study sample of 388 pa- 
lents; 20 of these are now dead and nine are 
Permanently hospitalized. We were able to 
bun information on 302 patients, giving a 
Eun rate of 78 percent. Table 1 shows 
m e Am of the 86 patients who could 
in "e followed. Follow-ups were carried out 
Bent following manner: A research nurse 
ined ne every fourth admission and exam- 
Bui t e medical records. From this it was 
Blinis easy to identify readmissions to our 
TM Us often to pick up readmissions to 
tio T hospitals that had requested informa- 

Rum the Carrier Clinic. 

E relevant data on the study sample 
Bie had been collected by the research 
Rene a letter was sent to these former pa- 
S explaining the purpose of the study. 
aad were told to expect a telephone call 
E: the research nurse. A small number of 
u lents or patients’ families wrote back re- 
Sing to cooperate. These were not followed 
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up further. Patients who did not object were 
telephoned by the research nurse. In many 
instances she was able to talk to the patient, 
a family member, and the referring physi- 
cian, and in every case she talked to the pa- 
tient. The attending physicians at the Carrier 
Clinic were circularized with lists of patients 
known to them and asked for any comments 
on follow-up. 

Since by the time of data collection 36 
percent of the full sample had been readmit- 
ted to the Carrier Clinic, we were able to 
judge their level of functioning between 
admissions by a review of medical records 
and discussions with the attending Carrier 
Clinic physicians. These data were more 
detailed and were considered more reliable 
than the data available from the telephone 
interviews. 

In evaluating the level of functioning of 
our patients since they had left the hospital, 
we devised a seven-point scale based on 
social functioning and on patients’ reports of 
symptoms or their absence. A score of one 
was given to patients who seemed to be 
living relatively normal lives in all areas of 
social functioning. A score of seven was 
given to patients who, in the judgment of the 
research nurse, were not functioning at all. 
These scores were independently arrived at 
by a psychiatrist from a review of the narra- 
tive written by the research nurse at the time 
she called the patient. There was a high de- 
gree of agreement between the research 
nurse and the psychiatrist. In 45 percent of 
ratings there was no difference; in 30 percent 
there was one point; in 20 percent two 
points, and in five percent three or more 
points. When a difference occurred, a mean 
score was used. Patients with scores of five, 
six, or seven were judged to be not function- 
ing. To receive a score of four or better, the 
patient had to be fulfilling his usual social 
role—i.e., working at least part-time or 
managing a household. Patients who man- 
aged their social role only with difficulty, in 
an atmosphere of continuing marital or 
other interpersonal strife, were scored three 
or four. Those who were operating with min- 
imal or no difficulty were scored one or two. 
Results 

Table 2 shows the diagnoses of the study 
sample of 388 patients. These percentages 
are not significantly different from the diag- 
noses of the whole sample of 1,571 patients. 
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TABLE 2 


Diagnoses of the Whole Study Sample 
and Those Readmitted to the Carrier Clinic 


WHOLE SAMPLE READMITTED 


DIAGNOSIS NUMBER PERCENT NUMBER PERCENT 
Schizophrenia 104 27 35 25 
Depression 118 30 47 34 
Involutional 58 15 7 12 
Alcoholism 43 11 16 11 
Obsessive-compulsive 

neurosis 10 26 2 1.4 
Anxiety reaction 28 72 6 43 
Mania 8 2.1 5 3.6 
Organic brain syndrome 13 34 7 5 
Psychoneurotic disorder, 

unspecified 6 1:5 3 21 
Total 388 138 


Other features of the study population such 
as age, sex distribution, social class, etc., 
were not significantly different from other 
admissions to the Carrier Clinic. We there- 
fore believe that our study is representative 
of the follow-up of nearly 1,600 patients. 

The overall readmission rate to the Car- 
rier Clinic or to other hospitals in the two 
and a half years following 1967 was 40 per- 
cent; 36 percent of the sample were readmit- 
ted to the Carrier Clinic and four percent 
were known to have been admitted else- 
where. Table 2 gives the readmission rate by 
diagnosis. Surprisingly, there was no partic- 
ular tendency for certain diagnostic groups 
to be readmitted more frequently than oth- 
ers. Perhaps this is explained by the rela- 
tively short follow-up period: longer follow- 
up might lead to higher readmission rates 
for schizophrenic, alcoholic, and manic-de- 
pressive patients. 

A total of 138 patients had been readmit- 
ted at least once, and 250 had not been read- 
mitted. In the readmitted group there were 
23 who in spite of one or more readmissions 
were still essentially not functioning. In the 
group not readmitted, there were 30 such 
patients. This is not a significant difference 
by chi-square analysis. Overall, whether or 
not they required readmission, only ten per- 

cent of our sample is not functioning so- 
cially. Table 3 presents a diagnostic break- 
down of the nonfunctioning group. The 
group of patients who had not been readmit- 
ted and who were not functioning appeared 
to have given up; they had so little ego 
strength that they were unable to present 
themselves for readmission for further help. 
Most of these were not taking medicine, 
were not seeing a psychiatrist or any other 
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physician, and were in essence leading a 
backward existence in their homes. 

The mean social function score was 2.0 in 
the readmitted group and 2.2 in the nonread- 
mitted group. 

It is apparent from these data that the 
readmission rate cannot be naively related 
to the treatment failure rate. Many patients 
who are readmitted appear to function well 
in the interim. Many patients who are not 
readmitted are evidently treatment failures. 

Forty-three percent of the nonfunctioning 
group were schizophrenic. Since the study 
sample contained 27 percent schizophrenics, 
this is a disproportionate representation and 
reflects the poorer prognosis of this group. 


Case Reports 


Case 1 (nonfunctioning, not readmitted). G.A., 
a 33-year-old married woman, was admitted 
August 4, 1967. She had had one previous.admis- 
sion, from August 22, 1966, to September 21, 
1966. Her discharge diagnosis following the index 
admission was schizoaffective reaction. She gave 
a four-month history of withdrawal, depression, 
and indecisiveness. Because of her depression, 
Prior to admission she had taken an excess 
amount of medication to "get attention." While 
in the hospital she was treated with five unilateral 
ECTs, 25 mg. of imipramine three times a day, 
and 25 mg. of thioridazine three times a day. She 
left against medical advice on August 13, 1967. 

At follow-up in January 1970 she described 
herself as a “nervous wreck." She seemed re- 
tarded and depressed. She was not seeing a physi- 
cian and was medicating herself with Cope," one 
or two daily. She was living with her husband but 
said she was "separated at home." Because she 
was able to carry out some household duties, she 
was rated a six and placed in the nonfunctioning 


' group. 


Case 2 (functioning, not readmitted). E.C., à 63- 
year-old widow, was admitted on February 2l, 
1967. She gave a one-month history of increasing 
depression, sleep difficulties, and anorexia. er 
family doctor had placed her on antidepressants, 


TABLE 3 

Diagnoses of the Nonfunctioning Group (N= 53) 
DIAGNOSIS NUMBER PERCENT 
Depression 14 a 
Schizophrenia 23 76 
Involutional 4 9. 4 
Alcoholism 5 19 
Mania 1 38 
Anxiety reaction 2 57 
Organic brain syndrome 3 19 
Obsessive-compulsive neurosis 1 s 
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but she continued to get worse. The patient had 
had four prior depressive episodes and had been 
admitted to another hospital in 1962, where she 
had five ECT treatments. At the Carrier Clinic 
the patient underwent a course of eight ECT 
treatments and was placed on 25 mg. of imipra- 
mine three times a day. She improved and was dis- 

» charged on March 18 after a 25-day hospitaliza- 
tion. She was returned to the care of her referring 
physician. The final diagnosis was involutional 
melancholia. At follow-up in February 1970 the 
patient was symptom-free and was working as a 
legal secretary. She sees her referring doctor (a 
general practitioner) once monthly and is taking 
25 mg. of imipramine three times a day. 

Case 3 (readmitted, functioning). G.G., a 69- 
year-old woman, was admitted to Carrier Clinic 
on July 16, 1967. She had had two previous ad- 
missions to Carrier Clinic in 1962. She had done 
well in the interim until approximately one 
month prior to the 1967 admission, when she 
developed gastrointestinal symptoms, anxiety, 
and tension, She became withdrawn, depressed, 
and hostile and was brought to the hospital by her 
family, She denied that she had any problems but 
appeared to be psychotically depressed. She was 
treated with 25 mg. of desipramine three times a 
day and six EC Y treatments. She was discharged 
much improved on August 12 after a 27-day stay 
with a discharge diagnosis of psychotic depressive 
reaction. The patient did very well until six weeks 
Prior to her next admission, when she reported 
she had the flu and described many somatic com- 
paints including abdominal and chest pain, 
prange feelings in her head, and flatulence. She 
ecame withdrawn, cried all the time, and would 
P do any housework. In the hospital she under- 
Eos ECTs and improved markedly. She 
E lischarged on February 19, 1969, after a 31- 
meu At follow-up in January 1970 she was 
EM Mn very well, was not seeing a physician, 
T as taking 10 mg. of chlordiazepoxide twice 
Bi patient had four admissions between 1962 
AN 0, totaling 86 days in the hospital. In this 
D year period she was functioning well, carry- 
S Out her usual daily activities, and was able to 

Joy life the bulk of the time. 


Case 4 (readmitted, not functioning). M.H., a 
1967, Sid housewife, was admitted on June 10, 
Tua ar had four admissions in 1967 totaling 67 
each x the hospital. She was very paranoid on 
i Rea ons with the persistent delusion that 
PN Psychiatrist had hypnotized her, causing 
8 MEE damage. Treatment consisted of psy- 
Zine srapy, Megavitamin therapy, chlorproma- 
impro and chlordiazepoxide. She occasionally 
Were Pe but not markedly. Discharge diagnoses 
lowi always schizophrenia, paranoid type. Fol- 

ng the final discharge on December 20, 1967, 
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she was lost to follow-up. On follow-up in Febru- 
ary 1970, the patient was obviously psychotic. 
She spoke incoherently, with loose associations. 
She said: “My husband’s forebrain should be 
burned in an electric chair and box him in. I was 
mortally wounded in a labor room and I was born 
without a hymen." No one in the family had been 
able to persuade her to seek help. She was taking 
no medicine. She was unable to carry out her 
usual activities and was judged by us to be non- 
functioning. 

This patient is an example of a relatively com- 
plete treatment failure who, in spite of severe ill- 
ness, had not been readmitted. 

Discussion 
Reliability of Data 

Studies involving the use of telephone in- 
terviews rather than personal interviews are 
always open to criticism. We were unable to 
use standard rating scales and willingly ad- 
mit that many psychiatric symptoms that 
might have come to light in a personal in- 
terview could have been missed in a telephone 
interview. However, for our readmitted 
group of 138 patients we had the richer and 
more reliable data that were available from 
medical records and physician interviews. 
These data covered the period from the in- 
dex admission to the readmission. Further- 
more, the aim of our study was to assess 50- 
cial functioning in our patients. We believe 
that working full-time at one's usual occupa- 
tion, either at a job or as a housewife, is 
adequate evidence of social restoration. The 
difference in mean social functioning score 
between the readmitted group (2.0) and the 
nonreadmitted group (2.2) is not statistically 
significant. This suggests that data from the 
chart and the attending physician concern- 
ing the period between index admission and 
readmission yields about the same results 
as data obtained from a telephone interview. 
Incidence of Suicide 

Of 20 deaths reported in the study group, 
three were suicides. The rest were due to a 
variety of medical conditions | including 
brain tumors, cerebrovascular accidents, and 
complications of alcoholism. 

Follow-Up Care ; 

Some 18 percent of these patients who 
were admitted for acute psychiatric illness 
in 1967 are being followed by a physician. 
Our criterion was simply that they see a 
psychiatrist Or other physician once a 
month or more frequently. The usual reason 
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given for their not seeing a physician was 
that they felt fine and saw no reason for 
doing so. Another 21 percent were con- 
tinuing on psychiatric medication but not 
seeing a physician. These patients managed 
to have their prescriptions renewed at a 
pharmacy and continued taking medicine on 
their own. The readmission rate in the group 
seeing a physician was 45 percent, which is 
somewhat higher than the 36 percent re- 
admission rate from the entire sample. 
Rather than interpreting that as a failure, 
we prefer to think that the sicker patients 
are the ones who seek help in an outpatient 
setting more often than the ones who are 
less ill. A further observation is that in the 
group that was readmitted, approximately 
the same number continue to be followed by 
a physician as in the group who were not 
readmitted. One might expect that following 
a second or third admission, the patient 
might be more willing to seek outpatient 
treatment. However, this does not seem to 
be the case. It is likely that economic factors 
play a role, since almost all of the inpatient 
therapy is covered by insurance plans; 


fewer insurance plans cover outpatient 
therapy. 


Conclusions 


We have attempted to assess the results of 
acute inpatient psychiatric treatment in a 
selected Broup representative of 1,571 ad- 
missions to the Carrier Clinic in 1967. Our 
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findings suggest that short-term inpatient 
treatment for acute psychiatric disorders 
produces acceptable results in terms of the 
patients’ social functioning. Nine of ten of 
our patients, whether or not they were re- 
admitted in the interim before the follow-up, 
gave evidence of adequate social functioning, 
and the majority of those were leading nor- 
mal lives. A relatively small number of pa- 
tients were regularly followed by physicians; 
the ones who were followed tended to be 
sicker than the ones who were not and hada 
higher readmission rate. 

Our data suggest that hospital stays of 
more than one month are usually not nec- 
essary for adequate results. However, our 
readmission rate might be lowered if follow- 
up care could be improved. We are currently 
planning a prospective study designed to test 
the hypothesis that intensive follow-up ef- 
forts can lower the readmission rate and 
improve interim social functioning. 
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Phenothiazine Intake and Staff Attitudes 


BY DAVID S. IRWIN, M.D., WILLIAM D. WEITZE 
AND DONALD W. MORGAN, M.D. iati 


The authors report the percentages of pa- 
tients who failed to adhere minimally to pre- 
scribed phenothiazine medication schedules 
in closed-ward, open-ward, and chronic out- 
patient treatment situations within a single 
hospital. An unexpected finding was that 
significantly more outpatients on thiorid- 
azine(55 percent) than on chlorpromazine 
(15 percent) were not taking minimal amounts 
of medication. Staff attitudes regarding the 
usefulness of antipsychotic medications were 
also studied. The principal factor governing 
patient intake of medication appeared to 
bethe amount of direct patient supervision. 


ess psychiatric patients, particularly 
among those who have a psychotic ill- 
nae failure to take prescribed psychotropic 
p may have deleterious consequences. 
atients in remission following an acute 
Erie decompensation may experience a 
s relapse upon discontinuation of pheno- 
ies ave therapy (1). Moreover, several stud- 
AH e indicated that phenothiazine therapy 
CR in reducing the relapse rate and 
Bilito ing rehospitalization of chronic am- 
Tow patients (2-4). Other authors have 
iie do the potential danger of suicidal be- 
s rought about by the accumulation of 
d drugs, as well as the considerable 
$. ial cost of these unused medications (5, 
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This paper reports patterns of patients’ 
failure to use prescribed phenothiazine medi- 
cations in various treatment situations, as de- 
termined by means of the Forrest rapid urine 
color tests (7-9). It further examines the 
hypothesis that these patterns are related to 
staff attitudes concerning phenothiazines. 


Method 
Treatment Situations 

This investigation was conducted from 
December 1969 through March 1970 on the 
psychiatry service of Walter Reed General 
Hospital. The following clinical settings were 
used: closed wards, open wards, and contin- 
uous care clinic. 

The closed wards consist of three locked 
psychiatric wards providing an intensive 
treatment program that combines milieu, 
drug, and group therapy and individual psy- 
chotherapy. Staff-patient ratio is 13:10, and 
patients are generally closely supervised 
throughout the day. The patient population 
consists of men and women ranging in age 
from late adolescence to late middle age. 
A spectrum of diagnostic categories is rep- 
resented, but the majority of patients are 
acutely psychotic on admission. During this 
study, eight first-year psychiatric residents, 
supervised by four senior residents and five 
inpatient staff psychiatrists, were responsible 
for patient care. 

The open wards consist of two unlocked 
wards designed to provide a transition be- 
tween closed-ward psychiatric care and re- 
entry into the community. There is a lower 
staff-patient ratio on the open wards (6:10) 
and less direct patient supervision. The treat- 
ment program is oriented toward social, edu- 
cational, and vocational rehabilitation. The 
ward population consists predominantly of 


young adult male patients transferred from 


closed-ward care following remission of their 


acute psychotic symptomatology. Day-to- 


day patient supervision 1s carried out by the 
ward staff and ward directors who, at the 
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time of this study, were a social worker and 
an occupational therapist. Ultimate patient 
responsibility is retained by the respective 
first-year resident who treated the patient 
on the closed ward. 

The continuous care clinic is a bimonthly 
afternoon outpatient clinic providing main- 
tenance drug therapy and supportive follow- 
up care to a population of chronic psychiatric 
patients. The patients are men and women 
ranging in age from the early 20s to the late 
60s. The majority are chronic schizophrenics 
with a history of one or more psychiatric 
hospitalizations. Patients are seen at intervals 
ranging from two weeks to three or four 
months. During the study patient care was 
provided by 16 second- and third-year psy- 
chiatric residents who were supervised by 
three staff psychiatrists. 


Patient Selection 


The criterion for including a patient in the 
study was that chlorpromazine or thiorida- 
zine had been prescribed in a total daily dos- 
age of 100 mg. or more for at least seven 
days immediately prior to urine testing. 
Sixty-seven closed-ward patients met that 
criterion, as did 19 open-ward patients and 
40 patients receiving treatment in the contin- 
uous care clinic. 


Collection and Testing of Urine Specimens 
On a date previously unannounced to staff 
and patients in December 1969 and again in 
March 1970, early morning pre-breakfast 
urine specimens were obtained from all pa- 
tients on the open and closed wards. These 
were tested for phenothiazine level within 
three hours, using the technique of Forrest 
and associates (7, 8). Afternoon urine samples 
were also collected from all patients attend- 
ing the continuous care clinic on each of five 
consecutive clinic dates; these samples were 
similarly tested. 
While all specimens were tested, only 
those from patients who met the criterion 
noted previously were included in the data 
analysis. Testing was conducted by the For- 
rest rapid urine color test for chlorproma- 
zine or thioridazine and by rechecking nega- 
tive or equivocal results with the Forrest 
“FPN” Universal test (9). In order for a 
patient to be classified as taking medication, 
test results had to indicate a minimum daily 
intake of 100 mg. of chlorpromazine, 75 mg. 
of thioridazine, or, in equivocal cases, 70 mg. 
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TABLE 1 


Urinary Tests Results Combining Chlorpromazine 
and Thioridazine by Clinical Setting * 


TEST RESULTS 


POSITIVE NEGATIVE 
CLINICAL SETTING N PERCENT N PERCENT 
Closed ward (N=67) 62 93 5 7 
Open ward (N — 19) 13 68 6 32 


"(Yates's corrected) x!« 5.71; df=1; p« .05 


of phenothiazine per day, as determined by 
the FPN Universal test. 


Questionnaire 

In addition, a brief questionnaire was de- 
signed to assess staff attitudes toward the 
importance of phenothiazine medication in 
the treatment of acute and chronic psychotic 
illness. This questionnaire was administered 
to all physicians and nonphysician staff mem- 
bers involved in the treatment of the patients 
being evaluated for drug intake. 


Results 


Urine Testing 

Of the 67 closed-ward patients included in 
the study, 57 were prescribed chlorproma- 
zine and ten, thioridazine. Urine testing in- 
dicated that four of the 57 patients (seven , 
percent) were not taking chlorpromazine, 
while one of the ten patients (ten percent) 
failed to take thioridazine. Combining these 
data, seven percent of the closed-ward pa- 
tients were not taking the prescribed phe- 
nothiazines. E 

For the open-ward treatment situation, 
four of the 11 patients (36 percent) being 
treated with chlorpromazine and two of the 
eight patients (25 percent) treated with 
thioridazine were not taking medications a5 
prescribed. Combining the results for both 
drugs there was a 32-percent failure rate 
among open-ward patients. There was ? 
statistically significant difference in meer 
cation intake between the closed- and oper 
ward situations, as shownintablel. . 

Of the 40 outpatients in the continuous 
care clinic who were included in the study, 
there were equal numbers receiving chlorpro 
mazine and thioridazine. The combined drug 
intake failure rate for these patients W?5 
found to be 35 percent. However, evaluation 
of the data presented in table 2 reveals 3 
Statistically significant difference ne 
chlorpromazine and thioridazine intake ! 
this outpatient population. 
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Comparison of chlorpromazine intake be- 
tween closed-ward patients and the out- 
patient group showed no statistically signifi- 
cant difference. However, the intake of 
thioridazine was statistically less for the 
outpatient group than for the closed-ward 
patients (Yates's corrected x? = 3.905; df 
= 1;p < .05). : 
i Another interesting group consisted of 27 
inpatients who were permitted to leave the 
hospital during the Christmas holiday for 
two to four weeks. Urine specimens were 
obtained when these patients returned to the 
hospital. Urinary testing indicated that 13 of 
23 patients (57 percent) had not taken chlor- 
promazine as prescribed. Furthermore, all 
four of the patients prescribed thioridazine 
failed to take medication during their leave. 

Figure 1 summarizes the data for all four 
groups and permits a comparison of pheno- 
Eee intake rates in the populations stud- 


Questionnaire Responses 


All staff members were asked to choose 
one of five responses (1—essential; 2—use- 
iu but not essential; 3—of some benefit; 
E Raubeful value; or 5—superfluous) to 
s of the following questions regarding 

€ usefulness of phenothiazines in treatment: 
eyeing a patient’s hospitalization for an 
m sc izophrenic disturbance, do you feel 
pi entpsrichotie medications (chlorpro- 
rei [Thorazine], thioridazine [Mellaril], 

pPerazine hydrochloride — [Stelazine], 
ànd so forth) are: 
B. after remission of acute psychotic 
do m but prior to hospital discharge, 
DA u feel that antipsychotic medications 
En Outpatients showing symptoms of 
dum c schizophrenia, do you feel that 
pechati medications are: 
Bu summary of responses in table 3 
Psych 5, a majority of the staff viewed anti- 
Otic medications as essential in. the 


c TABLE 2 
Ontinuous Care Clinic Urinary Test Results for 
Chlorpromazine and Thioridazine 


TEST RESULTS 


Dhua POSITIVE NEGATIVE 

dii N PERCENT N PERCENT 
ioromazine (N=20) 17 85 3 «15 
azine (N= 20) 94 AB Lic re 


"lYates; 
88's corrected y2=5 38; dí - 1; p<.05. 
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FIGURE 1 
Combined Chlorpromazine and Thioridazine 
Intake by Clinical Population 
N*67 B% 
OPEN 
WARD 
N=19 


N=40 65% 
HOSPITAL 63% P Not rong ors 
N-27 37% IB Drug 


O 10,20 30 40 50 60 TO 80 90 100 
PERCENTAGE OF PATIENTS 


treatment of the acute schizophrenic dis- 
turbance. The data indicate a general staff 
tendency to relegate antipsychotic medi- 
cation to a less important role in the treat- 
ment of the hospitalized patient upon remis- 
sion, and in the chronic schizophrenic out- 
patient, than in the therapy of acute schizo- 
phrenia. 

The inpatient physicians constituted the 
only group that failed to show a significant 
decrement in the percentage of responses en- 
dorsing phenothiazines as essential over the 
three phases of treatment. The outpatient 
physicians assessed phenothiazines as signifi- 
cantly less essential in chronic than in acute 
schizophrenic illness. The nonphysician 
closed- and open-ward staff showed a signif- 
icant change in attitude regarding the im- 
portance of drugs in the acute stage versus 
the period of remission. Furthermore, the 
nonphysician closed-ward staff also viewed 
drugs as significantly less essential in the 
treatment of chronic psychotic patients than 
in those acutely ill. It was also found that 
more inpatient physicians rated antipsy- 
chotic medications as essential for patients 
in remission than did nonphysician staff 
assigned to the same open wards (Fisher’s 
exact probability test = .032; p < .05). 

Of the 40 patients who attended the con- 
tinuous care clinic and reported on in this 
study, 12 were assigned to therapists who 
viewed medications as essential in the out- 
patient treatment of chronic schizophrenia; 
28 patients were assigned to physicians who 
viewed medications as less than essential. 
Three patients in the former group (25 per- 
cent) failed to take medications, while 11 
patients in the latter group (39 percent) had 
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TABLE 3 


PHENOTHIAZINE INTAKE AND STAFF ATTITUDES 


Percentage of Staff Endorsing Antipsychotic Medication as Essential in Various Stages of Treatment 


ACUTE SCHIZOPHRENIC 
DISTURBANCE WITH 


STAFF HOSPITALIZATION 


REMISSIONS FROM PSYCHOTIC 


SYMPTOMS BUT PRIOR 
TO HOSPITAL DISCHARGE 


Physicians assigned to 


inpatient wards (N= 17) 76 
Physicians assigned to 

outpatient service (N= 19) 58 
Nonphysician staff assigned 

to closed wards (N=59) 73 
Nonphysician staff assigned 

to open wards (N=7) 86 


65 47 


37 32° 


24° 41° 


14° 28 


"McNemar's test for the significance of change; p<.05 when compared to acute schizophrenic disturbance with hospitalization (10). 


urine test results that were negative for 
phenothiazines. This difference, however, 
did not reach a level of statistical signifi- 
cance. 


Discussion 


The finding that seven percent of the closed- 
ward patients failed to take their medication 
corresponds closely to studies of hospitalized 
patients reported by Hare and Willcox (11), 
who found a six percent chlorpromazine 
failure rate, as determined by negative urine 
chromatography; by Neve (12), who noted a 
10.7 percent chlorpromazine failure rate, as 
determined by a urinary color test; and by 
Forrest, Forrest, and Mason (13), who 
found an approximate five percent drug fail- 
ure rate among psychiatric inpatients taking 
chlorpromazine, promazine, and mepazine. 

The fact that 32 percent of open-ward pa- 
tients and 63 percent of patients on hospital 
leave were not taking prescribed phenothi- 
azines was particularly disturbing in light of 
the findings of Bernstein and Mason (1), who 
described a high incidence of relapses in pa- 
tients discontinuing antipsychotic medications 
following a first acute decompensation. The 
present cross-sectional study did not follow 
the patients in longitudinal fashion so as to 
determine the actual relapse rate. 

The combined chlorpromazine and thiori- 
dazine failure rate of 35 percent for chronic 
ambulatory patients parallels the chlorpro- 
mazine failure rate of 32 percent reported 
by Willcox, Gillan, and Hare(14) for out- 
patient schizophrenic patients. However, it 
was an unexpected finding that there were 

significantly more negative urine test results 
among patients being treated with thiorida- 
zine (55 percent) than chlorpromazine (15 
percent). This finding was particularly sur- 
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prising in light of the demonstrated lower 
incidence of side effects with thioridazine 
(15,16) and the widely held notion that 
patients are more likely to take a drug hav- 
ing fewer side effects. b 

One possible explanation of these data is 
that, paradoxically, minimal side effects 
may induce patients to take prescribed phe- 
nothiazines, since the drug then appears to 
be "doing something." Relevant to this dis- 
cussion is the interesting finding by Willcox, 
Gillan, and Hare(14) that chlorpromazine 
patients who experienced side effects took | 
the drug more frequently than did those , 
who had no side effects. Moreover, an analy- 
sis of the data of McClellan and Cowan (17) 
with regard to this unexpected finding Te- 
veals that significantly fewer patients were 
taking thioridazine as prescribed than chlor- | 
promazine (x? = 4.09; df = 1; p < .05). 

Because of the criteria for positive as OP- 
posed to negative results that were adopt 
for this study, the distinction was made be- 
tween those patients taking at least 100 m£ 
of chlorpromazine or 75 mg. of thioridazine 
and those taking less than these amounts. 
Therefore it would be invalid to assume that 
all patients classified as “taking drugs” are 
taking the entire amount prescribed. ge 
investigation, as well as the work of yee 
previous investigators, indicates that a signi! 
icant number of patients take medications 
intermittently or in less than prescribe 
amounts (11, 14, 18). 

To address the hypothesis that differences 
in drug intake are related to physician a 
staff attitudes regarding the value of ant 
psychotic medications, the percentage of Un 
tients taking medications does vary direct y 
with the percentage of staff members inge 
in their care who feel that medications 4T 
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essential. However, when the hypothesis was 
directly tested on the patients attending the 
outpatient clinic, the difference did not reach 
statistical significance. To some degree this 
is consistent with the findings of Hanlon, 
Wiener, and Kurland(18), who concluded 
that the use and effectiveness of phenothia- 
zines are distinct from whatever attitudes 
the physician has concerning the drugs. 

There is undoubtedly a wide variety of 
factors that have a bearing upon whether or 
not psychiatric patients take prescribed 
medications. The present study suggests that 
a highly significant variable is the degree of 
supervision the patient receives. The exact 
roles of other factors influencing patient 
adherence to prescribed medication sched- 
ules remain to be clarified. 


REFERENCES 


. Bernstein REH, Mason P: Effects of phenothiazine 
discontinuation in patients compensated from acute 
psychosis. J Mount Sinai Hosp NY 33:131-139, 1966 

. Engelhardt DM, Rosen B, Freedman N, et al: Phe- 
nothiazines in prevention of psychiatric hospitali- 
zation: IV. Delay or prevention of hospitalization— 
a reevaluation. Arch Gen Psychiat 16:98-101, 1967 

: Engelhardt DM: Drug treatment of chronic am- 
Diony patients. Amer J Psychiat 123:1329-1337, 

4. Forrest FM, Geiter CW, Snow HL, et al: Drug 

maintenance problems of rehabilitated mental pa- 
tients: the current drug dosage “merry-go-round.” 
Amer J Psychiat 121:33-40, 1964 
5. Brophy J: Suicide attempts with psychotherapeutic 
drugs. Arch Gen Psychiat 17:652-657, 1967 


Tm 


e 


Amer. J. Psychiat. 27:12, June 1971 


10. 
M. 


1635 


. Forrest FM, Forrest IS, Mason AS: Review of 


rapid urine tests for phenothiazine and related 
drugs. Amer J Psychiat 118:300-307, 1961 


. Forrest FM, Forrest IS: A simple test for the detec- 


tion of chlorpromazine in urine. Amer J Psychiat 
133:931-932, 1957 


. Forrest IS, Forrest FM, Mason AS: A rapid urine 


color test for thioridazine (Mellaril, TP 21, Sandoz). 
Amer J Psychiat 116:928-929, 1960 


. Forrest I, Forrest F: Urine color test for the de- 


tection of phenothiazine compounds. Clin Chem 
6:11-15, 1960 

Siegel S: Nonparametric Statistics. New York, 
McGraw-Hill Book Co, 1956 

Hare EH, Willcox DRC: Do psychiatric in-patients 
take their pills? Brit J Psychiat 113:1435-1439, 1967 


. Neve HK: Demonstration of Largactil (chlorpro- 


mazine hydrochloride) in the urine. J Ment Sci 
104:488-490, 1958 


. Forrest FM, Forrest IS, Mason AS: A rapid uri- 


nary test for chlorpromazine, promazine and paca- 
tal: a supplementary report. Amer J Psychiat 
114:931-932, 1958 


. Willcox DRC, Gillan R, Hare EH: Do psychiatric 


out-patients take their drugs? Brit Med J 2:790-795, 
1965 


. Lasky JJ, Klett CJ, Caffey EM, et al: Drug treat- 


ment of schizophrenic patients: a comparative 
evaluation of chlorpromazine, chlorprothixene, 
fluphenazine, reserpine, thioridazine, and trifluopro- 
mazine. Dis Nerv Syst 23:698-706, 1962 


. Stabenau JR, Grinols DR: A double-blind com- 


parison of thioridazine and chlorpromazine. Psy- 
chiat Quart 38:42-62, 1964 


. McClellan TA, Cowan G: Use of antipsychotic and 


antidepressant drugs by chronically ill patients. Amer 
J Psychiat 26:1771-1773, 1970 


. Hanlon TE, Wiener G, Kurland AA: The psychiatric 


physician and the phenothiazine tranquilizers. J 
Nerv Ment Dis 130:67-71, 1960 


p] 


1636 


Direct Child Observation in Psychiatry 
Residency Training 


BY JERRY M. WIENER, M.D., AND ROBERT MICHELS, M.D. 


Direct observation of .normal children at 
various stages of development was incorpo- 
rated into a psychiatry residency program. 
This experience helps to compensate for the 
resident’s limited contact with normal chil- 
dren and complement his study of personal- 
ity development and child psychopathology. 
Three observational experiences are de- 
scribed, followed by typical vignettes. The 
authors feel that analogous programs could 
be developed for medical students, pediatric 
residents, and other health professionals. 


HIS PAPER will describe a program of di- 
T rect observations of normal children in 
teaching human development to psychiatry 
residents and will discuss its role and ra- 
tionale.' In this connection it is noted that 
the supervised observation of normal chil- 
dren and adolescents as part of general and 
child psychiatry training programs is hardly 
mentioned in the reports of the conferences 
on psychiatric training organized by the 
American Psychiatric Association in 1962 
and 1963 (1, 2). 

The first report, dealing with graduate 
psychiatric education, states that the core 
curriculum should include “. | .experience 
not only with disturbed children but with 
normal ones," but the type of. experience is 
not described further. In the second report, 
on career training in child psychiatry, fre- 


At the time this paper was written the authors were 
with St. Luke's Hospital Center, Amsterdam Ave. and 
114th St., New York, N.Y. 10025, where Dr. Wiener is 
Director, Division of Child and Adolescent Psychiatry, 
and Dr. Michels was Director of Training and Re- 
search, Department of Psychiatry. Dr. Wiener is also 
Associate in Psychiatry, College of Physicians and Sur- 
geons, Columbia University; and Dr. Michels is Assis- 
tant Clinical Professor and Director of Training, De- 

partment of Psychiatry, College of Physicians and 
Surgeons and the New York State Psychiatric Institute. 

‘An important stimulus for the development of 
this program was the experience of one of the authors 
(R.M.) while participating in the curriculum in child 
analysis of the Washington Psychoanalytic Institute 
under the direction of Sidney Berman, M.D. 
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quent reference is made to the central im- 
portance of normal growth and development 
as a frame of reference (e.g., pp. 3-4). 
Although the report refers to the impor- 
tance of a knowledge of normal develop- 
ment, it also expresses caution and reserva- 
tion against “wasted time" by routine visits 
to such settings without proper supervision 
and instruction. Anna Freud, while strongly 
endorsing the value of observations of infant 
development for teaching medical students, 
also expresses the same caution that the 
experience be supervised (3). Other than 
this, the APA reports contain no specific 
recommendation for or description of nor- 
mal child and adolescent observation as a 
part of general or child psychiatry training. 
In more affirmative positions, Senn (4) 
and Jessner(5) recommend a stress on the 
developmental point of view with opportuni- 
ties for supervised observation of children at 
all stages of development as a part of a 
trainee’s experience. , 
There are several rationales for including 
direct observation of normal development in 
psychiatric training. Medical education has 


traditionally recognized the importance of 


teaching students about normal structure 
and function as a preparation for the study 
of pathology and disease. Specialty training, 
by its subdivisions linked to age groups 
acknowledges the importance of using the 
developmental stage as a frame of referee 
to determine the criteria for normality an 
pathology. In psychiatric training it can be 
assumed that the typical resident has ha 
extensive experience with normal adult be- 
havior (as a preparation for the study 9 
adult psychopathology) on the basis of his 
Own experiences and relationships. This as- 
sumption cannot be made regarding his €x- 
perience and contact with children and ado- 
lescents. ] 

Most people would agree that à d 
edge of normal psychological and cogniti? 
growth and development is an essentia 
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“basic science” for the resident in general or 
child psychiatry and that direct observation, 
under proper supervision and conditions, 
offers many advantages as a method for 
teaching and learning. It combines the vivid 
sensory awareness of audiovisual methods, 
the intense affective involvement of a human 
relationship, the possibility of feedback 
from the subject, on-the-spot discussion, a 
shared experience with peers, and identifica- 
tion with the supervisor. It is difficult to 
imagine another procedure that includes as 
much facilitation and enhancement of the 
learning process. 

This facilitation and enhancement is im- 

portant, since learning about human be- 
havior is always difficult, particularly if the 
material is presented in the abstract by lec- 
lure and discussion. Konrad Lorenz noted 
this difficulty as follows: 
Unless one understands the elements of a com- 
plete system as a whole, one cannot understand 
them at all. The more complex the structure of a 
system is, the greater this difficulty becomes— 
and it must be surmounted both in one’s research 
and in one’s teaching. Unfortunately the working 
structure of the instinctive and culturally ac- 
quired patterns of behavior which make up the 
social life of man seems to be one of the most 
eee systems we know on this earth (6, p. 
Description of Program 


At the beginning of either the first or sec- 
ond year of training, each resident devotes a 
half day each week for four weeks to the 
Supervised observation of normal (nonpa- 
tient) children at various stages of develop- 
ment in nonclinical settings. 

In the first week the resident meets with a 
HA and her newborn infant and, if possi- 
S Observes a feeding. The supervisor se- 
e ihe mothers randomly from both the 
sie " e and ward services, explaining that a 
M will “visit” with them and will be 
o in their experience and feelings 
i €, during, and after the pregnancy. The 
spa are told to conduct an informal 
is -ended interview, allowing the mothers 

Speak spontaneously as much as possible 


al 4 : 5 : 
sip PIructuring the interview as little as pos- 


m the second week the residents observe 
is Ten three to five years old in a nursery 
Ool. Each class contains 15 to 20 children 


Tom di a : e 
m diverse socioeconomic, religious, and 
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ethnic backgrounds. The type of interaction 
that should occur between the residents and 
children is not specified. 

The residents’ third “encounter” is with a 
group of seven- to 11-year-old children in a 
day camp where a variety of activities are in 
progress. Here, again, the residents are 
asked to observe and/or participate accord- 
ing to individual preference. 

A fourth period of observation involving 
adolescents is planned. Each weekly obser- 
vation experience lasts from one to two 
hours, after which the residents meet to- 
gether as a group with the supervisor. Each 
resident benefits from the observations and 
experiences of the others and shares in a 
range of both data and personal reactions. 
Each resident is, in addition, asked to write 
out a description of his experience. (Material 
from these verbal and written reports is used 
in the examples and comments to follow.) 
This series of observational experiences and 
discussions is followed by a more didactic 
course on human development that meets 
two hours per week for 16 weeks. 


Examples 
Mothers with Newborns 

1. This reporting resident is at the begin- 
ning of his first year of general psychiatric 
training; he is married, with no children. His 
written description and verbal report clearly 
indicate warmth, a capacity for establishing 
relationships, and sensitivity to emotional 
issues. 

He interviewed a 19-year-old married 
Puerto Rican woman who had delivered her 
first child two days before. He describes her 
as a soft-spoken but angry young woman 
who complained bitterly that her pregnancy 
had been dominated by her parents and in- 
laws. They had taken all the joy away by 
“taking over,” suggesting names, discussing 
the baby’s future, and acting as if the baby 
were theirs. She felt that her husband had 
been inconsiderate and unsupportive in sid- 
ing with his parents, rather than sympathiz- 
ing with her feelings. She felt depressed and 
angry throughout the pregnancy, „wishing 
only to see it over. There was heightened 
anxiety during her last trimester and distress 
about the loss of her figure and a general 
feeling of unattractiveness. She anticipated 
breast-feeding the baby with much satisfac- 
tion, pointing out that neither she nor her 
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brother had been breast-fed. 

She reported a feeling of attachment 
immediately after the baby was born, ac- 
companied by euphoria, and a sense of satis- 
faction in having “accomplished something 
all by myself.” She then took charge and 
obtained her husband’s agreement that only 
they would be allowed to touch the baby, the 
rationale being to avoid jealousy among the 
grandparents. The resident sensed the im- 
maturity in this woman, referring to her as a 
“child-mother.”” 

2. This reporting resident is older and is 
married, with three children; he is also early 
in his first year of general psychiatric train- 
ing. He tends to be more anxious and less 
psychologically *attuned" in his interviews 
than the first resident, although at the same 
time he is more “interpretive” in his descrip- 
tions. He visited with a 22-year-old woman 
who had delivered her third out-of-wedlock 
child three days before. She was giving her 
baby his first bottle feeding at the time of the 
interview. He described her as dull and apa- 
thetic about the baby. She had a noticeable 
lack of enthusiasm and affection, with rather 

blunted affect in general, but no overt or 
obvious depression, She discussed the in- 
fant’s care as an unwanted but necessary job. 
The sex of the baby was a matter of indiffer- 
ence to her. She spoke only in response to 
questions, with few spontaneous remarks. 


Comment 


These examples illustrate a broad range 
of maternal reactions, attitudes, and be- 
haviors as reported by the group. The resi- 
dents were unanimous in their positive reac- 
tions to the experience of interviewing these 
mothers and observing them with their new- 
born babies. This was in contrast to their 
anticipatory anxiety and discomfort at being 
asked to conduct an open-ended and un- 
structured interview with a volunteer nonpa- 
tient. In spite of the residents’ doubt that 
there would be enough material to sustain a 
prolonged visit, all were impressed with the 
accessibility, openness, and frankness of 
these women. 

From the residents’ verbal reports, the 
supervisor is provided with a great deal of 
material with which to illustrate the variety 
of maternal attitudes (e.g., overprotection, 
rejection, tenderness), moods (e.g., depres- 
sion, enthusiasm, apprehension), and reac- 
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tions. One can point out the presence of ex- 
pectations and roles already assigned to an 
infant, e.g., "He's got his father's temper” 
(at age two days!). “Pd like him to go to col- 
lege." “She doesn't eat very well; I think 
she'll give me trouble." 

The variety of earliest mother-child inter- 
actions can be discussed, and some ideas can 
be developed concerning the contribution 
made by the mother's personality, on the 
one hand, and the infant's contribution in 
terms of innate or constitutional characteris- 
tics, on the other. This material is most 
meaningful for residents who have just been 
with mothers who were talking about, feed- 
ing, and directly interacting with their new- 
borns. 


Nursery School 


1. This resident is at the beginning of his 
first year of general psychiatric training; he 
impresses one as a stable, mature, conscien- 
tious, and methodical person. His tendency 
is to react rather than initiate; his distinction 
is reliability rather than flair. Assigned to a 
class of four- and five-year-olds, he was in- 
vited by the teacher to have a seat toward the 
back of the room. He reports that “this set 
the mood of non-participation which fol- 
lowed. . . . Because of the lack of opportu- 
nity for participation I never really focused 
on any one child but regarded the experience 
as simple observation of a normal preschool 
population in organized activity." 

2. This resident is beginning his second 
year of general psychiatry training; he has 4 
full year’s clinical experience behind him. 
He reports: 


I chose to watch a rather tall, thin black girl who 
seemed rather isolated. She was usually quite 
withdrawn in a group, but jumped and ran about 
the room alone from time to time. . . . Her only 
"warm" interpersonal transaction occurred when 
she approached another child from behind and 
began tickling her, seemingly unable to engage 
her attention verbally. A 
This resident, more advanced in his train- 
ing than the preceding resident, focuses 
more on psychopathology, makes more m 
terpretations about his observations, an 
uses more psychiatric terminology !n a 
report. ; 
3. This resident is beginning his third yea? 
of training, his first in child psychiatry. He 3 
single and has had little previous contac 
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with children. He reports: 

| was generally surprised by their precoci- 
ty... . They were generally more sociable, better 
informed, with better language development, and 
clearer gender role identifications than I would 
have presumed possible at their age. . . . One of 
the boys at 3 1/2 was quite bright, verbal, aggres- 
sive. . . and had no difficulty whatsoever in hold- 
ing his own with a child a year older. It is not 
difficult to see how he'll cope in the future. 

It is of particular note how this resident, in 
studying child psychiatry with little personal 
experience with children, can profit from this 
type of observation. 

Comment 

The residents’ reports on their nursery 
school experience consistently stressed ob- 
servations illustrating the issues of gender 
role behavior (dressing up, playing house, 
and so forth), competition and aggression in 
the boys, and “feminine-seductive” behavior 
in the girls. (^A boisterous and possessive 
girl who had smothered my colleague with 
attention now took my hand also and es- 
corted both of us.”) In addition to pointing 
out these developmental and intrapsychic 
processes, the supervisor has an opportunity 
to highlight such areas as motor, language, 
and cognitive development, object relation- 
ships, and socialization. 

, Further, the concepts of “modeling,” 
identification, and the oedipal stage can be 
made directly meaningful. Although psycho- 
pathology was not a focus, the residents’ 
bias was to look for evidence of it, and this 
also provided material for discussion about 
he preschool child in such areas as criteria 
or normality, assessment in terms of devel- 
patel level, transient reactive behaviors 
dace more fixed maladaptive patterns, and 
gnostic categories. 


School-Age Children 


: - The resident reports: 
mo some boys gathered together under a tree at 
boys edge of the field away from the other 
theres . They were collecting crabapples. cand 
llin Punching a hole in the side of the apple and 
ae mie hole with crushed rocks. Jerry ex- 
the ed, “when the rock mineral combines with 
eae of the apple a deadly poison is pro- 
waned: He was a 7 year old. . . who was the "cap- 
UD the group. He explained that they did not 
oy, a Stones but that Bob did. Bob was a real bad 
ob. sae ing to Jerry. I went over to speak to 
dress e had a speech impediment. Bob ad- 
sed Jerry as captain, and [when] the captain 
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ordered him to bring some “rock minerals" over 
to the “plantation” to help them make “poison 
apples," Bob complied. 
. This resident is a warm, sensitive empath- 
ic, and earnest person. His capacity for in- 
volvement and observation is well illustrated 
in this vignette and is quite consistent with 
his clinical work. 

2. This resident reports: 
I spent most of the morning observing 3 boys 
working in arts and crafts, who had elected to do 
this rather than baseball. [The resident also had 
made the same choice, perhaps for similar 
reasons.] In view of this [their choice of arts and 
crafts] it was somewhat surprising to observe that 
at least 2 of them were significantly aggressive 
and competitive in their behavior. . their work 
tended to reflect their personalities . . . . 

3. The resident reports: 
I was immediately welcomed into the group and 
asked to play baseball with them. [This resident 
obviously also made a choice of activities and 
engaged at a different level of participation.] On 
occasion one boy would fault another for his play, 
but the group always rallied to support the under- 
dog. 
Comment 

Here, again, the resident’s report of his 
experience tells us something about him. In 
addition, these vignettes suggest the richness 
of the data available from relatively brief 
observations, especially when the residents 
report and share their experiences with each 
other. It is possible to pick out material il- 
lustrating the major developmental issues in 
school-age children, as well as important 
conflict areas and identifiable personality 
patterns. The first report is a unique anecdo- 
tal record of the imagination, role playing 
and role assignment (including the “pecking 
order” and assignment of leadership), super- 
ego judgments ‘and influences, and impor- 
tance of the peer group in latency-age chil- 


dren. 


Discussion 
Most residents had anticipated this pro- 
gram with little enthusiasm as only an intro- 
duction to the "real" course in growth and 
development. In retrospect their feelings 
were markedly changed. They repeatedly 
spoke of their surprise at what they observed 
in the mothers and children and in them- 
selves. They concur with our decision to de- 
vote about one-third of the total growth and 
development curriculum to this program. 
[75] 
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The typical psychiatric resident often has 
had little contact with children or adoles- 
cents. His memories of his own childhood 
are not sufficient, and his experience with his 
own children and those of his friends is often 
several years in the future. There is some- 
thing ludicrous about the bright psychiatric 
resident who is familiar with the psychody- 
namics of the anal stage but cannot tell 
whether a child is two or four when he meets 
him. The program was developed with the 
hope that it would provide at least a partial 
antidote to this problem. Child psychiatry 
residents have a much more intensive and 
extended experience in their first year of 
training, but the format is basically the 
same. 

To be meaningful, the reporting and dis- 
cussion that follow each observation should 
be focused and integrated by a teacher fa- 
miliar with the data of child development, 
the various frames of reference for organiz- 
ing that data (psychoanalysis, learning theo- 
ry, Piaget's theories, etc.) and, ideally (for 
teaching psychiatry residents), one who can 
discuss normative data from a clinical point 
of view. Without this direct and integrative 
supervision, discussions can quickly become 
boring and meaningless. With this direction, 
residents learn something about their own 
anxieties, reactions to patients and nonpa- 
tients, and their ways of either initiating in- 
volvement or of establishing distance. 


DIRECT CHILD OBSERVATION , 


As a group, the residents were more com- 
fortable in looking for psychopathology and 
finding weaknesses rather than strengths, 
They frequently reported surprise at how 
well or healthy the subjects seemed to be. 
Their preference for dealing with pathology 
was also reflected by the anxiety many ex- 
perienced in anticipation of meeting the 
mothers of newborns. The resident was 
forced to step outside the protection, status, 
and security provided by the traditional doc- 
tor-patient relationship. This facilitated an 
awareness of himself and the subjects as 
persons, rather than as doctor and patients, 
and in many mobilized anxiety. As a de- 
fense, residents often reinstituted the psy- 
chopathologic frame of reference. 
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How many things by season season'd are 
To their right praise and true perfection! 
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Body Buffer Zone and Violence: 
A Reassessment and Confirmation 


BY ARTHUR M. HILDRETH, M.D., LEONARD R. DEROGATIS, PH.D., 
AND KEN McCUSKER, M.A. 


Randomly selected inmates in a state prison 
were evaluated for sensitivity to physical 
closeness and aggressiveness. The results 
confirmed the conclusion from previous 
research that aggressive inmates have greater 
sensitivity to physical closeness than do non- 
aggressive ones. At variance with earlier 
findings was the discovery that both aggres- 
sive and nonaggressive inmates had an in- 
creased sensitivity to approach from the 
rear as opposed to approach from the front. 


E RECENT YEARS the scientific study of 
aggression both among individuals and 
between and within societies has attracted 
i increased amount of attention. Among 
the many variables explored within this 
es has been the relationship between 
p el proximity and aggression. Natu- 
Talists and ethologists have repeatedly re- 
ones such a relationship. Their findings 
Ede based on naturalistic studies of 
bor ehavior. In 1943. Burt noted that 
that oot have individual territories 
bet ey set apart and defend from other 
"a m of their species (1). Twenty-five 
D ater Lorenz concluded that there are 
‘bese behaviors that trigger aggression 
E vti two animals of the same species 
of ui come together in an area that one 
EOS nimah considers his own (2). The 
hu „of physical distance as a deter- 
So in intra-species aggression has been 
TON refined by Ardrey (3), who states that 

s maintain an invariable distance re- 
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lationship in order to avoid aggression. 

Other workers have attempted to define 
the components of aggression by studying 
animals in laboratory settings. Endroczi 
and Koranyi have divided aggressive be- 
havior into two categories, predatory and 
defensive (4). Kaada classifies aggressive 
behavior into defensive, attack, and flight 
patterns (5). The most elaborate classifica- 
tion has been evolved by Moyer, who divides 
aggressive behavior into seven categories (6). 
All of these researchers agree, however, that 
the type of defensive aggression associated 
with territoriality is only one among many. 

A number of investigators have extended 
the animal model based on territoriality in 
an attempt to explain human behavior pat- 
terns. Horowitz and associates (7) studied 
both schizophrenics and normals in regard 
to their sensitivity to physical closeness. 
They were concerned with the first distance 
at which discomfort became conscious 
enough so that the subject preferred no fur- 
ther closeness. They termed the area de- 
fined in this way the “body buffer zone" 
and found that schizophrenics were more 
sensitive to physical closeness than normals. 
Thus they concluded they have larger body 
buffer zones (7). 

Recently Kinzel (8) utilized this concept 
in a study of the relationship between vio- 
lence and sensitivity to physical proximity 
in federal prisoners. He selected two groups, 
one with a marked history of aggression, the 
second free of such episodes. He concluded 
that among the 14 inmates studied, those 
with a violent history had significantly 
larger body buffer zones than inmates with 
no history of violence. In addition he also 
found that violent inmates showed a dispro- 
portionally larger rear zone (relative to the 
frontal zone) than nonviolent subjects (8). 


Because this work represents an empirical 
f the territorial 


confirmation of the validity of the 
model in explaining intra-species human 
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aggressive behavior, it seemed worthwhile 
to attempt to replicate these findings using 
a random sample and double-blind tech- 
niques. The hypotheses under test were es- 
sentially those developed from  Kinzel's 
work; they were formulated as follows: 

1. Inmates with histories of physical ag- 
gression to other persons have larger body 
buffer zones than inmates with nonaggres- 
sive histories. 

2. Inmates with histories of physical ag- 
gression to other persons will manifest dis- 
proportionally larger rear zones relative 
to front zones than inmates with nonaggres- 
sive histories. 


Method 
Subjects 


Thirty-six newly sentenced male inmates 
whose prison numbers ended in either four 
or eight were selected at random from the 
reception center of the Maryland Depart- 
ment of Corrections. They ranged in age 
from 17 to 40 years, with a mean age of 24. 
Twenty-six were black, nine were white, 
and one was Indian. They had been con- 
victed of crimes of varying seriousness 
ranging from vagrancy to murder; both 
first offenders and recidivists were included 
in the group. 


Measures of Aggression 


Two independent measures of aggression 
were employed. Within the first two weeks 
of incarceration the body buffer zone of 
each study subject was measured. This mea- 
sure essentially represents the degree of 
physical proximity to a second person ex- 
perienced as "uncomfortable" by the sub- 
ject. Before this was done each inmate was 
told that a study was being made of the 
influence of crowding in the Maryland 
prison system. It was further explained to 
each inmate that he had been selected at 
random for this measurement and that all 
the findings were confidential and had no 
effect on his prison stay. (Details of the 
body buffer zone measurement are given 
later under **Procedure.") 

The second measure of aggression was 
a clinical impression based on an interview 
and a search of the case record. This was 
done later—from three weeks to four 
months after the body buffer measurement. 
The focus of both the interview and the case 
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TABLE 1 
Comparison of Sizes of Body Buffer Zones* 


AGGRESSIVE — NONAGGRESSIVE 
ITEM INS 14) 1N 222) 
Mean size of body buffer zones 17.1 9.9 
Standard deviation 12 8.7 
Range 7-47.9 3-26.3 


* Body buffer zones are measured in square feet. 


history was on prior history of aggression. 
The following characteristics, which were 
noted by Kinzel, were used as indicators: 
1) history of repeated violent behavior; 2) 
frequent necessity for forcible restraint; 
3) fighting with a weapon; 4) carrying a 
weapon for prolonged periods; 5) bisexual- 
ity and hypersexuality; 6) hypersensitivity 
to being called names; 7) history of enuresis 
and fire setting; 8) history of violence be- 
tween parents; and 9) history of cruelty to 
animals. These were points that enabled 
the interviewer to explore the issue of ag- 
gression as it related to each inmate. The 
inmate was classified as aggressive if either 
the case history or the interview revealed 
violence; he was classified as nonaggressive 
if his history and interview were free of such 
characteristics. 

Procedure 


Within two weeks of assignment to the 
reception center each volunteer inmate had 
a measurement made of his body buffer 
zone. The method for measurement was 
similar but not identical to that described by 
Kinzel. The subject was taken to the center 
of a bare room and asked to stand on a spot 
marked on the floor. He had already T€ 
ceived an explanation of the procedure an 
was requested to face in the same direction 
throughout the course of the measurements. 
He was told that he could move his head, 
but he was asked to keep his body stationary. 
He was then instructed to say "Stop" 4S 
soon as he felt the experimenter was too 
close. The experimenter approached the 
subject from a distance of six feet, stoppin’ 
as soon as the subject requested it. 

Four measurements were taken Bos 
starting points 90 degrees apart. The initial 
measurement was taken from the front, 
with subsequent measures following from 
the left, rear, and right in a counter-clock 
wise sequence. The experimenter approac t 
slowly, taking. steps approximately one des 
in length and pausing ten seconds betwee 
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each step. The body buffer zone was deter- 
mined by noting the point in each quadrant 
at which the subject said stop, calculating 
the distance between the experimenter and 
the subject, and then averaging the four 
distances for each subject. The average was 
then squared and multiplied by pi, since the 
assumption was made that the zone was ap- 
proximately circular (see table 1). 

The difference in shape of the body buffer 
zone was also calculated in a manner analo- 
gous to the method used by Kinzel. The 
principal difference between the two methods 
involved the fact that Kinzel was dealing 
with differences in areas, while in the present 
study simple linear distances were used. A 
front-minus-rear difference, in terms of 
inches, was calculated for both the aggres- 
sive and nonaggressive subjects. This made 
it possible to test the relative proportionality 
of the front-rear zones, both within and 
between the violent and nonviolent groups. 
Data Analysis 

Since there were only two primary groups 
for comparison in the present study, the 
principal data analyses were performed 
through a computation of t statistics. In 
making the comparison between the body 
buffer zones for the aggressive versus non- 
aggressive inmates (hypothesis 1) we tested 
the difference between the means for statis- 
tical significance through the use of a t test 
for independent groups. In order to ascer- 
tain the significance of differences between 
front versus rear distances within each group, 
we performed t tests between correlated pairs 
of means, The determination of the relative 
Proportionality of the front versus rear 
distances between the two groups (hypoth- 
esis 2) was accomplished through the use 
of a t test for independent groups, where 
difference scores (front minus rear distances) 
xd as the basic measures (9, pp. 104-105). 
Per asa of the degree of relationship 
buf een aggressiveness and size of the body 
of er zone was provided by the calculation 
t à point biserial correlation between the 
WO measures. 


Results 


c Results of the analyses described above 
Root substantial empirical support 

T the notion that body buffer zones among 
aggressive inmates are notably larger than 
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TABLE 2 
Analyses of Comparisons of Body Buffer Zones 
ITEM TEST STATISTIC VALUE SIGNIFICANCE 
Difference between One-tailedt 2.04 05>p>.025 
group means test 
Relationship Point biserial 33 p<.05 
between body correlation 
buffer zone and (obi) 
aggressiveness 
Homogeneity of Bartlett's test 1.716 .20>p>.10 
variance (B) 


body buffer zones among nonaggressive 
inmates. A test of the significance of the 
difference between the means of the two 
groups indicated that the body buffer zones 
of the aggressive group were larger to a 
significant degree (t= 2.04; p<.05). A 


measure of the general degree of relation- 


ship between size of body buffer zone and 
aggression-nonaggression 
a point biserial correlation coefficient (9, 
pp. 192-193), which was 
(p < .05) between the two measures (see 


was provided by 


found to be .33 


table 2). ; 
Although the initial hypothesis received 
support, little confirmation was observed 


regarding the contention that aggressive 
inmates possess disproportionately larger 
rear zones (relative to 
nonaggressive inmates. 
ferences between the two groups in this re- 
gard failed to show any significance (t = 36; 
n.s.). Comparisons of front 
tances within each group, however, showed 
significantly larger rear 
groups (see table 3). 


frontal zones) than 
A t test of the dif- 
and rear dis- 
distances for both 


Also of interest was the observation that 


the data of the present study, as well as those 
of Kinzel, indicated larger variation in the 


TABLE 3 
Comparison of Front and Rear Distances" 


VALUE'* SIGNIFICANCE 


COMPARISON MEAN 
Within-group comparisons 
Aggressive 
Front distance 23.7 344 p.005 
Rear distance 30.6 
Nonaggressive 
Front distance 1778 3.38 p«.005 
Rear distance 24.9 
Between-group comparison 
Front-rear difference 
Aggressive -7.7 36 ver 
Nonaggressive -6.6 
* Front and rear distances are given jn inches. 
* * One-tailed t test. 
[79] 
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size of the body buffer zone among aggres- 
sive inmates than among the nonaggressive 
group. In order to establish whether this 
difference was significant, a Bartlett’s test 
for heterogeneity of variances was done (10). 
Results of this analysis revealed that while 
the variance in the aggressive group was 
larger, this difference was not great enough 
to be considered statistically significant (see 
table 2). 

Thus, while present results confirm Kin- 
zel's findings of a positive relationship be- 
tween aggressive history and size of body 
buffer zone, there is no support for the con- 
tention that aggressive subjects have dis- 
proportionately larger zones to the rear. 
Rather, results of the present research indi- 
cate that both aggressive and nonaggressive 
inmates manifest significantly larger dis- 
tances to the rear as compared to frontal 
distances. 


Discussion 


These results tend to support Kinzel's 
findings that aggressive inmates have a 
larger body buffer zone than nonaggressive 
inmates. The magnitude of the difference 
between the two Broups was not as large 
as that noted by Kinzel, although statistical 
significance was observed at an equivalent 
level. The fact that a random sample and 
blind techniques were used in order to reduce 
experimental bias probably accounts for a 
substantial portion of this difference. Kinzel 
purposely selected the most violent and the 
least violent subjects, while this study took 
inmates at random and separated them into 
two groups, with decisions based on clinical 
impressions. In addition, two of Kinzel's 
aggressive subjects showed extremely large 
body buffer zones even when compared to 
the remaining aggressive sample. In light of 
the small size of his sample it is possible that 
the scores from these two persons exercised 
a disproportionate influence on the magni- 
tude of the difference. 

The use of random sampling and double 
blind techniques also made it possible to 
draw some relevant conclusions about em- 
ploying body buffer zones as a screening 
device for aggression in inmates. The study 
design simulated the conditions under which 
body buffer zone measurements would have 
to be employed for such a purpose. The 
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degree of relationship observed in this study 
between body buffer zone and history of 
aggression (rpbi = .33) led to the conclusion 
that it does not possess the requisite discrim- 
inatory power to serve as a reliable predictor 
of violence. Even though this degree of as- 
sociation is statistically significant, too many 
inmates with a violent history have small 
zones, and too many inmates with a non- 
violent history have large zones to allow 
accurate prediction. 

The primary difference from Kinzel's re- 
sults lies in the fact that this study found both 
the aggressive and nonaggressive groups to 
be more sensitive to approach from the rear, 
while Kinzel found only inmates with an ag- 
gressive past history to show this dispropor- 
tionate responsiveness. He inferred that they 
perceived nonthreatening intrusion as attack. 
Our investigation did not address itself sys- 
tematically to this issue, although inmates 
Occasionally reported that the examiner 
made them nervous or jumpy, particularly 
when approaching from the rear. It was 
learned later that a large number of inmates 
called the experiment **Doc's sneak up be- 
hind you and feel you test." Remarks like 
these suggest a tentative conclusion that on 
a group level there may have been some 
homosexual fantasies or anxiety among the 
inmates tested, although it is difficult to sub- 
stantiate this interpretation. 

Kinzel's results would imply that an ag- 
Bressive past history may be related to à 
high level of homosexual anxiety. The results 
of our study, on the other hand, tend to im- 
ply that both groups may experience homo- 
sexual anxiety or that approaches from à 
Posterior position tend to generate more 
anxiety in general. The observation that 
both groups are disproportionately sensitive 
to approach from the rear is inconsistent 
With Kinzel's suggestion that a dispropor- 
tionate rear zone may be more diagnostic 
of a tendency to violence than a large overal 
zone. L 

One manner of articulating these findings 
would be to postulate that homosexual anx- 
iety, or at least fear of attack from the reat, 
is predominant in most inmates. By pres€ 
lecting his inmates Kinzel may have inad- 
vertently screened out those who are not 
aggressive but who are very sensitive to aP- 
proach from the rear. By random sampling 
our investigation may have picked up tha 
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category of inmates. It may be that there 
are at least two different but perhaps related 
factors that affect the body buffer zone size. 
The first would be sensitivity to homosexual 
threat and the second would be sensitivity 
to territorial invasion. That there may be 
multiple determinants of this phenomenon 
would not be too surprising if one considers 
the fact that cultural factors greatly influ- 
ence a person’s sensitivity to physical close- 
ness (11). : 

One difficulty encountered in the present 
study was the coarseness of the case history 
rating of aggressiveness. Since this evalua- 
tion was based on a clinical impression, there 
was substantial loss of information about 
the degree of aggressiveness. One possible 
alternative to this procedure would be to as- 
sign differential weights to each of the case 
history indicators of aggressiveness and sum 
these for each subject to generate an “ag- 
Bressiveness score." This score would possess 
ordinal scale characteristics resulting in a 
more precise and sensitive measure. Another 
difficulty was that reliance on the verbal 
command “Stop” was used as the sole mea- 
sure of sensitivity to physical closeness. Phys- 
iologic measurements such as blood pres- 
Sure, galvanic skin response, and pulse rate 
may prove to be more reliable and valid 
Measures and would have the additional ad- 
vantage of being less amenable to conscious 
manipulation. 

Further work is needed in order to define 
the other factors that, along with a propen- 


It could probably be shown by faci 
American criminal class except Congress. 
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sity to violence, influence the body buffer 
zone. It will be necessary to work out their 
possible interrelationships and identify 
what may be different types of aggressive 
people. At this point, however, there is 
every indication that in man as well as in 
animals physical closeness is intimately re- 
lated to intraspecies aggression. 
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This Month’s Special Section 


Alcoholism 


Familial Patterns in Chronic Alcoholism: A Study of 
a Father and Son During Experimental Intoxication 


BY SHELDON WEINER, M.D., JOHN S. TAMERIN, M.D., 
PETER STEINGLASS, M.D., AND JACK H. MENDELSON, M.D. 


A father and son, both chronic alcoholics, 
were studied in an experimental intoxication 
paradigm. Marked affective shifts, emer- 
gence of hidden themes, and role reversals 
followed the course of the drinking experi- 
ence. However, with the cessation of drink- 
ing, a return to the typical sober state 
ensued. It would appear that the use of al- 
cohol itself might also be applied to further 
research in the area of treatment for the 
chronic alcoholic. 


66 I N SPITE of many attempts to delineate 

the alcoholic personality, there re- 
mains only one characteristic that is com- 
mon to all alcoholics and that is that they 
drink too much" (1). 

This statement is a painful reminder of the 
disturbing fact that the more we think we 
know about this disease called “alcoholism,” 
the more confusing the picture becomes. 
Thus investigators have uncovered such a 
wealth of conflicting observations and di- 
vergent hypotheses as to force some to con- 
clude that the only solution to the problem 
is to view alcoholism as the symptom of 
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drinking too much. The inherent difficulty 
in this symptom is that it is so totally dev- 
astating as to overwhelm or obscure any 
other psychopathology that may exist in a 
single individual. It is relatively easy in such 
a situation to concern ourselves more with 
the symptoms of the individual than with 
an individual who happens to have symp- 
toms. 


In such a predicament, there is a natural 
tendency to seek out familiar territory: a 
tendency to call up old models and theories 
and to force the current situation into it, 
even if it requires a little squeezing. Much 
to our dissatisfaction, we therefore often- 
times find ourselves approaching the pa- 
tient with a preconceived set, based not only 
on that particular patient, but, as in the case 
of the alcoholic, on a gestalt of what alco- 
holics are supposed to be like. 

A major stumbling block in the clinical 
research of chronic alcholism has been the 
problem of data collection. One obvious 
difficulty is that we usually see the patient 
when he is sober. Thus the material obtaine 
is retrospective and usually anecdotal oF 
reportorial in nature. As Chassell stated, 
“The danger of the anecdotal method is that 
one may shift from one type of theory t9 
another and always find the relevant anec- 
dote" (2). Thus the analytic theorist, in à 
sense, has been forced to largely speculate 
about the alcoholic rather than work directly 
with much important clinical material. For 
researchers interested in family or interac 
tional theories about alcoholism, the tenden- 
Cy has been to use data obtained from the 
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nonalcoholic member of the group, e.g., the 
spouse of the alcoholic, which is again re- 
trospective and reportorial. 

During recent years a number of investi- 
gators have begun to observe alcoholics in 
vivo, that is, under conditions of experimen- 
tal intoxication. Although a unified theory 
of alcoholism has not yet emerged from 
these studies, a striking series of contradic- 
tions has arisen between time-honored the- 
ories of drinking behaviors and direct ob- 
servations made in a research setting. For 
example, Mendelson and associates (3) have 
noted that contrary to commonly accepted 
ideas, chronic alcoholics tend to become 
increasingly depressed and anxious as greater 
amounts of alcohol are consumed. In addi- 
tion, Tamerin and Mendelson (4), in a re- 
cent study of the psychodynamics of chronic 
inebriation, commented that contrary to the 
usual disintegrative ego effects of alcohol, a 
capacity for warmth and intimacy emerged 
in many subjects that was not expressed 
when they were sober. 

Although the areas of family constellation 
and dynamics have been of great interest 
to researchers in alcoholism, to our knowl- 
edge there have been no reports dealing with 
direct observations of family members ob- 
served concurrently while drinking. The pur- 
Pose of this study is to focus upon the in- 
dividual dynamics and interactional features 
of a father and his son, both chronic alco- 
holics, observed during a period of experi- 
Mentally induced intoxication in a research 
ward setting. 

_As will be noted, there are often striking 
differences between the alcoholic’s person- 
ality structure and interactional patterns 
during intoxication and sobriety. In the 
Particular case to be reported, this discrep- 
ancy was sufficiently striking to cast serious 
doubt on the validity of much of the data 
obtained from the chronic alcoholic or a 
family member only during sobriety. 


Method 


The intramural section of the National 
Center for Prevention and Control of Alco- 
olism is a research ward designed to investi- 
gate various psychological, biochemical, and 
Physiological parameters associated with 
ironic alcoholism. The experimental design 
9r this study consisted of the following three 
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phases: 

L A control period during which volunteer 
subjects were acquainted with the research 
ward and base-line assessments were made. 

2. A 14-day period of experimental in- 
toxication during which subjects could daily 
obtain up to one quart of 100-proof beverage 
alcohol from a dispensing machine. 

3. A period of withdrawal. 

There were six subjects in this study, in- 
cluding the two who will be described. The 
material to be presented was based upon daily 
individual and conjoint meetings with both 
men and the two staff psychiatrists during all 
three phases of the study. 

Case Description of the Father 


Jim is a 51-year-old man who has been an alco- 
holic for 33 years. He was born and raised in 
North Carolina and since quitting school in the 
seventh grade he has wandered from job to job. 
At the age of 20 he married a 16-year-old girl who 
was much above his own socioeconomic and cul- 
tural level. There were five children from this mar- 
riage. While Jim was serving a jail sentence for 
forgery, his wife left him to live with another man. 
He states that he drinks because of a compulsion 
and to relieve his depression. He speaks in a soft 
and gentle manner that readily makes one like 
him and feel sorry for him. When first contacted 
at the rehabilitation center where he had been 
living prior to the study, he commented that his 
son was also there and that he would often drink 
with the boy in an effort to communicate with 
him. When told about this study, he expressed an 
eagerness to volunteer, adding that he wanted 
Denny to join him. 

Case Description of the Son 

Denny is a 26-year-old man with a ten-year his- 
tory of heavy drinking. He was born and raised 
in Washington, D.C., and attended school until 
the seventh grade. He has been most recently em- 
ployed as à short-order cook. He is the youngest 
child in his family. He is presently separated from 
his wife, who is caring for their three children. 
Denny's early life is replete with separations, fos- 
ter homes, and hospitalizations for behavior dis- 
orders and alcoholism. He impresses one as a 
lonely child attempting to make it in an adult 
world. “I drink because I get so lonesome . . - like 
after a buddy leaves and | have no one around. 
Denny was enthusiastic about volunteering for the 
study. He felt that this might be a way to better 
understand his relationship with his father. 


Predrinking 
redrinking phase both men 
[83] 


During the p 


—————————— =~ 


1648 


reacted to each other with separateness, 
aloofness, and distrust. In fact, upon their 
arrival on the ward, Denny asked to be dis- 
charged, claiming that he had made a mis- 
take. Not really comprehending what was 
going on but apparently feeling that he had 
to respect Denny’s wishes, Jim stated that he 
would have to leave too. Within moments 
Denny changed his mind and agreed to stay. 
At this point, totally confused but still sub- 
servient to Denny, Jim said that he too 
wanted to remain on the unit. Denny related 
that the reason he wanted to leave was that 
he felt the other four subjects viewed his 
father as a “dirty old drunk.” Although 
united in spirit, the men selected rooms at 
Opposite ends of the ward, ate at different 
tables, and proceeded to become members 
of different subgroups. Lastly, they each ex- 
pressed a preference for individual rather 
than joint sessions. 

Within the conjoint sessions, distance was 
maintained via verbal abuse, Denny supply- 
ing the abuse and Jim acting as the passive 
receptor. Occasionally, Denny expressed 
feelings of ambivalence toward his father, 
such as the alternating attraction and repul- 
sion contained in the following statement: 
“When I don’t see him for a long time | miss 
him, but when he’s around, I want to get 
away." 

Denny's more typical utterances were less 
ambivalent and, in fact, spiced with disdain 
and hatred. “I want to be better than my 
father ... he's a bum ... I'm disgusted with 
him. I look at these men and I see bums 
like my father ... I like to be around good 
people ... I hate to be reminded of my 
father.” Such abrasive statements from Den- 
ny would provoke typically passive replies 
from his father, such as, “I’m used to taking 
it from Denny ... what am I supposed to do? 
... take a crack at him? . . . I accept Denny’s 
criticisms I accept responsibility for 
what's happened to Denny." 

Although emotional outbursts occasion- 
ally surfaced, in the main each man adhered 
to his predetermined role as outlined earlier. 

As long as they remained sober their rela- 
tionship appeared carefully controlled, i.e., 
they defensively kept their distance. For 
both, the need to control their positive feel- 
ings and desires for closeness seemed to 
supersede any dissatisfaction with the style 
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of their relationship, that is, until they 
started drinking. 


Drinking 


Due to the wealth of clinical material that 
emerged during the drinking phase of the 
Study, an attempt has been made to abstract 
a few major themes as the sessions pro- 
gressed. Therefore the following material 
will be discussed within the context of these 
themes. Particular emphasis has been placed 
on material that contrasted strikingly, either 
in style or content, with material from the 
initial sober phase of the study. 

Ambivalence and Fluidity of Affects 

The separateness and aloofness that char- 
acterized the predrinking period quickly dis- 
solved once drinking began. Thus in an early 
drinking session Denny remarked that he had 
mixed feelings about his father. "I've done 
things to intentionally hurt him ... but I 
want him to stay with me... not to leave me 

- sometimes I like him and sometimes I 
don't." 

Sensing that he finally had Denny where he 
wanted him, Jim attempted to get Denny to 
admit that he really did like him. He related 
the following incident: “I'll say something 
now and I don't care if he likes it. When 
Denny escaped from the rehab center he came 
straight to me. I was drinking and I must have 
passed out. When I woke up, I had a nail and 
foot manicure. It had to be genuine affection 
to clean somebody's toe- and fingernails. l 
feel warmth, affection, and love for Denny.’ 
This was the first time that Jim could openly 
admit that he had positive feelings toward 
his son. à 

Apparently somewhat threatened by his 
father's confession and his own ambivalence, 
Denny proceeded to launch a bitter attack 
against Jim during the next few sessions. He 
would openly threaten his father either by 
Brabbing him by his shirt, pushing him 
against a wall, or challenging him to fight. 
"He wants somebody to knock him on his 
ass ... he eggs me on until I punch him in the 
mouth .. . I want to hit him." Before the next 
session, Jim proceeded to drink himself into 
à coma. Denny became depressed and said 
tearfully, “I don't want anything to happen 
to him." When Jim finally awoke, Denny 
helped him to shower and shave. He Te 
marked afterward as he stroked his father’s 
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nly shaven face, "I love my daddy ... 
did you get so clean, Daddy?" 
he desire by both men for warmth and 
ness could never be expressed during so- 
. Thus behind the sober veneer of cool- 
, distance, irritability, and truculent in- 
ndence lay an intense desire to hate, love, 
be loved once the drinking began. 
rgence of Hidden Themes 
uring the drinking period we were able to 
rye the emergence of themes that could 
be discussed when the subjects were sober. 
ce, on the third day of drinking, Denny 
taneously asked Jim to tell him the 
th about my mother.” He stated that he 
id heard that she was a nymphomaniac, a 
hore, He recalled walking in on his mother 
g sex with a man he did not know. Ap- 
ntly feeling guilty for saying these things 
ut his mother, he attempted to maintain 
tegrity by blaming Jim for whatever 
it have happened. 
In Subsequent sessions Denny became pre- 
Cupied with discussing his mother with 
In effect, he would exclude the therapists 
"from participation in the discussions, as if no 
were there except him and his father. 
y mother came from a nice, rich Jewish 
ily; you must have made her drink. Was 
ke ‘Days of Wine and Roses”? She had to 
P With other men to support us kids when 
left. The truth is you stay drunk so long 
you couldn’t take care of her. Just tell 
the truth, Daddy, I beg you.” With his 
ead bent, Jim replied, “Denny, your mother 
whore." 


revious session was in any way connected, 
aid that he could not remember anything 
the day before. It seemed that he now 
: Blu for depriving Denny of his idealized 
lother. 
onest Communication and Role Reversal 
Th addition to the marked personality 
nges that accompany the drinking exper- 
ce, the authors have been struck by the 
Oncomitant reversal of roles that frequently 
čcurs. For example, someone who had been 
g Out a passive, one-down, follower role 
sober, may often become the group 
er and be aggressive, autocratic, etc., 
drinking begins. 
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During this study it was unusual that both 
father and son would be equally intoxicated 
at one time. The person who was most drunk 
would tend to play the helpless, dependent, 
childlike role; the person who was relatively 
sober would take on the functions of caring 
for his helpless partner. The fact that these 
roles could be alternated seemed to relieve 
much of the pressure that they felt as a group. 

In addition to frequent role reversals, a 
progressive increase in honest communication 
with a concomitant decrease in guilt and hos- 
tility followed the course of drinking. Feel- 
ings of warmth and tenderness could be ex- 
pressed in a more open way; positive feelings 
could be expressed directly. The rigidly mas- 
ochistic stance Jim had maintained in deal- 
ing with his son gradually lessened. Both 
father and son became more flexible in deal- 
ing with each other. 


Postdrinking 


With the cessation of drinking both Denny 
and Jim made an about-face to their previous 
modus operandi. Initially, they were able to 
reflect on the drinking experience and at- 
tempted to synthesize some of their newer 
insights. Thus Jim was able to state that he 
could now be more open toward Denny with- 
out fear or guilt. In a similar way, Denny 
could recognize that he did have positive feel- 
ings toward his father. He remarked how he 
planned to return to work and that Jim 
wouldn’t have anything to worry about except 
to take care of their apartment. 

On the second postdrinking day, however, 
the system of sobriety was again operational. 
Jim began to attack the doctors for “taking 
away 28 days of my life. I want to get out of 
here and kiss this place goodbye.” In recon- 
structing what had occurred, it emerged that 
Denny had accused him of doing nothing 
but lying around and drinking, of being a 
“dirty old drunk." Unable to deal with. Den- 
ny's criticism directly unc he e CUM 

ive receptor, Jim’s only recourse 
[och the dodi who had tried to help 
him. Perhaps in some way aware of what he 
was doing, Jim commented, Its hard to 
resist Denny .-- the idea of leaving him is 


hard." 
Discussion x 
hronic alcoholism, the term 


In relation to € 
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“recidivism” has generally referred to the 
alcoholic’s frequent slips. In a different light, 
one may think of recidivism as the alcoholic’s 
tendency to revert back to his sober person- 
ality at the conclusion of a drinking spree, 
despite the fact that marked alterations in 
behavior and affective states have occurred 
during intoxication, i.e., his inability to syn- 
thesize the personality changes of the drink- 
ing experience. In the material presented it 
was apparent that the marked changes that 
occurred in Denny and Jim when drinking 
disappeared once drinking ended. 

A recent paper by Tamerin, Weiner, and 
Mendelson (5) commented on the expectan- 
cies and recall of drinking experiences in a 
group of chronic alcoholics. The authors 

noted that despite the fact that subjects could 
accurately perceive marked changes in them- 
selves when intoxicated, they frequently for- 
got these when drinking terminated, Perhaps 
related to these findings, Goodwin and asso- 
ciates (6), in a controlled study of state-de- 
pendent learning and recall with alcohol, 
were able to demonstrate that individuals 
could learn better if both learning and recall 
took place under alcohol conditions as con- 
trasted with learning when intoxicated and 
recalling when sober. Anecdotal material 
obtained from chronic alcoholics would tend 
to corroborate these findings. Thus the alco- 
holic will frequently state that he hid some- 
thing when he was drinking and could not 
remember where it was until he Started drink- 
ing again. 
In attempting to treat the chronic alco- 
holic, it is apparent that the therapist is 
immediately faced with two major problems. 
How does one make available the intense 
changes in affects and behavior that may only 
be manifested during periods of intoxication? 
How does one integrate these Changes into 
the sober state so that they may be dealt with 
in a productive manner? 

To date, the results of psychotherapy with 
chronic alcoholics have been less than satis- 
factory. In this group of socially isolated men 
it is indeed difficult to develop a sustained 
therapeutic relationship. In a concrete sense 
the patient has frequently left treatment be- 
fore any meaningful material has been dis- 
cussed. For those alcoholics who may choose 
to remain in therapy for a while, the therapist 
soon becomes aware of what denial and re- 
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pression mean. These mechanisms often 
prove to be insurmountable obstacles to 
classical psychotherapy. 

Thus far the use of alcohol in the study of 
chronic alcoholism has largely been limited 
to biochemical and physiological investiga- 
tions. Judging from our experience with the 
two men in this study, it would appear that 
the use of this agent might also be applied 
to further research in treatment for the chron- 
ic alcoholic. For example, used in a controlled 
research setting under the direction of a 
trained therapist, alcohol may serve to foster 


a more meaningful therapeutic relationship 
and provide a vehicle for the constructive ex- 
amination of previously isolated or hidden 
affects and themes. 

One obvious shortcoming in the treatment 
of Jim and Denny was the lack of an adequate 
period for working through the many changes 
that had emerged during the drinking phase 
of the study. Thus the men could not really 
integrate and synthesize the period of inebri- 
ation with their sober state. In an attempt to 
aid synthesis and integration of affects and 
feeling states, Paredes and associates (7) have 
instituted the use of video tape combined 
With alcohol ingestion in the treatment of 
chronic alcoholics. The authors have stated 
that their patients seemed more receptive to 
conventional psychotherapy after having 
watched films of themselves when they were 
intoxicated than might have been anticipated 
from the usual therapeutic experiences with 
chronic alcoholics. 

In addition to research with individuals 
and groups, the use of alcohol may also be of 
theoretical or research interest in the area of 
the alcoholic family setting. For example, 
the various hypotheses concerning the wife 
of the alcoholic would be better substantiated 
by directly observing her behavior when her 
husband is allowed to drink. The evidence 
to date suggests that alcohol and drinking 
seem to vary widely from family to family. 
In some family constellations the initiation 
of drinking by one member of the family 
may serve as a signal that the system is e 
Periencing stress. In other families alcoho 
may be used as a stabilizing factor, helping 
to satisfy unconscious intrapsychic needs, 
solidifying and clarifying role performance, 
Controlling aggression, etc. 

Therapeutic efforts with such families can 
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easily come to grief if the therapist does not 
accurately read which function alcohol ac- 
tually plays. If, for example, he advises ab- 
stinence as a rigid rule, the family of the sec- 
ond type will, in all likelihood, experience 
increasing anxiety and symptomatology. On 
the other hand, advice to a wife that her hus- 
band's condition cannot be changed would 
lead a wife of the first type to feel increasingly 
depressed and hopeless. 

We feel that it is difficult, if not impossible, 
to appreciate the total personality structure 
of an individual alcoholic if one sees him 
only in the sober state. For example, despite 
the fact that studies in experimental drinking 
have been going on for some years now, it is 
still impossible for us to predict, based on 
his predrinking behavior, how an alcoholic 
will act when drinking begins. This particular 
Study further demonstrates that the same 
thing seems to hold true for an interactional 
system involving alcoholics—in this instance 
a father and son, but in all likelihood also 
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true for complete families or other groups. 


REFERENCES 


l. Lemere F: The nature and significance of brain 
damage from alcoholism. Amer J Psychiat 113: 
361-362, 1956 

2. Chassell J; Family constellation in the etiology of 
essential alcoholism. Psychiatry 1:473-503, 1938 

3. Mendelson JH, LaDou J, Solomon P: Experimen- 
tally induced chronic intoxication and withdrawal 
in alcoholics: II. Psychiatric findings. Quart J 
Stud Alcohol (suppl 2):40-52, 1964 

4. Tamerin JS, Mendelson JH: The psychodynamics 
of chronic inebriation: observations of alcoholics 
during the process of drinking in an experimental 
group setting. Amer J Psychiat 125:886-899, 1969 

5. Tamerin JS, Weiner S, Mendelson JH: Alcoholics’ 
expectancies and recall of experiences during in- 
toxication. Amer J Psychiat 126:1697-1704, 1970 

6. Goodwin DW, Powell B, Bremer D, et al: Alcohol 
and recall: state-dependent effects in man. Science 
163:1358-1360, 1969 

7. Paredes A, Ludwig KD, Hassenfeld IN, et al: A 
clinical study of alcoholics using audio-visual self- 
image feedback. J Nerv Ment Dis 148:449-456, 1969 


Behavioral Tolerance to Alcohol 
in Moderate Drinkers 


BY DONALD W. GOODWIN, M.D., BARBARA POWELL, PH.D., 
AND JOHN STERN, PH.D. 


Alcohol was administered to young male 
volunteers with a history of light or mod- 
erate drinking. Subjects with the greatest 
drinking experience performed significantly 
better on a motor task and took fewer 
risks” than did subjects with less drinking 
experience. Drinking history did not cor- 
relate with cognitive performance, indicat- 
ing that tolerance to alcohol occurs in mod- 
erate drinkers but does not equally affect all 
ÜPes of functioning. Tolerance was not 
associated with an increased rate of alcohol 
metabolism. 


E IS GENERALLY recognized that prolonged 
creonsumption of alcohol leads to à de- 
ĉase in the behavioral effects of alcohol. 
Pineau ) 
Washi authors are with the Department of Psychiatry, 
mhington University School of Medicine, 4940 Audu- 
Avenue, St. Louis, Mo. 63110, where Dr. Goodwin 
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Tolerance is a well-known characteristic of 
alcohol addiction and, according to Jelli- 
nek, occurs only after many years of heavy 
drinking (1). The purpose of this study was 
to determine whether tolerance to alcohol 
can be observed in young men with a his- 
tory of moderate drinking. 


Method 


: d- 

The subjects were 48 male freshman me 
ical students (mean age: 23). A detailed 
drinking history was obtained and the men 
were ranked according to the extent of pre- 
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BEHAVIORAL TOLERANCE TO ALCOHOL 


TABLE 1 
Median Scores for Tasks Performed by Intoxicated Subjects 


LIGHT DRINKERS 


HEAVY DRINKERS 


MEASURE IN 212) (N 212) U VALUES SIGNIFICANCE 
Avoidance 527 -555 47 n.s. 
Risk taking 15 44 42 p<.05 
Rote learning 16.1 15.6 62 ns. 
Motor performance 9.3 110 20 p«.001 


vious drinking. The lightest drinker had 
consumed only a few drinks in his lifetime; 
the heaviest drinker drank in moderation 
several times a week and became intoxi- 
cated about once a month. The others fell 
between these extremes. Ranking was based 
on the quantity-frequency-variability classi- 
fication of Cahalan and associates (2). 

The subjects were randomly assigned to 
two groups. One group received 1.2 gm. of 
alcohol per kilogram of body weight over 
a one-hour period; each of these subjects 
consumed 250 to 300 ml. of 80-proof vodka, 
diluted in a soft drink. The other group re- 
ceived equivalent amounts of the soft drink. 
Blood alcohol determinations were obtained 
a half hour after drinking ended. 

At the end of the drinking period, a battery 
of tests was administered. These included an 
avoidance task to measure complex learning 
and latency of response, a verbal rote learn- 
ing task to measure recall, and a pursuit 
rotor task to measure motor performance. 
These tasks were chosen to determine: 1) 
whether relatively heavy drinkers show less 
impairment from alcohol than do relatively 
light drinkers; 2) whether certain measures 
are more sensitive to tolerance than other 
measures; and 3) whether tolerance, if ob- 
served, is correlated with the concentration 
of alcohol in the blood. 

In the avoidance task, four patterns of 
lights were randomly presented. Each pat- 
tern could be extinguished by a specific 
switch that could be controlled by hands 
or feet. An incorrect response or failure to 
respond resulted in the presentation of an 
obnoxious tone. The task was continued 
until 20 correct responses were made. Per- 
formance was measured as the ratio of cor- 
rect responses to total responses. 

In addition, latency of response was re- 
corded to evaluate “risk taking" behavior. 
This was accomplished by calculating for 
each subject the total latency time (in sec- 

onds) for correct choices and the total 
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latency time for incorrect choices and sub- 
tracting the latter from the former; the re- 
mainder was the measure of performance. 
The term “risk taking" was applied because 
of the assumption that low risk takers would 
study the situation for a longer period be- 
fore making an incorrect choice than before 
making a correct choice and thus have larger 
remainders than high risk takers. N 

The rote learning task involved memoriz- 
ing four five-word “sentences” of varying 
meaningfulness. Performance was measured 
in terms of errors of sequence and omission 
(3). 

A pursuit rotor was used to evaluate 
motor performance. The object of the task 
was to maintain contact between a hand- 
held stylus and a narrow track on a rotating 
turntable. The subjects were given twelve 
30-second trials on a triangular pattern at 
a speed of 50 r.p.m. with 15-second intertrial 
intervals. Scores were expressed as the mean 
number of seconds on target. 


Results and Discussion 


To analyze the data, both the alcohol 
and nonalcohol groups were divided into 
two equal-sized subgroups containing 
drinkers with the greatest drinking experi- 
ence in one and those with the least drink- 
ing experience in the other. Group differ- 
ences for the subgroups were calculated 
using the Mann-Whitney U test (4) and one- 
tailed test for significance. When heavy 
and light drinkers! were compared in the 
experimental (alcohol) group, heavy drinkers 
showed significantly less impairment On 
the motor task and took significantly fewer 
risks (see table 1). In the rote learning and 
complex learning tasks, there was no sig- 


' “Heavy drinkers” refers to the 50 percent of um 
sample that had the greatest drinking experience; ! 
does not necessarily imply excessive drinking. None o 
Our subjects was an alcoholic in the sense of having 
problems because of his drinking. 
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nificant difference between the perfor- 
mances of heavy and light drinkers. 

In the control group, heavy and light 
drinkers performed equally well on all mea- 
sures, indicating that differences in the ex- 
perimental group were based on a relation- 
ship between the effects of alcohol and past 
drinking history and were not due to other 
variables favoring superior performance by 
the heavy drinkers. The range of drinking 
histories in the experimental and control 
groups was essentially the same, as were 
age and scholastic record. 

The median blood alcohol concentration 
was 110 mg./100 ml. in the heavy drinker 
group and 105 mg./100 ml. in the light drink- 
er group. The difference was not statistically 
significant. 

From this study it appears that behavioral 
tolerance to alcohol can be demonstrated 
in young men who drink regularly but only 
Occasionally to excess. Tolerance, however, 
seems to be selective, involving a reduction 
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of the effects of alcohol on neuromuscular 
coordination but not on intellectual func- 
tioning. Experienced drinkers also appar- 
ently take fewer risks when drinking than 
do less experienced drinkers, assuming that 
our measure of risk-taking applies to other 
forms of behavior. Tolerance was not as- 
sociated with increased metabolism of al- 
cohol according to our determinations of the 
blood alcohol. 
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The Michigan Alcoholism Screening Test: 
The Quest for a New Diagnostic Instrument 


BY MELVIN L. SELZER, M.D. 


The Michigan Alcoholism Screening Test 
(MAST), devised to provide a consistent, 
quantifiable, structured interview instrument 
a detect alcoholism, consists of 25 questions 
at can be rapidly administered. Five groups 
pue given the MAST: hospitalized alcohol- 
T a control group, persons convicted of 
unk driving, persons convicted of drunk 
and disorderly behavior, and drivers whose 
ve were under review. The validity of 
EST was assessed by searching the rec- 
m of legal, social, and medical agencies 
inal reviewing the subjects’ driving and crim- 
c records. The MAST responses of 15 
aie who were found to be alcoholic in 
bs record search were analyzed to determine 
ere the screening failures had occurred. 
ommendations are made for reducing 
e number of such “‘falsé negatives." 
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NUMBER OF definitions and classifica- 

tions of alcoholism are now in use and 
new ones continue to appear. Most of the 
definitions are couched in terms so broad 
that their diagnostic usefulness is often lim- 
ited to patients who are grossly alcoholic. 
Investigators attempting to determine rates 
of alcoholism have dealt with this nosologi- 
cal gap in à variety of Ways. Some have S 
nored the concept of alcoholism and divide 
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subjects into light, medium, and heavy drink- 
ers with the implication that many “heavy” 
drinkers have a drinking problem. The draw- 
back here is that the heavy drinking group 
encompasses both people who do and people 
who do not have problems attributable to 
alcohol. Another problem is that alcoholics 
frequently tend to underestimate their alco- 
hol intake. 

Another approach employed to remove 
uncertainty regarding diagnosis has been to 
use only verifiable facts. Thus, Waller (1) 
relied on such criteria as arrests for drunken- 
ness and drunk driving, treatment for alco- 
holism in hospitals, and the records of social 
agencies. In this approach one is forced to 
trade certainty of diagnosis for a gross under- 
statement of the incidence of alcoholism 
since substantial numbers of alcoholics never 
get arrested for drunkenness offenses and are 
not seen at public agencies. Other considera- 
tions make the use of physical findings an im- 
practical and unpredictable method for de- 
tecting alcoholism, particularly for screen- 

ing relatively large populations (2). 

The Michigan Alcoholism Screening Test 
(MAST) was devised to provide a consistent, 
quantifiable, structured interview instrument 
for the detection of alcoholism! that could 
be rapidly administered by nonprofessional 
as well as professional personnel. The MAST 
consists of 25 questions, many of which have 
also been used by other investigators in sur- 
veys of alcoholism (3-5). Some of the ques- 
tions are sufficiently neutral that persons re- 
luctant to see themselves as problem drinkers 
may reveal their alcoholic affliction. Ques- 
tions related to amounts of alcohol con- 
sumed were not used because of the vague re- 
sponses they evoke. Where the MAST is used 
for screening purposes, clinical confirmation 
may occasionally be required. 

One potential obstacle to the use of a ques- 
tionnaire as a screening method is a lack of 
candor by respondents. Alcoholics have 

many conscious and unconscious motives for 
hiding their drinking problems (6). We 
sought a method of validating the MAST 
questionnaire that would permit an analysis 
of the failures and subsequent modifications 


‘Since there do not appear to be any universally ac- 
cepted criteria for distinguishing alcoholism from prob- 
lem drinking, the terms are used interchangeably in this 


paper. 
[90] 
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to reduce such failures. 
Method 


Five different groups were given the MAST: 
hospitalized alcoholics, a control group, 
drivers convicted of driving under the influ- 
ence of alcohol, persons convicted of drunk 
and disorderly behavior, and drivers who 
had incurred 12 penalty points in two years 
for moving violations and accidents. Non- 
drivers and teetotalers were excluded from 
the study. All MAST interviews were con- 
ducted by medical students and social 
workers. Less than two percent of those 
approached refused to answer the MAST 
questions. 

The MAST was administered seriatim 
during 1966 to 75 white males admitted to a 
nonprofit hospital devoted exclusively to the 
treatment of alcoholism and to 41 white males 
consecutively admitted because of alcoholism 
to the Ypsilanti State Hospital. The current 
hospitalization was not counted in the MAST 
score. . 

The control group consisted of 67 white 
male blue-collar employees of the University 
of Michigan and 36 white males randomly 
selected from patients visiting the university's 
allergy clinic. Respondents who were obvious- 
ly alcoholic, as determined by their responses 
to the MAST, were excluded from the study. 
The results of administration of the MAST 
are shown in table 1. The hospitalized alco- 
holics and controls had similar socioeconomic 
characteristics and age distributions. Thirty 
percent of the subjects in the two groups were 
in the upper three social class levels and 70 
percent were in classes 4 and 5 of the Hol- 
lingshead scale (7). The respective mean 
ages of the hospitalized alcoholics and con- 
trols were 44 years(range: 22-73 years) 
and 41 years (range: 19-63 years). 

On the basis of a visual analysis of the per- 
centage distributions of the responses of the 
hospitalized alcoholics and controls, as well 
as clinical knowledge of the alcoholism syn- 
drome, the most discriminatory questions 
were given greater weight as reflected in the 
point system shown in table 1. In general, 
questions that were highly discriminating 
were given a value of two points and others 
were assigned a one-point value. An euius 
response to question 9, 20, or 21 was consic” 
ered diagnostic and was assigned a value © 
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TABLE 1 
MAST Responses of Hospitalized Alcoholics and Nonalcoholic Controls (in Percents) 


ALCOHOLICS — NONALCOHOLICS 
(N=116) (N=103) 

POINTS QUESTIONS YES NO YES NO 
2 *1. Do you feel you are a normal drinker? 14 86 99 1 
2 2. Have you ever awakened the morning after some drinking the night 

before and found that you could not remember a part of the evening 

before? 80 20 18 82 
1 3. Does your wife (or parents) ever worry or complain about your drinking? 86  12'* 7 93 
2 *4. Can you stop drinking without a struggle after one or two drinks? 34 66 98 2 
1 5. Do you ever feel bad about your drinking? 91 9 6 94 
2 *6. Do friends or relatives think you are a normal drinker? 15 oss 99 1 
0 7. Do you ever try to limit your drinking to certain times of the day or to 

certain places? 53 47 11 89 
2 *B. Are you always able to stop drinking when you want to? 36 64 96 4 
5 9. Have you ever attended a meeting of Alcoholics Anonymous (AA)? 65 35 0 100 
1 10. Have you gotten into fights when drinking? 30 70 9 91 
2 11. Has drinking ever created problems with you and your wife? 66 22t if 86t 
2 12. Has your wife (or other family member) ever gone to anyone for help 

about your drinking? 37 63 o 100 
2 13. Have you ever lost friends or girlfriends/boyfriends because of drinking? 46 54 1 99 
2 14. Have you ever gotten into trouble at work because of drinking? 52 48 0 100 
a 15. Have you ever lost a job because of drinking? 39 61 0 100 
2 16. Have you ever neglected your obligations, your family, or your work for 

two or more days in a row because you were drinking? 61 39 o 100 
1 17. Do you ever drink before noon? 85 15 22 78 
2 18. Have you ever been told you have liver trouble? Cirrhosis? 31 69 1 99 
2 19. Have you ever had delirium tremens (DTs), severe shaking. heard voices 

or seen things that weren't there after heavy drinking? 49 51 o 100 
5 — 20. Have you ever gone to anyone for help about your drinking? 28 72 o 100 
5 21. Have you ever been in a hospital because of drinking? 45 55 1 99 
2 22. Have you ever been a patient in a psychiatric hospital or on a psychiatric 

ward cf a general hospital where drinking was part of the problem? 21 79 o 100 
2 23. Have you ever been seen at a psychiatric or mental health clinic, or 

gone to a doctor, social worker. or clergyman for help with an 0 100 

emotional problem in which drinking had played a part? 31. 63 
2 24. Have you ever been arrested, even for a few hours. because of drunk d bi 4 96 

behavior? 
2 25. Have you ever been arrested for drunk driving or driving after drinking? 45 55 1 99 


Negative responses are alcoholic responses, 


` Three (three percent) gave no response to this question 


t Fourteen (12 percent) of the alcoholics and seven (seven percent) of 


five points. A scoring system was formulated 
that yielded a minimum number of false posi- 
tives (controls who scored above the criterion 
levels) and a minimum number of false nega- 
lives (hospitalized alcoholics who scored 
elow the criterion levels). A score of three 
Points or less was considered nonalcoholic, 
à score of four points was suggestive of alco- 
lim, and a score of five points or more 
ndicated alcoholism (table 2). 

p MAST was then administered seriatim 
al two groups expected to have high rates of 
äcoholism: 99 drivers convicted of driving 
Under the influence of liquor (DUIL) and 110 
Persons convicted of drunk and disorderly be- 
Vor (D&D). These subjects were inter- 
viewed at the Ann Arbor Municipal Court 
'mmediately following conviction. The ar- 
"est that brought the subject into the study 
V5 not counted in the MAST scoring total. 
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* Two (two percent) were single, with both parents out of the picture. 


the control group were single. 


Finally, the MAST was administered seri- 
atim to 98 Washtenaw County drivers at the 
time they underwent a license review (LR) 
interview at the Driver Services Division of 
the Michigan Department of State because 
of excessive accidents and moving violations 
incurred over a two-year period. The M AST 
responses of the three groups were scored us- 
ing the point system shown in table | and 
appear in table 2. In the three groups women 
and blacks constituted, respectively: DUIL 
—eight and 14 percent, D&D—five and ten 
percent, and LR—three and ten percent. 
Respective mean ages In the three groups 
were 35 years (range: 18-66 years), 34 die 
(range: 17-69 years), and 25 years aes 
17-69 years). The socioeconomic status a 
the three groups was comparable to that 2 
the hospitalized alcoholic and contro 


groups. 
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TABLE 2 
Distribution of MAST Scores 
CONTROLS HOSPITALIZED DRUNKEN DRUNK AND LICENSE REVIEW 
(N= 103) ALCOHOLICS (N= 116) DRIVERS (N =99) DISORDERLY (N=110) (N=98) 

POINTS NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT NUMBER PERCENT 
0-3 90 87 1 1 39 39 37 34 82 84 

4 8 8 1 1 6 6 8 7 5 5 
5-50 5 5 114 98 54 55 65 59 11 11 


To assess the validity of the MAST by ob- 

taining independent evidence of problem 
drinking, the records of every medical facil- 
ity and social agency in Washtenaw 
County—16 in all—were reviewed for the 
names of the MAST respondents in these five 
groups and their family members. In addition, 
the records of a nearby hospital specializing 
in the treatment of alcoholism and those of 
the county probation department were re- 
viewed. To obtain information regarding ar- 
rests for drunkenness and drunk driving 
arrests, respectively, complete arrest records 
and traffic records were obtained from the 
Michigan State Police and the Driver Ser- 
vices Division of the Department of State. 
(If a subject had resided in another state for 
six or more months at any time during the 
five-year period prior to his MAST inter- 
view, the driving violation record was ob- 
tained from that state. The arrest record al- 
ready included arrests in other States.) 

A validation score for each subject was de- 
rived from the drinking-related data obtained 
from the medical-social and driver-criminal 
records, The validation score was based partly 
on the application of the MAST criteria and 
scoring system to alcohol-related informa- 
tion found in the records listed above. How- 
ever, much of the problem drinking behavior 
reported in the records was related to de- 
scriptions of excessive drinking (“frequently 
arrived home drunk,” “regularly drank up 
all family funds”), Therefore, an additional 

two points were included in the validation 
score for reports of excessive or uncontrolled 
drinking. 

The validation scoring system also devi- 
ated from the original MAST scoring in that 
two points were included in the validation 
drunken driving or drunk and disorderly con- 
duct, whereas in the MAST itself no more 
than two points were counted for each cate- 
gory of arrest. Hence the sum of all points 
derived from the record search (MAST 
criteria, plus two points for one or more 


[92] 


descriptions of uncontrolled drinking, plus 
two points for each additional DUIL or D&D 
arrest) constituted the validation score. A 
validation score of three or less was con- 
sidered nonalcoholic, four points were sug- 
gestive, and five or more points denoted 
alcoholism. 


Results 
MAST Scores 


The distribution of MAST scores for the 
five groups under study are shown in table 2. 
Although obvious alcoholics were excluded 
from the control group, five controls were 
found to be in the alcoholic range after the 
scoring system was selected. The five control 
subjects’ MAST scores ranged from five to 
seven, placing them in a relatively low alco- 
holic range. 

More than half of the persons convicted 
of DUIL and D&D offenses received alco- 
holic scores when given the MAST (table 2). 
Fifty-four (55 percent) of the DUIL group 
and 65(59 percent) of the D&D offenders 
received scores of five points or more. There 
was virtually no difference between the two 
groups in the proportions falling within the 
alcoholic, suggestive, and nonalcoholic cate- 
gories. However, 34 (63 percent) of the 54 
alcoholic DUIL drivers scored within the 
lowest alcoholic range (five to ten points), 
compared with only 25 (38 percent) of the 
65 alcoholic D&D offenders. Thus, the 
MAST responses for the two groups pro- 
vide some substantiation for the idea that 
there are more severe alcoholics among the 
drunk and disorderly offenders. . 

The ability of the MAST to categorize as 
alcoholic over half of the persons in two 
groups in which a high incidence of undis- 
closed problem drinking was expected is €n- 
couraging. However, it was somewhat sur- 
prising that only 59 percent of the drunk 
and disorderly offenders received alcoholic 
Scores. This may prove to be a function 9 
the relatively youthful population of Ann 
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Arbor; exactly half of the drunk and dis- 
orderly group were under 30 and of these 
only 44 percent scored five or more points, 
in contrast to 75 percent of those who were 
30 years and older. Since the questionnaire 
js based on certain drinking behaviors and 
their consequences, younger persons have 
often not yet developed the social, medical, 
and legal sequelae necessary to place them in 
the alcoholic range. 
The 98-person license review group had 
only 11 drivers in the alcoholic range, eight 
of whom scored in the lowest alcoholic range 
(live to ten points). 
Table 3 summarizes the validation scores 
of subjects for whom a record of alcohol 
abuse was found. It provides an immediate 
comparison between the screening effective- 
ness of a search of agency records and the 
Michigan Alcoholism Screening Test. Using 
five or more points as a criterion level for both 
the MAST and the validation score derived 
from an agency record search, the respective 
Proportions of suspected alcoholics found 
Were: control group—five and one percent, 
DUIL—55 and 25 percent, D&D—S9 and 
40 percent, and LR— 11 and 11 percent. 
False Negatives 
a major concern of any questionnaire that 
ES m. the responses of alcoholics is the 
the Rie s penchant for denial (6). Hence, 
a Possibility of false negative results was 
peiiticular interest, A total of 15 subjects 
E, de in the nonalcoholic range when 
be al 3 MAST were subsequently found to 
ive coholic by virtue of a validation score of 
AM more points. Of these 15 subjects, one 
b gisantzol, with a MAST score of zero 
thor aa previously been seen at the Ann 
E. eterans Administration | Hospital, 
b niversity of Michigan Hospital, and a 
Ebene: agency. Information obtained 
Quent aese agencies revealed a history of fre- 
lis d intoxication, amnesic episodes follow- 
rinking bouts, and attempts to obtain 
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help for his drinking problem. 

The remaining 14 subjects in the false 
negative group, who scored from one to 
four points on the MAST, included two of 
the hospitalized alcoholic group, four of the 
DUIL group, six of the D&D group, and two 
LR drivers. In scrutinizing the discrepancies 
between the MAST responses and the results 
of the record search for all 15 false negative 
subjects it was noted that eight of the false 
negative group had not revealed one or more 
drunk and disorderly arrests and four had 
failed to reveal DUIL arrests. Four of the 
false negative group had not mentioned a 
hospitalization for alcoholism in the MAST 
interview and eight had records that men- 
tioned frequent and excessive drinking. 


Discussion 


Some difficulty was encountered in arriving 
at a scoring system. A scoring procedure that 
is complex or difficult to comprehend will 
not be used by busy practitioners and court 
administrators. Discriminant analysis tech- 
niques were initially applied to the MAST 
data in order to derive a statistically sophis- 
ticated scoring method. Although these were 
useful for evaluating the MAST results, it was 
obvious that any scoring system based on 
the discriminant analysis would be cumber- 
some. Suffice it to say that the discriminant 
analysis provided end results very similar to 
the scoring method used here, a method based 
on data obtained from the alcoholic and con- 
trol groups along with clinical familiarity 
with the alcoholism syndrome. 

The superiority of the MAST over a search 
of the records of medical, legal, and social 
agencies is evident from the foregoing data. 
The MAST not only revealed more persons 
as problem drinkers, but also offered the 
advantage of taking approximately 15 min- 
utes per subject to complete. Even if they are 
automated, agency record searches are apt to 
be more expensive and time consuming. 
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TABLE 3 ; 
ies 
Distribution of Validation Scores Based on Records of Medical, Legal, and Social Agenci 
K AND LICENSE REVIEW 
“n= 103), MERS (Ne pIsoRDERLY (N=110) (N=98) 
E NUMBER V encENT Dn N SERCENT NUMBER PERCENT NUMBER PERCENT 
3 31 66 67 
y " F 7 f i 5 o 0 
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Other short-comings of a record search are 
that many alcoholics come for help relatively 
late in their alcoholic careers or are treated 
in private facilities. Agency descriptions are 
often cursory and variable, and statements 
made about alcohol consumption and alco- 
holic behavior are difficult to evaluate. 
Finally, many medical and social agencies 
will not permit record searches because of 
the confidential nature of their work. 

Although only 15 persons who were orig- 

inally classified as nonalcoholic in the MAST 
testing were subsequently found to be alco- 
holic, it would be naive to presume that at 
least that many more alcoholic respondents 
did not successfully wend their way through 
the MAST leaving little or no clue to an ex- 
isting alcohol problem. Ewing (8) has raised 
the spectre of the perishability of alcoholism- 
related questions. Certainly, many alcoholics 
learn that particular phenomena are indica- 
tive of alcoholism and are then apt to dis- 
claim such practices, 

There is some evidence, however, that 
most alcoholics have difficulty prevaricating 
in a consistent fashion—that their depen- 
dency and their genuine need to be rescued 
from alcoholism result in at least occasional 
accurate responses when they are answering 
à series of questions related to their alco- 
holism. In a recent experiment using the 
MAST, 99 hospitalized alcoholics were care- 
fully instructed to lie about their drinking 
problems—in effect, to deceive the interview- 
er. Despite these instructions, and again us- 
ing a five-point criterion level, no less than 
92 percent disclosed sufficient information 
for them to be classified as alcoholics (9). 

The 15 false negatives offered an opportu- 
nity to study where the MAST failed in or- 
der to improve its effectiveness as a screening 
instrument. Many of the false negative group 
were found to be alcoholic because of rec- 
ords that showed frequent intoxication with 
inimical consequences and/or an undisclosed 

arrest for drunken driving or drunk and dis- 
orderly behavior. Since it is difficult at best 
to get accurate responses from alcoholics re- 
garding degrees of inebriety, a fruitful area 
for improving screening results appeared to 
be inclusion of charges for drunk driving or 
drunk and disorderly behavior. Such arrests 
are in the public domain and are readily docu- 
mented. If arrest records had been obtained 
to supplement the MAST scores for the 15 
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false negatives, with two points added to the 
MAST for each such arrest and using five 
points as a criterion level, 11(73 percent) 
of the 15 false negatives would have been 
classified in the alcoholic range. Hence it is 
suggested that, for maximal screening effec- 
tiveness, the MAST and arrest records be 
used conjointly. 


Conclusions 


The Michigan Alcoholism Screening Test 
appears to provide an effective means of find- 
ing alcoholics in the populations used in this 
study. Relatively few of the 307 persons in 
the DUIL, D&D, and LR groups who were 
alcoholics were not detected by the MAST. 

Recommendations for future use of the 
MAST include altering the scoring system 
so that each arrest for driving while intoxi- 
cated or for drunkenness is counted as two 
points. A positive response to question 19. 
which reveals a history of delirium tremens, 
should be counted as five points, hence diag- 
nostic. To achieve maximal effectiveness, 
the MAST and arrest records should be used 
conjointly since alcoholics often fail to admit 
such arrests. 
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Alcohol and Memory: 
Amnesia and Short-Term Memory Function 
During Experimentally Induced Intoxication 


BY JOHN S. TAMERIN, M.D., SHELDON WEINER, M.D., ROGER POPPEN, PH.D.. 
PETER STEINGLASS, M.D., AND JACK H. MENDELSON, M.D. ji 


This study represents the first attempt to ex- 
amine the alcoholic blackout during a sus- 
tained period of experimental intoxication. 
Thirteen male alcoholics with histories of 
blackouts drank large amounts of beverage 
alcohol for 12 to 14 days. Daily assessments 
of short-term memory and 24-hour recall 
were made. Short-term memory was signif- 
icantly and progressively impaired with in- 
creasing levels of intoxication. Impairment 
of 24-hour recall was also related to level of 
intoxication on the preceding day. Blackouts 
occurred, particularly among subjects with 
impaired short-term memory function. Con- 
versely, subjects with intact short-term mem- 
ory had normal 24-hour recall. 


FREQUENTLY OBSERVED but poorly un- 
holi derstood symptom associated with alco- 
olism is the “blackout.” This amnesia for 
pep ccant events that have occurred during 
fri YES episode can be a confusing and 
fact E experience for the alcoholic. In 
VR o prs alcoholics with histories of black- 
ity i s m we have interviewed, the major- 
RS n icated that they were more concerned 

Out this aspect of their alcoholism than 
about any other. 
eins attempting to understand the 
be € of this memory impairment have also 
en perplexed. Some deny that any real 
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impairment of memory has occurred and 
view the blackout as malingering, assuming 
that all events have been registered and re- 
called by the alcoholic but are consciously 
withheld to avoid responsibility or punish- 
ment. Among those who accept the blackout 
as a genuine defect in memory, one group of 
explanations suggests that impairment in re- 
call is attributable either to state-dependent 
learning, which interferes with memory re- 
trieval in a different physiologic state (1, 2), 
or to the dynamic force of repression, which 
prevents conscious awareness of painful 
memories. An alternative hypothesis focuses 
on the toxic, depressant effect of alcohol on 
the central nervous system, with a concomi- 
tant impairment of memory registration or 
consolidation (3). Such theories regarding 
the mechanism of the blackout have had to 
remain speculative, however, since this phe- 
nomenon had not been studied experimen- 
tally, nor had studies been done on the ef- 
fects of alcohol on the short-term memory 
function of alcoholics. 

The purposes of this study were: 1) to 
determine whether blackouts would occur 
during a sustained period of experimental 
intoxication in a setting where there would 
be little or no secondary gain for forgetting; 
2) to examine the effects of sustained intoxi- 
cation on short-term memory function of 
alcoholics; and 3) to correlate blackouts, 
should they occur, with the level of alcohol 
in the blood on the preceding day, the dura- 
tion of drinking, and short-term memory 


function. 


Methods 


Thirteen male alcoholic volunteers be- 
tween the ages of 26 and 49 (mean age: 40.9), 
all with histories of repeated blackouts asso- 
ciated with intoxication, were brought to the 
Alcohol Study Unit at Saint Elizabeths Hos- 
pital. All were in good physical health with 
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no evidence of psychosis, organic mental im- 
pairment, or memory defects while they 
were sober. All gave histories of physiologic 
dependence on alcohol; four had experienced 
delirium tremens. 


The study consisted of a ten-day baseline 
period, followed by a free-choice drinking 
period of 12 to 14 days during which the 
subjects could obtain up to a quart of 100- 
proof beverage alcohol each day. During the 
drinking period, blood alcohol levels were 
obtained three times a day by means of a 
Breathalyzer (4). 


Short-term memory function was assessed 
daily by the use of two test instruments: a 
picture test and a modified Wisconsin box 
test. The picture test, which changed for each 
presentation, measured recall of four famil- 
iar items (e.g., car, dog, chair, and flag). Sub- 
jects were permitted to observe these pictures 
for 30 seconds, Recall was then assessed at 
five seconds, one minute, and five minutes. 
The five-second score was assumed to reflect 
registration or immediate memory, while the 
one-minute and five-minute scores were felt 
to reflect short-term recall. 


The modified Wisconsin box test utilized 

a small tool box consisting of 30 identical 

' compartments. The experimenter placed a 

chip at random in one of the compartments; 

the subject acknowledged that he had per- 

ceived the location of the chip. The box was 

turned around and then returned to its initial 

position where recall was tested at delay in- 

tervals of five seconds, one minute, and five 
minutes. 


Both the Picture and box tests were per- 
formed twice at each period of testing. 


The blackout (amnesia on the following 
day) was assessed each morning by asking 
the subjects ten standardized questions about 
activities of the preceding day (e.g., meals, 
staff personnel, ward activities). Answers 
provided a rough quantification of 24-hour 
recall that was designated the blackout 
score. 

Cigarettes were awarded for correct re- 
sponses on the tests; these were the only cig- 

arettes available to the subjects during the 
study. Since all were heavy smokers, the aim 
of using cigarette reinforcement was to max- 
imize attention and motivation during the 
testing procedure. 
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FIGURE 1 
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The Effects of Alcohol on Short-Term 
Memory Function 


In evaluating the effects of intoxication on 
short-term memory function, scores on the 
picture and Wisconsin box tests were com- 
bined to form a composite memory score 
for the various time delays. This was done 
because statistical analysis of the results of 
both tests showed essentially the same alco- 
hol effects over time. The short-term mem- 
ory score is represented in figure | as the per- 
centage of items that were recalled at the 
specified time intervals following presenta- 
tion of the stimulus. : 

None of the subjects demonstrated sig- 
nificant impairment of registration or recall 
during Sobriety; subjects recalled 95 percent 
of the material presented five minutes ear- 
lier. At moderate levels of intoxication (less 
than 200 mg./100 ml.) five-second recall 
(registration) remained essentially normal 
(94 percent). However, recall at one minute 
following stimulus presentation fell to 81 
percent (p«.001) and by five minutes had 
fallen to 66 percent (p«.001). At higher lev- 
els of intoxication (more than 200 mg./100 
ml.) there was an impairment of memory 
registration as five-second recall fell to 89 
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percent (p<.001). Recall at one and five 
minutes continued to decrease significantly 
to 68 percent (p<.001) and 45 percent 
(p<.001). This indicated that at high lev- 
els of intoxication these subjects forgot over 
50 percent of normally memorable material 
infive minutes 

Only eight of the 13 subjects achieved 
blood alcohol levels of 250 mg./100 ml. or 
more at time of testing. Consequently, their 
scores at this level of intoxication could not 
be statistically compared with the total sam- 
pl. Examined separately, however, the 
mean percentage of five-minute recall for 
these eight subjects when they reached this 
level of intoxication was 27 percent, suggest- 
ing that they had lost recall for almost three- 
fourths of normally memorable material in 
five minutes. 


The Blackout: Impairment of Recall 
for the Preceding 24 Hours 


In assessing the blackout scores, we were 
able to determine not only whether black- 
Outs occurred during the period of intoxica- 
tion but whether these impairments of mem- 
ory were total or partial for the preceding 24 
hours. 

It was found that of 151 scores, there were 
only seven instances of total blackout (i.e., 
à score of zero). However, there were 26 in- 
stances of scores of less than 30 percent re- 
ot Since this represents a loss of over two- 
Es of normally memorable material in 
4 Ours, we felt justified in designating this 
gree of impairment a blackout. 

At the other end of the scale were days of 
Brater than 80 percent recall, which fell 
on the normal sober range. There were 

Scores in this category. 
agp the subjects selected for this study had 
aj encod blackouts associated with drink- 
bey episodes. Furthermore, all had demon- 
a ted normal 24-hour recall before the 
3 of drinking (the mean percentage of 
ki Bi recall for the group was 97.8 percent; 
tion ard deviation: 3.7). Therefore, the ques- 
" arose: Would blackouts, as we have 
imationally defined them, occur uniformly 
Md all the subjects? Similarly, we won- 
recall Whether the days of essentially normal 
lien would be evenly distributed among the 


3 lt was found that the blackout days (days 
less than 30 percent recall) occurr 
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among only six of the 13 subjects. Of these 
six subjects, three had had 19 of the 26 black- 
out days, or almost three-fourths of all the 
blackouts, among them. On the other hand, 
we observed that 11 of the 13 subjects had at 
least one day of essentially normal 24-hour 
recall while drinking. However, three other 
subjects had the majority (62 percent) of 
these days of normal recall among them. 

Another way of evaluating 24-hour mem- 
ory during the drinking period was by ob- 
taining a mean 24-hour recall score for each 
subject for his total drinking period. We 
found that three subjects had 24-hour recall 
scores ranging from 32 percent to 41 per- 
cent. Not surprisingly, these subjects were 
the same men who had been found to have 
the majority of the blackout days. Conse- 
quently, these three subjects were designated 
the high blackout group. Seven subjects with 
24-hour recall scores ranging from 53 percent 
to 69 percent were placed in a middle black- 
out group. Finally, those three subjects who 
had the majority of days of normal 24-hour 
recall had mean 24-hour recall scores of 
77 percent to 97 percent for the drinking 
period. Consequently, these men were desig- 
nated the low blackout group. 


Determinants of Blackouts 


In evaluating the effects of intoxication on 


subsequent 24-hour recall, we found that be- 
mean 24-hour 


t. Recall was reduced 


significantly to 001). 
days following moderate levels of intoxica- 
tion. Further impairment was noted on days 


following higher levels of intoxication, when 
the acabin of 24-hour recall fell to 57 
percent (p<.005), representing à memory 
loss of over 40 percent for normally memor- 
able phenomena occurring on the preceding 


minant of blackouts was the 
king. Essentially no impair- 
ment of recall for events that occurred cien 
the preceding day of sobriety was esata 
on the first day of drinking. However, by 


d drinking day mean 24-hour re- 
tenes fallen significantly to 66 percent 
The 24-hour recall continued to 
til the sixth day, at which point it 
48 percent (p<.05). This de- 
recall followed the progres- 
levels of intoxication, 
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day. 
Another deter 
duration of drin 


(p«.01). 
decline un 
had fallen to 
cline in 24-hour 
sively increasing mean 
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which continued to rise until the fifth day. 
On the sixth day the level of intoxication fell 
sharply and 24-hour recall then gradually 
improved over the next several days. 

A third determinant of 24-hour recall was 
short-term memory function on the pre- 
ceding day. For purposes of analysis, short- 
term memory function was divided into 
three categories: low (0-40 percent), medium 
(41-70 percent), and high (71-100 percent). 
Similarly, 24-hour recall was divided into 
these three categories: low, medium, and 
high. It was found that low short-term mem- 
ory on the preceding day usually led to poor 
or moderate 24-hour recall, and was infre- 
quently followed by high 24-hour recall. At 
the other extreme, we noted that high short- 
term memory was generally followed by high 
24-hour recall and rarely by low 24-hour 
recall. A measure of correlation (the con- 
tingency coefficient) based on these data 
showed a highly significant correlation 
(p<.001) between short-term memory and 
24-hour recall the following day. Further- 
more, when high short-term memory was 
defined as 85 percent recall at five minutes, 

we found that in only one situation out of 

50 was this degree of short-term memory 

Tunetn followed by a blackout on the next 

ay. 

Another way of examining short-term 
memory performance as a determinant of 
24-hour recall was to correlate the rank order 
of the men on the five-minute memory test 
during the drinking period with their rank 
order on the 24-hour memory test. This pro- 
cedure revealed a highly significant correla- 
tion (tau-.64, p=.002). What is particu- 
larly relevant is that those three subjects in 
the high blackout group were the three men 
who showed the most significant impairment 
of short-term memory function, Conversely, 
those subjects with the best five-minute mem- 
ory scores for the drinking period were the 
men with the best 24-hour recall, 

Rank order correlations for level of intox- 
ication and 24-hour recall, however, were 
not significant (tau=.10, P=.319). This 
lack of correlation resulted from the fact that 
three subjects appeared to be highly resistant 
to the effects of alcohol whereas three other 
men appeared more susceptible. 

A number of other factors have been sug- 
gested as possibly relevant to the occurrence 
of blackouts in alcoholics such as age, years 
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of drinking, history of withdrawal symp- 
toms, history of delirium tremens, history of 
head injury, and EEG abnormalities. None 
of these factors differentiated the subjects in 
the high, middle, and low blackout groups. 
It is of interest, however, that the only sub- 
ject with a clearly abnormal EEG during so- 
briety had the best short-term memory and 
the best 24-hour recall in the group. Similar- 
ly, intelligence as measured on the Wechsler 
Adult Intelligence Scale was identical for 
subjects in the high and low blackout groups 
(mean 1Q:98.3). 


Discussion 


Recent studies have tended to see memory 
às a triphasic process involving registration, 
Consolidation, and recall (5). Utilizing this 
paradigm, hypotheses regarding the mech- 
anism of the alcoholic blackout might be or- 
ganized according to where in this process 
the defect is identified. 

First, however, let us examine the notion 
that all blackouts are due to malingering. 
During the drinking period, despite a num- 
ber of factors that would be expected to 
minimize forgetting, such as constant inter- 
action with staff, an absence of obvious sec- 
ondary gain for amnesia, the practice effect 
of daily memory assessments, and the use 
of cigarette rewards for correct recall, we 
Observed frequent examples of highly sig- 
nificant 24-hour memory impairment. Con- 
sequently, we feel that to consider all black- 
Outs as conscious withholding or malingering 
is not only highly judgmental but also un- 
justified. 

Accepting the fact that the blackout rep- 
Tesents a genuine memory defect, how can 
we explain this phenomenon? Blackouts are 
traditionally reported in the sober state fol- 
lowing a period of drinking. Our 24-hour 
memory assessments during the drinking 
Period represented a departure from this 
usual assessment of the blackout. This re- 
search design, however, offered an advantage 
in terms of demonstrating that the hypoth- 
esis of. state-dependent learning was not suf- 
ficient to explain the significant impairment 
of 24-hour recall, which was manifested in 
the same state as that in which the original 
experiences occurred. 

The repression hypothesis was not system- 
atically examined in this study. We decided 
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to evaluate blackouts in terms of impaired 
recall for usually memorable events and ac- 
tivities normally occurring on a day-to-day 
basis rather than waiting for an unusual event 
to occur and then attempting to determine 
whether this event had been forgotten. Clin- 
ial observations by psychiatric and nursing 
staffs, however, did not reveal a higher de- 
gree of uncharacteristic sexual or aggres- 
sive behavior in those subjects who had the 
greatest impairment of 24-hour memory. 
Regarding the pharmacological effect of 
alcohol on short-term memory, we noted 
a significant impairment of one- and five- 
minute recall at moderate levels of intoxica- 
lion. At higher levels of intoxication, short- 
term memory was impaired progressively. In 
those eight subjects who achieved blood al- 
tohol levels of over 250 mg./100 ml., five- 
second memory (registration) was reduced 
to 87 percent. Of this 87 percent of material 
registered, recall at five minutes fell to 27 
Percent, representing a loss of 60 percent in 
five minutes. This finding suggests a highly 
Significant impairment of short-term mem- 
ory function, even in alcoholics, at high lev- 
els of intoxication. 
bh examining the determinants of the 
ckouts, we observed a relationship be- 
e impairment of 24-hour recall and the 
Es or intoxication on the preceding day. 
P ermore, in reviewing 24-hour recall for 
Bid oup during the drinking period, we 
wh that recall was more a function of 
D alcohol levels on the preceding day 
md of the duration of drinking, since 24- 
E " recall did not continuously deteriorate 
an drinking progressed. It is important to 
M however, that the same blood alcohol 
a appeared to have affected certain sub- 
pet more than others. At blood alcohol 
in iR of over 200 mg./100 ml., the three men 
^ e low blackout group had a mean 24- 
ioc recall the following day of 82.4 percent, 
b Teas the three men in the high blackout 
toup at comparable levels of intoxication 
si mean 24-hour recall of 30.9 percent. 
: Nola determinant of the blackout was 
» em memory function on the preced- 
3 ed which must be differentiated from 
Which E memory function on the day in 
Died Tene recall was being tested. We 
dir at on the first day of drinking, 24- 
or recall was almost perfect (95 percent) 
events of the previous sober day despite 
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ernir the men had begun to drink 
aoe " a were already showing impair- 

ort-term memory. This short-term 
memory defect was then reflected in 24-hour 
recall on the second drinking day, which fell 
to 66 percent (significant at the p<.01 lev- 
el). Our conclusion was that once a percept 
was learned, it could be recalled despite the 
degree of intoxication on the testing day. 
We repeatedly noted that heavily intoxicated 
subjects who were totally unable to remem- 
ber a picture shown five minutes earlier could 
accurately describe another picture seen a 
week earlier before the start of drinking, or 
one learned a day or two earlier at a lower 
level of intoxication. 

The observation that short-term memory 
loss can predict a subsequent long-term 
memory impairment has also been reported 
in a recent study by Goodwin (6). Despite 
considerable differences in experimental de- 
sign, the conclusions we reached are in es- 
sential agreement with those of Goodwin. 
We found that those subjects who manifest 
a severe impairment of short-term memory 
during a drinking bout are going to be the 
same men who subsequently report black- 
outs. Conversely, if a man, no matter how 
intoxicated he looks or acts, performs nor- 
mally on a test of five-minute memory, it is 
most unlikely that he will subsequently re- 
port amnesia for this period of drinking. 

In attempting to conceptualize à clinical 
condition in which there are certain intact 


cognitive and behavioral functions in asso- 
pairment of short- 


ciation with a marked im 

term memory function, it is important to 
realize that this set of circumstances is by no 
means unique to the state of intoxication. It 
is seen in many toxic states and is even more 
sharply delineated in such specific clinical 
conditions as temporal lobe epilepsy (7), 
following bilateral temporal lobe surgery 
(8, 9), and in the recently described syn- 
drome of transient global amnesia (10). In 
all of these conditions, the subjects are able 
to express strong feelings and carry ps 
complex activities learned in the past, de- 
spite marked impairment of short-term 


memory function. 


If we think of alcohol as an anesthetic 


ich i d extensively in 

agent, for which it was used ex 
«hé past, a striking analogy exists between 
the mechanism of the alcoholic blackout 
and observations On the effects of general 
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anesthetics on short-term memory. Several 
recent studies (11, 12) have shown a total 
amnesia for events occurring in the analgesic 
plane of first-stage anesthesia despite the 
fact that patients were noted to be oriented, 
demonstrated intact immediate and remote 
memory function, and were able to perform 
arithmetic manipulations and complicated 
motor acts. 
Utilizing a design to assess short-term 
memory similar in some ways to our own, 
Randt and Mazzia (12) found that subjects 
in this stage of anesthesia could recall pic- 
tures for up to 45 to 60 seconds but not long- 
er. Our findings on alcohol intoxication and 
short-term memory function are similar in 
direction, but are not such sharply delineated 
“all or none" phenomena. This discrepancy 
might be attributed to the fact that our sub- 
jects had gradually developed tolerance to a 
state of intoxication that was achieved over 
a long period of time. In contrast, the anes- 
thetic state was rapidly induced in a matter 
of minutes, which permitted less opportunity 
for adaptation of the central nervous system. 
Regarding the mechanism of this short- 
term memory impairment, our findings 
essentially suggest that the major defect in 
memory function, even at high levels of in- 
toxication, is not in registration but in reten- 
tion. It appeared that in the intoxicated sub- 
ject a highly fragile memory trace was easily 
disrupted by external interfering stimuli in a 
few minutes. In addition, we might have 
speculated on the basis of previous studies 
(13) that there would have been considerable 
internal interference during intoxication due 
to a reduction of repression with a flooding 
of old memories that might have interfered 
with learning. This was apparently not an 
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important factor, since we observed excel- 
lent five-minute recall during withdrawal in 
subjects who were experiencing not only ex- 
treme anxiety but also auditory and visual 
hallucinations at the time of testing. 
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Two Species of Alcoholic “Blackout” 


BY DONALD W. GOODWIN, M.D. 


Alcohol was administered to two groups of 
volunteers to study its effects on memory. In 
one study five alcoholics experienced am- 
nesia after receiving large amounts of alco- 
hol. The amnesia was anterograde, begin- 
ning a few minutes after test events occurred 
and persisting during sobriety on the fol- 
lowing day. In another study 48 nonalco- 
holic young men received smaller amounts 
of alcohol on one or both of two successive 
days. Those receiving alcohol on both days 
recalled test materials better than did those 
who were intoxicated on the first day but 
not on the second. The author contrasts 
this “state-dependent” effect with "amnesia" 
and explores possible explanations for both. 


0:5 THE PAST several years, various 
colleagues and I at Washington Uni- 
versity in St. Louis have conducted a series 
of studies regarding alcoholic “blackouts” 
—amnesia for events occurring during à 
drinking episode. In the first study (1) 100 
hospitalized male alcoholics were inter- 
viewed with regard to blackouts and other 
life experiences; 64 had experienced amne- 
sia. Subsequently a group of 50 medical 
Students was interviewed; one-third had 
experienced at least one alcoholic blackout. 
From these studies it appeared that alco- 
holic blackouts can be separated into two 
types (2). One type has a definite beginning, 
terminates with a feeling of “lost time" and 
apprehension, and is seldom followed by à 
teturn of memory. Subjects also report 

à second kind of memory loss in which 
‘vents had been forgotten but there was no 
realization of this until the event was later 


Up 
T. Goodwin is Assistant Professor of Psychiatry, 
Washington University School of Medicine, 4940 Audu- 
Tis work a supported. A by U.S. Public 
work was supported in part by 7-5. 
Health. Service viii grants MH-0924 and MH- 
Q02, training grants MH-07081 and MH-05804, and 
Toi earch Scientist Development Award M 
m the National Institute of Mental Health. 


Amer. J. Psychiat. 127:12. June 1971 


recalled spontaneously or brought to the 
person’s attention. In the latter type, even- 
tual recall, however hazy, was the rule. Some 
subjects reported that subsequent drinking 
seemed to facilitate recall. 

These observations led to two testable 
hypotheses: 1) The nonrecovery type of am- 
nesia occurs in individuals who, for poorly 
understood reasons, are unusually suscep- 
tible to blackouts, follows the rapid inges- 
tion of a large quantity of alcohol, and is 
characterized by an acquisition defect—i.e., 
the memories are not “consolidated”; and 
2) blackouts in which recall may occur are 
examples of “state-dependent” or "disso- 
ciated” learning and are characterized by 
a defect of retrieval rather than of registra- 
tion or retention. 

Two studies have been conducted to test 
these hypotheses; details are presented else- 
where (3, 4). The purpose of this report is to 
review these studies and discuss their impli- 
cations with regard to possible differential 
effects of alcohol on learning and memory. 


Method 

Definitions n 
For the purposes of this paper, "amnesia 

refers to memory loss for events that are 

memorable under usual circumstances. For 


example, if a person forgets à few hours 


after it happened that his house burned 


down, this would be considered “amnesia.” 
Failure to remember a stranger's name, on 
the other hand, occurs under “usual circum- 
stances” and would not be considered am- 
* refers to amnesia regard- 
hile drinking alcohol, 
are ordinarily memorable 
“state-dependent” or “dis- 
to a phenomenon 


igi erved in animals in which 
pi Bert when the organism is 
physiologically altered by certain esa E 
best retained on subsequent testing ! the 

original drug state is restored (5, 6). 
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Study 1 


The goal of this study was to produce am- 
nesia with alcohol while we monitored mem- 
ory and intellectual functioning during the 
drinking period. The study posed several 
difficulties. From an earlier study (1) it ap- 
peared that blackouts of the “nonrecovery” 
type require ingestion of large amounts of 
alcohol—more than most social drinkers 
can consume without becoming ill or stu- 
porous. Many heavy drinkers never have 
blackouts, regardless of the amount they 
drink. A succession of highly memorable 
experiences must occur during the drinking 
period in order for amnesia to be detected 
after return to sobriety. Memory and intel- 
lectual tests during the drinking period must 
be simple and designed to compel attention; 
otherwise highly intoxicated subjects cannot 
or will not perform them. 

To meet the first requirement, subjects 
were recruited from a group of individuals 
seeking daily employment at the Casual La- 
bor Division of the Missouri Employment 
Office in St. Louis. A sizable Proportion of 
job applicants are alcoholic and presumably 
able to drink large amounts of alcohol. Ten 

paid valunteers were admitted to the study. 
Five gave a history of frequent blackouts 
and thus were considered likely to have a 
blackout under experimental conditions. 
All subjects received a complete physical 
examination to exclude medical illness. 
Their mean age was 41, with a range of 25 
to 57. None had symptoms of alcohol with- 
drawal or organic brain disease. Eight were 
alcoholic by specific criteria (7); no other 
psychiatric disorder was diagnosed, 

During the experimental Session, each 

subject drank between 16 and 18 oz. of 86- 
proof bourbon over a four-hour period, con- 
suming about 6 oz. in the first hour and 4 
oz. per hour for the next three hours. Mem- 
ory testing began one hour after the onset of 
drinking and continued for four hours. Every 
30 minutes the subject was administered tests 
to evaluate immediate, short-term, and re- 
mote memory and ability to perform cal- 
culations. The tests were as follows: 

1. Every 30 minutes, the subject was 
shown a toy for one minute. The toy was 
removed from sight and two minutes later 
the subject was asked to recall the toy. If he 
recalled it correctly, his immediate memory 
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was considered intact. Thirty minutes later 
he was asked again to recall the toy to mea- 
sure short-term memory. 

2. Every 30 mintues the subject was 
shown for one minute a scene from an erotic 
movie. He was asked to describe and discuss 
the scene. If he could recall the scene two 
minutes later, this was considered a reflec- 
tion of intact immediate memory. Thirty 
minutes later he was again asked to recall 
the scene to measure short-term memory. 

3. Remote memory was tested by asking 
questions about early upbringing (name of 
schools, teachers, etc.) and events that had 
occurred during the previous two days. 

4. Ability to perform calculations was 
tested by asking the subject to do simple 
multiplication and subtraction tasks. 

To test whether amnesia occurred during 
the drinking episode, the subject was asked 
24 hours later to recall the eight toys and 
eight movie scenes he saw during the drink- 
ing session. If he failed to recall them all, 
he was shown a group of 24 toys and asked 
to identify the toys he saw previously; he was 
also shown the entire movie and asked to 
identify the scenes he had witnessed. : 

Experience with ten sober controls—in- 
cluding three alcoholics—showed that eight 
toys and eight scenes from an erotic movie, 
presented in the manner described above, 
can be recognized with 100 percent accuracy 
and recalled with about 80 percent accuracy 
24 hours after presentation. The scenes from 
the movie are especially "memorable"; no 
subject was uncooperative with regard to 
giving them his full attention. The erotic 
movie provided a further advantage. Mem- 
ory retention for scenes in the movie could 
be compared to retention of more emotion- 
ally neutral experiences, namely, „observing 
children’s toys. This provided information 
relating to whether emotion-arousing eX- 
Periences were more or less memorable than 
"neutral" experiences during drinking. 


Study 2 


The goal of this study was to determine 
Whether state-dependent effects from alco- 
hol could be demonstrated in nonalcoholic 
young men administered about one-half the 
amount of alcohol given in the previous 
study. : 

Forty-eight male medical students, paid 
to participate in a training session (day 1) 


Amer. J. Psychiat. 127:12, June 197! 


DONALD W. GOODWIN 


and a testing session (day 2) separated by 24 
hours, were randomly assigned to four 
"groups of 12 subjects each. One group (SS) 
was sober both days. A second group (AA) 
was intoxicated both days. A third group 
(AS) was intoxicated on day | and sober on 
day 2. The fourth group (SA) was sober on 
day | and intoxicated on day 2. Intoxicated 
subjects, depending on body weight, con- 
sumed between 8 and 10 ounces of 80-proof 
vodka, diluted in a soft drink, over one hour, 
after which testing began. Equivalent 
amounts of the soft drink were given to 
| nondrinkers. Tests included an avoidance 
task to measure interference and latency of 
Teponse, a verbal rote-learning task to 
Measure recall, a word-association test to 
Measure recall of “self-generated” learning, 
and a picture task to measure recognition. 
_In the avoidance task, four patterns of 
lights were randomly presented. Each pat- 
tern could be extinguished by a specific 
Switch that could be controlled by hands or 
feet. An incorrect response or failure to re- 
Spond resulted in presentation of a noxious 
tone. The criterion was 20 correct responses, 
En tie number of errors to reach the cri- 
M nu as the measure of performance. 
bs ask was identical on both days, except 
5 d day 2 the pattern-switch relation 
as altered. Thus, performance on day 2 was 
assumed to reflect interference—that is, the 
greater the number of errors on day 2, the 
_ Seater the degree of interference. 
| Ee {pteclearning task involved memo- 
i ies Hous five-word “sentences _of vary- 
pir esningtulness. On day 2 subjects were 
E, to recall the sentences memorized on 
| , after which a relearning session Was 


Enducted, Performance was measured in 
ms of errors of sequence and omission. 
Ero word-association test, ten words 
ubje _ Association value were presented. 
E were instructed to respond to the 
tame P words with the first word that 
Were o mind. On day 2 the stimulus words 
recall Pale and subjects were asked to 
Was cir responses on day 1. Performance 
Measured in terms of errors made in 
^y 2 recall. 
M iN picture recognition task, subjects 
L they edle 20 pictures on day 1l. On day 2 
- those ere asked to select from 40 pictures 
seen on day l. Half of the pictures, 
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showing mail-order catalog models, were 
designated as "neutral"; half were chosen 
from nudist magazines and were designated 
as "emotional." 


Results 


Study | 

Memory testing of the ten subjects during 
the intoxication session revealed no impair- 
ment of remote memory or ability to per- 
form calculations. Immediate memory also 
was intact. Five subjects had impairment 
of short-term memory; that is, toys and 
movie scenes observed and recalled 30 
minutes previously were no longer recalled. 
In four subjects short-term memory im- 
pairment began between the second and 
third hour of drinking, with an average al- 
cohol blood level of about 280 mg./100 ml. 
Short-term memory loss in the fifth indi- 
vidual occurred toward the end of drinking; 
his memory was intact until „presentation 
of the last toy and movie scene. 

The subjects with short-term memory 
loss were the same five subjects who gave 
a history of frequent blackouts. All were 
alcoholic. The other five subjects showed no 
memory impairment. 

Twenty-four hours after drinking the sub- 
jects were asked to recall the toys and movie 
scenes observed on the previous day. They 
were then shown the eight toys amid a group 
of 24 toys and the entire movie to test rec- 
ognition. The five subjects with short-term 
memory impairment continued to have 
impaired memory on the following day; 
where toys and movie scenes had been for- 
gotten 30 minutes after presentation, they 
were still forgotten 24 hours later. Con- 
versely, where toys and scenes Were for- 
gotten 24 hours later, they had been for- 
gotten 30 minutes after presentation. Among 
subjects with short-term — memory loss, 
recognition Was as ineffective as recall on 
the following day; where they could not 
spontaneously recall an item, neither could 


they recognize it. 
Memory loss was not 
ever a subject forgot a toy, 


a movie scene, and vice versa. 
The five subjects without short-term mem- 


i following day. 
ory loss had no amnesia the ; 
Capable of recalling every item 30 minutes 


after presentation, they also were able to 
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recall or recognize it the following day. Un- 
like the short-term-deficit group, their rec- 
ognition performance was superior to recall; 
they recalled an average of ten items (out 
of a possible 16) but invariably recognized 
the remainder. 

Study 2 


Since dissociation or effect of changing 
state could best be reflected by an inter- 
action (4, 8), the measures of performance 
on day 2 were subjected to 2 by 2 factorial 
analyses of variance. The data indicated a 
significant interaction (state-change effect) 
for the avoidance task (p<.05), rote-memory 
task (p < .05), and word-association task 
(p<.01). 

In the avoidance task, compared to sub- 
jects remaining in the same state those in 
changed states made significantly fewer 
errors (were subject to less interference from 
original learning). This difference was pri- 
marily due to more errors being committed 
by the AA group, but the SS group also 
made more errors than the changed groups, 
although this difference was not significant. 

In both the rote-learning and word-asso- 
ciation tasks, the interaction effect was 
largely due to the fact that the AS group 
made significantly more recall errors than 
the AA or SS groups. In neither task did the 
SA group differ significantly from the same- 
state groups, although in both tasks the SA 
group made more errors than the SS group. 

Latency of response in the avoidance 
task was not influenced by state change. 
Nor was there a significant interaction effect 
in the picture-recognition task, although in 
the case of "emotional" pictures, a trend 
toward dissociation was evident. 

Concentrations of alcohol in the blood, 
as determined by breath analyses, varied 
from 80 to 140 mg./100 ml., with a mean of 
111 mg./100 ml. 


Discussion 


Memory loss during alcohol intoxica- 
tion is common among alcoholics and oc- 
curs not infrequently in nonalcoholics. The 
basis for the memory loss is unknown. In- 
terview data(l, 2) indicate it may assume 
two forms. One consists of fugue-like epi- 
sodes where memory loss is total, massive, 
and apparently irreversible, resembling 
classic amnesia. The other type is fragmen- 
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TWO SPECIES OF “BLACKOUT” 


tary, characterized by failure to recall Spe- 
cific events that occurred while the person 
was drinking, with at least partial return of 
memory when he is later told about the 
event. The same individual may experience 
both types of memory loss. The first type 
apparently occurs more often in alcoholics 
than in nonalcoholics, but this may be re- 
lated to alcoholics’ ability to drink large 
amounts of alcohol and still function more 
or less normally. 


The goal of the two studies described 
above was to determine whether massive 
memory loss (amnesia) could be produced in 
heavy drinkers susceptible to this type of 
memory loss, and whether the “recoverable” 
type of memory loss could be demonstrated 
in nonalcoholics. The first study involved 
an all-or-none phenomenon; the subjects 
either remembered test materials or did not, 
these materials having been chosen for their 
demonstrated memorability in a sober state. 
The second study involved degrees of 
memory loss; none of the subjects experi- 
enced classical amnesia, but their ability to 
recall material to a certain extent was “state 
dependent”—i.e., depended on restoration 
of the original intoxicated state for optimum 
expression. 

Five alcoholics, administered larger 
amounts of alcohol, experienced amnesia 
(as operationally defined for the study), and 
the amnesia clearly was anterograde; i.e. 
while they were intoxicated, their memory 
for ordinarily memorable experiences per- 
sisted for only a few minutes and then dis- 
appeared. Twenty-four hours later, while 
sober, they continued to have memory loss 
for these experiences; in all five subjects 
Short-term memory loss and subsequent 
amnesia (blackouts) correlated perfectly. 
Other forms of memory (remote, recent, 
and immediate) remained intact, even with 
blood alcohol levels above 300 mg./100 ml. 
The subjects realized the next day that they 
had experienced memory loss, although, 
given the circumstances of the drinking, this 
did not distress them. Alcohol was not sub- 
sequently administered to them, so whether 
the memory loss was state-dependent (re 
coverable with alcohol) could not be de 
termined. 


The studies raise the following ues 
Are there actually two types of memory 10$ 
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from alcohol, different in the sense of having 


“separate etiologies, or are they points on a 


continuum for which one explanation will 
suffice? Do psychological factors, such as 
guilt or anxiety, contribute to memory loss 


from drinking? Neither study provides a 


definitive answer to these questions, but sug- 
gests the following possibilities: 

From animal studies (5, 6) it appears that 
alcohol, like other drugs that act on the cen- 
tral nervous system, can induce an internal 


| state that functions like a stimulus; that is, it 


may acquire habit loadings or associative 
connections to responses. When this occurs, 
What is learned may be so tied to the drug 
slate that it may not survive to the nondrug 
Slate. The physiological basis for this phe- 
nomenon is unknown, but it may account 
for at least some of the memory loss result- 
ing from alcohol intoxication. 

However, our finding that alcohol in very 
large doses may produce a specific antero- 
Bade amnesia has other implications. In 
studies by Carpenter (9) and Ryback (10) 
Tdatively miror impairment of short-term 
memory from alcohol has been demon- 
Strated in subjects given smaller amounts of 


alcohol than in our blackout study, but am- 


E. (defined as memory loss for events 
at are ordinarily memorable) was not re- 
den The anterograde amnesia observed 
Bus study resembles a Korsakoff-type 
in ect (11) involving a striking impair- 
- of the ability to retain new informa- 
B: It also resembles the so-called "tran- 
m global amnesia syndrome" (12, 13) in 
ich short-term memory loss followed by 
E er amnesia occurs in sober individ- 
àls whose memory otherwise is intact. 
E specificity of the memory loss in these 
Ene is reminiscent of memory distur- 
or in patients with bilateral hippocampal 
for and suggests the possibility that 
E may specifically affect hippocampal 
soli ia possibly involved in memory con- 
on TM. Both Marinacci (15) and Thomp- 
E 6) have reported that in a small per- 
mese of individuals reporting alcohol 
TS temporal spikes can be demon- 
Sia electroencephagraphically after 
à inistration of small amounts of alcohol. 
bor laboratory we are currently exploring 
R Possibility that individuals susceptible 


A, 
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scope of neither st 
dence bearing on C 
and it is still quite possi 
variables, including emotional respon 


drinking, 
from alcohol. 
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large quantities of alcohol, show temporal 
spiking correlated with short-term memory 
loss and permanent amnesia. 


The possibility that psychological factors 


contribute to memory loss from alcohol can- 
not be dismissed from the data presented 
above. Perhaps, for example, the relaxing 
or “enabling” effect of alcohol (17) improves 
day 2 performance in intoxicated subjects, 
so that material from the previous day is 
better recalled. If this were true, however, 
subjects intoxicated on day 1 but not on day 
2 (and vice versa) might have been expected 
to perform better 
while intoxicated. In the blackout study 
(study 1) it was impossible to predict by the 
subjects’ gross behavior whether they would 
experience amnesia; all became intoxicated 
and some belligerent, but this occurred as 
often in the nonblackout group as in the 
blackout group. Furthermore, if blackouts 
are to some extent psychologically moti- 
vated, it would be surprising that memory 
loss should occur while the person is still 
intoxicated, 
"repress" Or “forget” 
only arise on his 
might also anticipate that amnesia for erotic 
stimuli might be greater than for emotion- 
ally neutral experiences, an 
occur. 


than they actually did 


since presumably his need to 
his behavior would 
return to sobriety. One 


d this did not 


It must be emphasized, however, that the 
udy provided direct evi- 
ausality of memory loss, 
ble that personality 
ses to 


promote memory disturbance 
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Sociopsychiatric Treatment of Alcoholism 
in an Urban Ghetto 


BY SHELDON ZIMBERG, M.D., HENRY LIPSCOMB, M.S.W.. 
AND ELIZABETH B. DAVIS, M.D. 


A day care program at the Harlem Hospital 
Center alcoholism unit provided an alcohol- 
Sree environment and an opportunity for pa- 
tients to socialize and develop interpersonal 
skills as well as to deal with their low self- 
esteem through the use of group therapy, Al- 
coholics Anonymous meetings, remedial in- 
struction, and occupational therapy. Recov- 
ered alcoholics were employed as staff 
members and proved to be very effective. A 
study after one year showed that 55 percent 
of the patients had been able to achieve Sig- 
nificant involvement in the program and 
about one-third had gone on to employ- 
ment or training, 


RS REPORTS have indicated a high 
prevalence of alcohol abuse among 
Negroes (1, 2) in urban areas. The report of 


Read at a meeting of the American Orthopsychiatric 
Association, San Francisco, Calif., March 23-26,1970. 

At the time this paper was written, the authors were 
all with the Harlem Hospital Center, New York, N.Y., 
where Dr. Zimberg was Director, Alcoholism Unit, Mr. 
Lipscomb is Coordinator of Clinical Services, Alcohol- 
ism Unit, and Dr. Davis is Director, Department of Psy- 
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Bailey and associates (1) was based upon 4 
household survey that took place in the up- 
per west side of Manhattan and included 
questions related to alcohol abuse. The data 
indicated that the prevalence of alcoholism 
was inversely related to socioeconomic fac- 
tors such as income and education; since 2 
significantly larger proportion of Negroes 
were in the lowest socioeconomic levels, 
they were found to have the highest level of 
alcoholism. 

A study conducted in St. Louis (3) used 
interviews of Negro men in a sample 0? 
tained from public school records. In addi- 
tion to the interviews, a record search in 
various medical, police, welfare, and other 
agencies was undertaken to determine the 
respondents’ alcohol-related problems. The 
authors concluded that increasing use of al 
cohol was related to an increasing number 
of social problems, and seemed to be 1 


—— —— irector. 
chiatry. Dr. Zimberg is currently Deputy Directo 


Rockland County Community Mental 
Pomona, N.Y. 10970. e 
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crucial factor in many of the social problems 
ofthese men. 

A prevalence. study conducted on the 
medical wards of Harlem Hospital Center 
indicated that 60 percent of the male medical 
inpatients and 34 percent of the female medi- 
cal inpatients had diagnosable levels of al- 


, cohol abuse. Approximately 18 percent of 


admissions to the medical service were for 
alcoholism-related conditions (4). 

Thus, there is a good deal of presumptive 
evidence that alcoholism is a major problem 
among urban ghetto residents and that it 
contributes to their social, economic, and 
medical problems to a significant degree. 

In spite of the recent awareness of alco- 
holism among ghetto residents, few treat- 
ment efforts have been directed to this area. 
An investigation of social class as a deter- 
Winant of diagnosis, prognosis, and therapy 
of alcoholism (5) indicated that the lowest 
Social class alcoholics were more likely to 
teceive a diagnosis of psychosis or chronic 
brain syndrome, were given less intensive 
great and had a poorer prognosis than 
pict social class alcoholics. Other studies 
ten „to confirm the observation 
Eo coholic patients with few social or 
T mic resources tend to do poorly in 
eatment. 

E question that emerges from the ob- 
4 ion that deprived alcoholics do poor- 
y in treatment is whether the current treat- 
Be Services given to such individuals are 
Br cbriate to their needs. The work done 
portate: and co-workers (9) indicated 
Bones with alcoholic patients by an 
E oim clinic staff prior to their dis- 
E mn inpatient wards was a more 
E id way of involving the patients In 

tpatient treatment than if they were 


| Hferred by an emergency room physician. 


e Procedure developed by Chafetz altered 
E erral system in line with a more thera- 
D. approach and reduced the resistance 
seat eat among the patients. 
D paper will describe a treatment ap- 
Sicipe that includes a day care program for 
dq conomically deprived black alcoholics 
whic a residents of Harlem. The program, 
eas been in existence for two and a 
Emm. has attempted to deal with the 
bic and economic as well as the psycho- 
al and physical needs of these patients. 
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The Harlem Hospital Center alcoholism 
unit was established in an attempt to develop 
a more relevant approach to treating alco- 
holics in the Harlem community. The pro- 
gram, which is supported by a grant from 
the New York State Department of Mental 
Hygiene, is a pilot project to develop effec- 
tive approaches for the treatment of alcohol- 
ism in a socioeconomically deprived area. 
One approach is a program built around day 
care plus home visit follow-up, close liaison 
with the department of social services, oc- 
cupational therapy, and vocational counsel- 
ing provided by a team consisting of a psy- 
chiatrist, social worker, psychiatric nurse, 
vocational and nutritional counselors, and 
nonprofessional mental health workers. 

All male patients between the ages of 21 
and 60 who lived in the Harlem Hospital 
Center district were eligible for treatment 
in the program; there were no formal ex- 
clusions except for severely psychotic pa- 
tients. Patients with chronic brain syndrome 
were not excluded; however, patients with 
grossly psychotic symptoms were. referred 
to the adult psychiatric clinic of Harlem 
Hospital Center. All patients were given a 
physical examination, à complete blood 
count, serology, liver function tests, urinal- 
ysis, and a chest x-ray during the intake pro- 
cedure. Patients with delirium tremens or 
those with serious physical problems were 
referred to the department of medicine for 
treatment. Although they were accepted in 
the program, their treatment was delayed 
until the acute physical problems had been 
dealt with. i 

The day care patients were characterized 
by marked social and psychological mal- 
adaptation and chronic physical disease; 
they were not considered sick or deviant 
enough to be institutionalized but 
not well enough 
vices effectively. Many wer 
their families, residing i 
with no meaningful relationships. 


ly and at times engaged 


drank heavi! in violent 


provide a therapeutic 
ment. In addition, patien 
an opportunity to develop a strong identifi- 
cation with the unit and its staff. 
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TABLE 1 
Scale of Alcohol Abuse 


Drinking is not conspicuous, occasional intoxications (up to four per year). No social, family, occupational, 


igh generally limited to evening or weekends and/or some 
onal functioning related to drinking. No physical or legal 


occupational functioning. Some suggestive evidence of physical impairment related to drinking such as 
tremors, frequent accidents, epigastric distress, loss of appetite at times. No history of DTs. cirrhosis, nutri- 


None: Drinks only on occasion. if at all. 
Minimal: 

health, or legal problems related to drinking. 
Mild: Intoxications occurring up to once a month, althou 

impairment in social, family relations, or occupati 

problems related to drinking. 
Moderate: Frequent intoxications, up to one or two times 

tional deficiency, hospitalizations related to drinking. or arrests related to drinking. 
Severe: Almost constant drinking (practically every 

or nutritional deficiency. Severe disruption in 

to maintain himself on public assistance. One 

or more hospitalizations related to drinking. 
Extreme: 


public assistance. 


All of the characteristics of severe impairment plus homelessness and/or inability to maintain himself on 


It is our belief that one of the important 
factors in the alcoholic's path to recovery 
is his ability to accept the reality of his de- 
pendency and to develop other methods of 
meeting this need. Fox (10), in her work at 
the Georgian Clinic, has used the day hos- 
pital rather successfully in her treatment of 
well-motivated, predominantly white pa- 
tients. 

Day care patients were encouraged to 
attend from nine a.m. to five p.m. five days 
à week. Activities included group therapy, 
an Alcoholics Anonymous meeting, voca- 
tional and nutritional counseling, occupa- 
tional therapy, educational Broups, remedi- 
al reading, individual counseling, and family 
casework. 

The use of recovered alcoholics on the 
day care staff has proven quite successful. 
They tend to serve as role models, assisting 
the alcoholic in developing creative use of 
other people in Overcoming his need for 
alcohol. Having been through all the prob- 
lems of alcoholism themselves, they can 
more easily cut through the denial so often 
presented by alcoholic patients. In addition, 
their commitment to help these patients re- 
sults in their extending themselves beyond 
the limits professionals usually set for them- 
selves. 

Medication, including antidepressant and 
antianxiety drugs, is given the patients by a 
psychiatric nurse. Disulfiram (Antabuse) has 
been found to be quite effective for patients 

unable to control their drinking. It is given 
in .25- to .50-gram doses daily, crushed and 
suspended in orange juice. A double dose is 
given on Fridays to carry the patients over 
the weekend. 
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A patient government group developed 
as patients began to plan activities and to 
establish rules and regulations to govern 
themselves during their stay in the day room. 
Recreational outings were undertaken. A 
"buddy" system was developed through 
which patients would telephone or visit each 
other over the weekend. The major guide- 
lines for treatment entailed concrete in- 
terventions, making available services and 
offering opportunities in an effort to increase 
Motivation for self-help and to arrest the 
patients’ maladaptation to the stresses and 
frustrations of ghetto living. 


The Patients 


Most of the patients in the day care pro- 
gram have been socioeconomically deprived: 
76 percent have been unemployed and 52 
Percent on public assistance. According to 
the Hollingshead classification of social 
Class, 93 percent of the patients were in the 
lowest two classes. Only 23 percent were 
married, and about half were living in social 
isolation. Most were in the 25-44 age range 
the modal age group being ages 35-46. 
Twenty-five percent were suffering from 
Organic brain disease and 15 percent were 
diagnosed as schizophrenic. 

The degree of alcohol abuse was coded 
On a six-point scale (see table 1). This scale 
Corresponds approximately to the three 
levels of excessive drinking as defined by the 
Second edition of the Diagnostic and Statis- 
tical Manual of Mental Disorders of the 
American Psychiatric Association. It does 
not refer to the amount of alcohol consume 
by an individual; this measure has been foun 
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lo be a worthless gauge of alcohol abuse. In- 
stead the scale uses observable areas of im- 
pairment of functioning, such as social and 
Qccupational impairment, the number of in- 
loxications, problems with the law related to 
drinking, health problems related to drink- 
ing, and signs of addiction to alcohol. This 


scale has proved reliable and useful in quanti- 


N 


fying alcohol abuse patterns at pretreatment 
levels and in response to treatment. 

In our study, most of the patients were in 
the "severe" category of alcohol abuse, with 
somewhat fewer in the moderate category. 
The “extreme” category reflects the home- 
less, skid-row type of alcoholic. Although 
Our patients were in a severe state of social 
and economic deprivation, practically all 
were able to maintain themselves on public 
Wsistance, disability benefits, the handouts 
of relatives and friends, or by working. 
Results 


The results of the program have indicated 
E severely socioeconomically deprived 
oholic patients can be involved in a thera- 
- program that attempts to rehabilitate 
E. focially and psychologically. We have 
E. that patient involvement in day care 
curs in five fairly distinct and predictable 
stages, 
E first stage occurs when the patient 
Eon at the alcoholism unit for evalu- 
peek, and extends for the first one to three 
» " of his participation in the day care 
of gram. This stage can be called the stage 
goose acceptance" and is charac- 
E. by the patient's almost obsequious 
ceptance of the program and his absti- 
Nence from alcohol. 
E first stage then fades away and the pa- 
Eo Starts drinking, appears in the day 
the intoxicated, and may even drink on 
ie premises. This stage we call the stage of 
E ative drinking.” It tends to last two 
m ib veeks; the patient is able to modify 
ati inking or he drops out of treatment. 
and ents who do drop out are visited at home 
E. encouraged to return to the day care 
d. Bram and in many cases are advised to 

Tt on disulfiram. : 

^n third stage is reached when the patient 
and EN abstinent or drinks very little 
Rd become a regular participant In the 
Program. This stage we call the stage of 
group involvement." The patient develops 
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close attachments to the staff and other pa- 
tients and becomes concerned about the wel- 
fare of his fellow patients, who are now his 
friends. This stage may last from two to 
six months. 

The fourth stage is one of “beginning in- 
dependence.” It may also last from two to 
six months and involves efforts by the staff 
to move patients out of the day care program 
into employment, training, or education. 
This stage produces severe anxiety in some 
patients and may result in their return to 
stage 2, provocative drinking. If it is dealt 
with therapeutically by the staff and if a 
good vocational rehabilitation opportunity 
can be found for the patient, he leaves the 
day care program and passes into stage 5. 

Stage 5 is of indeterminant length since 
we recognize alcoholism as à chronic dis- 
order with a potential for relapse. This stage 
involves some achievement of success in the 
patient's employment or training situation. 
The patient is followed in a once-a-week 
evening group therapy program, with or 
without medication as indicated by his need. 
There is emphasis during this stage of rein- 
tegration into his family if one exists. Efforts 
to involve family members are carried out on 
an individual basis and via à family group. 
The patient may visit the day room or return 
for brief day care treatment whenever this 
is indicated. 

There were 79 male patients randomly as- 
signed to the day care program; of these, 21 
(26 percent) came for only one visit and did 
not complete the intake, which required two 
visits in most cases. This occurred in spite of 
intensive follow-up efforts. j 

Our results to date, based on chart review 
after patients had approximately one year of 
involvement in the program, indicate that 
about 55 percent of the 79 patients randomly 
assigned to the day care program were able 
to achieve a stage 4 level of involvement in 
day care. The great difficulty in moving pa- 
tenis from pee 4 to stage 5 has involved 


problems in separation from day care, anx- 
iety in relation to employment, and the lack 

| rehabilitation oppor- 
tunities. The tional services are 
few, have a slow ai luation 
process, and tend t 


as poor rehabilitation ris 


the difficulties, about 33 percent of the pa- 
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tients have achieved stage 5 status. 
Discussion 


The problem of alcohol abuse among the 
urban poor is of enormous proportions; in 
fact, it probably represents one of the major 
public health problems of the inner city. 
Little effort has been expended to provide 
treatment and rehabilitation services for al- 
coholics in such areas. 

The skid-row model has been the concept 

of a socioeconomically deprived alcoholic. 
But the alcoholics we have treated in the al- 
coholism unit or interviewed on the wards 
of Harlem Hospital Center are not of the 
skid-row type; they are by-in-large not 
homeless, and when unemployed they can 
maintain themselves on public assistance. 
The problems of such patients involve social, 
economic, and psychological conditions that 
have contributed to their drinking and that, 
in vicious-circle fashion, have been further 
impaired by their alcohol abuse. In order to 
deal with this situation a treatment program 
must be able to provide services that will al- 
leviate the social isolation, economic depri- 
vation, and physical deterioration as well as 
the psychological problems of depression, 
anxiety, and low self-esteem so commonly 
found in individuals suffering from alcohol- 
ism. The day care program established at 
the Harlem Hospital Center alcoholism unit 
has been an attempt in this direction. The 
program has been useful in that it has helped 
individuals previously felt to be hopeless, and 
it has awakened interest in the Harlem com- 
munity to the severe effects of alcoholism on 
family life. 

The element that seems to have been of 
greatest therapeutic value is the use of recov- 
ered alcoholics as therapeutic agents in the 
day care program. These staff members com- 
bine therapeutic zeal with an ability to relate 
effectively with the patients. Close supervi- 
sion of their work with patients has helped 
them avoid overidentification and a reliving 
through the patients of the way they have 
found to deal with their own drinking prob- 
lems. They serve as invaluable role models. 
In addition, the therapeutic community at- 
mosphere that is provided for the patients, 
which includes group psychotherapy, educa- 
tional groups, participation in patient gov- 
ernment, helping maintain the day room, 
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meaningful occupational therapy activities, 
and remedial reading services, has contrib- 
uted to the continuing involvement in the 
program. Disulfiram therapy has helped 
patients who have been unable to control 
the impulse to drink. 

The major problem that has plagued the 
program—and one that still remains—has 
been the lack of vocational rehabilitation op- 
portunities. We believe more patients could 
have achieved a higher level of social and 
vocational functioning if more vocational 
rehabilitation opportunities had been avail- 
able. Patients who were unable to find such 
an opportunity became discouraged and re- 
turned to excessive drinking. This is a prob- 
lem shared by the population of inner cities 
as a whole, but it is particularly acute for 
those individuals stigmatized as alcoholic. 
Efforts are under way to alleviate this prob- 
lem by developing vocational rehabilitation 
services for alcoholic patients as well as for 
other patient groups at Harlem Hospital 
Center. 
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Attitudes of Psychiatrists and Psychologists 
Toward Alcoholism 


BY WILMA J. 


Responses to a survey of attitudes on alco- 
holism were obtained from 345 psychiatrists 
and 480 psychologists employed by the Vet- 
erans Administration. Their attitudes were 
remarkably similar. Both groups rejected 
the disease concept in preference to char- 
acterizing alcc holism as a behavior problem, 
symptom complex, or escape mechanism. 
Both groups were inconsistent in advocating 
neuropsychiatric hospitalization while con- 
sidering treatment benefits very limited. 
Members of both groups were reluctant to 
participate personally to any degree in ren- 


dering this treatment. 
T HE LEGAL PROFESSION is making efforts 
to prevent jailing and punishment of 
alcoholics for public drunkenness. Legal 
definition of alcoholism as a disease could 
lead to the use of hospitals to the exclusion 
of jails for people labeled as alcoholics. In 
this event, a large and generally demanding 
group would be competing for mental health 
services that are acknowledged to be in short 
supply. Because the course of law is extreme- 
ly difficult to change once it has been codi- 
fied, I examined the attitudes of a group of 
Psychologists and psychiatrists toward a 
shift from jail to hospital treatment in order 
to determine their consistency and to assess 
the manpower theoretically available for 
hospital treatment. 
_A survey of psychiatrists and psycholo- 
gists working in Veterans Administration 


— 
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hospitals was selected, since this group was 
available to me and since its members come 
in contact with a patient population that 
contains many diagnosed as alcoholics (1). 
VA psychologists listed in the 1966 directory 
of the American Psychological Association 
were surveyed first, and the 480 responses 
from that survey have been reported on else- 
where (2). The procedure for collecting data 
from psychiatrists was identical, except that 
the psychiatrists’ names were obtained from 
a comprehensive list supplied by the VA's 
Central Office. Only those who were listed 
as full-time psychiatrists were included; 
residents, associates, and consultants were 
omitted. A letter and questionnaire Were 
sent to VA psychiatrists, noting a recent 
court decision that an alcoholic should be 
immune from being jailed for public drunk- 
enness. The question was raised as to wheth- 
er alcoholism should be handled primarily 
within a treatment setting. The accompany- 
ing questionnaire was mimeographed on 
two and a half pages. 

There were 580 questionnaires sent out. 
If no reply was received, a second letter and 
questionnaire were sent, identical to the first 
with the exception of the word "Please!" 
handwritten across the letter. Forty-one 
questionnaires were unclaimed and returned. 
Four replies were received from psychia- 
trists no longer employed by the VA. Eigh- 
teen physicians representing other specialties 
submitted answers; their answers were not 
used in this analysis. A sample of 517 re- 
mained. A total of 345 (66.7 percent) answers 
were received from these VA psychiatrists. 
Nine (1.7 percent) returned their question- 


naires but declined to answer, 163 (31.5 per- 
cent) did not reply. Answers Were entered 
a computer. 


on IBM cards and tabulated by 
The first section of the questionnaire was 
composed of six items to be completed by 
checking all of the answers with which the 
[111] 
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TABLE 1 
Summary of Responses to Multiple-Choice Questions 


PSYCHIATRISTS PSYCHOLOGISTS 


RESPONSES PERCENT RANK 


Definition (rs —.94)* 


Behavior problem 57.4 1 81.3 1 
Symptom complex 545 2 64.8 3 
Escape mechanism 534 3 71.5 2 
Habit 42.1 4 548 4 
Disease 354 5 338 5 
Causes (rs —.96)* 
Low tension tolerance 62.7 1 729 1 
Conflict over dependency 52.5 2 706 2 
Excessive dependency 49.3 3 581 3 
Poorly restrained impulses 46.4 4 51.9 5 
Conditioning 432 5 55.2 4 
Behavior (r,=.60) 
Drinks daily to excess 682 1 754 1 
Drinks upon awakening 42.7 2 50.4 2 
Successful treatment 
criteria (rs — 1.00)* 
Abstinence 77.2 1 70.6 1 
Decreased problems 
reported by family 42.9 2 55.8 2 
Increased time between 
drinking bouts 40.3 3.53.5 3 
Preferred treatment (rs —.94)* 
Alcoholics Anonymous 70.8 1 76.5 1 
Group therapy 56.3 2 58.3 2 
Financial benefits (rs — .56) 
Sick leave 427 1 513 1 
None of these 357 27.1245 5 
*p<.01. 


respondent agreed.: After making checks, 
the respondent was asked to rank the an- 
swers checked in order of preference. The 
multiple choices offered to define alcoholism 
and its cause were derived from a survey of 
theoretical considerations (3). The second 
section was composed of ten items to be 
completed by checking the one answer that 
best expressed the respondent’s opinion. 
Additional space was provided for com- 
ments or for descriptions of a treatment 
method that the respondent thought might 
be effective. 


Results 


Table 1 presents a summary of the an- 
swers to questions permitting multiple re- 
sponses. The percentage of respondents 
selecting each answer is shown for both 
psychiatrists and psychologists along with 
the rank of that answer. The Spearman rank 
correlation coefficient (rs) between psychi- 
atrists and psychologists is given for each 
question. In every ranking except those for 
behavior typical of alcoholism and financial 
benefits the correlation is significant at the 
.01 level of confidence. In some instances 
the distribution is obviously different. For 
example, in defining alcoholism psychiatrists 
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had no marked preference among calling 
alcoholism a behavior problem, a symptom 
complex, or an escape mechanism, while 
psychologists selected “behavior problem" 
first by a wide margin. 

Drinking daily to excess, drinking upon 
awakening, many current arrests for drink- 
ing, memory blackouts, periodic drinking, 
and drinking until out of money were all ac- 
cepted to some degree as behavior typical 
of an alcoholic. Alcoholics Anonymous and 
group therapy were clearly the preferred 
treatments, but individual therapy, milieu 
therapy, tranquilizers, and disulfiram were 
also selected. As pointed out above, finan- 
cial benefits were a source of dissimilarity 
between psychologists’ and psychiatrists’ 
opinions. About half of the psychologists 
and 40 percent of the psychiatrists felt that 
an alcoholic is entitled to sick leave. Psychi- 
atrists selected no financial benefits about a 
third of the time, while psychologists se- 
lected Social Security pensions, veterans 
pensions, and disability retirement 30 to 40 
percent ofthe time. 

Both psychiatrists and psychologists rarely 
selected "disease" as a definition of alco- 
holism; it was left blank approximately two- 
thirds of the time. Over 60 percent of both 
samples did not select as causes of alcohol- 
ism: physiological predisposition, marital 
problems, childhood threats to security, 
mood swings, unrealistically high goals, and 
economic problems. Simply drinking daily 
was not considered typical of alcoholic be- 
havior. Jail terms and court probation were 
rejected as offering treatment potential for 
the alcoholic, 

In responding to questions limited t 
answer, most psychiatrists and. psycholo- 
gists felt that the known alcoholic, drunk 
and staggering on the street, should be taken 
to a hospital; this was closely followed by 
selection of "taken home." There were en 
agreement on and fewer selections of “le! 
alone,” "taken to jail," and “taken to J^! 
only if he starts to commit a crime (ts 
-70, p>.05). The agency selected as the of 
equipped to handle most of the problems 
related to alcoholism was primarily a neur 
Psychiatric hospital for psychiatrists y- 
Alcoholics Anonymous for psychologii: 
Each selected the other's first choice as s 
ond. Courts and the general medical 4 


o one 


1 
Amer. J. Psychiat. 127:12, June 197 


WILMA J. KNOX 


1677 


TABLE 2 
Tabulation of Responses to One-Choice Questions* 


AGREE CATEGORIES (PERCENT) 
PSYCHIATRISTS PSYCHOLOGISTS PSYCHIATRISTS PSYCHOLOGISTS ALL CATEGORIES 


DISAGREE CATEGORIES (PERCENT) CORRELATION FOR 


QUESTIONS 
Alcoholics stop drinking after hospital 

treatment 27.2 
Alcoholics temporarily stop drinking after 

hospital treatment. 80.9 
Alcoholics cannot drink socially without 

creating further problems. 90.4 
High motivation to stop is important to 

success of hospital treatment. 90.4 
Verbal promise to stop drinking is 

successful 12.5 
Prognosis for remaining sober is poor. 80.0 


23.1 69.9 746 — m-100'* 
82.1 157 156 — n-89*** 
827 87 154 f=." 
92.5 84 69 n-94* 
81 84.6 904 ^ q-94' 
86.7 174 11.5 r-89'** 


Responses for the questions do not total 100 percent because some respondents did not answer all questions. 


** pe 01 
''' p«.05 


surgical hospital drew few selections in either 
group as the appropriate agency (rs = .75, 
p».05). 

Although. courts were rejected and hospi- 
tals were accepted by large numbers of both 
groups, the help to be gained by hospital 
care was generally considered minimal. 
Table 2 divides the respondents of both 
groups into "agree" categories (made up of 

strongly agree," "agree," and "mildly 
agree") and “disagree” categories (made up 
of "mildly disagree," "disagree," and 
strongly disagree"). Note that when the 
Subcategories were so totaled opinion fell 
clearly into the "agree" or "disagree" col- 
umn. Correlations between psychiatrists and 
Psychologists are shown for the rank order 
of the number selecting the six categories; in 
every instance psychologists and psychia- 
trists were in agreement at a statistically 
Significant level. 

Hospital treatment was recommended 
despite the poor prognosis for alcoholics, 
but both psychiatrists and clinical psychol- 
ogists were largely unwilling to devote much 
of their own time and effort to the treatment 
of alcoholics. When given a choice of select- 
ing one of six figures ranging from 100 per- 
cent to none as the maximum amount of 
Professional time the respondent was will- 
ing to devote to the treatment of alcoholism, 
Psychiatrists and psychologists were in com- 
Plete agreement (rs + 1.00, p. 01) in select- 
ing ten percent most of the time, followed 
Y 25 percent, 50 percent, and none. Cate- 
Ene representing 25 percent or less of their 
| time were selected by 70.7 percent of the 

Psychiatrists and 74.8 percent of the psychol- 
gists. Further, reaction to this hypothetical 
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situation was assessed: If you received defin- 
itive notification that your present position 
was to be primarily devoted to the treatment 
of alcoholism, you would: leave (ranked 
third), grudgingly comply (second), neutral 
reaction (first), be somewhat pleased 
(fourth), be enthusiastic (fifth). Again psy- 
chiatrists and psychologists were in complete 
agreement on the rank order of the number 
selecting each answer (rs= 1.00). Of the psy- 
chologists, 41.9 percent rate themselves un- 
willing to undertake full-time work with 
alcoholics and 18.8 percent welcome it; of 
the psychiatrists, 38.0 percent are unwilling 
to undertake full-time work with alcoholics 


and 20.9 percent welcome it. 


Discussion 


The marked agreement between psychi- 
atrists and psychologists in this survey of 
their attitudes toward alcoholism may sur- 
prise some readers. Each group is highly 
qualified to comment on alcoholism, and the 
majority of each group rejects the highly 
publicized disease concept. Psychiatrists 
and psychologists have many opinions in 
common and share a marked inconsistency 
in their attitudes toward alcoholism. 

To me, this shared inconsistency is only 
one of many ironies apparent in considering 
alcoholism. The disease concept that has 
been pushed so vigorously for many years 
has been actively promoted by Alcoholics 
Anonymous, a group of laymen who are 
prepared to try to work with the alcoholic 
and, whose helping efforts meet with some 
favor in the groups surveyed here. While 
medicine has ties with science and objec- 
tivity, Jellinik (4), a leading professional 
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proponent of the disease concept specifically 
states that propaganda is necessary to pro- 
mote the idea that alcoholism is a disease. 
Other writers have called for new concep- 
tualizations in preference to the disease 
concept: “The unworkableness of this ap- 
proach may be seen in the mutual dislike 
alcoholics and mental health workers have 
for each other” (5, p. 585). 


The Supreme Court recently upheld con- 
viction of chronic drinkers, but the five-to- 
four decision led some observers to feel 
that the problem would be considered again. 
Leaders in the field of alcoholism propose 
to gather "stronger medical and legal evi- 
dence” that will support the disease concept 
of alcoholism (6). Groups supporting the 
disease concept include the American Bar 
Association, American Medical Associ- 
ation, National Council on Alcoholism, and 
the Surgeon General of the U.S. Public 
Health Service. 


One may argue that Veterans Administra- 
tion psychiatrists and psychologists are 
atypical clinicians, but they do demonstrate 
some areas of agreement with other profes- 
sional groups that have been surveyed. In a 
survey of 46 psychiatrists and 35 residents 
(7), all but one acknowledged negative feel- 
ings when working with alcoholics. Three- 
quarters of a group of professional and non- 
professional personnel in community clinics 
working with alcoholics were committed to 
the importance of motivation, and three- 
fifths of them considered alcoholics unmo- 
tivated (8). Seventy-three percent of state 
hospital administrators consider alcoholics 
poorly motivated (9). A survey of psychi- 
atrists in private practice in Massachusetts 
revealed that 23 percent of the respondents 
would not accept any alcoholics for treat- 
ment (10). 

A survey team for the Joint Information 
Service of the American Psychiatric Associ- 
ation and the National Association for Men- 
tal Health (11) sent questionnaires to 260 
psychiatrists in private practice. When given 
a choice of only two answers, 71 percent 
defined alcoholism as a symptom of person- 
ality disorder, 15 percent as a disease, and 
13 percent as both a symptom and a disease. 

This group also considered a high level of 
motivation for treatment important, but 
differed from the VA respondents in that 99 


[114] 


ATTITUDES OF PSYCHIATRISTS AND PSYCHOLOGISTS 


percent stated that they used individual psy- 
chotherapy either in most cases or in some 
cases. Bellak (12) has mournfully noted: “I 
often feel that it is wishful thinking to expect 
that addictions and major asocial and anti- 
social forms of acting out will respond to 
our current psychiatric therapeutic arma- 
mentarium. . .." 


It is interesting that in some respects 
alcoholic veteran patients agree with VA 
psychiatrists and psychologists (13). After 
orientation by an ex-alcoholic, 200 patients 
having problems related to their heavy drink- 
ing were asked what types of common alco- 
holic treatment had helped each of them, and 
which types they thought might help. The 
six top choices on what had helped were: 
talking to other alcoholic patients, talking 
to an ex-alcoholic counselor, group psycho- 
therapy on alcoholism, regular group. ther- 
apy, Alcoholics Anonymous, and movies on 
alcoholism. When asked what they thought 
would help, they suggested one-to-one inter- 
action with a staff psychiatrist or psycholo- 
gist, lectures, or question-and-answer ses- 
sions with staff members. It has recently 
been questioned whether the individual at- 
tention fantasied by this group and many 
other groups is actually a benefit to hos- 
pitalized alcoholics (14). This fantasy over 
looks the fact that treating known alcoholics 
on a one-to-one basis could utilize the ful 
time of every physician and fill every hos- 
pital bed in this country (15). 


Professionals working in industry have 
reported sketchily but have made some pro 
vocative statements. One program Spo 
by a private employer has been reporte 000 
show a net savings of more than $600, v 
just in reduced use of sick leave. Others ce 
rehabilitated employees, a reduced employ 
turnover rate, and increased productiv/? 
One company reported that employ 
whose job security was threatened 
percent rate of seeking treatment. 
group whose job security was n 
only ten percent sought treatm d t 
past ten years this company calculate à 
savings on disability and pension te 
amounted to twice as much as was inves 
in the alcoholic consultation center. 

In this study of professional exper 
coholism, the typical psychologist an 
cal psychiatrist were not committe 
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disease concept. Yet they were in favor of 
removing the alcoholic from jail and placing 
treatment responsibility in hospitals, although 
they considered treatment benefits limited at 
best and did not wish to be associated with it 
personally to any degree. If these experts are 
to make cogent comments to courts or legis- 
lators on the problem, this study suggests that 
the individual expert should examine the in- 
consistencies in his own attitudes in relation 
to the gross disparities among the magni- 
tude of the problem, the results of therapy, 
and the facilities for treatment (16). He 
should also be aware of the contrast between 
the experts’ lack of support for the disease 
concept. 

This survey suggests agreement that hos- 
pital treatment is not a panacea for patho- 
logical drinking behavior and that psychi- 
atrists and psychologists have only limited 
interest in treating hospitalized alcoholics. 
In reacting to society's current concern 
about alcoholism, an appropriate position 
might be to favor: 1) sparing the already 
overloaded general medical and surgical 
ospital facilities the addition of alcoholics, 
and 2) having additional experimental clini- 
cal work on the problem take place within 
mental hospitals as current bed capacities 
Permit. Experimental work also appears 
appropriate for alcoholic treatment pro- 
grams allied with public or private industry. 
Psychologists and psychiatrists might con- 
sider making their contributions as consul- 
ants to the jail system, trying to effect thera- 
eutic changes and treatment within that 
System. Just as "snake pits" have largely 
ten remade into mental hospitals, so jail 


could conceivably become protective 
Custody. 
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EDITOR’S NOTEBOOK 


Alcoholism: Some Contemporary Issues 
and Problems 


T; OUR MOUNTING frustration, we live in a semantic morass of 
false equivalences and pseudo-words as we are asked to believe 
that an incursion is not an invasion and that empty buildings entered 
at great risk testify to the excellence of our intelligence system. With 
what relief we turn to the substance of medical science, where although 
eloquence may sometimes weave gossamer around a tired idea, data 
by and large are data, and the verbal limits within which one can gam- 
ble something like integrity are narrow indeed. Yet a closer look at 
the kind of health-speak coming from Washington today shadows a 
not dissimilar kind of linguistic wrinkle, potentially all the more dan- 
gerous because it builds on our hopes. 

Aside from impassioned rhetoric and good intentions from Wash- 
ington, how can we best help the alcoholic today as well as reduce the 
incidence of the problem tomorrow? Unfortunately, no simple solu» 
tions are available, but perhaps by asking honest questions our efforts 
may be directed toward construction of better programs and prospects 
for efficacious intervention and prevention. The difficult task of ad- 
dressing ourselves to honest inquiry is not merely a restatement of 
the ideal conduct of physicians but, in these times, to guard against 
a regrettable tendency to proclaim solution for problems through 
policy pronouncements. The policy I refer to is the substitution of 
thetoric for resources, a process that encourages false expectancies 
and stresses political rather than scientific accountability. We are led 
to believe that a new era is at hand for helping alcoholics, but pre- 
cisely what are the financial and intellectual resources at our disposal? 

At the financial resource level there is undoubtedly more federal 
and state support for alcohol treatment programs than has been avail- 
able previously. But what sort of programs should be adopted? Do we 
have data that would support any uniquely efficacious approach other 
than enlightened eclecticism? In fact our current resources would ap- 
pear only to permit a wise and deliberate effort to gather data on rel- 
ative efficacies of intervention techniques. We should acknowledge 


that such an effort is a high-risk venture and initially will provide clues 
rather than massive positive results. 


In this section the Editor samples varied opinions on topical problems. The 
opinions expressed herein are not necessarily those of the Editor, nor can they 
in any way be construed as marking the official policy of the Journal. 


1 
Amer. J. Psychiat. 127:12, June 197 


| EDITOR'S NOTEBOOK 
1681 


And what of our intellectual resources? Our heritage from years of 
scientific neglect is profound ignorance concerning even the basic be- 
havioral and biosocial concomitants of alcoholism. The need for mul- 
tidisciplinary research on alcohol problems cannot be overempha- 
sized. At present no priority hierarchy can be established based upon 
the estimated potential contribution of any single discipline to our 
| understanding of alcoholism. Significant progress in clarifying the 
y determinants of problem drinking requires that research, manpower 
development, and treatment approaches developed within any single 
discipline must have meaningful relationships to similar activities car- 
ried out in other disciplines. Since our fund of information in behav- 
ioral science disciplines relating to alcoholism is dependent upon the 
state of the art of behavioral science disciplines per se, it seems reason- 
able [o anticipate that progress in alcoholism can occur only as a con- 
comitant of enhanced support for basic science research in the behav- 
ioral sciences. 

Most physicians are aware that some patients may become resent- 
ful when our efforts to help them fail. Some physicians, even after 
heroic efforts to aid their patients, may engage in self-depreciatory 
thinking or chastise their fellow physicians for these failures. There 
has been a regrettable tendency for some professionals in the field 
of alcoholism to account for failures in intervention in terms of their 
own and others’ stigmatization of the alcoholic. While it is true that 
negative attitudes toward the alcoholic may impede the progress of 
treatment, favorable attitudes alone do not produce success. Psychi- 
atrists as well as other physicians have been repeatedly chastised 
i and preached to for their alleged failure to help alcoholics. I believe 
that for the most part, alleged failures occur not because of lack of hu- 
manistic motives but rather because of a lack of adequate knowledge 
of the causation and perpetuation of drinking problems. When we ob- 
tain the necessary knowledge to offer effective treatment (by "effec- 
tive" I mean scientific demonstration of efficacy and not professional 
enthusiasm or chauvinism) we will feel more comfortable about our- 
selves and our colleagues who attempt to treat alcoholics. 

There is much that is praiseworthy about the initiation of new pro- 
grams for alleviation of alcohol-related illness. One can hope we will 
enthusiastically participate in these new ventures, with recognition 
of the limitations of our present resources and knowledge. But sub- 
stitution of a sensitive and scientific approach with edict, policy pro- 
nouncement, and bombastic rhetoric will not afford relief to our pa- 
tients or to our own consciences. I believe that most. physicians 
would like to prolong life and alleviate suffering for da 
Y patients. If physicians profess à spirit of honest inquiry, it shou ne 


be interpreted as therapeutic nihilism. 


Jack H. MENDELSON, M.D. 


Psychiatry, Harvard 


itor’, : is Professor of 
Editor's Note: Dr. Mendelson is Btn City 


Medical School, and Director, Department of Psychiatry, 
Hospital. 
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EDITOR'S NOTEBOOK 


A New Day of Hope for Alcoholics 


[4 2 poris IS EVERYTHING," some long-forgotten sage once uttered 
in a discussion of how policy has its impact on social health is- 
sues and affects their solutions. 

The timing of the special section on alcoholism in this issue of the 
Journal is a reflection of an idea whose time has come. In the minds 
of many of us who have long associated ourselves with the treatment 
of and research on alcoholic persons and problems, the recent policy 
developments in this field are amazing. Who would have believed that 
in this society, strongly cemented in the bedrock of the Puritan ethic, 
a law could pass to create a National Institute on Alcohol Abuse and 
Alcoholism, with all the attendant and respectable illness-health ori- 
ented principles incorporated that are afforded any other condition 
of man? We have taken a national attitude by the passage of this act 
that states that alcoholic persons are sick, not bad. What potential for 
discovery, reorientation, commitment, and hope! 

We are now faced with the urgent challenge not to let this unusual 
opportunity escape, for such an opportunity does not come often. The 
field of alcoholism has never before achieved such momentum as that 
built up before the passage by the Congress of the Comprehensive Al- 
cohol Abuse and Alcoholism Treatment, Prevention, and Rehabilita- 
tion Act of 1970. We will not soon see such a high wave of forward 
thrust again if we fail to capitalize on the present potential. 

Psychiatry as a profession and psychiatrists as healers are especially 
against the wall. The new National Institute on Alcohol Abuse and 
Alcoholism is lodged within the National Institute of Mental Health, 
but the bleak history of psychiatry's lack of concern and commitment 
to alcoholic persons is so well known that many powerful forces are 
anxious to see what the mental health field will do with this new 
thrust. This is significant to us as a profession and forces us to question 
ourselves. Have the limited concerns of many psychiatric practitioners 
blinded them to the sight of vast areas of carnage intimately related 
to the mental health of this nation? We now estimate there are nine 
million alcoholics and problem drinkers in the United States, and 
these millions of sick men and women impose further circles of suffer- 
ing and psychiatric trauma on 36 million family members, or one out 
of every six persons in our land. 

The newly established National Institute on Alcohol Abuse and 
Alcoholism is committed to the evolution of a first-rate program for 
this large, long-neglected population. The need for new knowledge 
and new manpower demands an intensified program of high quality 
research and training. Utilizing these resources, the institute will strive 
to meet two principal objectives—one immediate and the other long- 
range. 

The first objective is to make available the best possible treatment 
and rehabilitative services to alcoholics and problem drinkers by 
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mobilizing existing resources and moving to fill gaps through the fund- 
ing of a broad range of new community alcoholism programs. Psy- 
chiatrists and mental health programs must cease to implicitly and 
explicitly discriminate against alcoholic persons and participate fully 
in this mobilization. 

The second objective is.to develop effective and practical means of 
preventing alcohol abuse and alcoholism, for no disease has ever been 
controlled by focusing on treating its casualties alone. 

As has so often been the case throughout history, how we behave 
toward that part of our population we conveniently label the ‘‘de- 
praved, deprived, and the disgusting” is most often a reflection of us 
and not of them. Our past behavior as a nation and as individual pro- 
fessionals with regard to the misery of the alcoholic has reflected an 
image we should regret and must change. The opportunity for change 
is at hand. The profession of psychiatry must not fail at this pivotal 
moment in history to commit itself to full participation in this new 
day of hope for alcoholics. 


Morris E: CHAFETZ, M.D. 


Editor's Note: Dr. Chafetz is Acting Director, National Institute on 
Alcohol Abuse and Alcoholism, National Institute of Mental Health. 


AN INTERN’S LAMENT 


You make me sick 

You brainless sons of Irresponsibility 

Venting your hopeless helpless negativism in a blind burst 

Enslaved by an overwhelming surge of mock power ) 
fueled by that fatal mixture of alcoholic passions and gasoline. 

And I, half drugged by those noxious fumes of ethyl alcohol and gas— 
must spend precious hours between midnight and dawn 

Reshaping your crumbled, bleeding limbs 
breathing my life’s breath into your crushed torsos — 
pouring my life’s blood into your hungry, pleading veins 

The taunt of your semi-stuporous curses and obscenities m 


That you may ride again. 


of speed 


y sole reward 


watch over your hapless victims 


Too often have I stood the death 
owerlesste PEE le ebb of life from those broken 


Powerless to prevent the inexorabl 
twisted frames 3 
Who only hours before were members of humanity 
Their only fault—Fate placed them in your erratic path. 
And you— ne 
By virtue of your ethanolic anesthesia 
You limp faite coddled by the furious vectors of the holocaust 
Lie crumpled before me in a puddle of foul-odored split humors. 
But I will reshape your crumbled, bleeding limbs 
give breath to your air-hungry lungs fi 
pour blood into your half-emptied veins 
That you may ride again.' i Vi 
he American Medical Association, volume 193, 


$ i al of t á 
Reprinted from the Journ f e akee 


1965. Copright 1965, the American M 
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24-Hour Psychiatric Consultation Via TV 


BY CHARLES SOLOW, M.D., ROBERT J. WEIS 
BERNARD J. BERGEN, PH.D., AND CHARLOTTE J. SANBORN 


Consultation services via two-way closed 
circuit television have proved to be effective 
in helping nonpsychiatric physicians to im- 
prove their knowledge of psychiatry and to 
treat their emotionally ill patients. The au- 
thors describe such a service set up between 
Hanover, N.H., and Claremont, N.H., a 
community 26 miles away. The service has 
aided the physicians in maintaining the ma- 
jority of their referred cases in the commu- 
nity and has provided them with a valuable 
educational experience. 


HE EXTENSION of treatment services to 

Segments of the population that have 
been neglected until now and the provision 
of such services at a time (early in illness) and 
place (community of origin) that provide the 
greatest potential returns have emerged as 
preeminent themes in community psychi- 


Based on a paper read at the 123rd annual meeting of 
the American Psychiatric Association, i 
Calif., May 11-15, 1970. SanFrancisco, 

At the time this paper was written the auth 
all with the Department of Ps: chiatry, Dartmouth Med. 
ical School, Hanover, N.H. 03755, where Dr. Solow is 
Clinical Assistant Professor, Dr. Weiss was Professor 
and Chairman, Dr. Bergen is Associate Professor, 
and Mrs. Sanborn is Research Associate. Dr. Weiss is 
currently Professor of Community Medicine, Harvard 
Medical School, Boston, Mass. 

This work was supported by Public Health Service 
grant MH-15007 from the National Institute of Mental 
Health. 

The authors wish to acknowledge the assistance of 
Robert J. Chapman, M.D., in this project. 


This section includes articles that are usually, although not always, less lengthy than the p 5 
articles. Included are clinical notes (for whose validity the JOURNAL assumes no responsibility), 
reports, historical notes, and other material selected by the Editor. In general, articles submitte 


atry. Manpower deficiencies, in terms of ab- 
solute numbers and unevenness of geograph- 
ical distribution, constitute a critical obstacle 
to the full realization of these goals. 

When solutions to these problems have 
been sought, much attention and effort have 
been directed toward the nonpsychiatric 
physician. Usually the first profession- 
al sought out by persons with severe emo- 
tional disturbance is the family physician (1, 
p. 310), who should be a particularly suitable 
resource for the treatment of psychiatric 
illness. This is reflected in numerous post- 
graduate courses in psychiatry utilizing 
lecture-demonstrations, small group sem- 
inars, or supervised clinical experience. 
However, only a small percentage of phy- 
sicians seem to be motivated to improve 
their psychiatric knowledge and skills 1n 
this manner(2). There is reason to believe 
that those programs providing consultation 


and practical support in close relation tO - 


the physician’s day-to-day clinical respon” 
sibilities have been more successful in €n- 
gaging the interest of the majority of phys! 
Cians in a community (3-5). j to 

Two-way closed circuit television seems 
offer an effective means of providing SUC 
day-to-day consultation and support to fam 
ily physicians while alleviating the raped 
uneven geographical distribution of i m- 
atric manpower. The medium has had x 
vis but intriguing application in this reg 
6,7). 


'eceding 
pr ase 
d for 


this section should be no longer than eight double-spaced typed pages. 
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This paper summarizes the experience to 
date with a television consultation service 
provided by the department of psychiatry of 
Dartmouth Medical School in Hanover, 
N.H., to physicians in Claremont, N.H. The 
project was designed to evaluate: 1) the 
utility of television as a medium of com- 
munication in psychiatric interviewing and 
consultation at a distance; and 2) the effec- 
tiveness of readily available psychiatric con- 
sultation as an educational program for phy- 
sicians in the community who would not 
ordinarily take advantage of formal post- 
graduate psychiatry courses. 

The consultation service, funded by 
NIMH, was initiated in December 1968, fol- 
lowing two years of meetings with the com- 
munity, technical preparations, and gather- 
ings of base-line research data. Two-way 
closed circuit television transmission, utiliz- 
ing two microwave relay stations, is provided 
by the New England Telephone Company 
ona rental basis. 

Claremont, located 26 miles from Han- 
Over, is a small industrial city with a popula- 
tion of 13,563; it is the largest town in a rural 
county. Of the 21 practicing physicians in 
the county, 15 are in Claremont; 12 are gen- 
eral practitioners and one is an internist. 
Most of them use the 80-bed Claremont 
General Hospital. There is no psychiatrist 
in the county, but the mental health clinic, 
staffed by two psychologists, has been an 
active participant in the project from the be- 
ginning. 


Operation of the Service 


A physician in Claremont who wants con- 
Sultation for one of his patients phones a 
Psychiatrist at Dartmouth; one psychiatrist 
's always on call for this purpose. (Ready 
accessibility to the consultation process has 
been stressed.) No criteria for defining the 
appropriateness of a case for consultation 
have been established; rather, the physicians 
have been encouraged to define their own 
needs, 

. At a mutually convenient time the physi- 
Cian brings his patient to the Claremont 
General Hospital, where two rooms have 
een set up for the project. He first goes to 
the studio room, which is equipped with a 

camera and monitor, where he can see 
and hear the psychiatrist in Hanover; the 
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psychiatrist, in a similar studio, can see and 
hear the physician as well. After an introduc- 
tory discussion, the patient is brought into 
the studio and the physician retires to an ad- 
jacent observation room. There he observes 
the patient and the psychiatrist on tandem 
monitors during the ensuing interview. Then 
the patient leaves, and the referring physi- 
cian returns to the studio to discuss the find- 
ings with the psychiatrist and to collaborate 
in developing management plans. Emphasis 
is placed upon helping the referring physi- 
cian to maintain the patient in Claremont 
under his care. When hospitalization is re- 
quired, the patient is admitted to Claremont 
General Hospital if at all possible; only 
those patients requiring specialized psy- 
chiatric inpatient care are referred to Han- 
over. Follow-up interviews are arranged as 
needed, but ongoing television psychother- 
apy is avoided. The consultation service 
promptly sends the physician a full. written 
report and later contacts him by phone re- 
garding the patient's subsequent course. 
Interviews and physician-psychiatrist inter- 
action have been videotaped for research 
purposes. An average consultation session 
lasts 50 minutes for both interview and dis- 


cussion. 


Results 


Between December 4, 1968, and Decem- 
ber 4, 1969, there were 199 consultations 
142 with new patients and 57 for follow-up 
consultations. Almost all of the consulta- 
tions with physicians were initiated by the 
general practitioners and the internist, as 
one might expect. The mental health clinic, 
a major source of referral, initiated 45 new 
cases. These consultations often stimulated a 
team approach among the physician, the 
clinic, and the consultation service. Thus the 
clinic, while maintaining treatment respon- 
sibility, has referred patients back to their 
physicians for TV consultation with regard 
to questions about medication. In this way 
an attempt has been made to meet commu- 
nity needs with a mental health clinic not 
staffed by psychiatrists but backed up by 
geographically remote psychiatric services. 

Two initial concerns Were: gie ses p 
:cians might use the service mainly tOr - 
ponite or 2) that they would tend to 
refer those patients for whom they wanted to 
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avoid responsibility, e.g., the older, lower- 
class psychotic individual with a history of 
psychiatric institutionalization. Neither con- 
cern was warranted. Despite the emphasis 
placed upon around-the-clock availability, 
no emergency consultations were requested 
after office hours. While many patients pre- 
sented urgent problems, the doctors man- 
aged to schedule them at reasonably con- 
venient times. It seemed that the physicians 
were confident of their ability to manage 
emergencies, and they preferred to wait until 
the next day before making the substantial 
time commitment involved in TV consulta- 
tion. It was also apparent that they recog- 
nized the value of early psychiatric consulta- 
tion before a problem became emergent. 


The patients referred by physicians repre- 
sented a diversity in age, educational back- 
ground, and marital status that was roughly 
representative of Claremont’s general popu- 
lation. Of particular interest is the fact that 
60 percent of these patients had no previous 
psychiatric contact of any kind. They pre- 
sented a wide range of emotional disorders, 
and only 40 percent were diagnosed as hav- 
ing psychotic illness. It appears that the phy- 
sicians did not seek consultations as a means 
of terminating responsibility but in general 
were motivated to maintain involvement in 
patient care. Thus for 90 percent of physi- 
cian-referred patients the initial disposition 
called for maintenance in the community, 
despite the psychiatrist’s concern for not 
"pushing" cases on the physician. This in- 
volved continued management by the refer- 
ring doctor in 70 percent of the cases and 
outpatient treatment by the local mental 
health clinic in 20 percent. In many instances 
the physician participated in the care of pa- 
tients referred to the clinic by supervising 
their medication. 


Television has presented almost no diffi- 
culties as a medium for psychiatric consulta- 
tion. It has not proved to be a significant 
barrier in establishing rapport with the 
patient or in perceiving emotional nuances. 
Patient acceptance has been impressively 
high. Even with a number of paranoid pa- 
tients, the circumstances of the interview did 
not seem to produce additional anxiety nor 
has the TV system become the object of psy- 
chotic elaboration. Both patient and psychi- 

atrist almost immediately lost awareness of 
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the TV medium as they attended to the inter- 
personal business at hand. Only once—when 
a severely agitated patient paced unpredict- 
ably about the studio—was there a signif- 
icant problem in keeping the patient in view. 
Relatively mild distraction has arisen from 
occasional deficiencies in the quality of the 
audio or visual signals. The system is oper- 
ated solely by the participants, without need 
for the presence of a technician. Only five 
interviews have had to be postponed be- 
cause of equipment breakdown. Thus the 
simplicity and reliability of operation have 
been gratifying. 

There have been indications that the phy- 
sicians’ experience of actually observing 
their patients’ psychiatric interviews on the 
TV monitor has had a considerable educa- 
tional impact—one in which noncognitive 
learning is probably more significant than 
the acquisition of formal knowledge. This 
experience seems to dispel the mystery sur- 
rounding psychiatric work. It confronts their 
fantasies about what it means to interview 
psychiatric patients with a reassuring reality, 
and it provides an opportunity to identify 
with a person who is comfortable with such 
interviewing. It also gives them an increased 
sense of their capacity to do likewise. - 

The doctors reported notable changes in 
their use and knowledge of psychotropic 
drugs. Whereas in the past their drug choices 
tended to be stereotyped, they now employ 
a wide variety of drugs, chosen more selec- 
tively and at more flexible and adequate 
dosages. 

Further conclusions await further data 
collection and analysis following the com- 
pletion of the two-year clinical phase of the 
project. Experience gained to date, however, 
seems to justify the conclusion that two-way 
closed circuit television provides a means of 
psychiatric interviewing at a distance, in the 
setting of community medical practice, with 
a diagnostic and therapeutic effectiveness 
approximating that which is obtainable in 
face-to-face interviewing. 
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The Psychiatrist and Child Custody Contests 


BY JACK C. WESTMAN, M.D. 


The author discusses problems in divorce 
cases in volving children—problems of secur- 
ing adequate representation, for the children, 
determining their best interests, and discov- 
ering the effect of the divorce procedure on 
them. He recommends establishing better 
legislative and psychiatric guidelines to pro- 
tect children in divorce cases. 


pru are called upon with in- 
creasing frequency to testify in matters 
of family law, particularly in child custody 
disputes. With the nationwide incidence of 
divorce steadily rising to 2.9 divorces per 
1,000 people, one out of six children has 
experienced the divorce of his parents. Fur- 
thermore, when compared with those of 
childless couples, divorces involving children 
are followed by ten times as many legal con- 
tests (1). This brief note calls attention to 
Several recent publications that review basic 
issues and current thinking in this area as 
outlined in "The Psychiatrist and Child 
Custody Contests,” a panel discussion at 
the 123rd annual meeting of the American 
Psychiatric Association, May 11-15, 1970. 

In general, criminal and civil law raise 
familiar questions of mental competence and 
responsibility for actions, while the issues of 
family law pertain to breakdowns in human 
relations and social responsibilities. As a 
result, the psychiatrist and the lawyer find 
themselves in overlapping territory, à situa- 
lion that may produce confusion. The psy- 
chiatrist approaches marital conflict with a 
therapeutic model, tending to overlook the 
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protection of the individual’s legal rights; 
the lawyer applies adversary procedures to 
the conflicted marriage, often polarizing dis- 
agreements. 

A central issue at the time of divorce is 
ensuring the protection of the children’s best 
interests in decisions involving child custody. 
Although the lawyer representing each con- 
testing parent in divorce actions is ethically 
bound to represent the best interests of the 
children involved, the undercurrents of com- 
mitment to one parent or the other militate 
against actually achieving this. The potential 
conflict of interest between the lawyers for 
each parent and the children has not received 
adequate attention. For example, husbands 
may argue vigorously to gain child custody 
primarily to reduce the cost of child support. 
A possible remedy for this situation, the ap- 
pointment of a guardian ad litem, who in 
effect is counsel for the children, is encour- 
aged in some courts (2). 

When representation of the child is assured, 
the thorny question is determining his best 
interests psychologically and emotionally, 
taking particular account of his developmen- 
tal stage. For example, whether continuity 
of care and affection during early life can be 
provided by the mother, the father, or some- 
tical issue. During the elemen- 
ducational opportunities 
timulation become im- 
even general develop- 


mental considerations such as these do not 
fully recognize the individual differences 


posed by a particular child (3). 


one else is a cri 
tary school years, © 
and adequate peer s 
portant. However, 


the Child's Needs 


Assessing 
O assess 
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the needs of an individual child (4). Ideally, 
this can best be done by clinicians and trained 
court personnel, combining psychiatry, pedi- 
atrics, and skilled social work. But whoever 
does so must be able to render an intelligible 
and relevant report. The development of 
specialized family courts promises to relieve 
judges who are ill prepared to handle clinical 
and behavioral science information. At a 
more basic level, the inclusion of child psy- 
chiatry in family law curricula in law schools 
is indicated at both the undergraduate and 
graduate levels. 

Because well-trained clinicians are in short 
supply, another approach is to establish 
more sophisticated legislative guidelines in 
child custody matters (5). Legislation can 
leaven such traditional assumptions as that 
the mother is always the best parent, that 
the present parent is always the best, and 
that a child's own parent is better than none 
at all. Legislative clarification can avoid and 
reduce the cost of decision making when the 
parents themselves may be able to arrive at 
a better decision. Legislative action could 
also encourage finality for decisions made 
at the time of the divorce, discouraging the 
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present opportunity for “open hunting for 
warring parents" in the field of child cus- 
tody. There is also an imperative need to 
minimize the adverse effect of lengthy di- 
vorce procedures and protracted litigation 
on the children who are involved. 

Because of the challenging scrutiny 
required by the courtroom management of 
divorce, the psychiatrist is pressed to clarify 
and refine his basic knowledge of child de- 
velopment, child rearing, conflict resolution, 
and family living. 
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Leisure: A Problem for Preventive Psychiatry 


BY WERNER M. 


The increased amount of leisure created by 
our shrinking work week has become a 
frantic time leading to psychological de- 
pression. Our work-oriented ethic, which 
is anti-pleasure, anti-leisure, and anti- 
laughter, is perpetuated by our child-rear- 
ing practices and educational systems. Pre- 
ventive psychiatry requires that we change 
these practices and systems now to prevent 
an epidemic of depression in the next two 
decades. 


ODAY, for the first time in man's his- 
tory, people in the United States face 
the realistic possibility of a life of relative 
leisure, comfort, and nondrudgery. Labor 
leaders have predicted that in 15 years a 
fourth of the population will produce all 
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the goods and services that the rest of the 
country can consume(1). Realistically this 
means that each person will work only ten 


-hours a week, or each will be working only 


one-quarter of his lifetime; or perhaps one- 
fourth of the people will be doing all the 
work and the others will not be doing any. 
Contrary to what the casual observer 
might think about increasing leisure time, 
this will not lead to a life of Utopia. To live 
a life of leisure with satisfaction, comfort, 
and creativity is much more difficult than to 
live a life of work and toil, given our present 


at Palla E an- 
Read at the annual meeting of the American y à 
alytic Association, San Francisco, Calif., May 10, Dm f 
Dr. Mendel is Professor of Psychiatry, University, 9 
Southern California School of Medicine, 1934 Hospit? 
PI., Los Angeles, Calif. 90033. 


Amer. J. Psychiat. 127:12, June 1971 


. t TH 
tlevision mounted on top, 


BRIEF COMMUNICATIONS 


system of middle-class values that determine 


our existence. An unsuccessful life of leisure 
will seem like being sentenced to “having 
nothing to do, filling time, merely living a 
life waiting to die." Unless we face the issues 
and problems that leisure time presents and 
unless we prepare ourselves for the hazards 
of such an existence, the dire predictions of 
major epidemics of depression during the 
next decade may well come true. 


The Current Ethic 


We are certainly not prepared for the life 
situation that technology has created. The 
system of values by which we live today was 
appropriate for the pioneering agrarian so- 
ciety of 200 years ago. It is already failing 
us miserably and will certainly fail us in 20 
years. It has little relevance to the realities 
of the 1970s and 1980s. Many problems of 
human existence in our country today can be 
attributed .o the difficulties caused by the 
current transitional period between depri- 
vation and plenty, between toil and leisure, 
between drudgery and creativity. Our na- 
tional attitudes about work, thrift, produc- 
he and recreation are entirely out of 
‘ouch with our social and economic reali- 
lies (2). 

E problems of the technological society 
sies io generation has helped to create are 
th ‘arly seen in the problems resulting from. 
sj shrinking work week. I am not referring 
3 ita of economics, which can be 
olved by new systems of distribution but to 
Pchological problems (3). In the course of 
fr ia Bencrations the work week has decreased 
i 2s P to 35 hours. We are now pointing to 
E i our week for a major segment of the 
py ing population. This leaves much lei- 
i re time, which most of us are unprepared 
Ouse with pleasure and without guilt. 
ee many unprepared Americans the in- 
creased amount of leisure time has become 
n Period of frantic activity—a time to be 
p^ Many unhappy Americans can. be 
De each weekend using their leisure time 
Konig along in campers on a bumper- 
the Ao freeway, the motorcycle tied to 
th ront, the boat on the trailer hitched to 
e rear, the barbecue and portable color 
TA while inside 
Ee is a supply of scotch or pot to help 
em endure the leisure moments. In the 
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next decade, when the four-day or three-day 
work week becomes a fact of life, how will 
people live or use or endure this resultant 
leisure time? 


The Crux of the Problem 


The problems of a leisurely existence are 
created in our systems of socialization and 
indoctrination into the culture. Our cul- 
ture’s value system is reflected in our child- 
rearing practices and in our school systems. 
These are the major vehicles for transmit- 
ting culture, with its hierarchy of values, 
from one generation to the next. These sys- 
tems are based on the Protestant agrarian 
ethic. However, these systems alone do not 
explain why we rear our children the way we 
do and how we socialize them into the cul- 
ture. Certainly the reality that we are no 
longer a primarily religious or agrarian 
nation has been a fact for at least one gener- 
ation. Yet the attitudes, ideas, and values 
hang on without regard for present reality 
or for the next generation’s needs. 

To a large extent this hanging on to anach- 
ronistic attitudes seems to be based on re- 
inforcing what the present aduli generation 
experienced during the Depression of the 
1930s. The school systems and child-rear- 
ing practices are now administered and car- 
ried out by children of the Depression. The 
people in social and economic power now 
are the teachers, administrators, and pro- 
gram planners, most of whom lived through 
the great Depression. In the Depression 
they experienced a basic rupture of faith in 
society, in the economic system, and fre- 
quently in their families. 

Such a rupture of fait! 


paired. In fact, for many 
as the experience of the German concentra- 


tion camp was for others (4). One cannot 
live through such experiences without. per- 
manent functional impairment in the inter- 
personal sphere. Human beings. relate to 
each other and to the future primarily on 
the basis of faith. Interpersonal risk taking 
requires faith in a system of values, in one- 
self, and in the relative stability of space, 
i nd causality. 
wes result of the scars from the Depres- 
sion, which are remnants of the betrayal of 
interpersonal faith, it 1s difficult for us to 
rear our children realistically for the world 
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that we now face. We still have a work-ori- 
ented ethic that is essentially anti-pleasure, 
anti-creativity, anti-joy, anti-leisure, and 
anti-laughter. If this ethic is left unaltered 
and continues as a vehicle for socializing our 
children, we will ensure that the next gener- 
ation will face the new world of leisure with 
guilt and boredom, and without creativity 
or freedom. We will lay the groundwork for 
alienation, depression, impaired self-esteem, 
and misery while the next generation en- 
dures a leisurely existence (5). 


Solving the Problem 


The people who are adults and program 
planners now must take a look at the pres- 
ent and the future and then take a chance, 
a leap of faith into present reality. We must 
finally give up our ties to the Depression of 
40 years ago. We must develop child-rearing 
practices and educational programs that 
will prepare society for the new realities that 
leisure will offer for a rich and creative life. 
Just as our grandparents prepared us to live 
in a world of work, competition, upward 
striving, and drudgery, so must we prepare 
our children to play, joke, and have fun as a 
significant and worthwhile aspect of their 
lives. We must train ourselves and our chil- 
dren to use tools with which they can live 
lightheartedly and creatively. This can only 
be done if we instill a system of values that 
is based on the economic and social reali- 
ties of the 1970s. 

Once our child-rearing practices and pub- 
lic school systems have been changed, the 
universities, too, can Tespond. Then they can 
return to their original function as a com- 
munity of scholars who, without being driven 
and with joy, can join together in obtaining 
and using the tools of the culture for the 
pleasure that knowledge gives to human ex- 
istence. Only when we stop searching for 
answers and recognize that we make. answers, 
only when we stop trying to find meaning 
and admit and take joy in making meaning, 
can we begin to take pleasure in the experi- 

ence of living in leisure (6). 

Students recognize the inappropriateness 
of college curricula that prepare them for 
the past rather than for the future. Part of 
the rage they have expressed at established 
institutions is due to their frustration with 
the crisis of values. University curricula must 
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change to prepare the student for existence 
rather than for a job, for a satisfying life 
rather than for a salary; it must give him 
tools for tapping the collective resources of 
the culture rather than for the exploitation 
of technology or the production of market- 
able services and goods. Only by making the 
educational systems reflect the reality of pre- 
paring for human life now and in the future 
can we prevent the imminent epidemic of 
depression. 

If we are to change from merely enduring 
leisure to living and enjoying a leisurely life, 
we must change our concepts of time. In the 
present ethic, we think of spending and using 
time, of filling and wasting time, of time 
ahead and time left, and of shrinking and 
expanding time. When we abandon these 
Aristotelian terms and view the problems 
of leisure, then time—lived, experienced, 
open, and closed—will take on meaning 
in understanding human existence in a world 
of relative leisure (7). 


Changing our Concepts 


One existential description of leisure may 
be summarized as allowing oneself the plea- 
sure of experiencing the passage of time. This 
is one of the most creative, satisfying, regen- 
erating, and re-creating ways of living a lei- 
surely existence. In our society, characterist- 
cally only old men are allowed the pleasure 
of experiencing the passage oftime. — | 

Another aspect of leisure is creativity. This 
does not refer to creativity in the usual sense 
of painting, playing music, or writing books. 
Rather this concept in terms of leisure refers 
to the playful giving up of consensually vali- 
dated external realities for the purpose ° 
seeing and experiencing new relationships, 
sequences, and patterns in juxtaposition 
The creativity of leisure is somewhat relate 
to the lighthearted and playful re-creation 
of reality found in fun and happiness, 1n drift- 
ing, and in experiencing the passage of tme. 
Some young people have described this €x 
perience as a way of turning on without using 
drugs. 

We can learn much from children. e 
small child, before he is so painfully soo 
ized to prepare him for a life of pain and toll 
already knows how to play creatively by Hie 
ing selective inattention to reality (8)- ; 
can enjoy the passage of time. The proces 
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of socialization transmits a system of values 
that extinguishes his playful, joyous, and cre- 
ative existence. We have to stop interfering 
with the normal process of play found in the 
child. As an adult, he frequently cannot re- 
capture such a leisure existence without alco- 
hol or drugs. 

The playful and lighthearted approach to 
leisure can also prepare us to cope with and 
to enjoy the ambiguity of human existence. 
In leisure we can assign a variety of mean- 
ings to issues. We can enjoy each aspect of 
the assigned meanings knowing that we do 
not have to find meaning. We can go beyond 
coping with and comfortably tolerating am- 
biguity to the point where we take pleasure 
in its zestful exploration and enlargement. 
Leisure can help us to reach the level of ma- 
turity that is characterized by a zest for am- 
biguity. 

Human life in the 1970s in the United 
States includes the opportunity and the bur- 
den of the leisure time created by technology. 
Whether we implode in the vacuum of leisure 
or explode with creativity and expand in con- 
flict-free playfulness remains to be seen. As 
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of this moment our child-rearing practices 
and educational systems are dooming the 
next generation to an epidemic of psycho- 
logical depression. If we are to avoid such a 
disaster, we must take stock now and change 
the socializing procedures we use to induct 
our children into a collective existence. 
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Sexual Behavior During L-dopa 
Treatment for Parkinsonism 


BY MALCOLM B. BOWERS, 


Nineteen patients who were receiving L- 
dopa for parkinsonism were interviewed 
to assess the effect of L-dopa treatment 
on sexual behavior. Seven patients (37 
Percent) reported an activation of sexual 
behavior at some point during the therapy. 
Interview data suggested that such a report 
may actually result from at least three 
Possible effects of L-dopa. 


Anes of observations pertaining 
to sexual behavior have been made by 
Physicians treating parkinsonian patients 
with L-dopa (1). Some reports have sug- 
Rested that L-dopa acts rather uniformly 
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and specifically to stimulate sexual drive. 
Others have noted that enhanced sexual 
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Method 


Semistructured interviews were held with 
12 male and seven female outpatients who 
were taking L-dopa and, when possible, 
with their spouses. The age range for the 
men was 45-80 years (mean: 59); for the 
women, 49-74 years (mean: 63). The in- 
terviews focused on possible side effects 
that patients had experienced while taking 
L-dopa. Specifically, alterations in sleep 
and appetite were evaluated as well as 
effects on sexual behavior. When a patient 
reported the presence or absence of ac- 
tivation in sexual behavior during L-dopa 
therapy, further questions were directed 
toward ascertaining the level of his sexual 
function before L-dopa therapy. If a patient 
reported an activation in sexual behavior, 
he was asked whether or not he experienced 
this change as commensurate with overall 
improvement in function during the ther- 
apy. 

A scale was used to rate sexual behavior 
according to the interview data. It was 
necessary to combine aspects of sexual 
feeling with sexual performance in the scale, 
since absence or unwillingness of a partner 
or problems of potency in the men might 
prohibit improved function despite enhanc- 
ed sexual drive, Sexual behavior in this 
patient group was therefore rated as follows: 
O=sexual feeling not present as an aspect 
of the individual's experience; 1=some 
Occasional awareness of sexual feelings; 
2-mild to moderate sexual feeling but no 
intercourse because of impotence or lack of 
a partner, 3 =occasional intercourse or 
moderate sexual feeling in the absence of a 
partner; 4=intercourse at least every two 
weeks or strong sexual feeling with no 
change in sexual activity due to lack of an 
available partner. 

Overall improvement as a result of L-dopa 
was rated 0 (none) to 4 (complete remis- 
sion). Stages of the disease were graded 1 
(unilateral disease) to 5 (confinement to a 
bed or wheelchair) according to the rating 

scale of Hoehn and Yahr(2). Sexual be- 
havior prior to and during L-dopa therapy 
and change in sexual behavior during L- 
dopa therapy were individually correlated 
with the age and sex of the patient, stage 
and duration of parkinsonism, maintenance 
dose of L-dopa, duration of therapy, and 
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overall improvement on L-dopa. Mean val- 
ues for sexual function before and after 
L-dopa therapy were compared for the en- 
tire group. 


Results 


The mean group value for sexual behavior 
prior to L-dopa was 1.7, compared with a 
value of 2.0 while the group was taking 
L-dopa (t=2.36, p<.05, by two-tailed 
t test). Seven of the 19 patients (37 percent) 
reported activation of sexual behavior at 
some point during L-dopa therapy. 

The fact that we received only one such 
report from a woman may have been related 
to a greater reticence on the part of the 
women patients to discuss sexual feelings 
with a male interviewer. No patient ad- 
vanced more than one scale grade. A single 
male patient was rated lower in sexual be- 
havior during L-dopa therapy. Nevertheless, 
despite evidence for an activation in sexu- 
al behavior in some patients taking L-dopa, 
only one correlation reached statistical 
significance; (change in sexual behavior 
vs. duration of L-dopa therapy (r=+-54, 
p<.05). However, one significant value 
would have been expected by chance (total 
of 21 correlations). Strong negative trends 
appeared between sexual activity and age 
of the patient (r=-.42) and duration of 
parkinsonism (r=-.44). To account for 
these results we examined the interview 
data, which suggested that a rating of 
activated sexual behavior was obtained for 
a variety of reasons, both psychosocial and 
biological. 

In this study the patients could be group- 
ed into three general patterns. The first 
group included those who had experience 
an overall improvement in function wit 
attendant psychosocial consequences. In 
this group we include those individuals who 
benefited from L-dopa to the degree that 
they became stronger, more mobile, an 
more able to care for themselves and pursue 
former interests. Improved sexual behavior, 
usually to a mild degree, could be (but by 
no means invariably was) one result of this 
general functional improvement. This T7 
sult depended, however, upon the !" he 
vidual’s past sexual habits, his age. um 
the availability of a partner. In fact, T€ 
turn of sexual interest in one case cause 
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increased family tension; this is discussed 
later. 

Two brief examples may illustrate the 
variety of results that return of general 
function had upon sexual behavior. The 
husband of one of our patients indicated 
that prior to L-dopa therapy his wife had 
been so incapacitated and had required so 
much ,nursing care from him that sexual 
relations were impossible from his view- 
point. Following L-dopa her ability to care 
for herself made it possible for him once 
again to consider her a sexual partner. 
The wife indicated that L-dopa had no 
specific effect on her sexual drive, which 
in fact she had retained even as an in- 
valid. In a second instance, a man who 
had been unable to continue his long 
pattern. of extramarital affairs because of 
his parkinsonism improved partially in his 
overall functioning on L-dopa. His sexual 
demands then became focused solely on his 
wife, who reported that the patient had 
developed an increased sexual drive. Ac- 
tually, only the object of his desire had 
changed and an increase in family tension 
resulted. 

The second pattern of sexual activation 
we noted was a seemingly specific stimu- 
lation of sexual drive relatively independent 
of overall functional improvement. Three 
men (16 percent) showed this pattern. In 
one instance, an 80-year-old man reported 
that following L-dopa therapy he began to 
have regular nocturnal emissions and erotic 
dreams. This effect was usually mild to 
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moderate and often did not persist despite 
continuation of L-dopa. 

The third pattern we saw was that of 
loss of sexual inhibitions in patients who 
developed an acute brain syndrome while 
taking L-dopa. For example, a shy 83-year- : 
old woman with minimal chronic brain 
syndrome developed an acutely agitated 
and confused state when placed on L-dopa. 
Her behavior was characterized in part by 
sexually provocative remarks to the nursing 
staff. 


Conclusion 


Our results suggest that reports of ac- 
tivation of sexual behavior in parkinson- 
ian patients taking L-dopa are relatively 
common. However, the cause and signifi- 
cance of these reports can be quite varied. 
L-dopa appears to cause a transient specific 
stimulation of sexual drive in only a small 
percentage of patients; it is therefore prob- 
ably inaccurate to describe it as an aphro- 
disiac. For future studies of this phenomenon 
it may be possible to obtain correlations for 
a larger patient sample with some of the 
disease and treatment parameters within the 
groupings we have postulated. 
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Determining Factors in the Return of 
Mexican Psychiatrists Trained in the United States 


BY GUIDO BELSASSO, M.D., AND RAMON PARRES, M.D. 


Developing nations lose over 50 percent of 
their physicians who go to the United States 
for specialized training. The authors dis- 
cuss factors that contribute to the return of 
Mexican psychiatrists trained abroad: a 
clear identity with the native culture, a cer- 
tain degree of security and idealism, and an 
initially well-defined motivation. The need 
Jor adequate psychiatric education programs 
for physicians returning to their native 
countries is emphasized. 


N A PREVIOUS paper, one of us (G.B.) 

studied determining factors in the migra- 
tion and adaptation of Mexican psychiatrists 
to the United States during and after com- 
pleting their training (1). The most signifi- 
cant reasons for emigrating were marriage 
to an American woman, greater financial 
and professional opportunities, and the lack 
of strong professional, cultural, and family 
ties in Mexico. Other factors were changes 
of residence during the educational years, 
separation from the family for financial and 
geographical reasons, the lack of a profes- 
sional affiliation or hospital appointment 
at home in preparation for the return, and 
the weakening of ties with the native culture 
during their residency training. In sum, the 
loss of emotional contact with their country 
contributed to the residents’ failure to 
return. 

These findings brought to our attention 
several interesting problems related to Mex- 
ican physicians who seek psychiatric edu- 
cation abroad. These problems include the 
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[130] 


selection of candidates for training; the 
incompatibility of American training and 
the realities in their native land, which drives 
many to emigrate; and the emotional prob- 
lems that confront students before, during, 
and after their training in the United States 
and Canada. Some of these problems have 
already been outlined by Murphy (2) and 
Mittel (3). 

An earlier paper (1) emphasized the group 
that emigrated to the United States (54 per- 
cent of those trained there) We intend to 
focus on the factors that contributed to the 
return to Mexico of the remaining 46 
percent. 


Method 


We used the information obtained in 
earlier work (1): the names and addresses 
of all physicians born and medically trained 
in Mexico who had been engaged in grad- 
uate training activity in psychiatry, including 
residencies, in the United States and Canada 
and who currently lived in Mexico City. An 
open-ended questionnaire was given to each 
and in some cases a personal interview was 
performed. We obtained 17 replies, which 
were then compared to determine their sa- 
lient features. The small sample precluded a 
statistical analysis. 


Results 


All the respondents were men; only two 
Mexican women have had their medical 
training in the United States, and they are 
currently living there. The overall mean age 
of 40 at the time of the study supports our 
general impression that in recent years more 
Mexican physicians who train in the Unite 
States now return to Mexico than did pre 
viously. The majority of the sample spent 
an average of four and one-half years 1" 
the United States, with a minimum of one 
year and a maximum of eight, which is close 
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to the time allowed by the Exchange Visi- 

tor Program. 

At the beginning of their training, nine 
were bachelors; three married American 
women toward the end of their training and 
the remaining six married Mexican women 
in Mexico. The other eight were married 
when they went to the United States, all 
except one to Mexicans. This is consistent 
with an earlier finding (1) that 72 percent of 
those who returned were married to Mexi- 
cans (p = .05). 

Only five went to the United States on 
scholarships: the majority (12) were em- 
ployed as residents in different psychiatric 
hospitals. 

Four physicians obtained immigrant visas 
to undertake their training, all in the 1940s. 
The remaining 13 went on the Exchange 
Visitor Program. Under the earlier immigra- 
tion law, some doctors who planned to re- 
turn to their countries used immigrant visas 
as a type of unlimited Exchange Visitor Pro- 
gram. There was no time limit (there is a 
five-year limit imposed now) and they were 
freer to change jobs, which was quite use- 

ful for those who intended to undertake 

= psychoanalytic training. Because of fear of 

j the draft most physicians now use the Ex- 

change Program. 

It is interesting that none of the sample 
returned to the United States to practice; 
the four on immigrant visas could have 
stayed and the other 13 could have left the 
United States for two years and then re- 
turned as immigrants. All but one had been 
in approved university residency training 
programs. 

According to Mittel (4) a large proportion 
(44 percent) of psychiatrists from developing 
nations who train in U.S. state hospitals and 
Stay to work there, as compared to a small 
proportion (15 percent) of native American 
psychiatrists, are not satisfied with the bal- 
ance of their professional activities. They 
feel that they are accepted under exchange 
visas as second-class citizens and routed to 
second-class hospitals where they are ex- 
ploited and given second-class training. 
They feel that it is likely that they will have 
to remain second class the rest of their pro- 
fessional lives. The fact that practically all 
the Mexican psychiatrists who returned to 
Mexico obtained first-rate training in the 
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United States may also account for their 
desire to return. 

All except two completed three years of 
approved residency training; three had two 
years of child psychiatry and three also 
received psychoanalytic training. Fifteen 
obtained positions at different levels rang- 
ing from teaching fellow to chief resident 
to associate professor or staff member. 

It seems that all were quite conscious that 
the return to Mexico would be fraught with 
great difficulties. Most acquired a capital 
reserve “to survive" from six months to a 
year without an income upon their return, 
as Mittel (3) has pointed out. 

In general most doctors in our series had 
very strong nationalistic feelings and they 
clearly identified with Mexico, attitudes 
that were lacking in the group that emi- 
grated. As one pointed out, “Behind my 
motivations was a strong nationalistic atti- 
tude full of idealism, that I still have... the 
return to Mexico is for the brave, the ideal- 
istic and the capable ones . . . ." 

Only two in our series had originally 
planned to emigrate. One returned to Mexi- 
co for the required two years when his visa 
expired, but adjusted and stayed; the other 
was highly influenced by his Mexican wife to 
return. Only two reported overt problems 
of discrimination because they were Mexi- 
can; they were two of the four who trained 
in the South. Four others trained in the 
Middle West and eight in the Northeast. 

Twelve reported various degrees of diffi- 
culty in securing jobs upon their return to 
Mexico. One complained: ss. with all. of 
my training | was unable to secure a hospital 
position and stipend commensurate to my 
capabilities . . . ." This was generally true. 
Five had secured appointments in hospitals 
or universities before their return, but all 
had stipends that were much lower than 
those they could have obtained in the United 
States. p À 

It is interesting that despite their nation- 
alism those who returned had ambivalent 
feelings. They felt a desire to remain 1n the 
United States because of better working 
conditions in a more organized setting, 

recognition of the training 


higher salaries, tion ainit 
obtained, and the possibility of. maintain- 
ing their positions in the natural line of pro- 


fessional progress. These are the seductive 
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aspects of the American culture. Mittel (3) 
has pointed out that “The more these young 
men and women are indoctrinated with 
values and role behavior appropriate mainly 
to affluent, urban, industrialized American 
society, the greater the professional identity 
crisis they anticipate should they return and 
the more they are driven to remain here 
-..." Interestingly enough all American- and 
Canadian-trained psychiatrists live in the 
big industrial metropolis of Mexico; most 
become psychoanalysts and maintain prac- 
tices that do not differ much from those of 
their teachers. It is also true that the cul- 
tural bonds between the United States and 
Mexico have become stronger; despite this 
and the geographical closeness, Mexico’s 
rate of immigration is not much different 
from that of other Latin American countries 
(54 percent). 

We found that those physicians with 
clearly defined goals (ie. to obtain "the 
proper training in the best possible place") 
adjusted better when they returned to Mexi- 
co and that their social and cultural roles 
were facilitated and defined. This situation 
forced them to maintain contact with their 
own culture and enhance their own identi- 
fication, as we can see clearly in one man's 


Statement: "...] used to have tequila, 
chicken mole, fried beans and even tortillas 
at times, ... listen to records of Mexican 


music, and decorate my apartment with 
Mexican motifs . . . things I would hardly 
ever do at home ...." Those who emigrate 
to the United States, in contrast, are more 
likely to assimilate uncritically the values 
and methods of their new society (1, 3). 

We can see from our Study that broadly 
speaking there are two groups, one that emi- 
grates and one that returns to the homeland. 
We feel that this represents a motivational 
conflict from the start and that the decision 
to return or not is somewhat established in 
the mind of the physician before he leaves 
Mexico, although he may not be aware of it. 
From our findings we can see two types of 
adaptation: physicians who emigrate assim- 
ilate and accept the new cultural values and 

look for jobs with high pay but low pres- 
tige, while those who return to Mexico 
reinforce their cultural ties and seek good 
training for their return. We disagree with 
Mittel’s idea that the ones who plan to re- 
turn seek out jobs with high pay but low 


[132] 


BRIEF COMMUNICATIONS 


prestige to acquire capital for their return; 
in our group the “adequacy” of training 
seems to be more important than the mon- 
ey, although this might not be true for other 
ethnic groups. 

We assume that members of the group 
who assimilate may have more emotional 
conflicts, since their motivations are not 
clearly defined and they have to break away 
from their childhood patterns and back- 
ground, 

Since most physicians who seek psychi- 
atric training in the United States establish 
the decision to return before departing or 
early during their residency training, a 
special effort should be made by training 
directors of programs to give foreign resi- 
dents a program tailor-made for their needs 
so that when they return they can make full 
use of the knowledge they acquired in the 
United States, incorporating broad princi- 
ples of individual, social, and transcultural 
psychiatry. 


Conclusions 


In our group of Mexican physicians who 
trained in the United States and returned 
to Mexico we found that the decision to 
emigrate was established before departing 
or early during the residency training, either 
consciously or unconsciously; a clear identity 
with the native culture and a certain degree 
of security and idealism were necessary for 
the return; and a well-defined and clear mo- 
tivation was present from the start. 

It is most important to create adequate 
programs of psychiatric education in the 
United States for physicians who will return 
to their native countries to give them educa- 
tion that will be of use in terms of broad 
principles of individual, social, and trans- 
cultural psychiatry. 
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IN MEMORIAM 


Michael Balint 
1896-1970 


Michael Balint died on December 31, 1970, 
shortly after his 74th birthday, while serving as 
president of the British Psychoanalytical Society. 
_ The son of a general practitioner, he was born 
in Budapest. During his medical studies there, 
which he completed in 1920, he also had training 
in biochemistry and mathematics and worked as 
a research chemist until he turned to psychoanal- 
ysis as his life’s work, Dr. Balint began his psy- 
choanalytic training in Berlin with Hanns Sachs 
and continued it in Budapest with Sandor Feren- 
czi. By 1926 he was a training analyst at the 
Budapest Psychoanalytic Institute and subse- 
quertly became its director. He migrated to 
England in 1939 to escape Nazi persecution. After 
a short interlude in Manchester, where his first 
wife and co-worker, Alice, died, he moved to 
London where he continued practicing psycho- 
analysis and also served as consultant to the 
Tavistock Clinic. In 1952 he married his co-work- 
tr Enid Eichholz, a noted British psychoanalyst 
in her own right. Since 1956, Michael Balint had 
been Visiting Professor in the Department of Psy- 
chiatry at the University of Cincinnati. 

Among psychoanalysts, Balint was known for 
his original perceptions and reconstructions of 
carly childhood experiences, which he then trans- 
lated into insights for psychoanalytic-therapeutic 
lechniques. His writings on this topic span some 
30 years and are collected in his Primary Love 
and Psychoanalytic Technique (1965). Balint's 
teconstructions of early childhood experiences 
led to his description of two sensitively perceived 
character types—nowadays we would call them 
‘narcissistic characters"—in his Thrills and Re- 
&ressions (1959). The significance of these char- 
acter types, the ocnophilic and philobatic, and 
Balint’s method of treating them remained unap- 
Preciated, although they are still worthy of con- 
tinued attention. His contributions to the under- 
Standing of the therapeutic process in psycho- 
analysis were further deepened in The Basic Fault 
—Therapeutic Aspects of Regression (1967) and 
brought a lifetime concern to completion. 

Balint became world famous as a result of his 
Novel and daringly experimental approach to 


| Problems of general medical practice and to the 


teaching of general practitioners and medical 
Students. He did this, jointly with his wife Enid, 
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by a simultaneous teaching and research method 
now known and practiced in many countries. 
What is unique about the Balintian method of 
teaching is that it does not impose psychoana- 
lytic insights upon medical practice. Rather, it 
uses the psychoanalytic mode of understanding 
to study medical problems in their own vastly 
differing contexts. The Doctor, His Patient and 
the Illness (1957) described the method and its 
results; these were further developed in the joint 
work with his wife on Psychotherapeutic Tech- 
niques in Medicine (1961). 

At the time of his death Michael Balint still had 
a number of books to write, among them one on 
the Freud-Ferenczi correspondence, a Ferenczi 
biography, and one that would have crowned his 
work with general practitioners. This work would 
probably have born the title A General Psychol- 
ogy of Medical Practice, which he was uniquely 
competent to write. 

Michael Balint had the courage of his convic- 
tions and pursued his interests single-mindedly 
and with enviable energy to the very last. He con- 
tinued working and thinking on various related 
themes for a lifetime, as if he had a map in his 
mind in which the details needed to be fitted in 
on the basis of actual experience in his day-to-day 
clinical practice and research. Yet, one of the re- 
markable things about Michael Balint was that in 
spite of that map and its clear directions, he was 
always ready for unexpected findings. He would 
then rework his theories rather than fit the 
findings into an existing mold. He loved to teach, 
to convince others, and to share his extensive 
knowledge. Just a few months before his sudden 
death he was full of strength and vigor during 
long walks through the Italian and Swiss country- 


side. His intellect was more than alert; it was 
overactive. He barely had time to process all the 
rich and original ideas, which related primarily to 
the therapeutic process—be it in psychoanalysis, 
psychotherapy, or general medical practice. — 
Psychiatrists in Cincinnati treasure the privi- 
lege of having known him intimately and of hav- 
ing experienced the impact of his towering per- 


sonality as a man, teacher, clinician, and friend. 


Paur H. OnNsTEIN, M.D. 
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American Association for the Abolition of 
Involuntary Mental Hospitalization 


Sir: I wish to announce the founding of the 
American Association for the Abolition of In- 
voluntary Mental Hospitalization. The nature 
and aims of the Association are set forth in the 
following excerpts from its "Platform State- 
ment": 


Throughout the entire history of psychiatry, 
involuntary psychiatric interventions, and es- 
pecially involuntary mental hospitalization, 
have been regarded as morally and profes- 
sionally legitimate procedures. No group of 
physicians, lawyers, or social scientists has 
ever rejected such interventions as contrary to 
elementary principles of dignity and liberty 
and hence as morally and professionally il- 
legitimate. The AAAIMH does. 


It is not in the province of the AAAIMH to 
promote or oppose any particular method of 
mental or psychiatric intervention, provided 
that it is undertaken with the informed consent 
of the client and is freely terminable by him. 
We take this position not because we do not 
hold some opinions about what are desirable 
or undesirable psychiatric practices, but be- 
cause we wish to focus sharply on what we con- 
sider the most pressing practical issue facing 
the mental health professions today: the sepa- 
ration of voluntary from involuntary inter- 
vention (1). 


Membership is open to all persons interested in 
supporting the aims and programs of the As- 
sociation, 


The reference is: 


l. Alexander GJ, Goffman E, Szasz TS: Platform 
Statement of The American Association for the 
Abolition of Involuntary Mental Hospitalization, 
Inc. September 1, 1970 (mimeographed) 


Tuomas S. Szasz, M.D. 
Syracuse, N.Y. 


Assessing Antidepressants’ Effectiveness 


Sir: Drs. DeSilverio, Rickels, and associates 
(“Perphenazine-Amitryptyline in Neurotic De- 
pressed Outpatients: A Controlled Collaborative 
Study,” September 1970 issue of the Journal) 
reported on a double-blind controlled study com- 
paring perphenazine-amitriptyline, perphenazine, 
and amitriptyline in neurotic depressives by 
psychiatrists, psychiatric residents, and general 
practitioners utilizing three patient populations— 
that in a hospital clinic, in general practice, and 
in private psychiatric practice. Certain issues in 
the study are unclear and warrant some questions. 
The authors did touch on some of these issues in 
the paper, perhaps with the intent of forestalling 
criticism of the way the issues were disregarded 
during the actual investigation. 

Medicine has long acknowledged that in clin- 
ical evaluation the response to drug treatment 
does not merely reflect the pharmacological ef- 
fect of the drug used. The way in which a ther- 
apist presents the treatment to his patient 1s 
important in this context, and there is ample 
proof in the literature on the therapeutic effects 
of inert substances—the so-called placebo ef- 
fect. Symptomatic improvement also depends 
considerably on the patient’s and the therapists 
expectations and on the environment in which 
treatment is given. The amount of drug rejection 
and the continuation of treatment is also influ- 
enced by the therapist’s attitude toward his pa- 
tients. In depressive illness, particularly neurotic 
depression, which is a self-limiting disease, the 
halo effects of such factors are of considerable 
importance. Since most of these patients improve 
anyway, the patients who improve after taking 
prescribed tablets have done so post hoc but not 
necessarily propter hoc. " 

The published drug trials leave an impressio? 
of confusion and of a lack of objectivity. Bizart? 
findings such as that thioridazine is as effective an 
antidepressant as imipramine (1) and that per- 
phenazine has antidepressant activity (2), as We" 
as negative ones questioning the value of the ERE. 
depressants (3-5), all of which are so much E 
variance with clinical experience, lead to only on 
important conclusion—that there is something 


Letters to the Editor are welcomed and will be published, if found suitable, as space permits. 
submit two copies (typewritten, double spaced), the length, if possible, not to exceed 500 words. 
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mg with present methods of assessing anti- 
ressants. Even now important questions have 
left unanswered concerning whether some 
depressed patients would respond better to tri- 
yelic antidepressants and others to monoamine 
xidase inhibitors, and whether those who fail to 
ond to drugs in one of these groups would re- 
pond to one in the other. 

‘I consider that a double-blind trial incorpo- 
ling a noninert placebo, if correctly performed, 
probably the only worthwhile method of as- 
ng antidepressants further. The use of non- 
placebo is essential because most antide- 
essants cause side effects that are recognizable 
experienced doctors in a significant proportion 
patients and favorable observer bias is carried 
‘ough the assessments. Failure to classify de- 
sion, at least into endogenous and reactive 
ression, abandonment of the clinician's judg- 
ment, and complete reliance on rating scales in 
hese situations are other factors responsible for 
sults such as the ones I described previously and 
further consideration while one is conduct- 
g trials on antidepressants. 

Relative trials, like the authors', in which one 
urported antidepressant is compared with an- 
ther would only be valuable if one of the drugs 
Were standardized, accepted, and established 
beyond reasonable doubt. Such a circumstance 
lay be claimed for neurotic depression, but I 
d to doubt it. The results of the authors’ trial 
and inconclusive because of 
differential drug re- 


Patients. 
The authors’ conclusions are not the only ones 
nsistent with the data. The finding that the 
group (psychiatric private patients) with the great- 
t number who adhered to the prescribed medi- 
tion dose and that had the least dropout rate 
ed worse than the group (general practice) that 
fewer who adhered to prescribed medication 
d that had a greater dropout rate shows a lack 
| response to the drugs and that the improve- 
Tent that occurred in the general practice pa- 
lients was due to the influence of therapeutic 
lieu, minimal psychotherapy, and placebo ef- 
. The difference in response was also due to 
varying expectations of the patients and ther- 
pists in the two groups. 
- Perphenazine produced a greater improvement 
because it has antidepressant effects. If it did, 
hould have produced the same amount of im- 
vement in the group that received the amitrip- 
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duced a greater number of side effects and aggra- 
vated anxiety-related symptoms, thus accounting 
for the difference at two weeks. However, when 
the patients developed a tolerance to the drugs, 
the difference became insignificant. This suggests 
that the catching-up effect was due to increased 
tolerance and fewer side effects and not to the la- 
tent period the authors suggested. The finding 
that the clinic patients responded less than the 
general practice patients may have been due to 
their lack of choice in selecting their therapist. 
Many of them were referred to clinics and had 
meetings with people with whom they had had 
no previous relationships. In addition, most de- 
pressive illnesses in general practice are of short 
duration and are self-limiting (6). 

If DeSilverio and associates had used a non- 
inert placebo and had employed a minimal num- 
ber of psychiatrists in their double-blind con- 
trolled trial, the results would have been more 
conclusive and convincing and perhaps they 
would have been different. 


The references are: 


1. Hinton JM: A comparison of perphenazine, (‘fen~ 
tazin’) sodium amylobarbitone and a placebo in 
anxious and depressed out-patients, J Ment Sci 105; 
872-877, 1959 

2. Overall JE, Hollister LE, Meyer F, et al; Imipra- 
mine and thioridazine in depressed and schizo- 
phrenic patients, Are there specific antidepressant 
drugs? JAMA 189:605-608, 1964 

3, Ashby WR, Collins GH: A clinical trial of imipra- 
mine on depressed patients, J Ment Sci 107:547- 
551, 1961 

4. Hare EH, McCance C, McCormick L: Imipramine 
and Drinamyl in depressive illness. A comparative 
trial. Brit Med J 1:818-821, 1964 

5. Hunter JW, Owen S, Eksi A, et al: A controlled 
cross-over study of trimipramine and amylobarbi- 
tone. Brit J Psychiat 113:667-670, 1967 . 

6. Porter AMW: Depressive illness in general practice. 
A demographic study and a controlled trial of 
imipramine. Brit Med J 1:773-778, 1970 


M. Z. Hussain, D.P.M. 
Moose Jaw, Saskatchewan, Canada 


Dr. Rickels Replies 


Dr. Hussain addresses him- 
self more to the general problems of clinical drug 
trials conducted with depressed patients than to 
our specific paper. His second paragraph, for 
example, consists entirely of a discussion of non- 
specific factors in drug therapy. His third me 
graph, in which reference | is confused wit 

reference 2 and vice versa, opens with his char- 
acterizing findings made in several other studies 
as "bizarre," a statement that, in my opinion, 
the majority of clinical researchers do not 
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support. 
Leaving aside his other “nonspecific” com- 
ments on drug trial methodology, I would like 
to mention briefly the three specific criticisms of 
our paper that appear relevant. Dr. Hussain be- 
lieves that a “double-blind trial incorporating 
a noninert placebo ... is probably the only worth- 
while method of assessing antidepressants fur- 
ther." In taking issue with this statement, I would 
like to point out, as we did in the paper, that 
placebo has been established as relatively ineffec- 
tive in depressed patients. The question of wheth- 
er an inert or a noninert placebo should be used 
is not only outside the scope of this letter but is 
also hardly relevant to the study. Clearly, the aim 
of the study was to locate differences among the 
three study medications, i.e., perphenazine, 
amitriptyline, and a combination of the two 
drugs, all of which had already been demon- 
strated to be superior to placebo. 

Second, I disagree with Dr. Hussain’s con- 
tention that study results are “probably biased 
and inconclusive” because of a high differential 
dropout rate. First of all, the attrition rate of 
36 percent in our study, which included a number 
of lower socioeconomic-class patients, was not 
particularly high. Second, dropping out occurred 
differentially only as a function of population and 
not of drug; I fail to see how it could have unduly 
biased findings on drug response. 

Finally, Dr. Hussain believes that “the authors’ 
conclusions are not the only ones consistent with 
the data,” yet he has not offered any new inter- 
pretations. This we particularly regret, since we 
are always open for constructive criticism pro- 


viding new insight into the meaning of study 
results. 


Kart RickeELs, M.D. 
Philadelphia, Pa. 


Opiate Maintenance 


Sir: My experience in London has confirmed 
some impressions of American opiate mainte- 
nance clinics that were often established, as they 
were in London, with the expectation that opiate 
maintenance alone would significantly alter be- 
havior. Often this does not happen, and mainte- 
nance may support an underlying fantasy—one 
that many drug dependent people develop—that 
relief from coping difficulties can be achieved 
by finding a proper chemical combination for 
intake. The result is that if the person continues 
to fail, the prescribing physician is pressured by 
society and the patient to alter drug, dosage, 
or both. 
Properly viewed and used, such clinics are use- 
ful. They can be vehicles for conducting suppor- 
tive efforts and setting limits on the behavior of 
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people who are not capable of fitting into any 
other known form of rehabilitative program. 
They also make contact with the opiate depen- 
dent individual in a nonpunitive setting. Society 
has the opportunity to record the extent of the 
problem and possibly to explore with the affected 
individuals avenues toward rehabilitation. My 
London experience also suggests that mainte- 
nance clinics may help by reducing the glamor 
associated with opiate use. 

I hope this note will be helpful to the many 
physicians who are currently involved in setting 
up opiate maintenance clinics in America. 


MicHAEL D. Paris, M.D. 
London, England 


A Method of Reference Citation 


Sir: Responding to your invitation to com- 
ment on methods of citing references, I would 
like to recommend a system that preserves the 
advantages of an alphabetical reference list with- 
out being a burden on author and reader. 

I refer to the method of citing in the text the 
author’s name, with the date of publication in 
parentheses as follows: “During the Second 
World War Smith and Jones (1944) found. ...” 

If the writer does not wish to mention the 
authors' names in a sentence of the text, he can 
give both the authors' names and the date of pub- 
lication in parentheses as follows: "During the 
Second World War some investigators (Smith 
and Jones, 1944) found. .. .”” 

At the end of the article all the references are 
arranged alphabetically by authors’ names. Ref- 
erences to more than one publication by an au- 
thor in one year can be distinguished by letters. 
€.g., 1961a, 1961b, etc. This method is employed 
by, among other journals, the British Journal of 
Medical Psychology. : 

This system has advantages for the writer of 
a long paper or monograph with many refer- 
ences. He can continue to add references (or even 
delete them if he gets a rare urge to do so), almost 
up to the moment before going to press without 
creating much additional work for himself oT 
for his editors. 

But suppose an author has 80 or 100 references 
to a monograph, all indicated in the text only by 
superscript numerals. If he has the references 
already keyed into the text and then wants to 
make changes, he must often change many of the 
numbers in both the text and the reference lists. 
This takes time and carries the hazard of in- 
creasing errors even for the most meticulous 
authors. I was recently about to close a long m 
of references (that was keyed to the text only y 
superscript numerals) when I discovered js 
important paper I wished to cite. The author ya 
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named As! If only he had been named Zulch, it 
would not have been so bad. i 
The system I recommend has advantages for 
the reader as well. He can see immediately just 
whom the writer is talking about. For the reader 
there may be a big difference in credibility be- 


tween “Some authors (1) have found ....” and 
“Some authors (Smith and Jones, 1944) have 
found. .. .’’ The reader's reaction depends, nat- 


urally, on what he thinks of Smith and Jones if 
he knows their work, but at least he immediately 
knows who is being cited. 

There are some minor disadvantages to this 
system. A little more print and space are required 
to set authors’ names in both the text and the 
reference list. But your new asceticism can surely 
allow for this. A long list of authors’ names in 
the middle of the text can interrupt the reading of 
a sentence. But a writer has not done his work 
properly if he must pile on many authors’ names 
to support a single point. And finally, I have 
been told by one editor that the citation of au- 
thors’ names in the middle of a sentence is un- 
aesthetic. How wonderful that editors want to 
consider the beauty of the page and not just the 
message! But in this case I am prepared to sacri- 
fice appearances for improved communication 
between a writer and his readers. 


IAN STEVENSON, M.D. 
Charlottesville, Va. 


Reporting Behavioral Science Data 


Sir: We were distressed to see the casual lev- 
el of reporting in Dr. William Zung’s article, “A 
Cross-Cultural Survey of Symptoms in Depres- 
Sion" (July 1969 issue of the Journal), The article 
violates so many conventions of scientific report- 
ing that it actually communicates very little useful 
information. 

Specifically, there is no consistency in the pre- 
sentation of score distributions on the Self-Rating 
Depression Scale (SDS). In some cases Dr. Zung 
Presents means without standard deviations, and 
in other cases he presents ranges without means 
or standard deviations. aa 

The correlation of the SDS with other criteria 
is referred to as evidence of its “reliability” when 
Zung surely means “validity.” 

Table 1 is rather meaningless since no standard 
deviations are shown and, therefore, the degree of 
Overlap among scores of various diagnostic groups 
cannot be determined. Table 3 presents means 
with neither standard deviations nor the number 
of subjects. 

Significant t tests are reported among the three 
Means in table 1. Zung's use of the t test violates 
accepted practice, as conducting multiple t tests 
increases the likelihood of finding spurious Sig- 
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nificance. 

Zung states that the mean SDS scores for 
various diagnostic groups presented in table 1 
* ... are very similar to those previously reported 
in a United States study." Does “very similar to” 
mean “‘not significantly different from," or is the 
phrase synonymous with “looks like"? If it means 
not significantly different from, suitable statistical 
tests should have been conducted; if it means 
looks like, the statement should have been 
phrased in statistical terms since it is meaningless 
as it stands. 

The author makes a point of the fact that SDS 
scores predict which patients will receive treat- 
ment, whereas global ratings do not. Nowhere 
does the article state that global ratings and 
treatment decisions were independent of SDS 
scores, i.e., that decision makers did not have 
access to SDS results. Thus, we are unclear as to 
whether or not SDS scores influenced treatment 
decisions. 

Global ratings of illness severity are an im- 
portant variable in the report, but the author 
provides no information on the reliability of the 
ratings nor does he provide information on the 
number of judges. 

Uncritical reading might suggest that scores of 
64 and 60 on the SDS have been demonstrated to 
be efficient cut-off scores for decisions about treat- 
ment. No cross-validational evidence is presented. 
The author is obligated to make clear whether 
these data are intended as cut-off scores or not. 

The correlation between the SDS and the De- 
pression. Adjective Check Lists (DACL) (1) is 
listed as .29, and the correlations between the 
SDS and the Eysenck Personality Inventory 
(EPI) (2) is given as —.08. Zung does not identify 
which one of the seven forms of the DACL was 
administered and to which sample. The EPI con- 
sists of two scales, Extroversion-Introversion 
and Neuroticism-Stability, but the correlation is 
reported only as between the SDS and the EPI. 

The author refers to "high" correlations be- 
tween the SDS and the Hamilton Scale a pik 
Inventory of Depression and “low” correlations 
Beleen the SDS and the DACL and EPI. A 
“high” or “low” correlation is statistically mean- 
ingless. The question is: Was the pud corre- 
lation significantly different from zero? This is 
not reported, nor can it be derived from the data 


presented. 


Standard practices in reporting behavioral | 


science data are necessary in order to communi- 
cate meaningful information in the literature. 
With the increasing flood of information in the 
behavioral sciences, adherence to these practices 
is more essential now than ever before. 


The references are: 


]. Lubin B: Depression Adjective Check Lists: Man- 
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ual. San Diego, Calif, Educational and Industrial 
Testing Service, 1967 

2. Eysenck HJ, Eysenck SBG: Manual for the 
Eysenck Personality Inventory, preliminary edition. 
San Diego, Calif, Educational and Industrial Test- 
ing Service, 1963 


BERNARD LuBimN, PH.D. 
Rosert B. BEcHTEL, PH.D. 
Kansas City, Mo. 


Dr. Zung Replies 


Sir: I believe that an answer to the Drs. Lu- 
bin and Bechtel's letter can be either one in which 
each individual item is commented upon (in 
which case most of the points they raised could 
be cogently rebutted in great detail and length) or 
one in which a general statement can perhaps 
better suit the occasion. I have chosen the latter. 

The use of rating scales and statistical methods 
for analyzing results from them in clinical psy- 
chiatry is, in truth, still more of an art than a 
science. Means, standard deviations, correlations, 
morbidity cut-off scores, etc., on data generated 
from them can only be meaningful in the light of 
clinical knowledge. For example, if the number 
of subjects (N) is high enough, a correlation co- 
efficient of .10 may be statistically significant, but 
clinically, it does not say anything meaningful 

about the patient! Thus, statistical analyses are 

used in different ways and in different situations, 
and it is not entirely unacceptable to say “high” or 

"low" correlation values when one is relating 

them to clinical evaluation and acumen. In my 

article, the results of the Lubin scale showed a 

"low" correlation. 


WILLIAM W.K. ZuNG, M.D. 
Durham, N.C. 


Anorexia Nervosa—Follow-Up on 
a Special Method of Treatment 


Sir: Since | published my short paper on 
"Durabolin in Anorexia Nervosa" (September 
1963 issue of the Journal), I have accumulated 
more data that I would like to share with those 
who might have occasion to apply my method of 
treatment. 

But first let me describe how this treatment 
came about. A 14-year-old girl was referred to me 
for consultation because she was steadily losing 
weight. Her weight reached an alarming low. She 
looked like a skeleton, similar to those pictures 

of prisoners released from Bergen-Belson (a 
Nazi concentration camp), with a cadaverous 
and emaciated facial expression. I saw the child, 
and it was agreed that I should treat her. An ad- 
ditional few weeks passed without success; in 
fact, we were getting closer and closer to a deci- 
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sion to hospitalize the child and to force feed 
her. 

At that time, as I was casually flipping through 
the pages of a medical journal, an advertisement 
attracted my attention. It described an anabolic 
agent and its use in geriatric patients who had a 
negative nitrogen balance. In a flash it occurred 
to me that I might try nandrolone in anorexia 
nervosa. I was aware of the possible masculiniz- 
ing effects the medication could have and decided 
to use it very sparingly. I explained the situation 
to the family, told them that I had never tried 
this before, and secured their willingness to par- 
ticipate in the experiment. I injected the patient 
with 25 mg. of nandrolone and decided to wait 
two weeks before the second shot. In the mean- 
time I saw the child and her parents in psycho- 
therapy, which proved to be an exercise in futility 
rather than help, 

At this point I stopped encouraging the girl to 
eat and had the parents follow my lead. Prior to 
that I had asked her to eat a morsel of different 
foods in my office, and she would invariably gag 
on it. Two weeks later, and after further weight 
decline, I administered the second injection. I 
did not know how long to wait for the results, 
but in my mind I had decided that if the loss of 
weight should continue for another month and 
reach a critical point of 50 pounds for a child 
who had weighed 134 pounds, I would then 
abandon outpatient therapy and, recommend 
hospitalization. 

A month after the first injection and two weeks 
after the second, improvement started. The git! 
began to eat a large variety of food but felt very 
unhappy about it. Within three months she had 
regained all the weight she had lost and began to 
worry about being overweight. 

I found that a small dose of phenothiazine (10 
mg. three times a day) and 1 mg. or 2 mg. of 
trifluoperazine twice a day is useful during re- 
covery and for a few months thereafter. 

The role of psychotherapy in the classical psy- 
chotherapeutic approach is not productive !n 
these cases. It creates more tension (in the pa- 
tients and in the parents), increases unhappiness, 
and does not lead to resolution. On the contrary, 
a follow-up type of assistance where the patient 
and the family come in to discuss the progress On 
a practical level is effective and appreciated. 
Suicidal gestures should not be disregarded dur- 
ing the recovery period. ^ 

This form of treatment has been successful in 
ten out of 12 of my patients so far. The other 
two had to be hospitalized. But the relatively 
high number of good therapeutic responses !5 
interesting. 


Leon Tec, M.D. 
Norwalk, Conn. 
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Nicotinic ACID IN THE TREATMENT OF ScHIZOPHRE- 
nias. Canadian Mental Health Association 
Collaborative Study, Progress Report I. By 
Thomas A. Ban, M.D., and Heinz E. Lehmann, 
M.D. Toronto, Ontario, Canada: Canadian 
Mental Health Association, 1970, 32 pp., $2.50 
(paper). 


This monograph presents the first results of a 
large-scale collaborative study of nicotinic acid 
as a treatment for schizophrenia. In addition, its 
authors review quite lucidly the various theoreti- 
cal bases for niacin’s use, especially its role as a 
methyl acceptor that may inhibit abnormal trans- 
methylation or the production of adrenochrome. 

Before undertaking this project, Ban, Leh- 
mann, and their collaborators formulated four 
hypotheses that have served as the basis for their 
research: 1) Nicotinic acid has beneficial effects 
above and beyond those associated with standard 
treatment. procedures; 2) its efficacy may be in- 
creased by the administration of ascorbic acid, 
pyridoxine, or D-penicillamine; 3) certain schizo- 
phrenic subgroups (to be identified by the pres- 
ence of specific substances in their urine (€.g., the 
mauve factor) will respond to nicotinic acid 
more favorably than schizophrenic patients who 
lack these substances; and 4) nicotinic acid can 
prevent the exacerbation of psychopathology 
produced by the administration of methionine 
and a monoamine oxidase inhibitor (MAOI). 
The present monograph reports the results of 
investigations relevant to hypotheses | and 4. 

In the first study discussed by the authors, the 
Phenothiazine therapy of 20 acutely ill newly 
admitted schizophrenics was supplemented by 
nicotinic acid or nicotinamide (3 gm. per day); 
ten control patients received phenothiazine and 
placebo, At the end of six months the ten placebo 
Patients were found to have required less chlor- 
Promazine (Thorazine) and shorter hospitaliza- 
lion than their niacin- or nicotinamide-treated 
Counterparts. In contrast, preliminary results of 
à partially completed study in which higher doses 
of nicotinic acid alone (up to 9 gm. per day) were 
administered (phenothiazines given only when 
absolutely necessary) revealed that the experi- 
Mental group needed less chlorpromazine than 
did controls. However, like their counterparts 1n 
the preceding study, the niacin-treated patients 
tequired longer periods of hospitalization than 
did patients in the placebo group. 

A third study examined the therapeutic efficacy 
of nicotinic acid in the prevention and treatment 
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of methionine-MAOI-induced exacerbations of 
psychopathology. Contrary to expectations, nia- 
cin neither prevented nor inhibited the psychotic 
worsening caused by the methionine-MAOI 
combination. Because the doses of nicotinic 
acid used were relatively small (in comparison 
with the doses of methionine given), the authors 
acknowledge that this study may not have been a 
fair or conclusive test of hypothesis 4. 

In reviewing their experiences with niacin's 
and nicotinamide's toxicity, the authors report 
an incidence of flushing in nine percent of the 
subjects, nausea and vomiting in 15 percent, liver 
function abnormalities in seven percent, tachy- 
cardia in 29 percent, and weakness in 12 percent. 
Unfortunately, they do not indicate the number 
of patients who had at least one side effect. Their 
report of the occurrence of significant numbers 
of side effects is, in general, congruent with stud- 
ies reported in the medical literature (1). 

The results reported in this monograph must 
be assessed from two vantage points—their prac- 
tical implications and their theoretical import. 
In their own evaluation of the clinical utility of 
niacin, Ban and Lehmann take a very cautious 
stand when they conclude that “nicotinic acid is 
not the treatment of choice for every schizo- 
phrenic patient under all conditions.” 

To this reader—bearing in mind that the num- 
ber of subjects studied is small and some aspects 
of the investigation are incomplete—it seems fair 
to say that these preliminary results do little to 
recommend nicotinic acid as a treatment for 
schizophrenia. Certainly the data thus far pro- 
vided by these methodologically sound studies do 
not seem to warrant the enthusiasm niacin thera- 
py has generated in some segments of the psy- 
chiatric community. Considering the lack of 
conclusive evidence for niacin’s therapeutic effi- 
cacy, it seems obvious that clinicians should be 
very judicious in prescribing a substance that is 
known to have profound metabolic effects and 
significant toxicity. 

Despite this seemingly negative assessment of 
niacin's usefulness, the possibility remains that 
Ban and Lehmann's projected studies of biolog- 
ically defined schizophrenic subgroups may 
identify a subcategory of nicotinic acid "re- 
sponders." On a theoretical level, the investiga- 
tion of patients thought to have abnormal meth- 
ylation processes is potentially valuable because 
it may elucidate the clinical relevance of. these 
processes for schizophrenia. The authors’ pro- 
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posed use of C14 labeled methionine to identify 
patients with abnormalities in methylation is 
particularly exciting. We look forward eagerly to 
the completion of this important series of studies. 


The reference is: 


1. Mosher LR: Nicotinic acid side effects and toxicity: 
a review. Amer J Psychiat 126:1290-1296, 1970 


Loren R . Mosuer, M.D. 
Chevy Chase, Md. 


Normat Aainc. Edited by Erdman Palmore. Dur- 
ham, N.C.: Duke University Press, 1970, 424 
pp., $17.50. 


With a high probability of being the definitive 
research compendium on the subject, Normal 
Aging is the comprehensive report of the Duke 
University Longitudinal Study of Aging—the 
central research project of the Duke Center for 
the Study of Aging and Human Development 
from 1955 through 1969. The basic findings of 
this pioneering multidisciplinary study, which*had 
been scattered in more than 100 articles in a vari- 
ety of journals, are now available in collected, or- 
ganized, and summarized form. The result is an 
achievement of no small proportion. 

For more than 13 years, psychiatrists, psychol- 
ogists, internists, social workers, sociologists, and 
other investigators studied 256 persons over age 
60. These persons were “normal” in the sense that 
they were noninstitutionalized, functioning, mo- 
bile, community-resident subjects; the authors 
emphasize the more common or typical patterns 
and problems of aging that emerged. The reports 
thus deal with common medical disorders, men- 
tal health problems, electroencephalographic 
changes, reaction times, intelligence, perception, 
and affect, as well as marital, family, sexual, and 
social behavior and activities, attitudes toward 
health, age, and death, and factors in longevity. 
An introductory chapter discusses in some detail 
goals, methods, and questions of methodology, 
and a final chapter summarizes the main themes 
of the combined investigations and explores the 
implications for future research. 

Since aging itself is a process of change over 
time, longitudinal studies have obvious advan- 
tages as well as many disadvantages, including 
large expenditures of time and money, difficulties 
in defining the population to be studied, and selec- 

tive dropout of subjects. Most previous longitu- 
dinal studies therefore tended to focus on a single 
problem area and to do so from the perspective 
of a single discipline. The nature of these present 
studies—with 32 authors including some of this 
country's foremost research scientists in gerontol- 
ogy, whose investigations were supported by 
more than 18 grants from the Public Health Ser- 
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vice and other agencies—made possible a number 
of new discoveries. Activities and attitudes tend 
to persist over the years, for example, and hypo- 
chondriasis and denial of illness are common, 
intelligence is generally stable, and, yes, physical 
health does decline in a majority of the aged. 

A contrasting and heartening theme, however, 
is that there are many exceptions to the general 
pattern. Some gerontologists, perhaps in reaction 
formation to what appears to be an inexorable 
deterioration associated with aging, adopt a 
Pollyannaish “grow-old-along-with-me, the-best- 
is-yet-to-be" point of view. This volume makes it 
clear that a substantial minority of aging persons 
do in fact show improvements in physical and 
neurological functioning, in skin condition, blood 
vessel alteration, and sexual activity. Not only 
that, but for most subjects little or no overall de- 
cline in social or psychological functioning can 
be demonstrated. Forty-eight such basic findings 
—all of considerable medical, psychological, and 
social significance—are listed in the summary 
chapter. 

The book is well organized and well written. 
It is, as the editor states, “more than a book of 
readings," for the diverse individual articles are 
combined in an orderly, methodical, and readable 
way. As I continued further and further into the 
book, I grew afraid that I was becoming overly 
enthusiastic and began to look carefully for faults. 
They were difficult to find. 

One might quibble with methodology here and 
there, one might carp that the index is not quite so 
complete as desirable, one might find the dust 
jacket rather drab, but that is all, except for one 
final concern. Dr. Ewald W. Busse is represented 
in this volume only by several articles and a very 
modest foreword. It is my understanding that he 
was responsible in large part for the organization, 
leadership, and guidance of the Duke Center an 
the research in aging accomplished there. Dr. 
Busse, the editor of this book, and the investiga" 
tors have obviously labored at a herculean task 
and have produced a work worthy of their labors. 


James M.A. Weiss, M.D. 
Columbia, Mo- 


PSYCHOANALYSIS AND INTERPERSONAL PSYCHIATRY. 
By Patrick Mullahy. New York: Science House 
1970, 740 pp., $15. 


Patrick Mullahy has long presented and ex- 
tolled the contributions of Harry Stack Sullivan: 
with Helen Perry, he has been chiefly responsible 
for organizing and articulating a body of wor 
that Sullivan left essentially in pieces. Without 
these two executors and spokesmen, it is fair to 
say Sullivan would never have attained the pos! 
tion he has as the most influential native-bo™ 
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figure in American psychiatry. 

In furtherance of his goal Mullahy has now 
produced Psychoanalysis and Interpersonal 
Psychiatry, which presents “a fairly comprehen- 
sive exposition of Sullivan's ideas." (That adverb 
"fairly" is reminiscent of Sullivan's piquant 
sense of humor.) Mullahy recapitulates almost 
all of Sullivan's major writings; he does so in a 
style that, as illustrated, resembles Sullivan's. The 
recapitulations are consistently accepting ones, 
and no extensive attempt is made to relate Sulli- 
van's work to the other principal developments in 
psychiatry. 

Despite the book's title, there is little discussion 
of analytic theory and disappointingly little cor- 
relation between it and Sullivan's ideas. Chapter 
5 describes processes of therapy using the three- 
stage technique of initial impressions, free fantasy 
exploration, and reevaluation, but there is no 
effort to relate this to the **psychoanalytic pro- 
cess." On the other hand, no attempt is made to 
understand psychoanalytic theory or technique 
in interpersonal terms. Psychoanalysis is dis- 
cussed only briefly on its own in the last chapter, 
and then pejoratively. 

To the interpersonalists’ credit, they at least 
mention the psychoanalysts more than the psy- 
choanalysts mention them. Nothing is more ludi- 
crous about modern American psychiatric writ- 
ing than our ability to use Sullivan's observations, 
ideas, and techniques without even mentioning 
his name. He would have felt like a bastard at 
the family reunion. 

The last chapter of this book suggests one 
reason why Sullivan’s influence on the main- 
streams of psychiatry is not better credited. The 
chapter is about "Recent Developments," by 
which is meant a few articles and books bearing 
on Sullivan's ideas and of interest to Mullahy. 
The recapitulations are very detailed; we found 
them informative. But no effort is made to sum- 
marize the recent interpersonal literature, and 
it is not clear on what general principles the 
articles reviewed were chosen. The whole chapter 
has an idiosyncratic, almost cranky quality that 
again réminds us of Sullivan. 1 

Mullahy has long had a great interest in the 
oedipus complex, both clinically and because its 
significance has been such a dividing point be- 
tween interpersonalists and psychoanalysts. We 
did not find anywhere in the book clear acknowl- 
edgment that psychoanalysts, like the interper- 
Sonalists, have come to expect oedipal fixations 
to have at least some oral roots. Lewin, who goes 
unmentioned, is perhaps the most original con- 
tributor to our detailed understanding of these 
oral fixations. The point is that while Sullivan- 
ians justly complain the Freudians don't appre- 
Ciate them, they themselves have not taken up or 
Sometimes even acknowledged psychoanalytic 
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contributions of direct relevance to their own 
concerns. Such an acknowledgment of post- 
Freudian developments is long overdue and could 
logically have formed part of this book. 


We hope, however, that these remarks will not 


put off students from studying the book or, per- 
haps even more to the point, Sullivan's own 
writings. Granted that he worked largely with 
schizophrenic and severe obsessional patients (he 
is supposed to have said that other types never 
called him back), what he learned about them and 
his techniques for dealing with what he learned 
are broadly applicable. Sooner or later in most 
neurotic patients we get to psychotic fragments— 
indeed, these psychotic fragments sometimes 
seem to glue together the neurotic structure—and 
at that point we are all in great need of the 
methods Sullivan developed. 


In short, this is a useful book. It is the most y 


detailed and accurate exposition of the develop- 
ment of Sullivan's ideas now in print. Its value 
would be still greater, as is true of so many con- 
temporary psychiatric books, if more effort were 
made not to defend the value of its subject's con- 
tributions, but to see them in the context of psy- 
chiatry as a whole. Sullivan himself was well 
grounded in both descriptive psychiatry and 
psychoanalysis (and came too early on the scene 
for a detailed understanding of existential work); 
his pluralistic example should move us away from 


isolationism. 


But that is a sour note to end on. This is an 


ample, comfortable book that many should enjoy 
and profit from reading. Like Sullivan himself it 
is seldom solemn, steadily clinical, and if can- 
tankerous at times, is not bitter. 


Leston Havens, M.D. 
Justin A. FRANK, JR., M.D. 
Boston, Mass. 


HIATRIC EDUCATION 
AND THE Primary Puysictan, By the American 
Psychiatric Association. Washington, D.C.: 
APA, 1970, 74 pp., $3 (paper). 


This report is a comprehensive discussion of the 
med at psychiatric educa- 
hysicians in our country. 
involved as a student in 
nd as an observer in oth- 
rt is comprehensive, it 
the program planners, 
jatric evangelists of the 
Association. This state- 
those who have 


than to complain. 


i ed, rather 
heen sonyol still in dire need of further 


icipants are ) 
PERECA and this is becoming more 
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due to the diminishing number of primary phy- 
sicians, especially general practitioners. I feel 
especially sorry for the evaluators who have at- 
tempted to determine the success of the various 
programs and attempts at communicating with 
physicians in practice. Certainly the suggestion 
that the attainment of such goals be evaluated is 
very much in order. 

I commend this report to all individuals inter- 
ested in this type of education and to those who 
have in the past been suspicious of the role APA 
has played in selecting continuing education pro- 
grams for primary physicians. It appears that 
this is the time to join together first-rate educators 
in small groups and decide what effective commu- 
nication in the form of continuing education can 
be accomplished. Certainly the type of continuing 
education that primary and general physicians 
have been subjected to in the past 20 years has 
not been efficient, and its effectiveness is question- 
able. Possibly this suggested small group of edu- 
cators could derive new and better methods of 
reaching the physician in practice. 


J. JEROME WILDGEN, M.D. 
Kalispell, Mont. 


Tue MrNrALLY ILL AND THE RIGHT TO TREATMENT, 
Edited by Grant H. Morris. Springfield, Ill.: 
Charles C Thomas, 1970, 130 pp., $9.50. 


No one, obviously, is against giving our patients 
the right to be treated. The problem is, what hap- 
pens to the “right of treatment" if the hospital 
doesn't have staff to do the treating? And what do 
we do about the patient who refuses to participate 
in treatment? 

Here is a collection of talks on the subject, given 
at Wayne State University Law School. Most of 
the participants were attorneys. In 1967 the 
American Psychiatric Association issued a state- 
ment that included the phrase: “The definition of 
treatment and the appraisal of its adequacy are 
matters for medical determination" (1). Dr. Katz 
sees this as a “staking out of a territorial claim.” 
He reminds us that when the chips are down it is 
the law, not psychiatry, that is the “ultimate de- 

cision maker when deprivation of liberty is at is- 
sue." 
Judge Bazelon meets this issue head on. He de- 
fends the court's right to enforce treatment and 
hold hospitals and doctors to some standards: 


The Cassandras who foresee judges wallowing 
hopelessly in the bogs of psychiatry seldom 
distinguish the enforcement of the right to 
treatment from the problems encountered 
whenever courts deal with complicated ques- 
tions of technology. When the limited function 
of a judge in reviewing administrative determi- 
nations is borne in mind, there seems little to 
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distinguish psychiatry from, say, radio broad- 
casting. The judge must decide only whether 
the patient is receiving carefully chosen therapy 
which respectable opinion regards as within 
the range of appropriate treatment alternatives, 
not whether the patient is receiving the best 
of all possible treatment in the best of all 
hospitals. 


When the mentally ill patient is not realistically 
amenable to treatment, yet is dangerous, we get 
clamped on to a vicious cycle. He is not guilty of 
the crime (by reason of insanity); but when he is 
hospitalized he is not treatable. If, for that rea- 
son, he is released, he could commit another act 
of violence, and the circle could keep spinning. If 
the only reason for hospitalizing him is to treat 
him, then we can’t justify keeping him on the 
wards if he is not treatable. If we keep him locked 
in the wards anyway, even though we don’t give 
real "treatment," we would seem to lend color to 
Dr. Szasz's indictment of us as jailers, not doc- 
tors. If we release the patient and he commits 
another crime, we might be liable in a malpractice 
action for letting such a dangerous person loose 
on the community. (This malpractice liability 
angle was not, so far as I could see, discussed by 
any of the six authors.) 

One of the authors proposed a neat solution to 
this dilemma: “If he is amenable to treatment, let 
the court order that he be given suitable care. If 
the institution does not comply, it would seem 
reasonable to enforce the order by contempt pro- 
ceedings against the superintendent.” This speak- 
er even suggested “class action by patients to col- 
lect damages for lack of treatment.” 

Judge Bazelon suggests that the courts should 
“insure that the hospital tailors the treatment to 
the specific patient." He urges an individualized 
treatment plan for each patient. 

The real clincher is that unless legislators pro- 
vide hospitals with enough staff, they cannot do 
first-rate treatment. Judge Bazelon realizes that 
when no treatment is available (but where the pa- 
tient is dangerous) the hospitals may refuse to 
release the patient precisely because he is danger- 
ous. Speaking of this decision, Judge Bazelon 
Says: “Such chicanery is intolerable. Courts can 
not force legislators to provide adequate resources 
for treatment. But they should not play hand- 
maiden to the hypocrisy which rationalizes con- 
finement by the false promise of treatment. 
Courts must reveal to society the reality that often 
festers behind the euphemism of hospitaliza- 
tion.” 

It is certainly true that the Baxstrom experience 
has shaken the lawyer’s confidence in our ability 
to evaluate likelihood of violence. The reference is 
to the 1966 experience of the New York state hos- 
pitals. Baxstrom developed mental illness while 
in prison. He was transferred to Dannemora State 
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Hospital (a mental institution adjacent to a prison 
and administered by the New York State Depart- 
ment of Corrections). At the expiration of his 
prison sentence, Baxstrom was denied release be- 
cause he was considered dangerous. 

The U.S. Supreme Court, in effect, ordered him 
transferred to a civilian mental hospital instead of 
keeping him in an institution for the “criminally 
insane." Then 865 similarly situated patients were 
all transferred to civilian state hospitals. Prac- 
tically none of them subsequently gave any trou- 
ble in their noncriminal hospitals. By the end of 
the year, 147 of them were safely back in the com- 
munity. Only seven of the 865 really turned out to 
be dangerously mentally ill. One speaker con- 
cluded that the psychiatrists concerned “lacked 
the ability to diagnose dangerous illness.” 

The draft act (the “model commitment law”) 
originally said that “every patient shall be en- 
titled to treatment to the extent that facilities and 
personnel are available." However, some jurisdic- 
tions (including the District of Columbia) have 
omitted this phrase from the statute, which, it 
is suggested, means that the legislature concerned 
felt that lack of personnel or facilities “will not be 
considered a sufficient excuse for lack of treat- 
ment." 

Most of the mentally sick among the criminally 
convicted will land in a public mental hospital if 
they are hospitalized at all. For the most part, 
staff doctors in our public institutions are sup- 
posed to manage 200, 300, sometimes even 400 
patients at a time. You cannot, in Judge Bazelon's 
phrase, “tailor-make a treatment program" with 
that large a case load. The psychiatrist who tries 
to do so would not seem the proper target for an 
attack on that failure. 

This thought-provoking book reminds us that 
we tend to overpredict violence. The reason is 
understandable. If we say that the patient might 
harm someone, and he is locked up, there is no 
test of whether we were right. Suppose we say 
that he is harmless, and he is released. If he then 
commits a violent act, we not only lose face, but 
we are vulnerable to a malpractice action. So 
most of us play it safe and warn of the potential 
for violence. That is not a very noble attitude, but 
it is understandable in these days of the defensive 
practice of medicine. The Baxstrom experience 
really should raise doubts as to our ability to pre- 
dict violence. Every one of these 865 convict- 
patients had been separately labeled as dangerous 
by a psychiatrist. 

Still unresolved by these essayists is what we do 
àbout a patient who refuses to participate in indi- 
vidual or group psychotherapy or who has to be 
dragged into it against his will. 

We do have some responsibility in pro 
the civil rights of the patients entrusted to us, 
à reading of this volume will have a sobering ef- 


tecting 
and 
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fect. The mentally sick person carries a curse and 
a heavy cross. The one who is both criminally 
convicted and mentally sick is, in a sense, twice 
cursed and bears a double cross. He is worthy of 
our most thoughtful efforts. 


The reference is: 


1. APA position statement on the question of ade- 
quacy of treatment. Amer J Psychiat 123:1458- 
1460, 1967 


Henry A. Davipson, M.D. 
East Orange, N.J. 


Tue AwcEL Insioe Went Sour. By Esther P. 
Rothman. New York: David McKay Co., 1971, 
333 pp., $7.95. 


This fascinating book with a provocative title 
is written by a person who has taught in New 
York City public schools and has done special 
work with children at Bellevue and Riverside 
hospitals (New York City). She has a master’s 
degree from Columbia University and a doctorate 
in psychology from New York University. 

The book reports on the author's experiences 
as principal of a special school for adolescent 
girls who are unable to be contained in a regular 
school class. It is known as the Livingston School 
because it was first established in the board of 
education building at 110 Livingston Street in 
Brooklyn. Later the school was shifted to King 
Street in the Greenwich Village section of Man- 
hattan. Mrs. Rothman became the principal in 
August 1959, 16 months after the school was 
originally opened as a special emergency school 
for girls recently suspended from public school. 

Dr. Rothman reports on the background and 
behavior of these disturbed youngsters, most of 
whom had Puerto Rican or black parentage. 
Most were the products of broken homes and 
had been involved in various types of antisocial 
acting-out behavior, both in school and in the 
community. ji 

The author describes the multiple frustrations 
that she encountered from school personnel, 
community agencies, and various professionals, 
such as psychiatrists and social workers, in her 
attempts to rehabilitate her charges. What Dr. 
Rothman has really accomplished over a ten-year 
period is the establishment of a therapeutic milieu 
in a school setting, with the use of guidance 
counselors, social workers, and with occasional 
aid from psychiatrists. Over the course of years 
she has made many innovations in the handling 


of these children. She indicates the need for her 


and her staff to work with the parents also, if the 


children are to be helped. 


The author gives innumerable case vignettes of 
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girls she has helped, as well as of children she has 
been unable to reach. Many of her pupils are 
openly psychotic and should have been in resi- 
dential treatment settings rather than in an open- 
school system. The reports of her difficulties with 
budgets, red-tape rulings, and misunderstandings 
by other professionals is reminiscent of the re- 
viewer’s experience when he organized an adoles- 
cent ward at the Bellevue Psychiatric Hospital in 
the 1930s. It is possibly for this reason that the 
reviewer found that reading this book was a most 
thrilling and rewarding experience. It points out 
how much can be done when dedicated people 
are willing to **fight the system" and work on a 
one-to-one basis with disturbed youngsters. 

This reviewer recommends this book not only 
to psychiatrists who work with teen-agers, but to 
all professionals who have teen-aged children or 
who work with teen-agers. 


FRANK J. CURRAN, M.D. 
New York, N.Y. 


TELEPATHIC Impressions; A Review AND REPORT OF 
Tuirty-rive New Cases. By Jan Stevenson, M.D. 
Charlottesville, Va.: University Press of Vir- 
ginia, 1970, 194 pp., $6.50. 


Instances of puzzling alterations in feeling or 
behavior that make sense in terms of the extra- 
sensory perception (ESP or psi) hypothesis have 
been repeatedly reported by psychiatrists, psycho- 
analysts, and others. These changes are not al- 
ways accompanied by well-defined imagery 
relatable to a presumptive provoking source, as in 
classical conceptions of these processes. Often 
they involve merely vague feelings of uneasiness 
or depression or of an unspecified danger to 
someone who is not always clearly identified. 
Sometimes in question is the sudden onset of an 
unusual or otherwise unaccountable physical 
symptom. 

In this unpretentious, well-organized, and lu- 
cidly written volume Ian Stevenson, Professor of 
Psychiatry at the University of Virginia Medical 
School, where he also heads the Division of 
Parapsychology, reviews and summarizes 160 
previously reported cases of the so-called “im- 
pression” type and adds 35 new cases that he has 

investigated. 

Since persons seized by insistent impressions of 
this kind frequently tell others about them, for 
most of the 195 cases there were at least two and 
often more authenticating witnesses, many of 
whose accounts are given in full. The striking 

similarity of features in the independently re- 
ported cases, as well as the similarity between 
the two groups of cases reported, leads Stevenson 
to feel it to be “most improbable that all these 
informants would have mixed up their observa- 
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tions or memories or that all these investigators 
would have been completely misled.” 

Frequently reported was the case of a person 
performing an uncalled-for, often seemingly ir- 
rational action on the basis of an unaccountable 
feeling of danger. Physical symptoms were both 
"'identificatory" (pain in limb, chest, face, and so 
forth, at the precise times of injury at these points 
to a friend or relative) and idiosyncratic, that is, 
expressed in terms of a person's own typical—but 
in most cases normally unexpected or rare—reac- 
tion patterns to stress (asthma, headache, and so 
forth). 

The author is careful to state that he does not 
offer his cases as proof of extrasensory processes; 
"but simply taking account of all the facts that I 
could assemble about these cases, extrasensory 
perception seems to me the best available inter- 
pretation of them." He feels that support for the 
role of “pure” feeling or emotion in impression 
cases, as well as for that of physical symptomatol- 
ogy, is provided by the experimental work of in- 
vestigators who have obtained evidence of extra- 
sensory perception manifested solely in changes 
in the circulation of the subject as measured by 
plethysmograph. 

Stevenson joins other psychiatrists and inves- 
tigators in speculating that because of the limita- 
tions of our basic scientific assumptions and 
methodologies, the possible pervasiveness of 
interactions mediated by ESP (or psi) processes 
remains unperceived. “It is altogether probable,” 
he writes in concluding his assessment of the evi- 
dence, “that important unrecognized exchanges 
of feelings through extrasensory processes are 
occurring all the time to most of us and perhaps 
significantly influencing our emotions and be- 
havior." 

This volume should be welcomed by those in 
the behavioral sciences who are willing to ac- 
knowledge that we are in the dark a good deal of 
the time as to why people feel and act as they do. 
For the psychiatrist, it is a good introduction to a 
fascinating, significant, and rapidly expanding 
field of inquiry. 


JuLE EisENBUD, M.D. 
Denver, Colo. 


Trevcotp's Menta Retarpation, llth ed. By 
R.F. Tredgold and K. Soddy. Baltimore: 
Williams & Wilkins Co. (exclusive 
agents), 1970, 486 pp., $20.50. 


While the reappearance of a text does not nec- 
essarily confirm its worth, the fact that Tredgold's 
Mental Retardation has come out in its 11th edi- 
tion is an index of its continuing popularity an 
usefulness. Like other British texts, it is a delight- 
fully written book, although it has many refer- 


Amer. J. Psychiat. 127:12, June 1971 


BOOK REVIEWS 


ences to the English scene that are not entirely 
in keeping with American thought. In addition 
a rather moralistic quality, common in English 
writings, pervades the text. There is often a rapid 
shift from known dynamics such as the concept 
of parental guilt to a delightful sentence such as, 
"Grandfathers play a relatively large role in the 
bringing up of backward children in Canton 
Valais." 

The book has not changed greatly in format 
since the tenth edition was published in 1963, 
although the title accepts the current nomencla- 
lure, having been changed from Mental Deficien- 
po Mental Retardation. The description of 
‘Disorders of Relationship Formation” has been 
expanded, and there is an excellent chapter on 
tetardation and behavior disorders. The book 
certainly is not sterile. It has continued to expand 
ils worth with the passage of years. Its scope, in 
including a dynamic approach to both the prob- 
lems of children and their parents, enhances its 
Worth. The volume continues to be, therefore, a 
basic and comfortable textbook, written primar- 
for medical students and physicians but, as the 
authors point out, worthwhile also for a variety of 
i this complex 


Henry H. Work, M.D. 
Los Angeles, Calif. 


Tue PREVENTION OF DRINKING PROBLEMS: ALCOHOL 
CONTROL AND CULTURAL INFLUENCES. By Rupert 
Wilkinson. New York: Oxford University 
Press, 1970, 301 pp., $10. 


The author writes as a sociologist who had a 
close working relationship on the staff of the Co- 
| Operative Commission on the Study of Alcohol- 
| ism, which was set up under an arrangement with 
| the National Institute of Mental Health. His 


| Studies are summarized in this volume, which con- 
king and alcoholism 


Siders not only problem drin 
but also many other drinking problems such as 
drinking and driving, legal control of alcohol, and 
|. alcohol beverage sale and distribution. ! 
The work is a logical and valuable continuation 
Of the issues brought up in the volume Alcohol 
Problems: A Report to the Nation (1). Wilkinson 
às emphasized many of the suggestions and com- 
| Ments made in the 1967 volume, and he points out 
| the essential difficulties of handling alcohol prob- 
lems solely by a treatment approach. Prevention 
| 3 drinking problems has been a subject of con- 
aw and discussion for many years, but de- 
E" and rigorously thought-up proposals have 
i en hard to come by. The author believes that 
portant results achieved by treatment programs 
àre not to be decried, but he points out that treat- 
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ment is only one side of the problem. To make 
significant inroads on drinking problems, one 
must get at those causes that seem to be evident, 
and this means study of prevention. This means, 
among other things, research in many areas— 
medical, scientific, and sociocultural. 

Any major attempt to prevent drinking prob- 
lems must include an effort to influence the whole 
climate of drinking in America. A broad program 
impinging on the public at many different points 
—through law, education, and more informal 
arrangements—could reduce various kinds of 
drinking problems. Wilkinson believes that the 
cultural changes required are not easy to bring 
about and cannot be simply legislated. No one 
can say with certainty whether the programs pro- 
posed in his volume would work; if they do, their 
influence may well vary from group to group in 
society. 

The author discusses the argument that drink- 
ing patterns can be influenced by deliberate pol- 
icy measures but raises the often repeated question 
of what kind of patterns we wish to promote. He 
contends that there are patterns that are associ- 
ated with relatively low rates of drinking prob- 
lems and that these patterns contain certain com- 
mon elements. These elements can be factors in 
the reduction of both alcoholism and other forms 
of destructive drunkenness. 

Following the suggestions of the Cooperative 
Commission’s volume, Wilkinson recommends a 
low level of emotionalism about drinking and an 
attempt to reduce ambivalence about the differ- 
ence between acceptable and dangerous alcohol 
use, that is, a clear distinction between drinking 
per se, which may be responsible, and drunken- 
ness, which he sees as nonacceptable. He also 
raises issues about drinking in situations of re- 
straint and about what the Cooperative Commis- 


sion has called “integrated drinking,” which re- 


fers to drinking on occasions when drinking itself 
activities and does 


is only one of several integrated à 
not become an overwhelming focus of the group's 


attention. He also gives à special endorsement to 


the custom of drinking with food. 

In his section on drinking patterns and preven- 
tion of drinking problems, the author not only 
stresses the need for programs but also gives a his- 
tory of early drinking experiences, normal and 
problem drinking, the wet/dry background, and 
ethnic comparisons and cultural influences in the 
United States. One of the difficulties with Amer- 
ican drinking is that it appears as yet to lack a 
uniformly acceptable culture about drinking and 

ot drinking. \ 

Ñ In a well documented section on the effective- 
ness of alcohol control, Dr. Wilkinson refers to 
the Swedish experiences as well as those in other 
countries. He details his ideas of the ee 
of public education. He also considers the alcoho 
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industry and its regulation. There is a discussion 
of old and new liquor laws and control factors in 
various segments of the industry. The final part of 
the volume constitutes an extremely well-thought- 
out discussion of drinking and young people, 
public education and commercial promotion, 
problems connected with taxation and licensing, 
and the vexing issue of the drinking driver. In 
this section many issues that are yet unsolved 
are brought up. 

As a member of the Cooperative Commission 
for about seven years, | commend this important 
work of Dr. Wilkinson because it represents a sig- 
nificant advance in the field of prevention. I my- 
self adhere strongly to the view that the inter- 
relatedness of alcohol problems must always be 
clearly kept in mind. No one aspect can be em- 
phasized to the exclusion of others, either treat- 
ment or prevention. The one effort fertilizes and 
makes possible the other. We would soon lose 
practical contact with the problems were we to 
abandon efforts at therapy. Moreover, to lose 
sight of the responsibility for preventive enter- 
prises would weaken the whole endeavor also. 
Dr. Wilkinson has laid before us his great stress 
upon the sociocultural effort, without which we 

are weaker in our attempts at resolving alcohol 
problems as a whole. 


The reference is; 


1. Cooperative Commission on the Study of Alcohol- 
ism: Alcohol Problems: A Report to the Nation. 
Prepared by Plaut TFA. New York, Oxford Univer- 
sity Press, 1967 


Esse Curtis Horr, PH.D., M.D. 
Richmond, Va. 


Manic Depressive ILiness. By George Winokur, 
M.D., Paula J. Clayton, M.D., and Theodore 
Reich, M.D., C.M. St. Louis, Mo.: C.V. Mosby 
Co., 1969, 180 pp., $6.50 (paper). 


The authors have approached the discussion of 
manic-depressive illness from the classical point 
of view, i.e., the more the therapist understands 
the patient's disease, as well as the patient as a 
person, the better will be his ability to offer thera- 
peutic assistance to the patient and the more 
likely the chance that he may discover etiological 
factors in the illness. 

The definition of manic-depressive illness is 
discussed at length in order to give firm basis to 
the gathering of information from clinical obser- 
vation that will be pertinent to making hypoth- 
eses about the genetics, course of illness, and 
therapy. The authors point to the fact that most 
studies of affective illness suffer from a basic lack 
of definition of the illness itself. Strong evidence 
is presented confirming the fact that there are 
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two basic kinds of cyclical disease, manic-depres- 
sive (bipolar) and depressive (unipolar). 

For the purpose of the study only illness with a 
clear-cut manic episode in its course was con- 
sidered. Few studies of affective disorders have 
been undertaken with such rigid criteria. The 
main part of the book is devoted to a major study 
undertaken by the authors. It is around this study 
that a fairly complete discussion of manic-depres- 
sive illness is put forth, with main emphasis on 
genetic factors. Especially interesting is the pre- 
sentation of evidence for an X-linked dominant 
genetic etiology by utilizing the well-established 
X-linked marker, color blindness. 

The sections on the clinical picture; outcome, 
and course of illness are concise and easy to fol- 
low. This, again, is primarily due to the fact that 
the authors have defined the illness in such a way 
as to prevent the confusions that usually are 
present when one uses a base for clinical descrip- 
tion that is contaminated by other disease en- 
tities. Such is the case, for example, when one 
considers recurrent depression in a patient as 
manic-depressive illness or when one diagnoses 
manic-depressive illness in a patient with several 
previous schizophrenic episodes who shows hypo- 
manic or manic symptomatology in the most 
recent episode. 

The discussion of etiology is mainly concerned 
with genetic aspects. Areas of social, psychologic, 
and biologic approaches to etiology suffer some- 
what by comparison. The therapy of manic-de- 
pressive illness is reviewed. The discussion of 
dealing with suicidal tendencies in this group of 
patients and discussions of dealing with the fam- 
ily of the manic-depressive patient are practical 
and informative. 

The authors have presented a discussion of a 
clinical entity in a unique fashion. The concise 
definition of illness, discussion of all aspects © 
the syndrome, and etiological hypotheses, a 
based on a carefully planned and carefully exe 
cuted clinical study, are rare in psychiatry, and 
the authors are to be commended for their efforts 
and results. 


Davip L. HEDBERG, M.D. 
Hartford, Conn. 


GiawBATTISTA Vico: AN INTERNATIONAL SYMPOSIUM: 
Edited by Giorgio Tagliacozzo and Hayden " 
White. Baltimore: Johns Hopkins Press, 1969, 
619 pp., $12. 


This collection of 41 essays commemorates 
the tercentenary of the Neopolitan genius Giam- 
battista Vico, who was born in 1668. It is the Ie 
fined result of an international symposium 9 
Vico scholars, each of whom surveyed in his spe 
cial area the contributions and influence of Vic? 
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P subjects included several of the social sci- 
s, philosophy, aesthetics, history, and human- 
hought in general. Since there is no generally 
interpretation of Vico’s thought, the con- 
tion and this book were intended to provide 
Ummation of his influence in many disparate 
fas; hence the book is more a reference than a 
Iprehensive integration of topics. 
or psychiatrists, some of the more rewarding 
ects treated are Vico's concept of the ways in 
past events might be apprehended, his in- 
pretation: of myth, the range of nonliterary 
ords that are relevant for descriptions of the 
iL, the cardinal importance of language as a 
Dl of communication and for the transmission 
‘culture, and, finally, a view of reality close to 
dern existentialism. 
Reviewing these subjects in the symposium 
ls perhaps one reason why there is no set- 
d interpretation. of Vico's contributions. So 
y contemporary issues can be read into his 
fitings, and evidence for direct influence is often 
vague, that reflections of modern concepts in 
o's writings seem almost coincidental. These 
jlarities with contemporary thought make 
an immensely intriguing personality but do 
simplify attempts to systematize his world 


arly in his career Vico disputed the prevailing 
Artesian doctrine that man uses pure reason by 
t of logical rules in order to discover perma- 
Dt truths. For Vico, man's use of pure reason 
is a small part of his totality; man was much 
lore a combination of passions and nonrational 
fees. In addition, Vico believed that in order 
I man to understand an event or object, it must 
Cessarily be a product of man’s efforts. There- 
Ife, attempts to describe nature, for example, by 
athematics in the Cartesian mode, were doomed 
Severe limitations since nature was God's pro- 


But civilization, man’s past, was an ideal sub- 
st for study since it was the product of man. The 
fuths” that could be located in history were 
Irt of its human origin and could be discerned 
could contribute to our 
Owledge and appreciation of contemporary 
n. In accord wit Vico 
lind it appropriate to stu 
but all records of t 
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myths, furnishings, whatever had been created by 
man. 

Vico especially sought in this examination of 
the past a knowledge of the basic mental pro- 
cesses that are common to all men. He believed 
that in each period the specific form of these 
mental drives and ways of organization might 
seem to differ widely, but not if the fundamental 
workings of the mind could be seen under the 
superficial distinctions. A number of parallels 
with the work of Claude Lévi-Strauss, among 
others, can be located in Vico's writings. Vico's 
refusal to be dominated by literary records puts 
him in harmony with the influential schools of 
historical research arising first in this century in 
France through the work of Lucien Febve and 
Marc Bloch. 

Vico's emphasis on the study of man in the 
past led him to consider the great difficulty of 
understanding how man in a particular epoch 
viewed his surroundings. Vico had confidence, 
however, that intensive study of another period 
or culture would allow us to empathize with men 
in other times and places, because the unity of 
man was more fundamental than changes in cul- 
ture over time. Nevertheless, the past did have an 
evolution, from primitive man and his myths to 
contemporary rational man. He saw the myths 
as neither quaint nor irrelevant stories, but as con- 
taining a direct expression of the social reality of 
other nations and mentalities. 

No essay in this book is specifically devoted to 
psychiatry or psychology, although related topics 
appear in several essays. This volume will be a 
helpful guide to the best contemporary thought 
on Vico, but for a direct approach it will be the 
happy necessity of the reader to turn directly to 
Vico’s major writings. His most acclaimed work, 
The New Science, has been translated with an in- 
formative introduction by Thomas Bergin and 


Max H. Fisch (1). 


The reference is: 


revised ed. Translated by 


. Vico G: The New Science, 
"^ eg NY, Cornell Univer- 


Bergin T, Fisch MH. Ithaca, 
sity Press, 1968 


Davip F. Musto, M.D. 
New Haven, Conn. 
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Books Received 


The following books have been received; the 
courtesy of the sender is acknowledged by this 
listing. Books of particular interest to the readers 
of this journal will be reviewed as space permits. 


Tue Price or Women. By David Allen. New York: 
Jarrow Press, 1971, 206 pp., $6.95. 


Brac K Americans: A PsvcHoLoGICAL Anatysis, By 
E. Earl Baughman, Ph.D. New York: Academic 
Press, 1971, 103 pp., $6.95. 


Fracments oF A Lesson Puan. By Robert Belenky. 
Boston: Beacon Press, 1971, 214 pp., $7.50. 


BiocnemicaL RESPONSES TO ENVIRONMENTAL STRESS. 
Edited by Z.A. Bernstein. New York: Plenum 
Press, 1971, 131 pp., $7.95. 


Shock: BIOCHEMICAL, PHARMACOLOGICAL, AND 
Cuncat Aspects. Edited by Aldo Bertelli and 
Nathan Back. New York: Plenum Press, 1970, 
338 pp., $19.50. 


Brain DISPLACEMENTS AND Derormations. By S.M. 
Blinkov and N.A. Smirnov, translated by George 
T. Onischenko. New York: Plenum Press, 1971, 


213 pp., $25. 


BIOCHEMISTRY OF BRAIN AND BEHAVIOR. Edited by 
Robert E. Bowman and Surinder P. Datta. New 
York: Plenum Press, 1970, 358 pp. $16.50. 


Teacninc MoprRATELY AND SEVERELY RETARDED 
Cunpmew. By Betty Hunt Bradley, M.A., 
Marcel Hundziak, M.D., and Ruth M. Patter- 
son, Ph.D. Springfield, Til.: Charles C Thomas, 
1971, 317 pp., $14.75. 


How ro Become AN Expert 
Psycwiatrist iN 10 Easy LESSONS. By James A. 
Brussel, M.D., and Theodore Irwin. New York: 
Cowles Book Co., 1971, 136 pp., $4.95. 


Instant SHRINK: 


PSYCHOANALYSE ALS SOZIALWISSENSCHAFT. Edited by 
Günther Busch. Frankfurt am Main, Germany: 
Suhrkamp Verlag Frankfurt, 1971, 236 pp., no 


price listed. 


Human Retations: Law ENFORCEMENT IN A 
Cuaneinc Communtry. By Alan Coffey, Edward 
Eldefonso, and Walter Hartinger. Englewood 
Cliffs, N.J.: Prentice-Hall, 1971, 237 pp. 
$9.95. 


Disonprgrp Minns: THe First CENTURY OF East- 
ERN State Hospital IN WILLIAMSBURG, VIRGINIA, 
1766-1866. By Norman Dain. Charlottesville, 
Va.: University Press of Virginia (distributor), 
1971, 200 pp., $5.95. 
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Dnuc Seminar, 1971, 57 pp., $1 (paper). Available 


from Darold A. Treffert, M.D., Superinten- 
eg Winnebago State Hospital, Winnebago, 
is. 


Tue Ipea or a Mrwrar Iriness. By Marshall 


Edelson, M.D., Ph.D. New Haven, Conn.: Yale 
University Press, 1971, 140 pp., $5.75. 


Tue Croax or Competence: STIGMA IN THE Lives 


or THE Mentatty Rerarpep (1967). By Robert 
B. Edgerton. Berkeley: University of California 
Press, 1971, 230 pp., $2.65 (paper). 


Benavior AND ENVIRONMENT: THE Use or SPACE BY 


ANIMALS AND Men. Edited by Aristide H. Esser. 
New York: Plenum Press, 1971, 387 pp., 
$17.50. 


Tur Heauinc or THE Mino: THe TECHNIQUE OF 


Psycnoanatytic Psycuornerary. By Reuben 
Fine, Ph.D. New York: David McKay Co., 
1971, 296 pp., $8.95. 


ELMER Gates AND THE Art OF Minp-Usinc. By 


Donald Edson Gates. Jericho, N.Y.: Exposi- 
tion Press, 1971, 540 pp., $10. 


Dynamics or ĪNSTITUTIONAL CHANGE: THE Hospitat. 


ın Transition. By Milton Greenblatt, M.D., 
Myron R. Sharaf, Ph.D., and Evelyn M. Stone. 
Pittsburgh: University of Pittsburgh Press, 
1971, xxviii + 257 pp., $8.95. 


PSYCHOANALYTIC THEORY, THERAPY, AND THE SELF. 


By Harry J.S. Guntrip. New York: Basic 
Books, 1971, 196 pp., $6.95. 

iN CHILDHOOD. 
By Ernest Harms. Danville, Til: Interstate 
Printers & Publishers, 1971, 68 pp., no price 
listed. 

10N: STUDIES IN 
tHe PsvcuosociaL DEVELOPMENT OF Lower 
Socioeconomic Crass ADOLESCENT Boys. By 
Stuart T. Hauser, A.M., M.D. New York: John 
Wiley & Sons, 1971, 152 pp. $9.95. 


LY PSYCHIATRY 


Turonv AND PRACTICE OF Se aa E EM 


1968). By John G. Howells, 
va dod. Brunner/Mazel, 1971, 924 pp., $25. 


s OF HALLUCINATIONS. Edited 
by Wolfram Keup. New York: Plenum Press, 
1970, 470 pp., $18.50. 
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LANGUAGE AND Human Nature: A FRENCH-AMERICAN 
Puitosopuers’ DiaLocur. Edited by Paul Kurtz. 
St. Louis: Warren H. Green, 1971, 251 pp., 
$17.50. 


Tue Mentat Hearta Team iN THE Scuoors. By 
Margaret Morgan Lawrence, M.D. New York: 
Behavioral Publications, 1971, 165 pp., $6.95. 


Come Near. By Alexander H. Leighton. New 
York: W.W. Norton & Co., 1971, 351 pp., 
$6.95. 


Tue LanGuace or THE Bopy (1958). By Alexander 
Lowen, M.D. New York: Collier Books (Mac- 
millan Co.), 1971, 395 pp., $1.95 (paper). 


Mo ecutar-Genetic MECHANISMS OF DEVELOPMENT. 
By Zhores A. Medvedev, translated by Basil 
Haigh. New York: Plenum Press, 1970, 410 
pp., $25. 


PsvcuiaTRIC Nursing, vol. 2, 2nd ed. By Dorothy 
Mereness. Dubuque, lowa: Wm. C. Brown Co., 
©1970, 400 pp., $4.95 (paper). 


Cuemistry anp Brain Development. Edited by 
Rodolfo Paoletti and Alan N. Davison. New 
York: Plenum Press, 1971, 438 pp., $22.50. 


My Lancuace Is Me: PSsYCHOTHERAPY with A 
Disturseo Apoxescent (1962). By Beulah 
Parker, M.D. New York: Ballantine Books, 
1971, 338 pp., $1.25 (paper). 


Procress ın Parapsycuotocy. Edited by J.B. 
Rhine. Durham, N.C.: Parapsychology Press, 
1971, 306 pp., $7. 


Cuitpren or MENTALLY ILL PARENTS: PROBLEMS IN 
Cup Care. By Elizabeth P. Rice, M.S., 
Miriam C. Ekdahl, M.S.S., and Leo Miller, 
Ph.D. New York: Behavioral Publications, 
1971, 266 pp., $9.95. 


BnorhER ANIMAL: Tue Story or Freup AND Tausk. 
By Paul Roazen, Ph.D. New York: Alfred A. 
Knopf, 1969, 221 pp., $5.95. 


Brack BrLoNciNG: A Stupy or tHe Sociat Cor- 
RELATES OF Work RELATIONS AMONG Necroes, By 
Jack C. Ross and Raymond H. Wheeler. West- 
port, Conn.: Greenwood Publishing Corp., 
1971, 279 pp., no price listed. 


Tue Rippe or Cruetty. By G. Rothman, M.D. 


New York: Philosophical Library, 1971, 200 
pp., $7.50. 
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Tue Acony or Honesty: GUIDELINES ror SELF- 
IMPROVEMENT. By Frank J. Schwab, Ed.D. 
Jericho, N.Y.: Exposition Press, 1971, 149 pp., 
$5. 


A CunisriaN Looks at Sex anp THE Home. By 
Cecil C. Shrock. Philadelphia: Dorrance & Co., 
1971, 70 pp., $3. 


Tue Passions or THE Minn: A Nove or Sicmunp 
Freup. By /rving Stone. Garden City, N.Y.: 
Doubleday & Co., 1971, 808 + xxxii pp., $10. 


Tue PsvcunrRIC Cuinic iN Encounter. Edited by 
Alan B. Tulipan, M.D., and Charles Di Salvo, 
Ph.D. New York: Brunner/Mazel (distributor), 
1971, 194 pp., $6.95. 


Tue WrnwickE-K ogsakorr Synprome. By Maurice 
Victor, M.D., Raymond D. Adams, M.D., and 
George H. Collins, M.D. Philadelphia: F.A. 
Davis Co., 1971, 193 pp., $8. 


Sometimes I Ger Ancry; My Frienp THE BABY- 
SITTER; Sometimes I'M AFRAID; Loox at Me Now! 
Golden Read-Together Books for Parents and 
Children. By Jane Werner Watson, Robert E. 
Switzer, M.D., and J. Cotter Hirschberg, M.D. 
New York: Golden Press, 1971, 32 pp. each, 
$1.95 each. 


Nosopy Can Teach Anyone AnytuiNc. By W.R. 
Wees. Garden City, N.Y.: Doubleday & Co., 
1971, 203 pp., $5.95. 


Puystotocicat Errects or Noise. Edited by Bruce 
L. Welch and Annemarie S. Welch. New York: 
Plenum Press, 1970, 349 pp., $15. 


1971 Druc Asuse Rererence. By Charles L. 
Winek, Ph.D. Carnegie, Pa.: Bek Technical 
Publications, 1971, 100 pp., $2 (paper) (quan- 
tity discount rates available). 


Your anp Drugs. By Dr. Francis H. Wise. New 
York: Association Press with Fred Kerner/ 
Publishing Projects, 1971, 191 pp., $4.95- 


Soctat AND CurTURAL Factors iN Mentat HEALTH 
AND MENTAL Iutness. Edited by Kurt Wolf) 
M.D. Springfield, Ill.: Charles C Thomas, 1971, 
99 pp., $7.75. 


Tur WoieMaw. By the Wolf-Man, edited by 
Muriel Gardiner. New York: Basic Books, 
1971, 367 pp., $10. 


Tur Nervous System anp Exectric CURRENTS, 
vol. 2. Edited by Norman L. Wulfsohn and 
Anthony Sances, Jr. New York: Plenum Press, 
1971, 222 pp., $14.50. 


Amer. J. Psychiat. 127:12, June 1971 


p 


Feb. 28, March 1, and March 2, 1971. 


PSYCHIATRY 

Adams, John Evi, M.D., Stanford, Calif. 

Beiser, Morton, M.D., Boston, Mass. 

Bowers, Frank Richard, M.D., Wichita, Kans. 
Burgess, Charles Duane, M.D., Hattiesburg, Miss. 
Cheeks, Sherrill Calvin, M.D., Reisterstown, Md. 
Christian, Charles F., M.D., Richmond, Va. 
Ccarad, Francis E., M.D., Philadelphia, Pa. 
Crane, John Bruce, M.D., Springfield, Mo. 

Croy, Dan, M.D., Lubbock, Tex. 

Davis, Dave M., M.D., Atlanta, Ga. 

Decker, Norman, M.D., New York, N.Y. 
Denney, Robert Gordon, M.D., El Paso, Tex. 
Douglas, Warren M., M.D., Memphis, Tenn. 
Dubner, Neil P., M.D., San Diego, Calif. 

Dwyer, Pierre V., M.D., Cleveland, Ohio 
Feigelson, Eugene B., M.D., New York, N.Y. 
Forrest, David Vickers, M.D., New York, N.Y. 
Foti, Anthony Michael, M.D., East Amherst, N.Y. 
Franklin, Curtis Uvell, Jr., M.D., Kansas City, Mo. 
Frierson, William H., Jr., M.D., Dunedin, Fla. 
Garside, Thomas Arthur, M.D., Bettendorf, lowa 
Gearhart, Lenly Marlin, M.D., Longview, Wash. 
Gervais, Robert H., M.D., Gainesville, Fla. 
Goodman, Berney, M.D., New York, N.Y. 
Greenspan, Kenneth, M.D., New York, N.Y. 
Gross, David E., M.D., San Diego, Calif. 

Halicke, Philip V., M.D., Coraopolis, Pa. 
Hauptman, Bruce, M.D., Boston, Mass. 

Heald, James C., M.D., Houston, Tex. 


Calif. 

Herschelman, Philip R., M.D., Gaithersburg, Md. 
Hill, Lewis Wayne, M.D., New Orleans, La. 
Jacobson, Marcus, M.D., Bethesda, Md. 
Janowsky, David S., M.D., Nashville, Tenn. 
Johnson, Donald DeRemer, M.D., Boulder, Colo. 
Karme, Alan B., M.D., Pasadena, Calif. 
Kestenbaum, Clarice Joan, M.D., New York, N.Y. 
Kole, Delbert M., M.D., Lake Oswego, Ore. 
Kravets, Robert W., M.D., Skokie, Ill. 


Langée, Harvey Robert, M.D., Gainesville, Fla. 


Levine, Susan Plaskow, M.D., Oak Park, Ill. 
Levy, Alan B., M.D., San Antonio, Tex. 
Liederman, Paul C., M.D., Sherman Oaks, Calif. 
Lowell, Fred M., M.D., Lancaster, Pa. 

Lunianski, Irwin, M.D., Morgantown, W.Va. 
Lynch, Michael John, M.D-, C. M., Buffalo, N.Y. 


Amer. J. Psychiat. 127:12, June 1971 


1715 


Hernandez, Gustavo G., M.D., APO San Francisco, 


Kulahcioglu, Muzaffer, M.D., Poughkeepsie, New York 


Lecker, Sidney, M.D., C. M., Montreal, Quebec, Canada 


OFFICIAL ACTIONS 


The American Board of Psychiatry and Neurology 


The following are those who successfully completed the Board examinations given in Atlanta, Ga 


Margolis, James Alan, M.D., Travis AFB, Calif. 
Martin, Homer B., M.D., Baltimore, Md. 
Mausberg, Lionel Nathan, M.D., Kitchener, Ontario, 
Canada 

Mayberry, Alton Ray, M.D., Durham, N.C. 
McCafferty, Charles, M.D., St. Paul, Minn. 
Meyer, Edward David, M.D., Winnebago, Wis. 
Miller, Murray C., M.D., Bryn Mawr, Pa. 

Miller, S. Bradley, M.D., Waco, Tex. 

Moskovic, Jacob L., M.D., Park Ridge, Ill. 
Murray, Hugh C., M.D., Seattle, Wash. 
Newman, Lawrence E., M.D., Los Angeles, Calif, 
Nigro, Samuel Angelo, M.D., Cleveland, Ohio 
Oko, Benjamin Kuhn, M.D., New York, N.Y. 
Paltrow, Kenneth Guy, M.D., Portland, Ore. 
Papernik, Daniel S., M.D., New York, N.Y. 
Papowitz, Eugene B., M.D., New York, N.Y. 
Pereira, Milton A., M.D., New York, N.Y. 
Perlman, Arthur Michael, M.D., New York, N.Y. 
Pew, W. L., M.D., St. Paul, Minn. 
Phillips, Robert Derrick, M.D., Durham, N.C. 
Poarch, John E., M.D., Oklahoma City, Okla. 
Podell, Paul N., M.D., New York, N.Y. 

Rado, Eva, M.D., White Plains, N.Y. 

Reskof, David Allen, M.D., Brooklyn, N.Y. 
Rhoades, Bruce C., M.D., Omaha, Neb. 
Rosenzweig, Herschel D., M.D., Brookline, Mass. 
Sandler, Nat Harold, M.D., Chapel Hill, N.C. 
Schechter, Loren, M.D., San Antonio, Tex. 
Schemmel, Thomas G., M.D., Spokane, Wash. 
Schwartz, Michael Norman, M.D., Denver, Colo. 
Schwartz, Stuart R., M.D., Berkeley, Calif. 
Shapiro, Robert Barnet, M.D., Madison, Wis. 
Shein, Harvey M., M.D., Belmont, Mass. 

Shield, James Asa, Jr., M.D., Richmond, Va. 
Silberstein, Stephen Gerald, M.D., Davis, Calif. 
Stearns, Paul Eugene, M.D., Santa Rosa, Calif. 
Stone, Michael H., M.D., New York, N.Y. 
Szvetecz, Frank Charles, M.D., Denver, Colo. 
Treadway, Charles Richard, M.D., Nashville, Tenn. 
Van Alstine, Susana Lopez, M.D., New York, N.Y. 
Ward, Spencer Allan, M.D., Santa Barbara, Calif. 
Whitis, Peter, M.D., Dubuque, lowa 

Whitley, Agnes Vessey, M.D., Dallas, Tex. 
Wilson, Paul Tyler, M.D., Bethesda, Md. 
Woerner, Philip 1., M.D., Springfield, IIl. 

Wolf, Aron S., M.D., Anchorage, Alaska 

Wolff, Emanuel C., M.D., Woodbridge, Conn. 
Wolfson, Mast, II, M.D., Berkeley, Calif. 
Young, George Alexander, III, M.D., Bethesda, Md. 


[151] 


o 


1716 
NEUROLOGY 


Adams, Julian Calhoun, M.D., Columbia, S.C. 
Beresford, H. Richard, M.D., Denver, Colo. 


Blankfein, Robert J., M.D., Jackson Heights, N.Y. 


Bruetman, Martin E., M.D., Chicago, Ill. 

Eaton, John M., M.D., Burlingame, Calif. 
Finerty, Michael L., M.D., Foster City, Calif. 
Foreman, Richard Terrell, M.D., St. Paul, Minn. 
Hauser, W. Allen, M.D., St. Paul, Minn. 
Herrick, Robert Raphael, M.D., Vacaville, Calif. 
Hinman, Robert Charles, M.D., Honolulu, Hawaii 
Hochberg, Victor I., M.D., Hollywood, Fla. 
Hollander, Joshua, M.D., Rochester, N.Y. 
Jameson, Harry Douglas, M.D., Lexington, Ky. 
Kimura, Jun, M.D., Winnipeg, Manitoba, Canada 


[152] 


OFFICIAL ACTIONS 


Means, Eugene D., M.D., Albany, N.Y. 
Mosher, Carter Guy, M.D., Tucson, Ariz 
Olson, Sandra Forbes, M.D., Chicago, Ill. 
Schlesinger, Irwin D., M.D., Port Washington, N.Y. 
Schut, Lawrence J., M.D., Minneapolis, Minn. 
Urrea, Donald, M.D., Phoenix, Ariz 

Van Epps, Richard R., M.D., Phoenix, Ariz. 
Van Horn, Gage, III, M.D., Pittsburgh, Pa. 
Vuckovich, D. M., M.B., Deerfield, Ill. 
Wilkus, Robert J., M.D., Seattle, Wash 

Wolf, Philip Alan, M.D., Waban, Mass 


NEUROLOGY WITH SPECIAL COMPETENCE 
IN CHILD NEUROLOGY 


Vallarta, Josefina M., M.D., Buckley, Wash. 


Amer. J. Psychiat. 127:12, June 1971 


1717 


ANNUAL INDEX 


Following is the comprehensive index for volum i 

1 } x e 127 of the Journal, covering all material from July 197 

lune 1971. Book reviews appear only in the subject index, under that heading, and are arranged xp Mise 
ome of the book's principal author. i B SORIA IT 

ie complete citation for each article is in the author index under the nai joi 
omplen D ime of the first author; t 

listed alphabetically with a cross reference to the full citation. When there are two or more RAE js 
Ofthe first is used in the subject index. dori tem 
Abbreviations indicating entries other than regular articles and brief communications are: (Ed. N.), Editor's Note- 


A 


The Ethics of Abortion (Ltrs. to Ed.), C. W. Sem- 
Jacobsen and H. Rosen's reply, 536-538, Oct. 
1970. 

Induced Abortion for Psychiatric Indication, S. Mey- 

erowitz and E. W. Overstreet's discussion, 1153- 

1160, March 1971. 

The Role of Human Conscience in Therapeutic Abor- 

tion (Ltrs. to Ed.), P. R. Sullivan, 250, Aug. 1970. 

DMINISTRATION 

An Adverse Reaction Unit: Results and Functions, 

J. V. Ananth, 1339-1344, Apr. 1971. 

Factors Affecting the Outcome of Psychiatric Inter- 

agency Referral, A. S. Rogawski, 925-934, Jan. 

1971. 

An Integrated. Department of Psychiatry /Commu- 

nity Mental Health Program: One Model, V. B. O. 

Hammett, 1161-1165, March 1971. 

On the Lanterman-Petris-Short Act (Ltrs. to Ed.), 

J. G. Freeman and C. P. Thomson's reply, 1234, 

March 1971. 

Mental Health Director: Bird of Passage, G. A. Ulett, 
1550-1555, May 1971. 

A New Emphasis on Administrative Psychiatry (Ed. 
N.), A. R. Foley, 512-514, Oct. 1970. 

The Private Psychiatric Hospital: Profile 1971 (Ed. 
N.), R. W. Gibson, 1395-1397, Apr. 1971. 

The Public Psychiatric Hospital: Room for Optimism 
(Ed. N.), M. Greenblatt, 1397-1398, Apr. 1971. 

'OLESCENTS 

Job Corps Patients: The Impact of Psychiatric Care, 
A. L. Morgenstern, 1024-1031, Feb. 1971. 

Murder in the Family: A Study of Some Homicidal 
Adolescents, J. W. Duncan, 1498-1502, May 1971. 
Revolutionists Among the Chicago Demonstrators, 

P. R. Miller, 752-758, Dec. 1970. 

The Therapy of Adolescent Schizophrenia, P. Katz, 
132-137, Aug. 1970. 

FECTIVE DISORDER 

Affective Disorders: Progress, But Some Unresolved 
Questions Remain (Ed. N.), M. A. Lipton, 357- 
358, Sept. 1970. 

Amitriptyline and Trimipramine in Neurotic De- 
pressed Outpatients: A Collaborative Study, D- 
Rickels, 208-218, Aug. 1970. h 

‘Are Antidepressants Better Than Placebo? S. Malitz, 
, 1691-1693, June 1971. 

Bipolar Depression —A Comparative Study of Pa- 


Imer. J. Psychiat. 127:12, June 1971 


book; (Ltrs. to Ed.), Letters to the Editor; (In Mem.), In Memoriam; and (Off. Act.), Official Actions. 


Subject Index 


tient Characteristics, H. K. H. Brodie, 1086-1090, 
Feb. 1971. 

Catecholamines, a Dream Sleep Model, and Depres- 
sion, T. N. Iskander, 43-50, July 1970. 

Clinical Depressions Among Negroes, C. M. Tonks, 
329-335, Sept. 1970. 

A Comparison of Lithium Carbonate and Chlorpro- 
mazine in Mania, S. R. Platman, 351-353, Sept. 
1970. 

Depression in Primates, W. T. McKinney, Jr., and J. 
F. Carlin's discussion, 1313-1320, Apr. 1971. 

Depressive Disease: Familial Psychiatric Illness, J. 
Dorzab, 1128-1133, March 1971. 

Effectiveness of Antidepressant Drugs: A Triple- 
Blind Study Comparing Imipramine, Desimipra- 
mine, and Placebo, A. Heller, 1092-1095, Feb. 
1971. 

Effectiveness of Lithium Carbonate in the Treatment 
of Manic-Depressive Illness, C. D. Van der Velde, 
345-351, Sept. 1970. 

Experimental Withdrawal of Lithium in Recovered 
Manic-Depressive Patients, a. Report of Five Pa- 
tients, J. B. Small, 1556-1559, May 1971. 

Frequency of Diagnoses of Schizophrenia Versus 
Affective Disorders from 1944-1968, R. J. Baldes- 
sarini, 759-763, Dec. 1970. 

latrogenic Psychotic Depressive Reaction in Hyper- 
tensive Patients, W. H. Lewis, 1416-1417, Apr. 
1971. 

Imipramine and Lithium Effects on Biogenic Amine 
Transport in Depressed and Manic-Depressed Pa- 
tients, D. L. Murphy, 339-345, Sept. 1970. 

Lithium Carbonate and Isocarboxazid—An Effective 
Drug Approach in Severe Depression, H. Zall, 

1400-1403, Apr. 1971. 

Mania and the Use of Lithium: A Three-Year Study, 
E. J. Lynn, 1176-1180, March 1971. j 

Manic-Depressive Illness and Schizophrenia (Ltrs. to 
Ed.), R. W. Hudgens and S. Roth's reply, 843-844, 
Dec. 1970. 

Manic Patients’ Imp 
(Ltrs. to Ed.), J. J. Alino an! 

ly, 1423-1424, Apr. 1971. | 

ERS ERE as a Treatment for Mania, M. S. Mc- 
Cabe, 354-356, Sept. 1970. 

Neurochemical Studies of t 
The Pharmacological Bridge ( 
kraut, 358-360, Sept. 1970. j 

Perphenazine-Amitriptyline in Neurotic Depressed 
Outpatients: A Controlled Collaborative Study, 


[153] 


S 


rovement with Methysergide 
d M. S. McCabe’s re- 


he Affective Disorders: 
Ed. N.), J. J. Schild- 


1718 


R. V. DeSilverio, 322-329, Sept.1970. — 
Placebo-Control Evaluation of Desimipramine in 
Depression, A. LaPolla, 335-338, Sept. 1970. 

A Potential Clinical Use for Methylphenidate (Rita- 
lin) with Tricyclic Antidepressants, R. N. Wharton, 
1619-1625, June 1971. i er 

Psychotic Episodes and Postpsychotic Depression in 
Young Adults, F. S. Hoedemaker, 606-610, Nov. 
1970. 

The Seemingly Ubiquitous Depression Following 
Acute Schizophrenic Episodes, a Neglected Area 
of Clinical Discussion, S. Roth, 51-58, July 1970. 

Studies of Alpha-methyl-para-tyrosine, L-dopa, and 
L-tryptophan in Depression and Mania, W. E. 
Bunney, Jr., 872-881, Jan. 1971. 

AGGRESSION 

Assault and Homicide Associated with Amphetamine 
Abuse, E. H. Ellinwood, Jr., 1170-1175, March 
1971. 

Body Buffer Zone and Violence: A Reassessment and 
Confirmation, A. M. Hildreth, 1641-1645, June 
1971. 

Body-Buffer Zone in Violent Prisoners, A. F, Kinzel, 
59-64, July 1970. 

Episodic Dyscontro A Study of 130 Violent Pa- 
tients, G. Bach-y-Rita, 1473-1478, May 1971. 

Frontier Justice: A Contribution to the Theory of 
Child Battery, W. R. Flynn, 375-379, Sept. 1970. 

Psychiatric Illness and Female Criminality: The Role 
of Sociopathy and Hysteria in the Antisocial Wom- 
an, C. R. Cloninger, 303-311, Sept. 1970. 

ALCOHOLISM 

Alcohol and Memory: Amnesia and Short-Term 
Memory Function During Experimentally Induced 
Intoxication, J. S. Tamerin, 1659-1664, June 1971. 

Attitudes of Psychiatrists and Psychologists Toward 
Alcoholism, W. J. Knox, 1675-1679, June 1971. 

Behavioral Tolerance to Alcohol in Moderate Drink- 
ers, D. W, Goodwin, 1651-1653, June 1971. 

Familial Patterns in Chronic Alcoholism; A Study of 
a Father and Son During Experimental Intoxica- 

FA S. Weiner, 1646-1651, June 1971. 

rijuana as an Agent in Rehabilitating Al i 
(Ltrs. to Ed.), J. Scher, 971-972, Jan. i. envi 
p rna us oe Test: The Quest 
w Diagnostic 
,, 6st Jesi he ee Seer 
‘athological Intoxication; Clinical and Electroen- 
unice Studies, G. Bach-y-Rita, 698-703, 

Perceptual Characteristics Distinguishi i 
Hallucinations in Seb ante ce Hd 
holic Psychoses, M. Alpert, 298-302, Sept. 1970. 

Phenothiazines in Treating Patients with Hyperpy- 
rexia (Ltrs. to Ed.), P. L. Putnam, 709, Nov. 1970, 

Sociopsychiatric Treatment of Alcoholism in an Ur- 
ban Ghetto, S. Zimberg, 1670- 1674, June 1971, 

Two Species of Alcoholic “Blackout,” D. W, Good- 
win, 1665-1670, June 1971. 

Use of Alcohol and Opium by the Meo of Laos, J 

Westermeyer, 1019-1023, Feb. 1971. i 

v gp BOARD OF PSYCHIATRY AND NEUROLOGY 

n Alternative (Ltrs. to Ed.), M. J. C. 

392-393, Sept. 1970. M 

The American Board of Psychiatry and Neurology 
(Off. Act.), 126-127, July 1970. 

The American Board of Psychiatry and Neurology 


[154] 


SUBJECT INDEX 


(Off. Act.), 858, Dec. 1970. 

The American Board of Psychiatry and Neurology 
(Off. Act.), 998-1000, Jan. 1971. 

The American Board of Psychiatry and Neurology 
(Off. Act.), 1238, March 1971. 

The American Board of Psychiatry and Neurology 
(Off. Act.), 1595-1596, May 1971. 

1970 Annual Report of the American Board of Psy- 
chiatry and Neurology (Off. Act.), 581-583, Oct. 
1970. 

A Case for the Candidates (Ltrs. to Ed.), H. W. Pe- 
terson, Jr., 1101-1102, Feb. 1971. 

Coordination: A Needed Factor in the Certification 
Process (Ltrs. to Ed.), W. G. Smith, 845, Dec. 1970. 

A Criticism of Psychiatry's Board Examinations, A. 
L. Morgenstern, 33-42, July 1970. 

The FMG Controversy Continues (Ltrs. to Ed.), L. 
C. Maguigad and Dr. Kolb's reply, 391-392, Sept. 
1970. 

A Loss to the Profession, J. Buchwald (Ltrs. to Ed.), 
106, July 1970. 

No Internships—No Fully Competent Psychiatrists? 
(Ltrs. to Ed.), Department of Psychiatry, Green- 
wich Hospital, 1100-1101, Feb. 1971. 

The Value of Internship in Psychiatry (Ltrs. to Ed.), 
L. Varga, 103-104, July 1970. 

AMERICAN JOURNAL OF PSYCHIATRY 

Authors and Editors: Mutual Responsibility (Ltrs. to 
Ed.), R. C. Pillard and A Reviewer's reply, 1420 
1421, Apr. 1971. 

A Comment on Editorial Judgment (Ltrs. to Ed.), F. 
B. Charatan, 1234-1235, March 1971. 

Greetings and Card of Thanks 1970 (Ed. N.), F. J. 
Braceland, 942-944, Jan. 1971. 

The New Reference Style: An Objection (Ltrs. to 
Ed.), J. Ruesch, 976-977, Jan. 1971. 

Publication Lag (Ltrs. to Ed.), R. C. Pillard, 1576, 
May 1971. 

A Reasonably Pleasant Note (Ed. N.), F. J. Brace- 
land, 1398-1399, Apr. 1971. 

Unmentionables (Ltrs. to Ed.), J. F. Maddox, 977. 
Jan. 1971. 

Volume 127: A New Reference Style and a “New 
Deal" (Ed. N.), F. J. Braceland, 85-86, July 1970. 

AMERICAN PSYCHIATRIC ASSOCIATION 

Committee on Certification in Administrative Psy- 
chiatry (Off. Act.), 412, Sept. 1970. 

The Council on Internal Organization (Off. Act.), J: 
A. Wolford, 1455, Apr. 1971. 

The Council on International Relations (Off. Act) 
H. P. Rome, 1449-1451, Apr. 1971. 

The Council on Medical Education and Career De- 
velopment (Off. Act), B. Holland, 1437-1439. 
Apr. 1971. 

The Council on Mental Health Services (Off. Act 
E. O. Harper, 1439-1442, Apr. 1971. 

The Council on National Affairs and Social Issues 
(Off. Act.), A. H. Leighton, 1444-1449, Apr. 1971. 
The Council on Professions and Associations (Of 
Act), N. Q. Brill, 1451-1454, Apr. 1971. M 
The Council on Research and Development. (Off. 
Act.), M. Sabshin, 1442-1444, Apr. 1971. . 
Highlights of the 123rd Annual Meeting, G. Tarjan, 

409-41 1, Sept. 1970. 

Position Statement on Hospital Privileges for Psy- 
chologists (Off. Act), Committee on Psychiatry 
and Psychology, 1456, Apr. 1971. 


Amer. J. Psychiat. 127:12, June 1971 


rt 


SUBJECT INDEX 


The Presidential Address: Cultural Dissonance and 
Psychiatry, R. W. Waggoner, 1-8, July 1970. 

Program for the Assembly of District Branches (Off. 
Act.), J. S. Visher, 579-580, Oct. 1970. 

Raymond Walter Waggoner, Sr., M.D., Ninety- 
Eighth President, L. H. Bartemeier, 11-14, July 
1970. 

Report of the Medical Director (Off. Act.), W. E. 
Barton, 572-576, Oct. 1970. 

Report of the Secretary, Summary of Meetings of 
Council, Executive Committee, and Board of Trust- 
ees, May 1969-May 1970 (Off. Act.), G. Tarjan, 
561-569, Oct. 1970. 

Report of the Speaker (Off. Act.), P. C. Talkington, 
571-578, Oct. 1970. 

Report of the Treasurer (Off. Act.), H. H. Donahue, 
569-571, Oct. 1970. 

Report on Research Aspects of Community Mental 
Health Centers, Task Force on Research Aspects 
of Community Mental Health Centers (Off. Act.), 
993-998, Jan. 1971. 

Response to the Presidential Address, R. S. Garber, 
9-11, July 1970. 

The Revised Diagnostic and Statistical Manual of the 
American Psychiatric Association, B. Jackson, 65- 
73, July 1970. 

The 1971 Annual Meeting (Ed. N.), J. A. Ewing, 
1209-1210, March 1971. 

1971 Annual Meeting Preliminary Program (Off. 
Act.), 1253-1296, March 1971. 

ATTITUDE STUDIES 

Are the Ranks Closed? Attitudinal Social Distance 
and Mental Illness, G. Crocetti, 1121-1127, March 
1971. 

Attitudes of Psychiatrists and Psychologists Toward 
Alcoholism, W. J. Knox, 1675-1679, June 1971. 

Phenothiazine Intake and Staff Attitudes, D. S. Ir- 
win, 1631-1635, June 1971. 


BIOCHEMICAL STUDIES 

Changes in Norepinephrine Turnover in Rat Brain 
During Chronic Administration of Imipramine 
and Protriptyline: A Possible Explanation for the 
Delay of Onset of Clinical Antidepressant Effects, 
J.J. Schildkraut, 1032-1039, Feb. 1971. 

Clinical and Metabolic Studies with Imipramine in 
Man, P. Zeidenberg, 1321-1326, Apr. 1971. 

34-DMPEA and Schizophrenia (Ltrs. to Ed.), R. 
Abrams and J. R. Stabenau's reply, 1421, Apr. 
1971. 

Imipramine and Lithium Effects on Biogenic Amine 
Transport in Depressed and Manic-Depressed Pa- 
tients, D. L. Murphy and M. Schou's discussion, 
339-346, Sept. 1970. 

Neurochemical Studies of the Affective Disorders: 
The Pharmacological Bridge (Ed. N.), J. J. Schild- 
kraut, 358-360, Sept. 1970. 

Primordial Elements in Man (Ltrs. to Ed.), A. D. Jo- 
nas, 974-975, Jan. 1971. 

The Role of Brain Dopamine in Behavioral Regula- 
tion and the Actions of Psychotropic Drugs, S.H. 
Snyder, 199-207, Aug. 1970. 


Amer. J. Psychiat. 127:12, June 1971 


1719 


Studies of Alpha-methyl-para-tyrosine, L-dopa, and 
L-tryptophan in Depression and Mania, W. E. 
Bunney, Jr., 872-881, Jan. 1971. 

Urinary Monoamine Metabolites in Children with 
Minimal Brain Dysfunction, P. H. Wender, 1411- 
1415, Apr. 1971. 


BOOK REVIEWS 

Abrahamsen, D.: Our Violent Society, 1104, Feb. 
1971. 

Ackerman, N. W., ed.: Family Therapy in Transition, 
1243, March 1971. 

Adair, J., and Deuschle, K. W.: The People's Health: 
Medicine and Anthropology in a Navajo Commu- 
nity, 1582-1583, May 1971. 

Adams, P. L., Work, H. H., and Cramer, J. B., eds.: 
Academic Child Psychiatry, 1433, Apr. 1971. 

American Psychiatric Association: Task Force Re- 
port 2: Psychiatric Education and the Primary 
Physician, 1705-1706, June 1971. 

Anderson, G. C: Your Religion: 
Healthy? 1589-1590, May 1971. 

Anthony, E. J., and Koupernik, C., eds.: The Child 
in His Family, 1240, March 1971. 

Arens, R.: Make Mad the Guilty: The Insanity De- 
fense in the District of Columbia, 110-111, July 
1970. 

Arnhoff, F. M., Rubinstein, E. A., and Speisman, J. 
C.: Manpower for Mental Health, 256-257, Aug. 
1970. 

Association for Research in Nervous and Mental 
Disease: Social Psychiatry, 1113, Feb. 1971. 

Balestrieri, A.: Psicologia Medica e Psichiatria, 713- 
714, Nov. 1970. 

Ban, T. A., and Lehmann, H. E.: Nicotinic Acid in 
the Treatment of Schizophrenias. Progress Report 
1, 1703-1704, June 1971. 

Batchelor, I. R. C.: Henderson and Gillespie’s Text- 
book of Psychiatry, 10th ed., 255-256, Aug. 1970. 
Beecher, H. K.: Research and the Individual: Human 

Studies, 396, Sept. 1970. 

Bellack, L., and Loeb, L.: The Schizophrenic Syn- 
drome, 258-259, Aug. 1970. 

Benton, A. L., ed.: Contributions to Clinical Neuro- 
psychology, 262-263, Aug. 1970. 

Bibring, G. L., and Kahana, R. J.: Lectures in Medi- 
cal Psychology, 543-544, Oct. 1970. 

Bierer, J., and Evans, R. I.: Innovations in Social 
Psychiatry, 1113, Feb. 1971. i 
Bindman, A. J., and Spiegel, A. D., eds.; Perspectives 
in Community Mental Health, 982-984, Jan. 1971. 
Binger, C: Thomas Jefferson: A Well-Tempered 

Mind, 1427, Apr. 1971. 

Blachly, P. H., ed.: Drug Abuse: Data and Debate, 
1429, Apr. 1971. 

Black, B. J.: Principles of Industrial Therapy for the 
Mentally Ill, 856-857, Dec. 1970. 

Bourne, P. G.: Men, Stress, and Vietnam, 720-721, 
Nov. 1970. 

Bradburn, N. M.: The Structure of Psychological 
Well-Being, 268-269, Aug. 1970. , 
Briggs, J. L.: Never in Anger: Portrait of an Eskimo 
Family, 1586-1587, May 1971. . 2 
Brill, L., and Lieberman, L. Authority and Addic- 

tion, 556, Oct. 1970. t 

Brim, O. G., Jr., Freeman, H. E., Levine, S., and 


[155] 


Neurotic or 


—— O 


1720 


Scotch, N. A., eds.: The Dying Patient, 548-549, 
Oct. 1970. 

Brucke, F. T. V., Hornykiewicz, E., and Sigg, E. B.: 
The Pharmacology of Psychotherapeutic Drugs, 
549, Oct. 1970. 

Burnham, D. L., Gladstone, A. I., and Gibson, R. W.: 
Schizophrenia and the Need-Fear Dilemma, 396- 
398, Sept. 1970. 

Burris, D. S., ed.: The Right to Treatment: A Sympo- 
sium, 851-852, Dec. 1970. 

Cahalan, D., Cisin, I. H., and Crossley, H. M.: Amer- 
ican Drinking Practices, 719, Nov. 1970. 

Callahan, D.: Abortion: Law, Choice and Morality, 
717, Nov. 1970. 

Cancro, R., ed.: The Schizophrenic Reactions: A Cri- 
tique of the Concept, Hospital Treatment and Cur- 
rent Research, 394-395, Sept. 1970. 

Caplan, G.: The Theory and Practice of Mental 
Health Consultation, 714, Nov. 1970, 

Carter, H., and Glick, P. C.: Marriage and Divorce: 

A Social and Economic Study, 1432, Apr. 1971. 

Chafetz, M. E., Blane, H. T., and Hill, M. J.: Fron- 

tiers of Alcoholism, 855, Dec. 1970. 
Chapman, A. H.: The Physicians’ Guide to Manag- 
ing Emotional Problems, 850-851, Dec. 1970. 
Chasseguet-Smirgel, J.: Female Sexuality: New Psy- 
choanalytic Views, 717-718, Nov. 1970. 
Chertok, L., ed.: Psychophysiological Mechanisms 
of Hypnosis, 1111, Feb, 1971. 
Chess, S., and Thomas, A., eds.: Annual Progress in 
Child Psychiatry and Child Development: 1969, 
ui enti Ra 
essick, R. D.: How Psychothera; 
July 1970, Mus eating 
Chiang, Hung-Min, and Maslow, A., eds; The 
ae Personality: Readings, 552-553, Oct. 


Clark, K. E., and Miller, G. A., eds.: P. 
CA 'sychology, 406, 
Cleland, C. C., and Swartz, J. D.: Mental Retarda- 
o EAD lo Institutional Change, 544, 
Coles, R.: Uprooted Children: The Early Li i 
Brant Farm Workers, 253, Aug. 1970. M 


o R. T., ed.: Occupational Psychiatry, 982, Jan. 


Cooper, J. R., BI 
Biochemical B. 
March 1971. 

Costello, C. G., ed.: Symptoms of 

» A des 549, Oct. 1970. 

ronbach, L. J.: Essentials of P: ji i 
3rd ed., 555-556, Oct. 1970. cal Testing, 

Daniels, D. M., Gilula, M. F. and Ochbe: 
a (M.F, berg, F. M., 

E s ; EE and the Struggle for Existence, 542. 

de Caire, E.: Neurophysiology fe Medi 

ates, 1116-1117, Feb, lon. ye 

Delgado, J. M. R.: Physical Control of the Mind: To- 


ward a Psychocivilized Societ - 
ER iety, 114-115, July 


Dicks, H. V.: Fifty Years 
.1426-1427, Apr. 1971. 
DiMascio, A., and Shader, R. L., eds.: Clinical Hand- 


TOR of Psychopharmacology, 1245-1246, March 


Dohrenwend, B. P., and Dohrenwend, B. S.: Social 
[156] 


oom, F. E., and Roth, R, H.: The 
asis of Neuropharmacology, 1249, 


Psychopathology: 


of the Tavistock Clinic, 


SUBJECT INDEX 


Status and Psychological Disorder, 109-110, July 
1970. 

Easson, W. M.: The Dying Child, 716-717, Nov. 
1970. 

Eisenbud, J.: PSI and Psychoanalysis, 1241-1242, 
March 1971. 

Ekblom, B.: Acts of Violence by Patients in Mental 
Hospitals, 1110, Feb. 1971. 

Ellenberger, H. F.: The Discovery of the Uncon- 
scious: The History and Evolution of Dynamic 
Psychiatry, 980-981, Jan. 1971. 


Erikson, E. H.: Gandhi’s Truth: On the Origins of 


Militant Nonviolence, 846-847, Dec. 1970. 

Faber, M. D.: The Design Within: Psychoanalytic 
Approaches to Shakespeare, 1244-1245, March 
1971. 

Fagin, C. M.: Family-Centered Nursing in Commu- 
nity Psychiatry, 116-117, July 1970. 

Fairweather, G. W., Sanders, D. H., Cressler, D. L., 
and Maynard, H.: Community Life for the Men- 
tally Ill, 853-854, Dec. 1970. 

Farnsworth, D. L., and Blaine, G. B., Jr., eds.: Coun- 
seling and the College Student, 847, Dec. 1970. 

Finch, J. R., and Smith, J. P., Jr.: Psychiatric and 
Legal Aspects of Automobile Fatalities, 1590, May 
1971. 

Finch, S. M., and McDermott, J. F., Jr.: Psychiatry 
for the Pediatrician, 399-400, Sept. 1970. 

Fischer, W. F.: Theories of Anxiety, 852, Dec. 1970. 

Freeman, H., ed.: Progress in Mental Health, 403, 
Sept. 1970. 

French, T. M.: Psychoanalytic Interpretations: The 
Selected Papers of Thomas M. French, M.D., 
981-982, Jan. 1971. 

Freud, A.: The Writings of Anna Freud, volume v, 
1956-1965: Research at the Hampstead Child 
Peo Clinic and Other Papers, 545-546, Oct. 

70. 

Friedman, A. P.: Research and Clinical Studies in 
Headache: An International Review, vol. 2, 119, 
July 1970. 

Fromm, E.: The Crisis of Psychoanalysis, 1106-1107, 
Feb. 1971. 

Gamage, J. R., and Zerkin, E. L., eds.: Hallucino- 
genic Drug Research, 1112, Feb. 1971. 

Ganong, W. F., and Martini, L.: Frontiers in Neuro- 
endocrinology, 398-399, Sept. 1970. 

Gaylin, W.: In the Service of Their Country: War 
Resisters in Prison, 854-855, Dec. 1970. 

Glasscote, R. M., and Gudeman, J. E.: The Staff of 
the Mental Health Center: A Field Study, 715 
716, Nov. 1970, 

Glueck, S., and Glueck, E.: Toward a Typology of 
Juvenile Offenders: Implications for Therapy and 
Prevention, 1578, May 1971. é 

Goethals, G. W., and Klos, D. S. Experiencing 
auh; First-Person Accounts, 1579-1580, May 

SHY W- Duhl, F. J., and Rizzo, N. D., eds.: pus 
ystems ia 4-715, Nov. 
ae Theory and Psychiatry, 71 

Group for the Advancement of Psychiatry: The 
Right to Abortion: A Psychiatric View, 253-254. 
Aug. 1970, s 

Grunebaum, H., ed.: The Practice of Community 
Mental Health, 1239-1240, March 1971. pie 
are, E. H., and Wing, J. K., eds.: Psychiatric Epi- 


Amer. J. Psychiat. 127:12, June 1971 


E ——— Qe. 


à 


SUBJECT INDEX 


demiology, 1434, Apr. 1971. 

Hartmann, E., ed.: Sleep and Dreaming. Internation- 
al Psychiatry Clinics, vol. 7, no. 2, 1111-1112, Feb. 
1971. 

Hatterer, L. J.: Changing Homosexuality in the Male: 
Treatment for Men Troubled by Homosexuality, 
853, Dec. 1970. 

Heber, R: Epidemiology of Mental Retardation, 
1587, May 1971. 

Hellmuth, J., ed.: Disadvantaged Child, vol. 2: Head 
Start and Early Intervention, 112-113, July 1970. 

Hendin, H.: Black Suicide, 259-260, Aug. 1970. 

Hermelin, B., and O'Connor, N.: Psychological Ex- 
periments with Autistic Children, 1583-1584, May 
1971. 

Hicks, R. E., and Fink, P. J., eds.: Psychedelic Drugs, 
1580-1581, May 1971. 

Hill, D.: Psychiatry in Medicine: Retrospect and 
Prospect, 395-396, Sept. 1970, 

Hill, O. W., ed.: Modern Trends in Psychosomatic 
Medicine, 1582, May 1971. 

Hinsie, L. E., and Campbell, R. J.: Psychiatric Dic- 
tionary, 4th ed., 111, July 1970. 

Iscoe, 1., and Spielberger, C. D., eds.: Community 
Psychology: Perspectives of Training and Re- 
search, 1246-1247, March 1971. 

Jacobs, J.: The Search for Help: A Study of the Re- 
tarded Child in the Community, 551-552, Oct. 
1970. 

Jaeckel, M., and Wieser, S.: Das Bild des Geisteskran- 
ken in der Offentlichkeit, 988-989, Jan. 1971. 

Janov, A.: The Primal Scream: Primal Therapy, the 
Cure for Neurosis, 400, Sept. 1970. 

Janz, D.: Die Epilepsien, 264-265, Aug. 1970. 

Jasper, H. H., Ward, A. A., Jr., and Pope, A., eds.: 
Basic Mechanisms of the Epilepsies, 402-403, 
Sept. 1970. 

Jung, C. G.: Analytical Psychology: Its Theory and 
Practice, 255, Aug. 1970. 

Justice, B.: Violence in the City, 263-264, Aug. 1970. 

Kalant, H., and Hawkins, R. D., eds.: Experimental 
Approaches to the Study of Drug Dependence, 557, 
Oct. 1970. 

Keller, M., and Coffey, T. G., eds.: Proceedings of the 
28th International Congress on Alcohol and Alco- 
holism, vol. 2: Lectures in Plenary Sessions, 553, 
Oct. 1970. 

Kleinmuntz, B.: Clinical Information Processing by 
Computer: An Essay and Selected Readings, 264, 
Aug. 1970. 

Kosa, J., Antonovsky, A., and Zola, I. K., eds.: Pov- 
erty and Health: A Sociological Analysis, 711- 
712, Nov. 1970. 

Kugelmass, I. N.: The Autistic Child, 986-987, Jan. 
1971. 

Lenneberg, E., and Rowbotham, J. L.: The Ileos- 
tomy Patient, 852-853, Dec. 1970. 

L'Etang, H.: The Pathology of Leadership: A History 
of the Effects of Disease on 20th-Century Leaders, 
1425-1426, Apr. 1971. 

Lewin, K. K.: Brief Encounters: Brief Psychother- 
apy, 979-980, Jan. 1971. 

Lifton, R. J.: History and Human Survival, 395, Sept. 
1970. 

Lilienfeld, A. M.: Epidemiology of Mongolism, 
, 1429-1430, Apr. 1971. 

Limner, R. R.: Sex and the Unborn Child, 1584- 


Amer. J. Psychiat. 127:12, June 1971 


1721 


1585, May 1971. 

Love, H. D.: The Emotionally Disturbed Child: A 
Parent's Guide, 1591, May 1971. 

Lowe, E. M.: Value Orientations in Counseling and 
Psychotherapy, 1246, March 1971. 

Luthe, W., and Schultz, J. H.: Autogenic Therapy; 
vol. I: Autogenic Methods; vol. 2: Medical Appli- 
cations; vol. 3: Applications in Psychotherapy, 
261-262, Aug. 1970. 

Macalpine, l., and Hunter, R.: George III and the 
Mad-Business, 712-713, Nov. 1970. 

Mack, J. E.: Nightmares and Human Conflict, 1428, 
Apr. 1971. 

Madow, L., and Snow, L. H., eds.: The Psychody- 
namic Implications of Physiological Studies on 
Sensory Deprivation, 987-988, Jan. 1971. 

Magonet, A. P.: Introduction to Psychotherapy by 
Hypnosis, 1590, May 1971. 

Mann, J.: Encounter: A Weekend with Intimate 
Strangers, 1104-1105, Feb. 1971. » 

Masserman, J. H., ed.: Science and Psychoanalysis, 
vol. 15, 1115-1116, July 1970. 

Masserman, J. H., ed.: Youth: A Transcultural Psy- 
chiatric Approach, 268, Aug. 1970. 

Masters, W. H., and Johnson, V. E.: Human Sexual 
Inadequacy, 1103-1104, Feb. 1971. 

May, P. R. A.: Treatment of Schizophrenia: A Com- 
parative Study of Five Treatment Methods, 849- 
850, Dec. 1970. 

McNeil, E. B.: The Psychoses, 552, Oct. 1970. 

Meltzoff, J., and Kornreich, M.: Research in Psycho- 
therapy, 1589, May 1971. 

Mendels, J.: Concepts of Depression, 1578-1579, 
May 1971. 

Meyer, V., and Chesser, E. S.: Behaviour Therapy 
in Clinical Psychiatry, 1115-1116, Feb. 1971. 

Monroe, R. R.: Episodic Behavioral Disorders: A 
Psychodynamic and Neurophysiologic Analysis, 
545, Oct. 1970. 

Moreno, J. L., and Moreno, A. T.: Psychodrama, 
vol. 3: Action Therapy & Principles of Practise, 
984-985, Jan. 1971. 

Morris, G. H., ed.: The Mentally Ill and the Right to 
Treatment, 1706-1707, June 1971. 

Mullahy, P.: Psychoanalysis and Interpersonal Psy- 
chiatry. 1704-1705, June 1971. 

Mumford, E.: Interns: From Students to Physicians, 
269, Aug. 1970. 

Nagera, H., ed.: Basic Psychoanalytic Concepts on 
the Libido Theory: Basic Psychoanalytic Concepts 
on the Theory of Dreams, 848-849, Dec. 1970. 

Neugeboren, B.: Psychiatric Clinics: A Typology of 
Service Patterns, 1426, Apr. 1971. ; 

Neumann, E.: Depth Psychology and a New Ethic, 
550, Oct. 1970. 

Nielsen, J., Sorensen, A., Theilgaard, A., Froland, 
A., and Johnsen, S. G.: A Psychiatric-Psychologi- 
cal Study of 50 Severely Hypogonadal Male Pa- 
tients, Including 34 with Klinefelter’s Syndrome, 
266-267, Aug. 1970. 

Palmore, E., ed.: Normal Aging. Reports from the 
Duke Longitudinal Study, 1955-1969, 1704, June 
1971. 

Payne, T. R.: S. L. Rubinstejn and the Philosophical 

Foundations of Soviet Psychology, 266, Aug. 1970. 

Phillipson, R. V., ed.: Modern Trends in Drug De- 
pendence and Alcoholism, 1242-1243, March 


[157] 


1722 


1971. 

Piaget, J.: Science of Education and the Psychology 

of the Child, 1581, May 1971. 

Piaget, J., and Inhelder, B.: The Psychology of the 
Child, 120, July 1970. 

Pinney, E. L., Jr: A First Group Psychotherapy 
Book, 1116, Feb. 1971. 

Plog, S. C., and Edgerton, R. B., eds.: Changing Per- 
spectives in Mental Illness, 259, Aug. 1970. 

Polsky, H. W., Claster, D. S., Goldberg, E., eds.: 
Social System Perspectives in Residential Institu- 
tions, 1587-1588, May 1971, 

The Practising Law Institute: Effective Utilization of 
Psychiatric Evidence, 1590-1591, May 1971. 

Proctor, L. D., ed.: Biocybernetics of the Central 
Nervous System, 265-266, Aug. 1970. 

Rabkin, R.: Inner and Outer Space: Introduction to a 
Theory of Social Psychiatry, 985-986, Jan. 1971. 

Rhine, L. E: Mind Over Matter: Psychokinesis, 
1109-1110, Feb. 1971. $ 

Ricoeur, P.: Freud and Philosophy: An Essay on In- 
terpretation, 978-979, Jan. 1971. 

Riese, W.: The Legacy of Philippe Pinel: An Inquiry 
into Thought on Mental Alienation, 403-404, 
Sept. 1970, j 

Roberts, L. M., Greenfield, N, S., and Miller, M. H., 
tds; Comprehensive Mental Health: The Chal- 
lenge of Evaluation, 262, Aug. 1970, 

Roff, M., and Ricks, D. F., eds.: Life History Re- 


Ronon, Ah Te Pasha LL Feb, 
igre i P.: The Meaning of Madness, 1579, 
proves ine Angel Inside Went Sour, 1707- 
ped AUR PM in Psychiatric 
riget "M Va Jr., ed.: Anorexia and Obesity, 721, 
Ruitenbeek, H. M 


^ €d.: Group Thera 
268, Aug, 1970, paren 


Rupp, Gs " ru MA iie, 113-114, July 1970. 
cepts and Research, IH Fe Ioni. ett Con- 


Scheidemandel, P. L., and K; s 
tally Ill Offender: ry RM Men- 
grams, 111-112, July 1970, ia 


Schiffer, M.: 
pas p The Then petet Group, 554-555, 


Schmeidl 1 i 
pe dpa nu ExtraSensory Perception, 1105- 


Schmidhofer, E.: Pioneering Co i 
Science, vol. 3: Cerebral Trai. Ae i din = 
of Clinical Neurophysiology, 404-405, Sept 1970. 
Schoenberg, B., Carr, A. C., Peretz, D., dud Kut- 
rad A. H., eds.: Loss and Grief: Psychological 
deem. in Medical Practice, 1431-1432, Apr. 


Schulz, C. G., and Kilgalen, R. K.: C; 
Schizophrenia, 718-719, Nov. 1970. 


Selznick, G. J., and Steinber; S.: Th 
Prejudice: Anti-Semitism cy ellis 
ica, 1433-1434, Apr. 1971. 

Shepard, M.: Marathon 16, 985, Jan. 1971. 


[158] 


ase Studies in 


e nacity of 
in Contemporary Amer- 


NE UU 


SUBJECT INDEX 


Shneidman, E. S., and Ortega, M. J., eds.: Aspects 
of Depression. International Psychiatry Clinics, 
vol. 6, no. 2, 555, Oct. 1970. 

Shore, M. E, and Mannino, F. V., eds.: Mental 
Health and the Community: Problems, Programs 
and Strategies, 1430-1431, Apr. 1971. 

Simirenko, A., ed. Social Thought in the Soviet 
Union, 1107, Feb. 1971. 

Simmons, J. E; Psychiatric Examination of Chil- 
dren, 261, Aug. 1970. 

Sklansky, M. A., Silverman, S. W., and Rabichow, 
H. G.: The High School Adolescent, 118-119, July 
1970. 

Small, L: The Briefer Psychotherapies, 1584, May 
1971. 

Smith, R., ed.: Background to Migraine, 989, Jan. 
1971. 

Spiegel, E. A., ed.: Progress in Neurology and Psy- 
chiatry; An Annual Review, vol. 24, 719-720, Nov. 
1970. 

Steinberg, H., ed: Scientific Basis of Drug Depen- 
dence: A Symposium, 1432-1433, Apr. 1971. 

Stevenson, 1.: Telepathic Impressions: A Review and 
Report of Thirty-five New Cases, 1708, June 1971. 

Stotsky, B. A.; The Nursing Home and the Aged Psy- 
chiatric Patient, 1428-1429, Apr. 1971. 

Straus, E. W., Natanson, M., and Ey, H.: Psychiatry 
and Philosophy, 257, Aug. 1970. 

Strupp, H. H., Fox, R. W., and Lessler, K.: Patients 
View Their Psychotherapy, 115, July 1970 

Suinn, R. M., and Oskamp, S.: The Predictive Valid- 
ity of Projective Measures, 117, July 1970. 

Swanson, F. L.: Psychotherapists and Children: A 
Procedural Guide, 544, Oct. 1970. 

Szasz, T. S: The Manufacture of Madness, 254-255, 
Aug. 1970. 

Tagliacozzo, G., and White, H. V., eds.: Giambattista 
Vico; An International Symposium, 1710-1711, 
June 1971. 

Talkington, P. C., and Bloss, C. L., eds.: Evolving 
Concepts in Psychiatry, 988, Jan. 1971. 

Taylor, D. L., ed: Human Sexual Development: Per- 

„Spectives in Sex Education, 1586, May 1971. 

Tinterow, M. M.: Foundations of Hypnosis: From 
Mesmer to Freud, 1243-1244, March 1971. 

Travelbee, J.: Intervention in Psychiatric Nursing: 
qm in the One-to-One Relationship, 554, Oct. 

Tredgold, R. F., and Soddy, K.: Tredgold's Mental 
Retardation, 11th ed., 1708-1709, June 1971. 

Trigg, R.: Pain and Emotion, 1591, May 1971. 

Tulipan, A. B., and Heyder, D. W., eds.: Outpatient 
Psychiatry in the 1970's, 547-548, Oct. 1970. 

URS P: The Pill on Trial, 1588-1589, May 

Vaux, K., ed: Who Shall Live? Medicine-Technology 
Ethics, 542-543, Oct. 1970. 

Victoroff, V. M., and Ross, H. A.: Hospitalizing the 
Mentally Ill in Ohio, 119-120, July 1970. " 

Weigert, E: The Courage to Love: Selected Papers of 
Edith Weigert, M. D., 711, Nov. 1970. J 

Weiner, I. B. Psychological Disturbance in Adoles- 
cence, 401-402, Sept. 1970. 

idea Sigmund Freud as a Consultant, 856, Dec- 


Wilkinson, R The Prevention of Drinking Prob- 
Amer. J. Psychiat. 127:12, June 1971 


BJECT INDEX 


lems: Alcohol Control and Cultural Influences, 
1709-1710, June 1971. 

Winokur, G., Clayton, P. J., and Reich, T.: Manic 
Depressive Illness, 1710, June 1971. 

Winter, W. D., and Ferreira, A. J., eds.: Research 
in Family Interaction; Readings and Commen- 
tary, 260-261, Aug. 1970. 

Wolberg, L. R., and Kildahl, J. P.: The Dynamics of 
Personality, 550-551, Oct. 1970. 

Wolf, A., Schwartz, E., McCarty, G. J., and Gold- 
berg, I. A.: Beyond the Couch: Dialogues in Teach- 
ing and Learning Psychoanalysis in Groups, 1115, 
Feb. 1971. 

Wolff, K., ed.: Patterns of Self-Destruction, 1110 
1111, Feb. 1971. 

Wolman, B. B. Children Without Childhood: A 
Study of Childhood Schizophrenia, 1248, March 
1971. 

Wolpe, J.: The Practice of Behavior Therapy, 398, 
Sept. 1970. 

Wortis, J., ed.: Mental Retardation; An Annual Re- 
view, vol. 1, 114, July 1970, 

Yalom, I. D.: The Theory and Practice of Group 
Psychotherapy, 847-848, Dec. 1970. 

Yates, A. J.: Behavior Therapy, 1585-1586, May 
1971. 

Young, R. M; Mind, Brain and Adaptation in the 
Nineteenth Century, 546-547, Oct. 1970. 

Zabarenko, L., Pittenger, R. A., and Zabarenko, R. 
N.: Primary Medical Practice: A Psychiatric Eval- 
uation, 257-258, Aug. 1970. 

Zubin, J., and Freedman, A. M., eds.: The Psycho- 
pathology of Adolescence, 1247-1248, March 
1971. 

Zutt, J., Straus, E., and Scheller, H., eds.: Karl Bon- 
hoeffer, 1241, March 1971. 


C 


HILDREN 

An Additional Observation on Methylphenidate in 
Hyperactive Children (Ltrs. to Ed.), L. Tec, 1424, 
Apr. 1971. 

After Transplantation—The Child's Emotional Re- 
actions, D. M. Bernstein, 1189-1193, March 1971. 
Beware of Whites Bearing Gifts, G. Melchiode, 803- 

808, Dec. 1970. 

Brain Function in Problem Children and Controls: 
Psychometric, Neurological, and Electroencepha- 
lographic Comparison, A. Wikler, 634-645, Nov. 
1970. 

Brief Psychotherapy with Children: A Preliminary 
Report, A. J. Rosenthal, 646-651, Nov. 1970. 

Congenital and Perinatal Sensory Deprivation: Some 
Studies in Early Development, D. A. Freedman, 
1539-1545, May 1971. 

Delivery of Mental Health Services to Children in a 
Prepaid Medical Care Program, S. S. Goldensohn, 
1357-1362, Apr. 1971. 

The Development of the Language of Emotions, W. 
C. Lewis and L. A. Gottschalk's discussion, 1491- 
.1497, May 1971. 

Diagnostic Classification in Child Psychiatry (Ed. 
.N.), R. Jenkins, 680-681, Nov. 1970. 

Direct Child Observation in Psychiatry Residency 
Training, J. M. Wiener, 1636-1640, June 1971. 

Effect of Lithium Carbonate, Placebo, and Thiorida- 


mer. J. Psychiat. 127:12, June 1971 


1723 


zine on Hyperactive Children, P. L. Whitehead, 
824-825, Dec. 1970. 

An Evaluation of Niacinamide in the Treatment of 
Childhood Schizophrenia, G. H. C. Greenbaum, 
89-93, July 1970. 

A Family Study of Child Abuse, L. C. Terr, 665- 
671, Nov. 1970. 

The First Three Years of Life: An Overview of a New 
Frontier of Psychiatry, R. S. Lourie, 1457-1463, 
May 1971. 

Frontier Justice: A Contribution to the Theory of 
Child Battery, W. R. Flynn, 375-379, Sept. 1970. 
Integrating the Antisocial Child (Ltrs. to Ed.), S. A. 

Berlin, 975-976, Jan. 1971. 

The Lesch-Nyhan Syndrome, L. H. Dizmang, 671- 
677, Nov. 1970. 

Megavitamin Therapy with Severely Disturbed Chil- 
dren (Ltrs. to Ed.), R. W. Roukema, 249, Aug. 
1970. 

Parental, Birth, and Infancy Factors in Infant Twin 
Development, M. G. Allen, 1597-1604, June 1971. 
The Psychiatrist and Child Custody Contests, J. C. 

Westman, 1687-1688, June 1971. 

Psychotherapy for Latency-Age Children in an Inner- 
City Therapeutic School, P. N. Graffagnino, 626- 
634, Nov. 1970. 

The Relationship Between Child Psychiatry and 
General Psychiatry (Ed. N.), J. N. Sussex, 678- 
679, Nov. 1970. 

Scrutiny of Parental Relationships in Affecting the 
Behavior of Effeminate Boys, L. Cohn and B. 
Zuger's reply (Ltrs. to Ed.), 107-108, July 1970. 

Social and Emotional Adaptations of Children with 
Transplanted Kidneys and Chronic Hemodialysis, 
A. U. Khan, 1194-1198, March 1971. 

Social Status and Child Psychiatric Practice; The 
Influence of the Clinician's Socioeconomic Origin, 
S. I. Harrison, 652-658, Nov. 1970. 

Studies in Adoption: Requests for Psychiatric Treat- 
ment, H. H. Work, 948-950, Jan. 1971. 

Systems Theory, Psychiatry, and School Phobia, W. 
M. Bolman, 25-32, July 1970. 

Twelve Months’ Experience with the GAP Classifi- 
cation of Childhood Disorders, J. R. Bemporad, 
658-664, Nov. 1970. 

Urinary Monoamine Metabolites in Children with 
Minimal Brain Dysfunction, P. H. Wender, 1411- 
1415, Apr. 1971. 


COLLEGE MENTAL HEALTH 

Campus Disorders: A Problem of Adult Leadership, 
A. M. Nicholi I1, 424-429, Oct. 1970. 

Faculty Response to Student Confrontation, T. Sha- 
piro, 599-605, Nov. 1970. 

Patterns of Drug Use Among College Students: A 
Preliminary Report, G. L. Mizner, 15-24, July 
1970. 

Some Points on “College Student Drug Use” (Ltrs. 
to Ed.), P. A. Baron and E. Robbins' reply, 706- 
707, Nov. 1970. 

The Superego: A Key to Troubled Students (Ltrs. to 
Ed.), N. I. Moss, 1418, Apr. 1971. 


COMMUNITY PSYCHIATRY 
Are Urban Mental Health Centers Worth It? J. M. 
Stubblebine, 908-912, Jan. 1971. 


[159] 


1724 


The Care of the Psychiatrically Disturbed Elderly Pa- 
tient in the Community, C, F. Lipscomb, 1067- 
1070, Feb. 1971. 

Community Psychiatry: A Change in Course (Ed. 
N,), J. V. Coleman, 938 939, Jan. 1971. 

Experience with Community Mental Health Centers, 
L. D. Ozarin, 912-916, Jan. 1971. 

Factors Affecting the Outcome of Psychiatric Inter- 
agency Referral, A. S. Rogawski, 925-934, Jan. 
1971. 

^ Hospital-Based School Mental Health Project, E. 
Mumford, 920-924, Jan. 1971, 

An Integrated Department of Psychiatry /Commu- 
nity Mental Health Program; One Model, V. B. O. 
Hammett, 1161-1165, March 1971. 

Involving the Private Sector in Community Psychi- 
atry, C. P. Thomson, 363-368, Sept, 1970. 

Local Service Growth: The Illinois Zone Plan, N. 
Hansell, 686-690, Nov, 1970. 

The Mental Health Center; Portents and Prospects 
(Ed. N.), R. Glasscote, 940-941, Jan, 1971. 

New Directions for Suicide Prevention Centers (Ed. 
N.), A. Kiev, 87-88, July 1970, 

On the Lanterman-Petris-Short Act (Ltrs. to Ed.), J. 
G. Freeman and C. P. Thomson's reply, 1234, 
March 1971. 

Patients Who Flirt With Treatment; The Silent Pop- 
ulation, R. L, Gould, 524-529, Oct. 1970. 

Psychiatric Services in a Neighborhood Health Cen- 
ter, E. L. Lowenkopf, 916-920, Jan. 1971. 

The Psychiatrist and Medical Home Care: Geriatric 
Psychiatry in the Harlem Community, S. Zimberg, 
1062-1066, Feb. 1971. 

Report on Research Aspects of Community Mental 
Health Centers (Off, Act.), 993-998, Jan. 1971. 

‘Training Police in Community Relations and Urban 
Problems, J. A. Talbott, 894-900, Jan. 1971. 

The Yorkton Psychiatric Centre: A Five-Year Re- 
view, C. F, Lipscomb, 232-237, Aug. 1970. 


COMPUTERS 


Digital Computer Analyzed Sleep and Restin 
p EEG 
During Haloperidol Treatment, T. M. Itil, 462- 
471, Oct. 1970, 


Routine Diagnosis by Computer, I. W. me 
1152, March 1971. ater 1 


CONSULTATION 


24-Hour Psychiatric Consultation vi 
1684-1687, June 1971, RU B Polow, 


CORRESPONDENCE CONCERNING BOOK REVIEWS 
Cerebral Training (Ltrs. to Ed.), M. Johnson and M. 
Rosenberg's reply, 1572-1573, May 1971. 
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1421, Apr. 1971. 

Drug Use in a Black Ghetto, W. R. Lipscomb, 1166- 
1169, March 1971. 
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No Internships—No Fully Competent Psychiatrists? 
(Ltrs. to Ed.), Department of Psychiatry, Green- 
wich Hospital, 1100-1101, Feb. 1971. 
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1971. 

Further Experimental Studies of Mental Patients 
Through the Autokinetic Phenomenon, A.C. Voth, 
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Crisis Hospitalization Within a Psychiatric Emer- 
gency Service, M. W. Rhine, 1386-1391, Apr. 1971. 
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The Family Enters the Hospital, G. M. Abroms and 
W. J. Hendrickson's discussion, 1363-1370, Apr. 
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